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EDITORIAL 

EDITORIAL  

Dear EACME colleagues and friends, 
 
With spring being almost here, I hope that 
you are enjoying the first rays of sun and 
warmer temperatures after this long and 
arduous winter.  
 
With pleasure I present you the April edition 
of the EACME Newsletter – this time in a 
modernized look that reflects the updated 
EACME design. We hope you like it! 
  
In this edition, we – the EACME editorial 
board – aimed to cover topics and present 
research concerning the ongoing COVID-19 
pandemic but also beyond: As regards the 
latter, C. MacKellar & T. Stammers present 
their study on exploring the ethics of 
generating posthumans; C. Schües & C. 
Rehmann-Sutter report on their qualitative 
interview study on justifications of bone 
marrow transplantation between children 
and its effects on family relationships; and 
F. Gille and I present our recent publication 
discussing Can we know if donor trust 
expires. In addition, J. de Snoo-Trimp 
presents her PhD thesis in which she 
developed the Euro-MCD Instrument to 
collect outcomes of Moral Case 
Deliberations and J. Martin depicts a book 
 
 
 
 
 

review on Public Health Ethics. In relation 
to the COVID-19 pandemic, J. H. Solbakk et 
al. present a provoking commentary on 
vaccine nationalism and the need for 
ethicists to take action. 
 
Apart from the tremendous challenges 
brought by COVID-19 for societies 
worldwide, one development can however 
also be seen as an opportunity, namely the 
increasing and more common virtual 
collaboration via video-conferencing 
between academics worldwide. In line with 
this development, the EACME harnessed its 
potential and initiated three Webinars this 
year. S. Gloeckler & T. Manríquez Roa 
present a report on the first one which was 
held in collaboration with the Forum on 
Equitable Access and supported by the 
EACME on the timely topic of Who Gets a 
Covid-19 Vaccine and When? Please find 
more information on the next webinar and 
further ongoings within the EACME 
community in the remaining pages of this 
newsletter.  
 
Very best wishes, 
Caroline Brall 
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NEWS FROM THE 
EACME BUREAU 
 

 

 

 
 

Dear EACME colleagues and friends, 
 
We hope our new Newsletter finds you well. We 
also hope that you are still inspired by the 
theoretical and practical relevance of Ethics as 
an interdisciplinary discipline and the never-
ending opportunities and challenges regarding 
new ethical issues. We believe that this one of the 
core aspects that connects us as EACME 
community.  
From our weekly or bi-weekly meetings as 
Bureau we are happy to inform you about the 
following: 
 
We received 4 new applications for EACME 
membership! All 4 applications have been 
approved: so a warm welcome to: University 
Hospital of Basel, University of Lübeck, 
University Medical Center Utrecht and University 
of Bergen. If you know other Centers for Medical 
Ethics that might be interested in EACME, please 
put us in touch! 
 
Following our very successful EACME Webinar on 
ethics in pandemic times last September the 
EACME Board and EACME Bureau took the new 
initiative to plan EACME Webinars for EACME 
members on a regular base! As you will have 
seen, our first Webinar “Forum Equitable Access 
to Covid-19 Vaccines” was initiated by our Board 
member Nikola Biller-Andorno on 29th March, 
with, among others, Jan Helge Solbakk as 
speaker. Thank you Nikola for a great Webinar! 
The second EACME Webinar will be about Clinical 
Ethics, titled “What means ‘Expertise’ in Clinical 
Ethics?” and will be organised by Rouven Porz & 

Jan Schildmann from the EACME Board, with the 
help of Kim Zandvliet. So save the date, if you had 
not already: 24th of June, 17.00-18.30 CET. See 
below in this EACME Newsletter for more 
information about the program and speakers. 
 

 
More in general we are happy with the closer and 
productive cooperation between the Board 
members and the Bureau (i.e. Executive Board)! 
Also thanks to Richard Huxtable who chaired the 
Board meetings and functioned as a contact 
person between the Board and the Bureau. 
 
Finally, in case you have any interesting 
announcements for our weekly News emails, 
please let us know! It is a good way to connect to 
the other EACME members and inform them 
about your expertise, activities and plans. 
 
We hope to see you at the next EACME Webinar! 
Take care, stay healthy. 
 
Best wishes,  
Bert, also on behalf of Ruth, Federico and Kim 
 
 

EACME WEBINARS 
 
Following our very successful EACME 
Webinar on ethics in pandemic times last 
September the EACME Board and EACME 
Bureau took the new initiative to plan 
EACME Webinars for EACME members on a 
regular base. 
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The Ethics of Generating Posthumans 
 
Calum MacKellar and Trevor Stammers  
Scottish Council on Human Bioethics, St. Mary’s University
 
 
A new study exploring the ethics of generating 
transhuman and posthuman persons is being 
finalised by the Scottish Council on Human 
Bioethics in Edinburgh, Scotland and the Centre 
for Bioethics and Emerging Technologies (CBET) 
at St Mary’s University, Twickenham, England. It 
examines whether it is possible to ethically 
generate new kinds of persons using future 
technologies such as genetic manipulation, 
nanotechnology, cybernetics, robotics, and 
informatics, especially in the context of 
transhumanism and posthumanism ideologies.  
 
The prefix ‘trans’ (from the Latin for ‘across’) is 
generally used to indicate someone or 
something has moved across from, or beyond, a 
certain boundary. Accordingly, ‘transhumanism’ 
is an ideology reflecting a willingness to move 
beyond the frontier of what is considered human. 
The term, itself, was developed by the British 
biologist Julian Huxley (1887 – 1975) who used it 
for the title of an influential 1957 article 1 , 2  to 
suggest that:  
 

“Up till now human life has generally been, as 
[the English Philosopher] Hobbes [1588 – 1679] 
described it, ‘nasty, brutish and short’; the 
great majority of human beings … have been 
afflicted with misery …  

 
 
1 It is likely that Teilhard de Chardin influenced the 
terminology of Julian Huxley in coining the term 
‘transhumanism’. The two were close friends. 
David Grumett, Transformation and the End of 
Enhancement: Insights from Pierre Teilhard de 
Chardin, In: Transhumanism and Transcendence, 
Ronald Cole-Turner (Ed.), Georgetown University 
Press, Washington DC, (2011), p. 38. 
2 However, the word actually derives from an earlier 
1940 paper by the Canadian philosopher William 

 
 
 
[W]e can justifiably hold the belief that ... the 
present limitations and miserable frustrations 
of our existence could be in large measure 
surmounted …  
The human species can, if it wishes, transcend 
itself — not just sporadically … but in its 
entirety, as humanity.”3 

 
Thus, a transhuman person is an individual who 
has moved across, or beyond, the distinct 
boundary of being human, though some human 
characteristics may remain.  
 
The prefix ‘post’ (from the Latin for ‘after’ or 
‘behind’) is generally used to describe the reality 
that someone or something is coming ‘after’, 
‘later’, or ‘subsequent to’ in time. Accordingly, 
posthumanism is an ideology reflecting a 
willingness to eventually reach a stage in time 
where nothing which is defined as human may 
remain. In this regard, the American author N. 
Katherine Hayles, characterises four different 
aspects of a posthuman future:4 
- The prioritisation of information patterns 

over material substances. 
- The acceptance that consciousness is just a 

mere product of the physical.  

Lighthall (1857 – 1954); Harrison, Peter and Wolyniak, 
Joseph, "The History of 'Transhumanism'". Notes 
and Queries 62 (2015), pp. 465-7. 
3 Huxley, Julian, "Transhumanism", In New Bottles for 
New Wine: Essays. London: Chatto & Windus, (1957), 
pp. 13-1z 
4 Hayles, M. Katherine, How we became Posthuman: 
Virtual bodies in cybernetics, literature, and 
informatics, Chicago and London: University of 
Chicago Press (1999), pp. 2-3. 
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- The recognition that the human body is just 
an original form and substance of a being 
which can be upgraded or replaced. 

- An acknowledgement that human beings can 
just be considered as intelligent machines 
making the two interchangeable.   

 
Thus, a posthuman person is an individual who 
no longer expresses human characteristics in any 
significant manner. As the Swedish philosopher, 
Nick Bostrom, explains: “It is sometimes useful to 
talk about possible future beings whose basic 
capacities so radically exceed those of the present 
humans as to be no longer unambiguously human 
by our current standards. The standard word for 
such beings is “posthuman””.5  
 
Generally, however, it is difficult to accurately 
describe the posthuman individual. In this 
regard, Hayles characterises such a being as “an 
amalgam, a collection of heterogeneous 
components, a material-informational entity 
whose boundaries undergo continuous 
construction and reconstruction.”6  

 
In this regard the study is examining, amongst 
other things, whether it is ever possible for a 
transhuman or posthuman person to be ethically 
generated so that it conforms to what is generally 
understood under the concept of procreation 
which usually presupposes an idealistic and 
traditional manner of begetting children. 
American bioethicist, Gilbert Meilaender, 
explains: 

“In begetting we give rise to one like us, one 
with whom we share a nature equal in being 
and dignity. Since we do not transcend the 

 
5 Nick Bostrom, Introduction – The Transhumanist 
FAQ: A General Introduction, In Calvin Mercer & Derek 
F. Maher (eds) Transhumanism and the Body, New 
York: Palgrave MacMillan, 2014. (pp. 1-17) (p. 3). 
6 Hayles, M. Katherine, How we became Posthuman: 
Virtual bodies in cybernetics, literature, and 
informatics, Chicago and London: University of 
Chicago Press (1999), p. 3. 
7 Gilbert Meilaender, Bioethics: A Primer for 
Christians (Third Edition), Grand Rapids: Eedermans 
Publishing Co. 2013. p. 20. 

child we have begotten, we do not give it worth 
and significance any more than we understand 
ourselves to have been given dignity by our 
progenitors.”7 

 
But Meilaender also explains: “[I]n distinctively 
human procreation the child is not simply a 
product of the will or choice of its progenitor. It is, 
instead, the internal fruition of an act of marital 
love.”8 
 
Similarly, the American bioethicist, Leon Kass, 
indicates: “How does begetting differ from 
making? In natural procreation, human beings 
come together, complementarily male and 
female, to give existence to another being who is 
formed, exactly as we were”.9 This means that a 
number of preconditions may need to be fulfilled 
for persons to procreate and beget new 
transhuman and posthuman persons.  

For example, in order for acts of procreation 
to occur, it is generally accepted that two 
persons of complementary gender must 
generate children from their exclusive, selfless, 
unconditional and faithful embodied love for 
each other. An unconditional love that is then 
embodied in the resulting offspring which 
enables them to know that they were procreated 
by love, to be loved, thereby confirming that they 
have a rightful place in existence. In other words, 
that their very existence is unconditionally 
welcomed - that they do not have to ask why they 
exists or fulfil certain preconditions for their 
acceptance. This also means that because 
offspring should be brought into existence 
through the uniting love of their parents, they 
cannot be seen as their possessions. Instead, 

8 Gilbert Meilaender, Human Dignity and Public 
Bioethics, The New Atlantis, Number 17, Summer 
2007, pp. 33-52, 
http://www.thenewatlantis.com/publications/huma
n-dignity-and-public-bioethics (Accessed on the 2 
June 2008). 
9 Kass, Leon R. The Wisdom of Repugnance. New 
Republic Vol. 216 Issue 22 (June 2, 1997). 
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offspring and their parents can be considered as 
belonging together as a family of equals. As 
Meilaender notes: 

“A child who is thus begotten, not made, 
embodies the union of his father and mother. 
They have not simply reproduced themselves, 
nor are they merely a cause of which the child 
is an effect. Rather, the power of their mutual 
love has given rise to another who, though 
different from them and equal in dignity to 
them, manifests in his person the love that 
unites them. Their love-giving has been life-
giving; it is truly procreation. The act of love 
that overcame their separation and united 
them in “one flesh,” that direct them out of 
themselves and toward each other, creates in 
the child a still larger community.”10 

 
In this context, the story of Frankenstein 
published in 1818 by the English novelist Mary 
Shelley (1797 – 1851), can be used as a warning 
to any individuals seeking to bring transhuman 
and posthuman persons into existence in an 
unethical manner. Accordingly, the US based 
bioethicist, Josephine Johnston, indicates:  

“In a straightforward – even didactic – way, the 
novel [of Frankenstein] chronicles the 
devastating consequences of an inventor and 
those he loves of his utter failure to anticipate 
the harm that can result from raw, unchecked 
scientific curiosity.”11  

 
In a similar fashion, the generators of new 
transhuman and posthuman persons may not 
comprehend what they are really doing or what 
it means to bring such new persons into 
existence. They may not even understand all the 

 
10 Gilbert Meilaender, Bioethics: A Primer for 
Christians (Third Edition), Grand Rapids: Eedermans 
Publishing Co. 2013. p. 15. 
11 Josephine Johnston, Traumatic Responsibility: 
Victor Frankenstein as Creator and Casualty in In 
David H. Guston, Ed Finn, and Jason Scott Robert 
(eds.), Mary Shelley, Frankenstein, Annotated for 
Scientists, Engineers, and Creators of All Kinds, 
Cambridge, Massachusetts: The MIT Press, 2017, p. 
201. 
 

possible grave future consequences of their acts. 
For example, Frankenstein looks forward with 
excitement, at first, to the day when his new 
being would come into existence: “A new species 
would bless me as its creator and source; many 
happy and excellent natures would owe their 
being to me. No father could claim the gratitude of 
his child so completely as I should deserve 
their’s”. 12  But the book soon reveals how 
mistaken he was, when the monster he generates 
indicts Frankenstein with all his suffering and 
loneliness: 

“Unfeeling, heartless creator! You had 
endowed me with perceptions and passions, 
and then cast me abroad an object for the 
scorn and horror of mankind. But on you only 
had I any claim for pity and redress, and from 
you I determined to seek that justice which I 
vainly attempted to gain from any other being 
that wore the human form”.13 

 
In a similar way, it is very likely that future 
transhuman and posthuman persons will feel 
angry and bewildered if they are not procreated 
from the embodied love of their parents. Again, 
this is movingly illustrated by Frankenstein’s 
creature and his search for identity. Indeed, 
though Frankenstein had intended his creature 
to be attractive, the experiment is a disaster and 
results in a monster who he then completely 
rejects and abandons to his own predicament. 
But the nameless creature goes in search for his 
generator since he realises that Frankenstein is 
the real origin and cause of his very existence and 
life, and that he must be the answer to his deep 
existential angst. The monster, in a way, is 
looking for answers as to why he was created 

12 In David H. Guston, Ed Finn, and Jason Scott Robert 
(eds.), Mary Shelley, Frankenstein, Annotated for 
Scientists, Engineers, and Creators of All Kinds, 
Cambridge, Massachusetts: The MIT Press, 2017, p. 
37.  
13 In David H. Guston, Ed Finn, and Jason Scott Robert 
(eds.), Mary Shelley, Frankenstein, Annotated for 
Scientists, Engineers, and Creators of All Kinds, 
Cambridge, Massachusetts: The MIT Press, 2017, p. 
116. 
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while seeking to understand the deep sense of 
rejection and abandonment he experiences.  
 
His anguish and distress are deeply moving in his 
exclamation: “My person was hideous and my 
stature gigantic. What did this mean? Who was I? 
What was I? Whence did I come? What was my 
destination? These questions continually 
recurred, but I was unable to solve them.”14  
 

     Likewise, it is possible that new transhuman 
and posthuman persons generated outside of 
procreation will feel completely lost in their very 
existence and identity, thus making the 
generation deeply problematic and even 
unethical because of all the likely suffering they 
may experience.  
These themes will be developed in the book 
entitled The Ethics of Generating Posthumans 
which will be published by Bloomsbury 
Academic in the course of 2021.

 
 
How can bone marrow transplantation between 
children be justified, and how does it affect 
family relationships?  
 
Christina Schües and Christoph Rehmann-Sutter, University of Lübeck 
 
 
With questions about the justification of 
paediatric stem cell donation and its 
consequences for the family in mind, we 
conducted a long-term retrospective qualitative 
study with 17 families who had experienced bone 
marrow transplantation between siblings who 
were children at the time of transplantation. We 
interviewed whole families, and individual donor 
children as well as the patients and their parents, 
between zero and 20 years after the transplant 
(82 interviews in total). This level of investigation  
 
has never been done before. The qualitative 
study is based on a previous philosophical 
inquiry into the implications of the child’s well-
being in this context. The exciting results of 
almost nine full research years will be published 
and discussed in an edited book: Stem cell 
transplantation between siblings as a social  

 
 
14 M. Shelley. 1994. Frankenstein, Penguin Popular 
Classics: London, 124.  

 
phenomenon. The child’s body and family 
decision-making (Madeleine Herzog, Martina 
Jürgensen, Christoph Rehmann-Sutter and 
Christina Schües, eds., Springer 2021, open 
access). 
 
Since the 1970s, haematopoietic stem cell 
transplantation from bone marrow has been a 
standard treatment for leukaemia, Fanconi 
anaemia and other possibly fatal diseases of the 
blood system. Persons with a matching tissue 
type can act as donors (or be treated as donors) 
even if they are as young as one year old. For 
genetic reasons, siblings’ tissues are often 
compatible; therefore, if a child has cancer, it is 
often a sibling who may serve as a donor. 
Children are thus considered donors for stem cell 
transplantation, even though they are minors 
and unable to give legal consent. While the 
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medical risk this procedure poses to the donor is 
small, it has raised ethical questions about the 
donor child’s autonomy and welfare, and 
concerns about the instrumentalization of the 
donor’s body. Stem cell transplantation 
constitutes a pressing ethical challenge in 
paediatric practice: because it lacks a direct or 
indirect medical benefit for the donor, it is 
difficult to justify the extraction of bone marrow 
on the grounds that it serves that child’s best 
interests. A sibling stem cell transplant, however, 
frequently saves the life of the ill child recipient, 
or is at least curative. Hence, one justificatory 
argument proposes a psycho-social benefit to 
the donor child who has a supposed interest in 
saving a sister’s or brother’s life. 
 
Families whom we interviewed showed a strong 
belief in a responsibility to help the sick child, 
and therefore did not consider donation a 
question to be decided, but rather a matter of 
course. Some even said it was a family duty. 
These moral understandings, however, 
contributed to a dynamic differentiation of 
responsibilities among family members, which 
we were able to track in the analysis of the 
interviews. 
A strong emergent theme in the qualitative 
analysis was how families dealt with serious 
illness. Some families first responded with denial 
of the terminal diagnosis, hoping that it was a 
mistake. Many families suffered from feeling a 
severe loss of control in several areas of their 
lives. The illness changed family roles 
remarkably, with one important question 
becoming how long a child should be seen as 
“ill”. Overall, different patterns of coping were 
identified including toughening up, resignation, 
ignoring, or acceptance. 
With one exception, all our families said that they 
had experienced the decision to conduct a bone 
marrow transplant not as an option but as a 
necessary step in the therapeutic process, to 
which there was no alternative. They felt they 
had no other choice. The decision to have family 
members typed and, if they matched, use them 
as donors, was not interpreted as a “decision” 
either, but as a family action that was a matter of 

course. We found reasons why some families 
actually preferred a sibling donor over an 
unrelated one. In these apparently decision-
making contexts, complex family interactions 
took place. Many families said, for instance, that 
even though the child was formally asked 
whether she or he agreed to the donation, 
everyone knew that in reality a negative answer 
to this question was not possible. 
 
If body parts (in this case tissues and cells) can 
become a remedy for a relative, family members 
are connected in a variety of new ways. Some 
families saw donation as an essential change in 
the recipient’s body and identity, while others 
saw it as a unification of two separate 
individuals. Some families described the donor’s 
body as a “spare parts depot”; being seen as a 
life-saving resource then created a lasting 
responsibility in the donors. This relationship 
could in fact be seen by families as creating a 
single family system, or one “familial body”. 
 
This rich body of experience and reflective 
insight from family members who are looking 
back on their lives is addressed from a variety of 
angles, which include typical family narratives 
that constitute family memory and play a key 
role in people “doing family”. Other ethically 
important topics include decision-making 
processes, retrospective justification, and the 
phenomenology of embodiment. Chapters have 
been written by the editors themselves (who are 
all based at the Institute for History of Medicine 
and Science Studies at the University of Lübeck), 
as well as by a series of prominent invited 
authors, including Claudia Wiesemann 
(Göttingen), Jutta Ecarius (Cologne), Amy Mullin 
(Toronto), Tim Henning (Stuttgart), Lanie 
Friedman Ross (Chicago), and Margrit Shildrick 
(Stockholm).  
This interdisciplinary book should be valuable to 
all readers interested in medical ethics, family 
research, responsibility studies, theories of the 
body, and the philosophy of childhood. 
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Can we know if donor trust expires?   
 
Felix Gille and Caroline Brall, ETH Zurich 
 
 
We know that for parts of the donor community 
trust in the research facility and broader 
healthcare system is critical for their willingness 
to consent to future data use of their donated 
data (Eyal, 2012). At the same time, Niklas 
Luhmann reminds us that trust is a future 
oriented concept (Luhmann, 2017). When 
considering that open consent processes in 
biomedical research usually do not put an end 
date to future data use and trust is a future 
oriented construct, we discussed in our recent 
publication:  
 
Can we know if donor trust expires?  
(Gille and Brall, 2021) 
 
We deem this question as important to discuss 
because donor trust not only leads to data 
donation but also legitimises the future use of 
the donated data. This in turn raises the concern 
that if donor trust expires at some point in the far 
future the legitimacy of the research institution 
to use the data vanishes. This is problematic as a 
key feature of modern biomedical research is to 
set up multi-generational data sets that allow for 
future generations of researchers to use this 
data. To find an answer to this question, we 
explored first, which future-proof actors donors 
could trust when signing a consent form. To do 
so, we set up a simplified model of four potential 
healthcare system actors that are important 
during the consent process: research 
professionals, the research institution, the 
healthcare system and the society. Building on 
our previous work on public trust in the 
healthcare system (Gille, Smith and Mays, 2020, 
2017; Brall et al., 2017; Brall, Schröder-Bäck and 
Maeckelberghe, 2019), we conclude that 
research professionals, the research institution, 
the healthcare system and the society play a vital 
role in trust building during a consent process 
itself. However, when it comes to using data in 

the far future, the donor will indeed need to trust 
an unspecified future society when donating 
his/her data for future research.  
 
This led us to discussing what prevents donor 
trust from expiring. Here, we draw on Niklas 
Luhmann’s and Anthony Giddens’ trust theories 
(Luhmann, 2017; Giddens, 1990). Our findings 
suggest that, in the far future, researchers will 
need to consider donor autonomy, as well as 
societal norms and values of the time period in 
which the data were donated. They will need to 
find mechanisms where possible to publicly 
announce the use of old data sets. However, 
foremost researchers will need to treat the data 
respectfully. It remains vital that professionals 
and the society continue to elaborate on the 
norms and values that shape the common 
understanding of what is morally right and wrong 
when researching data. 
 
References 
Brall, C, E Maeckelberghe, R Porz, J Makhoul, and 
P Schröder-Bäck. 2017. “Research Ethics 2.0: 
New Perspectives on Norms, Values, and 
Integrity in Genomic Research in Times of Even 
Scarcer Resources.” Public Health Genomics 20 
(1): 27–35. https://doi.org/10.1159/000462960. 
 
Brall, Caroline, Peter Schröder-Bäck, and Els 
Maeckelberghe. 2019. “Ethical Aspects of Digital 
Health from a Justice Point of View.” European 
Journal of Public Health 29 (Supplement_3): 18–
22. https://doi.org/10.1093/eurpub/ckz167. 
Eyal, Nir. 2012. “Using Informed Consent to Save 
Trust.” Journal of Medical Ethics, no. 40: 1–8. 
https://doi.org/10.1136/medethics-2012-
100490. 
 
Giddens, Anthony. 1990. The Consequences of 
Modernity. Stanford, Calif: Stanford, Calif : 
Stanford University Press. 
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Who Gets a Covid-19 Vaccine and When?  
A Summary of the Forum on Equitable Access 
 
Sophie Gloeckler and Tania Manríquez Roa, University of Zurich

 
In March of 2021, the Forum for Global Health 
Ethics had its second of a series of online events 
targeting a community of practitioners, 
researchers, students, and policymakers 
interested in jointly considering cases that pose 
ethical challenges in the field of global health. 
This second discussion centered on the question  
of equitable access to Covid-19 vaccines, 
considering their current scarcity. In a situation 
where receiving the vaccine can be the difference 
between life and death and where some will have 
priority while others must wait, the stakes are 
high and moral questions pressing. Wealthier 
countries have launched massive vaccination 
campaigns while low and middle-income 
countries struggle to even get started 
vaccinating their citizens, leaving vulnerable 
populations and healthcare workers 
unprotected. Some argue that governments 
have a duty to prioritize their own citizens, others 
call for equitable allocation at the global level,  

 
and still others hold views in between. In this 
forum, hosted by Nikola Biller-Andorno and 
moderated by Tania Manríquez Roa and 
Felicitas Holzer, experts including Arthur 
Caplan, Division of Medical Ethics, New York 
University; Heidi Larson, Vaccine Confidence 
Project, London School of Hygiene & Tropical 
Medicine; Florencia Luna, Program of Bioethics, 
FLACSO Argentina; Keymanthri Moodley, 
Centre for Medical Ethics & Law, Stellenbosch 
University; Rino Rappuoli, External Research 
and Development, GlaxoSmithKline Vaccines; 
and Jan Helge Solbakk, Centre for Medical 
Ethics, University of Oslo presented various 
angles from which to consider the question of 
what it means for distribution to be fair. The 
event was organized jointly by the Institute of 
Biomedical Ethics and History of Medicine at the 
University of Zurich (a World Health Organization 
Collaborating Center), the Swiss Medical Weekly, 
and the Latin American Faculty of Social Sciences 
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(FLACSO). EACME, together with the World 
Health Summit and the Berlin-Brandenburg 
Academy of Sciences and Humanities, kindly 
supported this event.  The key points from the 
forum are summarized below. 
 
Why might a nation be entitled to prioritize its 
own citizens? Is this problematic? 
Nationalist arguments recognize the weight of 
associative ties; certain relationships entail 
specific duties. Although it is acknowledged that 
the rich have an obligation to the poor and that 
citizens of the world are in peril, the connections 
to family, community, friends, and nation have 
significance. Associative ties create an obligation 
to fellow citizens that can be framed as stronger 
than the obligation to people with needs abroad. 
Following this argument, governments have a 
moral duty to prioritize vaccines to their own 
population before helping citizens abroad. 
Another argument to defend prioritizing one’s 
own nation is a recognition that if some people 
are at risk of infection during a pandemic, then 
everyone is at risk. If it is possible to successfully 
mitigate that risk within one’s nation, one is 
contributing generally to mitigating the spread 
and thereby offering a benefit to all. Moreover, it 
could be argued that wealthier nations are in a 
position to better aid others from a place of 
secured stability. 

Cosmopolitan arguments stress that in 

creating equitable vaccine access, considering 
citizenship or community membership is 
ethically irrelevant. This position holds that 
citizens of the world have equal rights and there 
is particular responsibility due to the most 
vulnerable. Some see the disregard for global 
solidarity as egregious. Here, blame is placed 
both on the pharmaceutical companies that are 
driven primarily by profit interests and on 
countries that are comfortable with the idea of 
vaccine nationalism. Given the number of people 
who stand to die as a result of for-profit and 
country-first agendas, some believe that these 
policies should be framed as crimes against 
humanity. In this conception, vaccine 
distribution must reflect respect for all human 
lives, and a failure to do so cannot be justified.  
As of April 6 2021, the countries with higher 
vaccination rates are mainly high-income 
economies according to the World Bank 
Classification. If we consider the top 10 countries 
with a population of one million or more with 
higher vaccination rates, we find one country 
classified as an upper-middle-income economy 
(Serbia), and nine countries classified as high-
income economies (Israel, United Arab Emirates, 
Chile, United Kingdom, United States, Bahrain, 
Hungary, Qatar and Singapore)1. The map below 
shows the proportion of the total population by 
country that received at least one vaccine dose2. 
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How should we think about alternatives to 
nation-level approaches? 
Some contend that the virus does not recognize 
national borders, so policy by nations is 
irrelevant. When nations are competing, 
everyone is disadvantaged: vaccine prices rise, 
and a sense of scarcity encourages hoarding. In 
response to this, the Coalition for Epidemic 
Preparedness Innovations (CEPI), the Vaccine 
Alliance (Gavi), the WHO, and the United Nations 
International Children's Emergency Fund 
(UNICEF) have led a unique effort called COVAX. 
COVAX aims to provide doses for at least 20% of 
countries’ populations using a diverse portfolio 
of vaccine options delivered as soon as they are 
available in order to end the acute phase of the 
pandemic. 
 Some cosmopolitans believe that 
although COVAX is a step in the right direction, it 
does not go far enough. They argue that the 
underlying ethical criterion of this initiative, a 
proportional allocation system, is still 
problematic because it is not sensitive to where 
the threat is greatest. Fairness, they believe, is 
not even distribution but priority based on need.  
 
What are some of the unique disadvantages 
faced by low and middle-income countries? 
A clear example of the unique disadvantage 
faced by low and middle-income countries is 
their weaker bargaining power. For example, 
South Africa, an upper-middle-income economy, 
has had to pay more than twice what the EU pays 
per dose3. There have also been significant 
delays because the government must find a way 
to pay no fault insurance: if there are serious 
adverse effects, the pharmaceutical companies 
want insurance that the government will 
respond to the liability. For example, Pfizer 
requested that military property and embassy 
buildings be held as a kind of security in some 
Latin American countries as a condition for those 
countries to be able to purchase doses4. Despite 
the fact that the pharmaceutical industry 

received public funds to develop the vaccine, 
those companies still refuse to assume some 
risks. Some argue equitable distribution is not 
possible when pharmaceutical companies have 
so much power. 
 Another position is that the greatest 
disadvantage isn’t faced by the low-income 
countries, but rather by middle-income ones. 
High-income countries have leverage and 
resources to make their own agreements with 
pharmaceutical companies, and low-income 
ones receive some philanthropic attention. The 
middle-income countries are left truly struggling, 
neither able to provide for themselves nor 
receiving support from others. Equitable access, 
therefore, requires a solution that considers and 
includes all.   
 
Can we create equitable access by 
democratizing the means of vaccine innovation 
and development?  
Some contend that democratization of vaccine 
development is not possible because there is not 
equitable capacity. A unique feature of the race 
to find a Covid-19 vaccine is that the information 
about the sequence of the virus was made public 
so labs worldwide could use that information to 
begin parallel vaccine development projects. 
While this democratizes the process in important 
ways, nations do not actually have equal ability. 
In order to develop a vaccine, large investment 
and technical expertise is necessary. This 
capacity cannot be easily levelled; wealthy 
nations necessarily play a bigger and more 
effective role. 
 
What implication does inequity of development 
capacity have for equitable distribution? 
Typically, companies must take on the risk of 
investing in development and, therefore, those 
companies move forward sequentially: success 
at one stage is necessary before investment is 
made to prepare for the next stage. In the case of 
this current pandemic, wealthy nations, 
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specifically the United States, put forward 
immense capital, removing the financial risks 
from companies, and allowing preparations to 
begin for all stages. This led to the 
unprecedented speed of development. It can be 
argued that it is reasonable for the countries that 
put forward such heavy investments to be 
entitled to first doses, especially considering that 
other nations will still directly benefit. Even if the 
countries without the capacity to develop 
vaccines themselves do not have access to the 
vaccine when wealthier nations first do, those 
countries will ultimately receive the vaccine 
earlier than they otherwise would have without 
the wealthy nation’ investment; their position is 
still improved. 
 
Are there other, less commonly recognized 
inequities?  
One unique challenge is that inequity in 
vaccination follows an uneven demand for the 
vaccine. In wealthier countries, there is a notable 
disparity in that a smaller percent of minorities 
have gotten vaccinatedi. These vaccination rates 
reflect vaccine hesitancy in those populations. 
Some argue that equitable distribution doesn’t 
mean simply vaccinating according to demand, 
but rather building equity in the demand. In this 
framing, equitable vaccine distribution means 
also investing in underserved areas and 
providing a support that allows those 
populations to become engaged and activate 
their demand. 
 
Questions for future research:  
• What role does, can, and should 

international law play in ensuring equitable 
distribution?  

• Which parties should be held liable in the 

event of adverse effects from the vaccine? 
• How should greatest need for the vaccine be 

conceptualized?  
• How can increased transparency and 

communication with society be encouraged, 
especially when it comes to details about the 
negotiations that take place with 
pharmaceutical companies? 

• What efforts should be made and by whom to 
influence vaccine readiness so there is more 
equitable vaccine demand?  

 
 
References 
1 Our World in Data (2021). Share of people with at 
least one dose of Covid-19 vaccine [Internet]. 2021 
April 6. [cited 2021 April 8].  Available from: 
https://ourworldindata.org/explorers/coronavirus-
data-
explorer?tab=map&zoomToSelection=true&time=lat
est&pickerSort=desc&pickerMetric=total_vaccinatio
ns_per_hundred&Metric=People+vaccinated&Interva
l=7-
day+rolling+average&Relative+to+Population=true&
Align+outbreaks=false&country=ISR~ARE~CHL~GBR~
USA~BHR~SRB~HUN~QAT~SGP 
2 Idem 
3 Dyer, O. (2021). Covid-19: Countries are learning 
what others paid for vaccines. BMJ: British Medical 
Journal (Online), 372. 
4 Davies, M., Furneaux, R., Langlois J. and Ruiz, I. 
(2021). Held to ransom: Pfizer demands governments 
gamble with state assets to secure vaccine deal 
[Internet]. The Bureau of Investigative Journalism. 
2021 February 23. [cited 2021 April 8]. Available from: 
https://www.thebureauinvestigates.com/stories/202
1-02-23/held-to-ransom-pfizer-demands-
governments-gamble-with-state-assets-to-secure-
vaccine-deal 
5 Razai, M. S., Osama, T., McKechnie, D. G. J., & Majeed, 
A. (2021). Covid-19 vaccine hesitancy among ethnic 
minority groups. BMJ, n513. 
https://doi.org/10.1136/bmj.n513 

 
 
 
 
 



 

 
14 

EACME Newsletter 

Covid-19, Comedy and Crimes against humanity 
 
Jan Helge Solbakk1, Shereen Cox1, Rosemarie Bernabe1,2, Susana Maria Vidal 
Suarez1 

 

1. Center for Medical Ethics, University of Oslo, 2. The Faculty of Health and Social Sciences, University of 
Southeastern Norway 
 
For more than a year the world has been under 
an unprecedented siege caused by the Covid-19 
pandemic. On April 20, 2021 it was reported that 
3,047,872 inhabitants of the world, i.e. more than 
half of Norway’s population, have died from 
complications following the SARS-CoV-2 
infection.15  
 
The word pandemic comes from two ancient 
Greek words (pan ‘all’ + dēmos ‘people’), so 
literally speaking ‘pandemic’ means all the 
people, the whole world. But in spite of the fact 
that all inhabitants of the global city are affected, 
albeit in different ways, by this virus, there are 
few signs among those in power to really join 
forces to fight the pandemic. A notable exception 
is COVAX, the WHO-led initiative to ensure access 
to COVID-19 vaccines for all countries, but a 
timely realization of this initiative is greatly 
hampered by the rise of vaccine nationalism in 
some of the most affluent regions of the world: in 
North America, in the UK and in the European 
Union, as well as in Iceland, Lichtenstein, 
Switzerland and Norway. As stated by Harry 
Kretchmer: “…’vaccine nationalism’, where 
countries prioritize their own vaccine needs, is 
forecast to handicap not just global health 

 
15https://www.worldometers.info/coronavirus/coron
avirus-death-toll/. 
16 Kretchmer, H. Vaccine nationalism – and how it 
could affect us all. World Economic Forum, Jan 6th, 
2021. Accessible at: 
https://www.weforum.org/agenda/2021/01/what-is-
vaccine-nationalism-coronavirus-its-affects-covid-
19-pandemic/. 
17 Akmaklı, C., Demiralp, S¸ Kalemli-Ozcan, S. et al. 
The Economic Case for Global Vaccinations: An 

recovery but the economic one too…”.16 A study 
commissioned by the International Chamber of 
Commerce confirms this statement predicting 
“that the global economy stands to lose as much 
as 9.2 trillion USD if governments fail to ensure 
developing economies access to COVID-19 
vaccines, as much as half of which would fall on 
advanced economies”.17  
 
Trump is gone, but his political buzz word, 
‘America first’, seems to have infected the minds 
of political leaders in the global north, because 
these countries’ hoarding of billions of doses of 
COVID-19 to secure full coverage for their own 
populations represents a radical u-turn from 
their position expressed in the UN General 
Assembly Covid-19 resolution of September 11, 
2020. 18 169 Member States voted in favor of this 
resolution, only Israel and the United States 
voted against. In the resolution the special 
challenges and needs of the most vulnerable 
countries are recognized and commitment to 
global solidarity are reaffirmed. And paragraph 
12 of the resolution: 
“Urges Member States to enable all countries to 
have unhindered, timely access to quality, safe, 
efficacious and affordable diagnosis, 

Epidemiological Model with International Production 
Networks. Accessible at: 
https://iccwbo.org/publication/the-economic-case-
for-global-vaccinations/ 
18 General Assembly of the United Nations. 
Comprehensive and coordinated response to the 
coronavirus disease (COVID-19) pandemic. 
September 11, 2020. Accessible at: 
https://www.un.org/pga/74/2020/09/10/draft-
omnibus-resolution-on-the-covid-19-pandemic-2/ 
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therapeutics, medicines and vaccines, and 
essential health technologies, and their 
components, as well as equipment, for the 
COVID-19 response”.  
 
By November 2020, when the world had several 
vaccines yielding favorable results in clinical 
trials, the International Federation of 
Pharmaceutical Manufacturers & Associations 
and the International Generic and Biosimilars 
medicines association issued a joint statement 
that while the pharmaceutical industry is 
committed to ensuring equitable access of 
COVID vaccines and medicines, this was not 
entirely up to them and “others will have to play 
their part”. They highlighted several areas of 
concern, placing emphasis on the need for 
“international solidarity, cooperation, 
coordination and support.” One concern most 
relevant to this discussion is “for multilateral 
organizations and country leaders to align on 
allocation principles to ensure fair and equitable 
access to COVID-19 treatments and vaccines”.19  
Despite this plead for global justice and solidarity 
even from the industry, some of the approved 
vaccine manufacturers such as Pfizer and 
Moderna have only just recently reached an 
agreement with COVAX, and notably after they 
made deals with the richer countries that puts 

 
19 IFPMA. (2020). Innovative and generic & biosimilar 
pharmaceutical industries unite on commitment to 
equitable access to COVID-19 medicines and 
vaccines, while flagging where further help is needed 
from others February 2, 2021. Accessible at 
https://www.ifpma.org/wp-
content/uploads/2020/11/PRESS-RELEASE-IGBA-
IFPMA-considerations-on-equitable-access-to-
COVID-19-medicines-and-vaccines_-003.pdf 
20 Cao, S. COVID-19 vaccine prices revealed from 
Pfizer, Moderna,and Astra Zeneca. Observer. 
November 23rd, 2020 Accessible at 
https://observer.com/2020/11/covid19-vaccine-
price-pfizer-moderna-astrazeneca-oxford/  
21 Parsons. L. Pfizer/BioNTech reach vaccine supply 
agreement with COVAX. PMLive. January 25th, 2021 
Accessible 
https://www.pmlive.com/pharma_news/pfizerbionte

these countries at the front in the vaccination 
race. 20,21   
 
One possible argument on their part for not 
focusing on LMICs could be the concern that 
mRNA vaccines have very stringent storage 
requirements (-70 degree Celsius) and may not 
be sustainable in certain environments. There is 
also the cost factor as well as the possible need 
for further phase 3 clinical data for some 
countries. Pfizer and Moderna are yet to 
complete arrangements with India, the largest 
manufacturer and supplier of vaccines to 
developing economies. 22  But these arguments 
are far from convincing, at least with regard to 
Pfizer, since the vaccine manufacturer included 
thousands of individuals from Argentina, Brazil 
and South Africa in its efficacy trial (in total 8792 
individuals or 23,4% of the trial population). This 
raises the moral question about Pfizer’s post-trial 
obligations vis-á-vis these populations.23 
 
To this adds affluent countries’ continuous 
hoarding of the Astra Zeneca vaccine that is cost 
effective and viable in warmer climates, and 
which was tested on more than 10002 individuals 
in Brazil and 2096 individuals in South Africa.24 
The USA alone has an agreement with Pfizer for 
600 million doses, with Moderna for 100 million 
doses, and with Astra Zeneca for 300 million 

ch_reach_vaccine_supply_agreement_with_covax_1
361849 
22 Sharma. M. Will Pfizer Covid-19 vaccine come to 
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vaccine-come-to-india-1757992-2021-01-11 
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24 Voysey, M., Costa Clemens, S.A., Mahdi, S.A. et al. 
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doses for its citizens while Astra Zeneca’s COVAX 
commitment stands at 170 million vaccines and 
Pfizer’s and Moderna’s commitment is only 40 
million for distribution to 92 countries! In the 
words of Angela Dewan, a few months after the 
sweet talk on global solidarity the vaccines have 
arrived and “solidarity has frayed”. 25 
 
What could be the role of bioethicists witnessing 
this ugly spectacle? We believe it is time to move 
beyond the sympathetic and risk-free role of a 
‘helpful knower’ 26  providing advice to those 
entitled to make decisions, or the role of a ‘polite 
bystander’ 27  observing - and describing - from 
distance what is actually going on. What we 
suggest, instead, is to start speaking truth to 
power, and notably, in a way that for millennia 
has been acknowledged as an acceptable and 
cleansing - cathartic - way of truth-telling: the 
role of the comic figure. Tragedies, says Aristotle, 
in his book on the ancient Greek theatre – the 
Poetics - dramatize irresolvable moral conflicts 
infected by some sort of failure (hamartia). A 
comedy, on the other hand, dares to make its 
anti-hero “say the unsayable”, 28  and violate 
audience’s taboos by disclosing them. 29  The 
comic figure thereby provides a form of shock-
therapy and eye-opening by pointing to what is 
disguised and by disclosing what really takes 
place.    
 
What is then the most unsayable thing or taboo 
that needs to be violated during the current 
pandemic? The answer is simple: the affluent 
nations’ hoarding of the majority of Covid-19 
vaccines that will be produced during the next 

 
25 Dewan, A. A fight between the EU and UK reveals 
the ugly truth about vaccine nationalism. CNN, 
January 30th, 2021 Accessible at: 
https://edition.cnn.com/2021/01/30/europe/uk-eu-
astrazeneca-vaccine-nationalism-gbr-
intl/index.html. 
26 Williams, B.A.O. (1995). Who needs ethical 
knowledge? In: B.A.O. Williams (Ed.), Making 
sense of humanity and other philosophical papers 
1982–1993. Cambridge: Cambridge University Press. 
(203–212): p. 212. 

two years does not deserve the label ‘vaccine 
nationalism’; these are acts pretty close to 
‘crimes against humanity’, i.e. acts that are 
purposely committed as part of a widespread or 
systematic policy, directed against civilians, in 
time of war or peace in furtherance of a state 
policy. But evil acts generating crimes against 
humanity are not necessarily perpetrated 
by evil people. Instead, as argued by Hannah 
Arendt in her study on Adolf Eichmann, such acts 
can be performed without evil intentions; they 
can simply be the result of prosaic careerism or 
bureaucrats dutifully obeying orders. To capture 
her conception of this kind of evil Arendt coined 
the phrase ‘the banality of evil’, which she in a 
letter to Gershom Scholem in December 1964 
explained thus: 30  
“You are quite right, I changed my mind and do 
no longer speak of ‘radical evil.’ … It is indeed my 
opinion now that evil is never ‘radical,’ that it is 
only extreme, and that it possesses neither depth 
nor any demonic dimension. It can overgrow and 
lay waste the whole world precisely because it 
spreads like a fungus on the surface. It is 
‘thought-defying,’ as I said, because thought tries 
to reach some depth, to go to the roots, and the 
moment it concerns itself with evil, it is frustrated 
because there is nothing. That is its ‘banality.’ 
Only the good has depth that can be radical”.  
 
Most of the countries implicated in these 
potential crimes have developed a priority list 
with regard to which groups should be first 
vaccinated, i.e., Covid-19 frontline health care-
workers, elderly people and individuals with 
certain co-morbidities. These are priorities based 

27 Häyry M. Rationality and the Genetic Challenge: 
Making People Better? Cambridge, UK: Cambridge 
University Press; 2010, p. 33ff. 
28 Segal, E. The death of comedy. Massachusetts: 
Harvard University Press, 2001, p. 31. 
29 Silk, M.S. Aristophanes and the definition of 
comedy. Oxford: Oxford University Press, 2000, pp. 
56-58. 
30 The Hannah Arendt Papers at the Library of 
Congress Correspondence---Scholem, Gershom 
Gerhard---1963-1964, n.d. (Series: Adolf Eichmann 
File, 1938-1968, n.d.) 



 

 
17 

EACME Newsletter 

on the epidemiological knowledge gathered so 
far concerning the impact of the SARS-CoV-2 
infection and on justified moral reasoning. But if 
this is the medical and moral truth within the 
borders of affluent countries, why is it not 
converted into a universal policy of benefit 
sharing, i.e., a health policy addressing the needs 
of all inhabitants of the global city not solely the 
privileged ones? We know two crucial things 
about the prognosis of this pandemic. First, the 
earlier the same priority groups world-wide get 
access to Covid-19 vaccines, the lower the global 
death toll and the faster the pandemic will end. 
Second, not violating the current taboo disguised 
as vaccine nationalism will probably increase the 
number of mutant variants of the SARS-CoV-
2 coronavirus with consequences of a possibly 
detrimental kind for all mankind. The director-
general of the WHO, Tedros Adhanom 
Ghebreyesus, describes vaccine nationalism as 
“a catastrophic moral failure” and that “we will 
only truly end the pandemic if we end it 
everywhere at the same time, which means it’s 
essential to vaccinate some people in all 
countries, rather than all people in some 
countries”. 31 
 
The name of this taboo should be pronounced, it 
is neoliberalism, it is wild capitalism, where 
business, companies, and self-interests govern 
the world instead of respect for human dignity 
and human rights. Oxfam’s Briefing Paper, The 
Inequality Virus discloses the ugly facts of this 
reality: 32  

 
31 Parsons. L. Pfizer/BioNTech reach vaccine supply 
agreement with COVAX. PMLive. January 25th, 2021 
Accessible 
https://www.pmlive.com/pharma_news/pfizerbionte
ch_reach_vaccine_supply_agreement_with_covax_1
361849 
32 Oxfam (2021) The Inequality Virus. Bringing 
together a world torn apart by coronavirus through a 
fair, just and sustainable economy. Oxfam 
International January 2021: 11, Available: 
https://oxfamilibrary.openrepository.com/bitstream/
handle/10546/621149/bp-the-inequality-virus-
250121-en.pdf 
33 UNESCO. Universal Declaration on Bioethics and 
Human Rights, 2005. Accessible at: 

“In the first months of the pandemic, a stock 
market collapse saw billionaires, who are some 
of the biggest stockholders, experience dramatic 
reductions in their wealth. Yet this setback was 
short-lived. Within nine months, the top 1,000 
billionaires, mainly White men, had recovered all 
the wealth they had lost”.  
In October 2005, 192 Member States of the United 
Nations adopted by acclamation the Universal 
Declaration of Bioethics and Human Rights. 
Article 15 of this Declaration, on Sharing of 
benefits states:33 
Benefits resulting from any scientific research 
and its applications should be shared with 
society as a whole and within the international 
community, and in particular with developing 
countries. 
 
It is due time that the most affluent countries in 
the world truly acknowledge their commitments 
made to poor and low-income countries in 
October 2005 and in September 2020, i.e., of 
making sure that the most vulnerable 
inhabitants in every country will be first in line 
when it comes to vaccination and treatment 
against Covid-19. At this point, this means 
resisting the justifications for and actually 
acknowledging the concerted crime against 
humanity in the global south. 34  It also means 
stepping up and actually facilitating all possible 
regulatory and trade measures that effectively 
enable countries in the global south “to have 
unhindered, timely access to quality, safe, 
efficacious and affordable diagnosis, 

https://en.unesco.org/themes/ethics-science-and-
technology/bioethics-and-human-
rights#:~:text=UNESCO%20has%20contributed%20t
o%20the,in%201998%2C%20and%20the%20Interna
tional 
34 The use of the phrase Global South marks a shift 
from a central focus on development or cultural 
difference toward an emphasis on geopolitical 
relations of power. For this, see: Dados, D. and 
Connell, R. The Global South. Accessible at: 
https://journals.sagepub.com/doi/pdf/10.1177/1536
504212436479#:~:text=The%20phrase%20%E2%80%
9CGlobal%20South%E2%80%9D%20refers,politicall
y%20or%20culturally%20mar%2D%20ginalized 
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therapeutics, medicines and vaccines”, as stated 
in the UN Assembly resolution of September 11, 
2020.  
 
 
 
 

PhD Thesis: Outcomes of Moral Case Deliberation 
– the Euro-MCD Instrument 
 
Janine de Snoo-Trimp, Amsterdam University Medical Center 
 
As Clinical Ethics Support (CES) services intend to 
support healthcare professionals in managing 
ethically difficult situations, there is a need to 
know whether CES services actually do so. 
Therefore, in 2014, the Euro-MCD Instrument was 
developed by Dutch and Swedish researchers to 
collect outcomes of MCD, by focusing on the 
perspectives of MCD participants. In the last 
years, a European study has been done to use, 
test and improve this instrument, resulting in the 
presentation of the Euro-MCD 2.0, which is 
described in the PhD thesis of Janine de Snoo-
Trimp.  
 
In this thesis, five field studies are described with 
the Euro-MCD Instrument (from 2014). In the first 
study focusing on important outcomes according 
to Dutch healthcare professionals prior to their 
participation in MCD sessions, findings show that 
especially outcomes related to team 
collaboration were prioritized, and, in a lesser 
extent, outcomes related to concrete actions. 
This field study also included interviews with 
healthcare professionals, who mentioned the 
importance of outcomes about quality of care, by 
which they already indicated a first point for 
reconsideration of the Euro-MCD Instrument. In 
the second study, the prioritized outcomes 
before participation were compared within 
Norway, Sweden and the Netherlands and 
between professions and healthcare settings. 
Here, the majority of respondents (more than 76 
percent) rated all outcomes in the Euro-MCD 

Instrument as ‘quite’ or ‘very’ important, and 
perceived outcomes referring to collaboration 
and concrete results as most important. In the 
open answers to the Instrument, outcomes 
referring to interaction with patients and their 
families emerged as a potentially new domain. It 
further turned out that the Norwegian and 
Swedish respondents rated most outcomes as 
more important than the Dutch respondents. It 
might be that cultural differences played a role 
here (for instance that Scandinavian 
respondents are more likely to rate the extremely 
positive answer options), or that Swedish and 
Norwegian respondents did not yet experience 
any opportunity for ethical guidance or group 
reflections and thus were in need of a forum like 
MCD, whereas these options might be more 
established in the Netherlands (like group 
supervision meetings in psychiatry or for 
physicians). In the third study, no meaningful 
difference in ratings was found when comparing 
the prioritized outcomes before participation 
with those after participation, suggesting that it 
does not matter when perceived importance of 
MCD related outcomes is asked. Also, 
considering the overall high rates, the added 
value of the question on perceived importance 
became doubtful and this question needed 
reconsideration. In the fifth study, the 
experienced outcomes were collected after four 
and eight MCD sessions, related to the MCD 
sessions and daily practice. Healthcare 
professionals reported having experienced 
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outcomes referring to collaboration, moral 
attitude and moral reflexivity during the 
sessions. This impact of MCD on both group as 
well as individual moral learning is in line with 
the features of MCD. Considering experienced 
outcomes in daily practice, respondents rated all 
outcomes as experienced to a significantly lower 
extent than during MCD sessions. It might thus be 
that positive experiences with MCD sessions do 
not necessarily lead to equally positive 
experiences in daily practice. This confirms the 
relevance of distinguishing between these two 
settings, which was taken into account in the 
further process of revising the Euro-MCD 
Instrument. 
 
In addition, the factor structure of the answers 
was studied to provide insight into possible 
categorization of outcomes and inform about 
possible item reduction. Considering the 
question on importance, factor analyses did not 
confirm the predefined six domains but 
suggested three categories. Considering the 
question on experience, factor analyses revealed 
four categories of outcomes. The categorization 
of outcomes was therefore taken into account 
when revising the instrument. Furthermore, a 
focus group study was performed with 
experienced MCD participants to define and 
categorize MCD outcomes in a systematic way, 
using the method of Concept Mapping. The Euro-
MCD Instrument was not taken as a starting 
point, but served as additional input for the 
brainstorm. This brainstorm resulted in a list of 
85 possible MCD outcomes, in eight categories. 
This was a helpful contribution to further 
reconsidering and re-categorizing the Euro-MCD 
Instrument. 
 
Finally, the thesis presents the Euro-MCD 2.0: 
consisting of 15 items, categorized into three 
domains: Moral Competence, Moral Teamwork 
and Moral Action. Moral Competence entails 
items on moral sensitivity, analytical skills and a 
virtuous attitude. Moral Teamwork includes 

items on open dialogue and supportive 
relationships, and Moral Action consists of items 
on moral decision-making and responsible care. 
The original items and domains can still – to 
some extent – be recognized in the revised 
version. Next to changing items and domains, the 
instructions, answer options, sentence structure 
and context of outcomes have been 
reformulated. The question on perceived 
importance is no longer part of the instrument. 
Respondents to the Euro-MCD 2.0 will now be 
asked to rate their agreement for experiencing 
each outcome, either regarding the MCD sessions, 
or with regard to daily practice. 

The process of revising the Euro-MCD 
Instrument had its core in a continuous and 
balanced dialogue. This dialogue integrated the 
empirical findings with theoretical reflections 
from the research team members and input from 
European experts in CES and ethics theory. This 
process was an intense and pioneering exercise 
as there was no clear protocol on how to develop 
and revise a measurement tool in this particular 
research field of evaluation of CES.   

In the end, the Euro-MCD 2.0 is shorter 
and less complex than the original Euro-MCD 
Instrument, and items and domains are more 
strongly substantiated by empirical findings, 
theoretical reflections and input from experts 
and research participants. The Euro-MCD 2.0 can 
now be used to assess outcomes of MCD in 
various healthcare settings in order to monitor, 
professionalize and optimize MCD as supportive 
service for healthcare professionals. 

 
 

Interested to use the Euro-MCD 2.0? Feel 
free to contact us!  
 
See our website for the Euro-MCD 2.0, the 
link to the PhD thesis and more: www.euro-
mcd.com/en    
 
Or contact us by e-mail: Janine de Snoo-
Trimp via euromcd@amsterdamumc.nl 
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Book review: Introduction à l'éthique de la santé 
publique by Laurent Ravez 
 
Jean Martin, Ancien membre de la Commission Nationale Suisse d’éthique 
 
Laurent Ravez est un philosophe de l'Université 
de Namur, très actif en (bio)éthique. Il publie un 
des premiers ouvrages en français dans le 
domaine traité - d'intérêt très actuel par temps 
de pandémie covid. 

Après avoir brossé un tableau de ce 
qu'est la santé publique, il consacre des pages 
nécessaires au thème fondamental des 
déterminants sociaux de la santé (p.79 ss.) et, 
dans la foulée, au scandale multidimensionnel 
de l’aggravation des inégalités dans le monde 
entier, au sein des pays et entre les pays (voir 
aussi "Maladies de la pauvreté" - dès p. 221). 
 
Ravez discute les grandes théories éthiques : 
utilitarisme, déontologisme, éthique des droits 
humains, éthique minimaliste, 
communautariste, des vertus. Sa dernière partie 
traite de l'éthique dans le domaine des maladies 
infectieuses, sujet classique depuis des siècles. 
Récemment, il y a eu dès les années 1980 tous les 
enjeux liés au VIH/sida, maintenant c'est le covid-
19. Mais il importe de se souvenir d'autres défis 
de grande importance: usage de substances, 
tabac et alcool particulièrement, dérèglements 
écologiques etc.  
 
Si actuel: "La santé publique requière souvent 
des efforts collectifs qui risquent d'être perçus 
comme les avatars d'un paternalisme sanitaire" 
(p.75). Ethique sociale vs éthique individuelle… 
Le fait est que la légitimité du paternalisme 
(entendu ici en termes objectifs) est une question 
essentielle. Quel droit d'interdire aux fumeurs de 
fumer dans certaines circonstances ? A cet égard, 
la démonstration des effets nuisibles du 
tabagisme passif a apporté un fort soutien à la 
prévention. "Pourquoi interdit-on de rouler à 
moto sans casque? Pour protéger des 
inconscients ? Pour éviter des frais à la 

communauté en cas d'accident ? Probablement. 
Mais ce genre de mesures coercitives pourraient 
également être le reflet d'une responsabilité 
morale collective d'éviter des souffrances et des 
décès" (p. 15). A relever que, bien entendu, si des 
moyens coercitifs doivent être envisagés, il s'agit 
de choisir les moins contraignants. 

L'auteur souligne que, à côté de ses 
dimensions descriptives et de recherche à large 
échelle, la santé publique et son éthique ont 
vocation de défense de la cause d'une meilleure 
santé, de plaidoyer.  
 
Livre bien informé, structuré, de lecture aisée. Il 
aborde l'essentiel de ce que les professionnels de 
santé, ainsi que leurs supérieurs institutionnels 
et politiques, devraient savoir et comprendre. 
Tant il est vrai que, malgré le regain d'actualité 
que lui donne la pandémie, la santé publique et 
ses potentialités n'ont pas la place qu'elles 
requièrent.  
 

 
 

Reference 
Laurent Ravez. Introduction à l'éthique de la 
santé publique. 
Montpellier: Editions Sauramps Médical, 2020, 
262 pages. ISBN 9791030302707
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Oxford-Amsterdam Winter School 
 
Katima Legemate & Julie Jansen, University of Amsterdam 
 
 
Amsterdam-Oxford Consortium 
The Winter School is initiated and organized by 
the Amsterdam-Oxford Consortium, led by Dr. 
Suzanne Metselaar and Prof. dr Gerben Meynen 
(Amsterdam, VU University and Amsterdam 
University Medical Centre) and Dr. Ruth Horn and 
Michael Dunn (Welcome Centre for Ethics & 
Humanities, Oxford). As a consortium, we seek to 
continue and strengthen collaboration and 
exchange between both institutions, and to 
promote the next generation of clinical ethicists 
and researchers in bioethics from both sides of 
the North Sea. Since 2013, have established a 
Winter School for VUmc/VU’s students on the MA 
Philosophy, Bioethics and Health course in 
Oxford, and a Spring School for Ethox’s DPhil 
students in Amsterdam. Whereas usually we 
meet in either Oxford or Amsterdam, this year, 
we held our first ‘virtual’ Winter School. 
 
Oxford-Amsterdam Winter School:  8th 
(online) edition 
Since its foundation in 2013, the Oxford-
Amsterdam Winter School is a highlight of the 
MA-programme Philosophy, Bioethics, and 
Health (PBH), a two-year MA-programme of the 
Philosophy Department and Medical 
Humanities, VU University (Medical Center) in 
Amsterdam.   
  
This year’s Winter School was in many aspects 
unique and different from previous editions. 
Unfortunately, the ongoing Covid-19 pandemic 
made an actual visit to Oxford and the Wellcome 
Centre for Ethics and Humanities impossible. 
However, flexibility and enthusiasm on both 
sides of the North Sea resulted in the first online 
edition of the Winter School. Even though all 
participants were sitting at home behind their 

own desk or kitchen table, there was a great 
sense of togetherness. 
 
The core of the Winter School remained 
unchanged: in each session, the students 
presented a reflection on academic papers 
written by scholars affiliated to the Wellcome 
Centre for Ethics & Humanities, after which they 
engaged in a lively discussion on the topic with 
the author(s) and the greater audience. 
  
This year, many of the participating authors also 
dealt with the Covid-19 pandemic. For us 
students the actuality of these topics 
emphasized the importance and practical 
applicability of bioethics. The articles concerning 
Covid-19 in the program included: 
·   Ethics of allocating staff to high-risk clinical 

roles in the management of patients with 
Covid-19. (M. Dunn, M. Sheehan) 

·   Ethics of instantaneous contact tracing using 
mobile phone apps in the control of the 
COVID-19 pandemic (M. Parker) 

·   Tragic choices in intensive care during the 
COVID-19 pandemic: on fairness, consistency 
and community. (C. Newdick, M. Sheehan, M. 
Dunn) 

  
Other highly interesting topics were: 
·   Solidarity and trust in a data-driven 

healthcare system (R. Horn, A. Kerasidou) 
·   Discrimination in artificial intelligent 

criminal sentencing (B. Davies, T. Douglas) 
·   Governing AI-driven health research (N. 

Hallowel) 
·   The environmental sustainability of big data 

initiatives (F. Lucivero) 
·   Ethics of frailty triage (D. Wilkinson) 
·   What we owe to novel synthetic beings 

(A.McKeown) 
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Prior to the Winter School, all papers were 
studied and discussed intensively by the 
students from Amsterdam. In small groups, the 
students prepared their own presentations and 
questions to the authors. Presenting in the 
presence of the authors themselves is both 
considered as a challenge and an honour for us. 
We were delighted that next to the authors, DPhil 
students from Oxford also joined the program. 
After the sessions, there was an opportunity for 
everyone to meet & greet. Of course, the social 
interaction could not take place in an actual pub 
in Oxford this year, but in a virtual get-together 
environment. After nearly a year of limited social 
contacts it was great to meet and engage with 
academics from other countries. 
 
The unique Winter School format improves our 
critical understanding of bioethical literature, 
our presentation skills, and also trains us in 
giving and receiving constructive feedback. It 
provides students an outlook of what they can 
expect in a future career in bioethics that 
expands to the international academic field. 
  
Some reactions of this year’s participants: 
“It was very inspiring to see how the authors were 
open to the comments that students gave on 
their articles and how easily they engaged in 
conversations with the students. This showed me 
that being a researcher in bioethics is not merely 
about defending your point of view, but about 
engaging, listening and trying to understand 
other perspectives. In addition, it was very 
interesting to learn more about a variety of 
bioethical topics!” Lisa Zuidema, MA student 
from Amsterdam 
 
“I very much enjoyed the online Winter School of 
2021. Being able to meet and have discussions 
with the authors of the articles we had read was 
special. And their enthusiasm (partly) made up 
for the meetings being online instead of in 
Oxford!” Emma Ingen Housz, MA student from 
Amsterdam 
 
"I really enjoyed this year’s Winter School. I was 
glad to attend student presentations of very high 

quality, listen to their insightful objections to 
authors, and original contributions in 
discussions. It is safe to say that they did 
exceptionally well this year. Playing virtual 
basketball while having a drink wasn’t bad 
either! I am looking forward to the upcoming 
Amsterdam Spring School!" Lovro Savíc, DPhil 
student from Oxford 
 
We want to thank everyone for their hospitality, 
generosity, flexibility and efforts! We sincerely 
hope we can meet each other in real life soon to 
enjoy a cold pint together in the pubs of either 
Oxford or Amsterdam!
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Establishing a Master Program in Research Ethics 
and Methodology in Cluj-Napoca, Romania 
 
Horațiu Alexandru Colosi & Maria Aluaș 
Iuliu Hațieganu University of Medicine and Pharmacy, Cluj-Napoca, Romania 
 
This year, in October 2021, a new master 
program will start in Cluj-Napoca, at the Iuliu 
Hațieganu University of Medicine and 
Pharmacy. 
The program builds upon a previous master 
program in Medical Research Methodology, by 
significantly broadening its scope and 
curriculum to include Clinical and Research 
Ethics in Medicine. 
The new and improved two-years curriculum has 
been developed together with faculty from the 
Icahn School of Medicine at Mount Sinai  

 
Hospitals in New York (ISMMS), as part of a 
research and development grant awarded by the 
Fogarty Foundation of the U.S. National 
Institutes of Health (NIH).  
 
Throughout the project, ISMMS faculty will 
provide mentoring and support to ensure the 
sustainability of the program by ongoing 
activities to foster a collaborative community of 
bioethicists, researchers and healthcare 
professionals from Romania, Europe and the 
USA. 
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The aim of the new master program 
The new training program will prepare its 
graduates to conduct ethically and 
methodologically sound research projects, to 
participate in the review of research projects, to 
participate in ethically sound clinical decision-
making, to train others in clinical and research 
ethics and to promote the development of 
clinical and research ethics infrastructure and 
policy-making in Romania and its surrounding 
region. 
 
Who can apply for this program 
The program will be taught in Romanian, 
therefore it addresses graduates from Romania,  
 
the Republic of Moldova, or other countries in 
Central and South-Eastern Europe, in which 
Romanian is spoken by ethnic minorities 
(Ukraine, Hungary, Serbia, Bulgaria, Greece, 
Albania, Croatia). 
We welcome applications from graduates of 
medical schools, including all specialties (e.g. 
general, dental and veterinary medicine, 
pharmacy, nursing, physiotherapy, etc.), 
graduates in public health, biology, chemistry, 
law and philosophy, with an interest in bioethics, 
clinical ethics and medical research. 
For the first two academic years, the project will 
offer 5 stipends that will be awarded to cover the 
tuition fees for graduate students who are not 
eligible for state-budgeted places in master’s 
degree programs (e.g. graduates of programs 
with a duration of 5 or 6 years). We also 
encourage students from disadvantaged 
socioeconomic backgrounds to apply for this 
master program and the before-mentioned 
stipends. 
 
Applications will be open in September 2021. 
Details regarding the admission requirements 
can be found on the webpage of the Iuliu 
Hațieganu University of Medicine and Pharmacy: 
http://www.medicina.umfcluj.ro/component/co
ntent/article/8-ro/634-masterul-etic%C4%83-
%C8%99i-metodologia-cercet%C4%83rii-
%C3%AEn-medicin%C4%83?Itemid=216     

 
The main topics of the program 
The program will cover the following main topics: 

• History of Medical Research 
• Research Methods in Fundamental 

Science   
• Designing Clinical Research 
• Dissemination of Medical Information  
• Responsible Conduct of Research 
• Legal Issues in Medical Research  
• Legal Issues in Medical Practice  
• Basic Concepts in Research Ethics 

(Equipoise, Clinical Equipoise, and 
Placebo-Controlled Trials, Informed 
Consent, the Therapeutic Misconception, 
and Variable Consent, Confidentiality 
and Privacy in Clinical Research, 
Concepts of good clinical practice in 
pharmaceutical research)  

• Basic Concepts in Medical Ethics (The 
Virtues of a Clinician, The Fiduciary 
Responsibility and Personal Objections 
of Clinicians, Good clinical practice, 
Respect for Autonomy and Assessing 
Capacity, Non-judgmental regard, Truth-
telling and Informed Consent, 
Confidentiality, Clinical Justice 
(Allocation of Benefits Among Individuals 
and Communities) 

• Ethics in International Public Health 
Research and Practice 

• Research with Vulnerable Groups 
• Advanced Topics in Clinical and Research 

Ethics (Reproductive ethics, Organ 
transplantation issues, End-of-life issues, 
Advanced directives for treatment and 
refusal, Decisions for patients without 
Surrogates, Vaccine Development and 
Research, Use of human samples and 
genetic data for research, Incidental 
Findings and Returning Study Results, 
Translational Comparative Effectiveness 
Research, Embryo and Stem Cells 
Research) 

• Ethical Issues in Research on Animal 
Models 

• Teaching Clinical and Research Ethics 
• Applied Bioethics and Professionalism 
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EACME Webinar Clinical Ethics 
What means expertise in clinical ethics? Perspectives  
 
Date: 24 June 2021 
Time: 17.00 – 18.30 CET 
 
Outline: Clinical ethics has become quite professionalized in recent years. And, there are guidelines in 
many countries on what clinical ethicists should do and how. Still, there is always one question that 
remains somewhat unaddressed: the question of the exact expertise of the clinical ethicist. What must he 
or she be able to do? What knowledge, methods and attitude must he or she exactly possess? This thorny 
question deserves more academic attention. That is why we turn to it in this webinar. We approach this 
question by turning to the question of rather extreme cases: do we need to do things differently in a post-
communitarian country (Aluas) or how can the expertise of the clinical ethicist assert itself politically 
(Bouthillier)? Then we ask about the relationship between ethics and quality (Haltaufderheide) and what 
exactly a “good” expertise in clinical ethics could be (Forde).    
 
Facilitators: Rouven Porz (Bern, Switzerland), Jan Schildmann (Halle, Germany) 
 

Time Topic Speaker 
17.00 Introduction to the idea of the Webinar Prof. Dr. Rouven Porz, Bern Switzerland  

Prof. Dr. Jan Schildmann, Halle, Germany  
17.10 Clinical Ethics Expertise in a Post-Communist 

Country Context 
Prof. Dr. Maria Aluas, Cluj-Napoca 

17.20 Quick round of Questions & Answers  
17.25 The challenging Role of the Clinical Ethicist in 

Political Decision-Making in the COVID-19 
Pandemic 

Prof. Dr. Marie-Eve Bouthillier, Montreal, 
Canada 

17.35 Quick round of Questions & Answers  
17.40 How do Quality and Expertise relate to each 

other? 
Dr. Joschka Haltaufderheide, Bochum, 
Germany  

17.50 Quick round of Questions & Answers  
17.55 What does it need to be a good Clinical 

Ethicist?  Some personal experiences 
Prof. Dr. Reidun Forde, Oslo, Norway  

18.05 Quick round of Questions & Answers  
18.10 Small Group Sessions 

a) Expertise in Ethical Case Consultation 
b) Expertise in Organisational Ethics 
c) Quality and Ethical Expertise 

All participants 

18.30 Short summary of small group sessions   
18.45 Closure Prof. Dr. Rouven Porz, Bern Switzerland  

Prof. Dr. Jan Schildmann, Halle, Germany  
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DEADLINE 
NEXT 
NEWSLETTER 

The deadline for the second edition of 2021 is:  
 
August 1, 2021  
 
Publishing in this newsletter is an opportunity to promote 
your event, to inform your EACME-colleagues about the 
results of your work, descriptions of projects, book 
reviews etc.  
Any ideas for contributions for the upcoming edition?  
 
Please get in touch and do not hesitate to contact our 
editor Caroline Brall:  
caroline.brall@hest.ethz.ch 
 
 

EDITORIAL BOARD 
Caroline Brall, Editor  
Health Ethics & Policy Lab  
Department of Health Sciences and Technology  
ETH Zurich  
Hottingerstrasse 10  
8092 Zurich  
SWITZERLAND  
caroline.brall@hest.ethz.ch 
 
Maria Aluas 
Iuliu Haieganu University of Medicine and Pharmacy 
Str. Isac Emil 13 
Cluj-Napoca 
Cluj 400023 
ROMANIA  
Maria.aluas@gmail.com 
 

Luciana Caenazzo 
Fondazione Lanza 
Via Dante 55 
35139 Padova 
ITALY 
luciana.caenazzo@unipd.it 
 

Giles Birchley 
Centre for Ethics in Medicine University of Bristol  
School of Social & Community Medicine  
Canynge Hall  
39 Whatley Road  
Bristol BS8 2 PS  
UNITED KINGDOM  
Giles.Birchley@bristol.ac.uk 
 

Agata Ferretti 
Health Ethics & Policy Lab 
Department of Health Sciences and Technology 
ETH Zurich 
Hottingerstrasse 10 
8092 Zurich 
SWITZERLAND 
agata.ferretti@hest.ethz.ch  
 
 
agata.ferretti@hest.ethz.ch 

Jean-Philippe Cobbaut 
Centre d'Éthique Médicale 
56 Rue du Port 
59046 Lille Cedex 
FRANCE 
jean-philippe.cobbaut@univ-catholille.fr 
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