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FORWARD
I got the idea to start this medical ethics journal last year. As a pre-med

student, most of my courses thus far have been in the natural and life

sciences, and I started to notice a lack of focus on the importance of

ethical principles and practices in healthcare and clinical research. It

became clear that understanding bioethical principles and their impact is

necessary for students to become ethically and culturally competent

professionals.

The goal of StudentMEJ is to foster greater discussion amongst all

undergrad and grad students on topics related to medical ethics, public

health policy, ethics of clinical research, and health equity. Our

inaugural issue features four thought-provoking perspective pieces

written by students from various universities, and we’re working on

expanding the journal to feature more articles covering a variety of

issues and to host online seminars where guest speakers share their

experiences working at the intersection of healthcare, research, and

policy.

From everyone on the StudentMEJ team, thank you for reading our first

issue! We look forward to featuring your submission in the upcoming

Winter 2024 issue. Please check with the website for updates, and feel

free to reach out to the team with any questions!

Sincerely,

Mukund Viswanadha

vmukundp@gmail.com
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NAVIGATING THE ETHICAL
LANDSCAPE OF AI IN MEDICINE

In an era where technological

advancements are revolutionizing

healthcare, the integration of Artificial

Intelligence (AI) has emerged as a powerful

tool with the potential to enhance

diagnostics, treatment, and patient care.

The incorporation of AI signifies a shift in

the healthcare landscape, presenting both

opportunities and challenges that need

careful examination. But first off, what is AI?

AI is computer intelligence that can be

used to perform tasks that would normally

need a human level of intelligence. In the

real world, this could range from AI-

controlled customer service to AI-assisted

diagnoses in the medical field. For

example, AI is currently being utilized by

the Mayo Clinic “to help detect intracranial

aneurysms, intracranial stroke, and

pulmonary embolism” (Stiepan, 2022).

However, as AI advances and becomes

more capable, boundaries need to be

established to ensure the safety and privacy

of both patients and practitioners. 

Regarding the issue of patient privacy in AI, 

Regarding the issue of patient privacy in

AI, ethical dilemmas may stem from

questions of consent, data ownership, and

the potential misuse of sensitive health

information. Since AI heavily utilizes

patient data as a backbone to make

accurate diagnoses and predictions in

general, it is imperative to have protocols

in place to safely use patient data without

violating HIPAA guidelines. Problems

concerning this have arisen in the past,

with the HIPAA journal reporting an

estimated 6 million patient data breaches

in October 2022 alone (Alder, 2022). This

security breach was caused by website

code which was reportedly passing patient

information onto Meta/Facebook. For AI

to flourish in medicine, existing patient

information guidelines need to be updated

to account for this rapid technological

development, resulting in safer, strictly

authorized interactions between AI and

protected health information (PHI).

Another major hurdle that AI must

overcome includes inaccuracies and its

BY:SAAKETH MADABHUSHI
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general lack of transparency.

Researchers conducting studies

on AI-generated medical

diagnoses have noticed that AI

models are prone to bias. This

can be due to training datasets

having imbalances in race,

gender, and other

demographics (Lai et al., 2021).

These faults in AI can lead to

potentially fatal misdiagnoses in

the real world, and therefore,  

enhances human capabilities without

overstepping its boundaries, allowing

healthcare professionals to continue

providing human-centered patient care.

As AI continues to grow and becomes more

integrated into healthcare, these ethical

considerations are paramount to building

trust and security. AI has the potential to

completely revolutionize medicine, and

researchers must continue to transform the

ethical frameworks around it; this includes

making sure that patient data is carefully

handled, and AI models are thoroughly

tested and evaluated before being deployed

to real-world use. By definition, this requires

wide-scale collaboration amongst

technologists, healthcare professionals,

policymakers, and the public to ensure a

smooth transition and general success. 

must be addressed before mainstream

use. Furthermore, many AI models

operate as “black boxes'', meaning that

they are usually unable to provide an

explanation for their predictions and

diagnoses (Lai et al., 2021). This lack of

transparency can lead to healthcare

professionals mistrusting AI, hindering

potential collaboration. Additionally, as

AI continues to advance, we must be

sure to not take a back seat and to

remain autonomous. Research over the

past five years has shown that existing AI

is already capable of deception, and

manipulation of human behavior

(Laitinen et al., 2021). Therefore, it is

crucial for medical practitioners to

maintain control and think for

themselves without fully relying on AI to

make decisions.

As AI becomes increasingly integrated

into medical practices, the question of

how healthcare professionals collaborate

with these systems emerges. Striking the

right balance between human expertise

and AI assistance is a must, and the

challenge lies in ensuring that AI 
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THE COMPLEXITY OF

ORGAN DONATION

SYSTEMS

OPT-IN OR OPT-OUT?

BY:MUKUND VISWANADHA

On June 1, 2007, a Dutch reality TV show

called De Grote Donorshow (The Great

Donor Show) premiered on the channel

BNN with a controversial premise: a

terminally ill 37-year-old woman would

donate one of her kidneys to one of three

people who desperately needed a

transplant, and viewers of the show would

be able to send advice on who to pick via

text message. Understandably, prior to its

airing, the show generated much outrage

among the Dutch population, with many

public figures criticizing the unethical

nature of the show’s competition. Some

politicians even attempted to prevent the

airing of the show (Chee, 2007).

systems. Under an opt-in organ donation

system, people must actively sign up to

register their organs after death

(McIntosh, 2014), while in an opt-out

system, people are automatically

registered to donate unless they

specifically request before death for their

organs not to be taken. Each system has

its benefits and drawbacks; as Professor

Eamonn Ferguson of the University of

Nottingham notes opt-in systems may

result in inaction, where people who

want to donate never make the decision,

while in opt-out systems, patients who do

not want to donate their organs may

become donors (McIntosh, 2014).

Back to the show: who does the donor

choose? Once the audience sends their

messages, the donor is allowed to make

her final decision, but before she reveals

her choice, the host interjects and reveals

that the show is fabricated. While the

three recipients are real patients who

require kidney transplants, the terminally

ill woman is an actor, and no donation

was about to take place. Rather, the

purpose of the show is to reveal the

Before discussing what actually happens

on the show and its impact, it is important

to understand the nature of organ

donation systems. Organ donation systems

are broadly classified as opt-in or opt-out 
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Dutch organ donation system’s pitfalls and

focus attention on the chronic shortage of

organs in the country. The host adds that it

would’ve been too cruel to compel the

patient to “play God” and pick between

three potential recipients, especially in a

reality TV setting.

Despite the mixed reviews in response to

the reveal, the impact was clear: the day

after the show aired, 30000 people

requested donor forms (“De Grote

Donorshow”, n.d.). The show sparked

nationwide discussion surrounding the

country’s organ donation systems and how

improvements could be made, and after

years of deliberating and planning, the

Netherlands officially switched to an opt-

out system in 2020 under the Donor Act;

under the new system, if an individual over

the age of 18 wishes not to donate their

organs, they must explicitly indicate their

objection to becoming a donor after death

(Statistics Netherlands, 2023). Data

indicates that since the policy change, over

10.7 million people have recorded their

donation choice with the Donor Registry,

with a nearly even split between the

“consent” and “no consent” choices; some

also chose to delegate the decision to their

next of kin (Statistics Netherlands, 2023).

While the data offers valuable insight into

the impact of the Donor Act, the question

still remains: which system of organ

donation is better? Proponents of the opt-

out model may argue that it directly

addresses the issues relating to organ

scarcity by increasing supply and that as 

long as the general population is aware of

the default option, the model is ethically

viable. Experts like Dr. Dorry Segev, a

surgeon at New York University’s

Grossman School of Medicine, disagree

with this reasoning, highlighting the opt-

out model’s violation of bodily autonomy,

a core pillar of medical ethics, by

automatically assuming consent. Dr.

Segev argues that the opt-out system “is

not a magic bullet {...} the perception

becomes, ’We will take your organs

unless you take the time to fill out a form.’

That’s a dangerous perception to have”

(Brazier, 2016). To understand which

system works better, Professor Ferguson

and other researchers across three British

universities examined the organ donation

systems of 48 countries (23 opt-in and 25

opt-out systems) over the course of 13

years and analyzed variables like “overall

donor numbers, numbers of transplants

per organ, and the total number of

kidneys and livers transplanted from both

deceased and living donors” (McIntosh,

2014).

The team of researchers reported that the

opt-out systems had the greatest overall

number of organ transplants, and the opt-

in systems had the greatest number of 
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kidney donations from living donors

(McIntosh, 2014). Prof. Ferguson states

that opt-out systems may lead to an overall

increase in organ donations, particularly

livers and kidneys, from deceased donors

along with a decrease in donations from

living donors and that future studies on the

topic must consider the varied

mechanisms by which opt-out systems

operate and the “beliefs, attitudes, and

wishes” impact people who choose either

opinion (McIntosh, 2014).

A third position argues that the opt-in/opt-

out condition may not even be the most

important factor in determining the

number of available organs. According to

Dr. Scott Halpern, a physician and

bioethicist at the University of

Pennsylvania, there are several other 

factors, like an efficient donor

coordination network, which may play a

larger role in ensuring organ donation

requests are met (Graff, 2017). Dr. Halpern

points to Spain’s organ donation

framework, widely regarded as one of the

world’s most successful, as an example; he

argues that while Spain has an opt-out

system, a number of other factors, like

expanded criteria for organ suitability and

strategic placement of donor coordinators

in hospitals to interact with the families of

potential donors, make a much larger

contribution to the framework’s success

(Graff, 2017).

Constructing an organ donation system is

complex and multifaceted. In addition to

whether a country adopts an opt-in or opt-

out system, factors like the number of  

healthy organs donated and coordination

between hospitals across the country plays

a major role. Emphasis on preventative

care will also determine the factors

outside the organ donation framework

such as the doctor-to-patient ratio,

prevailing cultural values and beliefs

surrounding death and bodily autonomy,

the robustness of healthcare

infrastructure, and emphasis on

preventative care will determine the

organ donation system’s ability to

adequately address transplant needs.

When considering new policies, experts

must balance the ethical implications of

organ donation with the need to address

the critical shortage of organs.
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MISSOURI’S BAN ON

GENDER-AFFIRMING

HEALTHCARE FOR

CERTAIN POPULATIONS

VIOLATES MEDICAL

ETHICS

PERSPECTIVE

Introduction

The day Senate Bill 49 went into effect, I wasn’t in Missouri. I go to college out of state, you see, and instead of losing

my healthcare, I was attending the first lecture of my Fundamentals of Epidemiology class at Johns Hopkins

University. I have been very privileged to be able to leave Missouri behind. For my own well-being as a trans and

queer person, it was what I needed. In the past few weeks, I’ve celebrated several transgender friends getting out of

Missouri, seeking happier and safer futures in places with less hostile laws like Minnesota, Massachusetts, and

Maryland. I’ve helped fundraise for two more people hoping to move out of Missouri by the end of the year. As a

public health student, I am also keenly aware that this is bigger than myself, my friends, and my neighbors. Senate Bill

49, which went into effect in August 2023, calls forth ethical issues about gender-affirming care for transgender youth.

The ethical question I wish to discuss is not should transgender children be allowed the right to transition? The answer

is an undeniable yes. Rather, the ethical problem arises when transphobic politicians start meddling with the bodily

autonomy of transgender youth. What are the public health consequences of such political action against transgender

Missourians?

Missouri’s Senate Bill 49

For those who aren’t already familiar with Senate Bill 49, allow me to summarize. This law prohibits healthcare

providers from performing gender-affirming surgeries on minors or prescribing puberty blockers or hormone therapy

to minors (Missouri Senate, 2023). If they do so, their license will be revoked. Additionally, gender transition surgeries

are now banned for any transgender adult in a Missouri prison, and MO HealthNet cannot cover the cost of medical

components of any person’s gender transition, regardless of age (Missouri Senate, 2023). Transgender adults on

Medicaid in Missouri cannot use that resource to access hormone therapy or gender-affirming surgery, making such

healthcare very difficult to access. Advocates for transgender rights and well-being in Missouri have objected to this

legislation since it was first introduced, even filing a lawsuit to block the implementation of SB 49 after it was passed.

Nora Huppert, Staff Attorney at Lambda Legal, who filed Noe v. Parson, stated the argument repeated by activists and

organizations all over Missouri and throughout the United States: “SB 49 would deny adolescent transgender

Missourians access to evidence-based treatment supported by the overwhelming medical consensus. This law is not

just harmful and cruel; it is life-threatening” (Lambda Legal, 2023).

They’re not wrong. Recent findings have shown gender-affirming healthcare to be safe and effective in improving

health outcomes for transgender and gender non-conforming people. A 2022 study from the Stanford University

School of Medicine, focused specifically on gender-affirming hormone therapy, found that access to gender-affirming

hormones improves mental health outcomes for both children and adults. When transgender patients seeking access

to gender-affirming hormones begin treatment in adulthood, the Stanford study finds “an 81% decrease in adjusted

odds of past-month severe psychological distress and a 21% decrease in past-year suicidal ideation.” The outcomes are

even better, however, when patients start between the ages of 14 and 17. In the Stanford study, starting hormone

therapy in adolescence is associated with a much more impressive “153% decrease in the adjusted odds for past-

month severe psychological distress and a 62% decrease for past-year suicide ideation” (Turban et al, 2022). 

BY:YARA CHANGYIT-LEVIN
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Four Pillars of Medical Ethics

I have my own opinion, shaped by my lived experience as a queer and transgender young adult who lived in Missouri

from age 9 to 18, and further informed by my experience as a grassroots advocate for health equity (something my

family was highly involved in even before we moved to Missouri). At this point in my writing, you can tell I oppose

Missouri’s new law.

Let us frame the policy issue with a separate yet related lens, however, by reviewing the four pillars of medical ethics:

First, there is beneficence. Can healthcare providers use gender-affirming healthcare interventions such as surgeries,

hormone therapy, and puberty blockers, to promote the best interests of their patients?

The general wisdom of the transgender and gender non-conforming community in Missouri says yes. Not every

transgender or gender non-conforming person wants to pursue a medical component of gender transition when they

come out, but for many, it can help reduce gender dysphoria and improve well-being. One study, published in 2022,

followed up with 15 patients through a phone interview and survey four decades after their gender-affirming surgery.

They concluded: “Gender-affirming surgery is a durable treatment that improves overall patient well-being. High

patient satisfaction, improved dysphoria, and reduced mental health comorbidities persist decades after GAS without

any reported patient regret” (Park et al, 2022). Of course, the small sample size of the study, and the fact that the field

was still in its infancy when the participants experienced their surgeries, are important limitations. Yet, it is a promising

start to research that will hopefully be repeated many times in the future, as more transgender individuals survive to

old age and can report their experiences with gender-affirming surgery to interested researchers. Gender-affirming

care has fulfilled the beneficence aspect of medical ethics for decades already, and it is in even higher demand today.

Next, there is non-maleficence. Healthcare providers— indeed, anyone considering medical ethics, such as trans

rights activists— have a moral duty to do no harm. To this end, the World Professional Association for Transgender

Health has published eight versions of Standards of Care for the Health of Transsexual, Transgender, and Gender

Nonconforming People since 1979. The most recent version was released in 2022. Their stated goal for the standards

of care is as follows: “to provide clinical guidance for health professionals to assist transsexual, transgender, and

gender nonconforming people with safe and effective pathways to achieving lasting personal comfort with their

gendered selves, in order to maximize their overall health, psychological well-being, and self-fulfillment.” (Coleman et

al, 2022). The mere existence of these standards of care stands in opposition to Steven Ohmer’s claim that “the

science and medical evidence is conflicting and unclear” when he, as a circuit court judge, denied the Noe v. Parson

preliminary injunction and allowed the Missouri government to go forward with implementing SB 49 (Ohmer, 2023).  

We have existing standards to protect children (unsurprisingly, they do not include blanket bans on healthcare).

Worldwide, transgender and gender non-conforming communities exist, and we seek existing healthcare practices

that are safe and life-saving. Denial of gender-affirming healthcare is itself malicious. In the interest of non-

maleficence, Missouri lawmakers should instead create laws that expand access to the best quality care for

transgender patients and allow health providers to fully practice up-to-date standards of care.  

The third pillar of medical ethics is autonomy, such that every patient has the ultimate decision-making responsibility

for their own treatment. From heated debates over abortion to COVID-19 vaccine mandates, autonomy is the most

controversial medical ethics concept in Missouri today.  This one does not require an in-depth explanation. Even at

the surface level, it is obvious that SB 49 violates the autonomy of transgender patients in Missouri by taking away

even the options for medical components of gender transition.  Every person cherishes their own autonomy, yet many

politicians and even everyday people in Missouri seem to have no problem taking it away from a child dreading

puberty, hoping that puberty blockers can buy them some time to figure out the best path forward as they navigate

gender and changes to their mental and physical health. They see no issue with letting their own strong opinions

override another adult’s desire to modify their chest, even though they’ve never met the person. 

Now that SB 49 has gone into effect in Missouri, adolescents will be forced to wait for that treatment, even if their

families and doctors have agreed that they are ready. Consequently, even if they eventually access hormones in a few

years, they will have missed out on health benefits that are, for many, more life-changing in adolescence than

adulthood.  This is the state of transgender healthcare in Missouri today. Research and advocacy are increasingly

moving into agreement, while the legislature sprints in the opposite direction.
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Missouri’s current policy is not in Missouri’s best interest

Here is what Missouri must not do.

There should not be blanket bans on medical procedures proven to be safe, and even life-saving, for transgender

individuals. The American Academy of Pediatrics (AAP), the American Medical Association, the American College of

Obstetricians and Gynecologists, and the World Health Organization all “support giving transgender adolescents

access to the health care they need” (Wyckoff, 2023). The AAP even voted to reaffirm their gender-affirming care

policy in August 2023– mere weeks before SB 49 went into effect in Missouri– out of concern about state-level laws

like this in America. Unequivocally, “The AAP opposes any laws or regulations that discriminate against transgender

and gender-diverse individuals, or that interfere in the doctor-patient relationship” (Wyckoff, 2023).

The fourth pillar of medical ethics is justice. As a knowledge community passionate about medical ethics, we are

concerned with how health resources are not only legalized but also distributed equitably throughout a population. 

SB 49 is unjust because it restricts the bodily autonomy of transgender and gender-nonconforming people in a way

that will not happen to cisgender people. It goes without saying that this makes the legislation discriminatory and

transphobic. Even within the population of transgender, non-binary, and gender non-conforming Missourians, the law

does not affect all transgender people equally. Transgender adults with access to wealth and resources can still access

gender-affirming healthcare, but the transgender people targeted specifically by this law will have to wait years until

they turn 18, are released from prison, crowdfund for their expensive procedures without support from MO

HealthNet, or leave the state entirely in order to access these health resources like surgery or hormone therapy.

Young, incarcerated, and/or impoverished transgender Missourians face more barriers to healthcare than the more

privileged members of this community. The most vulnerable people in the transgender community are targeted most

by the new law.

Yes, there are gaps in the current literature. For instance,

there are very few longitudinal studies of transgender

individuals who start puberty blockers in adolescence which

are observed over decades (Rew et al, 2021). How can there

be? Researchers would have had to anticipate the medical

questions of the 2020s back in the 1980s and 1990s, which

was a very different era for LGBTQ+ health as AIDS was still

wiping out a generation of queer adults and puberty blockers

were not FDA approved for children with precocious puberty

until 1993. Now is the time to start such research, and it will

be worthwhile– short-term findings of reduced suicidal

thoughts are promising, and long-term research will allow

individuals and families to make even more informed

decisions while public health experts refine even better

standards of care. If the understandable lack of longitudinal

studies is concerning to lawmakers, it does not make sense to

ban the procedures and shut down medical advancements.

They should instead do as the AAP has done, authorizing a

systematic review of the evidence with the ultimate goal of

improving and expanding access to care for transgender

children.
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Conclusion

Missouri’s Senate Bill 49 is a flawed, discriminatory law that goes against the principles of medical ethics. Banning

gender-affirming healthcare for patients who are under 18, incarcerated, or enrolled in MO HealthNet has a

disproportionate, negative effect on some of the most vulnerable subsets of Missouri’s transgender and gender non-

conforming population. National and international health organizations support gender-affirming care for both

adolescents and adults, and research is ongoing into how surgery, puberty blockers, and hormones like estrogen and

testosterone can best be utilized to improve health outcomes. Missouri’s state government is moving in the wrong

direction. Rather than banning gender-affirming healthcare’s best practices, they should focus on eliminating barriers to

care such as cost, stigma, and the availability of clinics and telehealth.

Recommendations

Here is what Missouri could do. 

There are existing organizations in Missouri working on community building, mental health resources, and material

support for transgender and gender non-conforming Missourians, and their projects could be scaled up so that they

reach every vulnerable transgender person in the state who needs them. The St. Louis Queer+ Support Helpline

(SQSH) was founded in 2019 by queer individuals to meet the needs of their community. Through a peer support

helpline that prioritizes the health and well-being, safety, dignity, and privacy of all callers, as well as community events

and projects like “Community Anthology: Dreaming Towards Liberation” published in 2023 and written by queer St.

Louisans, SQSH is experimenting with creative approaches to mental health in the community and tracking their data

(SQSH, 2020). Meanwhile, Transformations– an organization led by trans women of color in the Midwest– provided

$7,000 in microgrants to transgender youth in 2022 (Transformations, 2022). This direct funding helped young

transgender people with their medical costs, essentials like food and housing, and more. Both SQSH and

Transformations are examples of successful organizations led by LGBTQ+ individuals themselves, doing their best to fill

needs that the government is only worsening, not addressing. If the Missouri state government put its resources towards

supporting housing (a concern in 13% of calls to the St. Louis Queer+ Support Helpline) and medical costs for

transgender residents, that would make a tremendous difference (SQSH, 2020). Additionally, the state could support

local projects such as gender-affirming closets, where people can affordably transition their wardrobes through clothing

swaps and learn safe techniques for chest binding. 
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THE ICEPICK SURGEON

BY: SAM KEAN

BOOK REVIEW
BY:CHETANA GANGA

My brother and I are C-section babies. A

Cesarean section is defined as a surgical

procedure during which an incision of the

mother’s abdomen is made to deliver the

baby. Translation - we were essentially

carved out from our mom’s stomach!

Studying the etymology of this procedure’s

name induces an exploration into the

scientific history of gynecological

medicine. Stories and myths point to the

Cesarean section as being the type of

delivery associated with how Julius Caesar,

once dictator of the Roman empire, was

birthed. Upon digging deeper, historical

anecdotes about his romantic partner,

Cleopatra, queen of the Ptolemaic

kingdom prove to be of further relevance.

Depictions of Queen Cleopatra as a royal

seductress or even as a skilled leader pale

in contrast to the dark deeds during her

reign of ancient Egypt. As ruler, she

supposedly used female servants, who had

been condemned to death, as the source

of her experiments, to quench her

curiosity. Cleopatra would order for them

to be forcibly impregnated, and later,

would quite literally slice into their wombs

before the pregnancy term came to an

end, in order to see if she could accurately

determine the sex of the child.

This anecdote, however accurate it may

be, is how Sam Keane, the author of The

Icepick Surgeon, introduces readers to a

plethora of history’s bone-chilling atrocities

committed in the name of science and

medicine, constantly trampling ethical

boundaries. Medical ethics can be defined

as the applied branch of ethics that plays a

role in the analysis of clinical medicine and

corresponding scientific research. A code

of ethics for physicians to follow was only

finalized in 1847, drawing from English

author and physician Thomas Percival’s

propositions. Today, we categorize the

branch of ethics into four distinct pillars:

beneficence, non-maleficence, autonomy, 
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and justice. This book depicts examples

that defy the majority, if not all, of these

pillars - grave robbers, the infamous

Tuskegee syphilis study, medically

inhumane Nazi experiments, and

neurosurgeons’ use of an “icepick” to

reach the frontal lobes of a patient through

their eye sockets. The adverse effects of

these experiments have transcended

generations and are reflected in some

patients’ mistrust and hesitancy to this day.

An echoing theme throughout the

presentation of these various stories is that

the moral disposition of a doctor or

scientist is what truly matters. Intelligence

should not be the singular entity that

determines reputation and quality of care

because when intellect is paired with

unethical decision-making, the effects are

not just harmful, but potentially deadly. 

To move forward, we must observe these

patterns of the past and not only learn from

and avoid these mistakes but also ensure

that future generations of professionals in

healthcare provide the most ethical care,

drawing from the four pillars of medical

ethics and the expectations of an evolving

healthcare landscape.
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