
Scientists, clinicians, and bioethicists are worried about 
how so-called personhood measures would limit ac-
cess to certain types of contraception, research involv-

ing stem cells, and access to fertility treatments. While these 
measures have been struck down in Colorado, South Da-
kota, California, and Mississippi, the bill signed into law in 
Oklahoma in February deserves critical scrutiny, particular-
ly into the ways these legal measures infl uence eligibility for 
clinical research. Oklahoma’s bill states that the laws of the 
state “shall be interpreted and construed to acknowledge 
on behalf of the unborn child at every stage of develop-
ment all the rights, privileges, and immunities available to 
other persons, citizens, and residents of this state.” While 
the bill protects against prosecuting 
a woman who indirectly harms her 
unborn child by failing to care for 
herself or to get good prenatal care, 
it does not address potential harm to 
fetuses through biomedical research. 
If a woman who is or may become 
pregnant consents to research and a 
fetus is harmed, does this constitute direct or indirect harm 
on the woman’s part? And is the researcher responsible? 
Laws like this will affect how health providers and research-
ers weigh risks to women of childbearing age in research.

Institutional review boards and researchers alike hesi-
tate to include women—especially pregnant women—in 
research. Researchers continue to view pregnant women as 
vulnerable and in need of stringent protections. Including 
them in research means proving that there is a signifi cant 
probability for direct benefi t and minimal potential for 
harm to both the woman and the fetus. Researchers must 
also carefully monitor the pregnancy. Consequently, few 
medications are known to be safe for pregnant women. In 
states with personhood bills, a similar situation would likely 
exist for any woman who has the potential to bear a child. 
In environments where miscarriages can be investigated as 
homicides and contraception can be increasingly diffi cult to 
obtain, a reasonable risk assessment could convince many 

researchers that they should not put either themselves or 
women in legal jeopardy by enrolling them in research that 
could lead to miscarriage. For privately and federally funded 
research in these states, researchers will have a strong incen-
tive to either exclude women who might become pregnant 
or to police their bodies to an excessive degree. 

It is both unjust and a sign of poor methodology to un-
derrepresent women, pregnant and otherwise, in clinical 
research. Without suffi cient evidence of how various thera-
pies will interact with women’s metabolic systems and hor-
monal cycles, clinicians will not be able to provide the same 
quality of care that men enjoy. New treatments will also be 
particularly risky to women because dosages are not tested 

on them. Clinical research in states 
with personhood bills will thus set 
back women’s interests in signifi cant 
ways. Further, as Anne Drapkin Ly-
erly, Margaret Olivia Little, and Ruth 
Faden have written, denying women 
the benefi ts of accessing experimental 
therapies and contributing to medi-

cal knowledge is simply unjust.
We also worry about the overpolicing of women’s bod-

ies. Currently, whenever an experimental therapy might 
cause pregnancy complications, subjects must agree not to 
become pregnant during the informed consent procedure. 
Some protocols require women to take monthly pregnancy 
tests and to receive counseling about effectively avoiding 
pregnancy. In states with personhood bills, these measures 
might not be deemed suffi cient to fully protect the inter-
ests of women and researchers. Researchers might add even 
more counseling sessions or interrogations to further mini-
mize the chance of conception. Some consent forms also 
require male subjects to agree not to conceive a child while 
enrolled in the study if the treatment could affect sperm. 
However, researchers in this scenario are only required to 
recommend to male participants that they discuss the risks 
of miscarriage with their partners of childbearing age. The 
researchers’ responsibility, therefore, is attenuated enough 
that legal liability is less of an issue.

Personhood bills raise a plethora of moral quandaries. 
The effect this kind of legislation can have on the exclusion 
and treatment of women in clinical research is an important 
one that should not be overlooked.
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Another Roadblock to Including Women in Research
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From theory to practice. As I prepare to start medical school this 
fall and think back on my two years as a research assistant at The Hastings 
Center, I’m struck by how much I’ve learned and yet how much remains 
unknown to me. After two years of lunchtime conversations, project meet-
ings, and debates in the research assistants’ offi ce, discussing issues ranging 
from reproduction to end-of-life care has become almost a way of life. With 
the mentorship of the Center’s scholars, I’ve been able to deepen my un-
derstanding of how questions about values and meaning underlie so many 
issues in medicine, science, and health care.

At the same time, I’m reminded of a story my mom told me about 
her childhood piano teacher. As a technically advanced young piano stu-
dent, my mom asked her teacher, Miss Belser, if she could learn to play 
Beethoven’s Moonlight Sonata. Miss Belser told her that while she could 
certainly play all the notes if she practiced them, she was too young to know 
the heartache that makes the notes become music. When I think about the 
ethical responsibility that comes with medicine, I feel a bit like my mom as 
a young piano student. I’ve learned a great deal about the academic argu-
ments in bioethics, but I’ve had almost no exposure to the human experi-
ences that make bioethics a necessary fi eld in the fi rst place.

This is especially true when I think about death and dying. These are 
frequent discussion topics at The Hastings Center, and I’ve become rela-
tively well informed on the philosophical, sociological, and policy discourses 
around them. In some other ways, though, I feel completely in the dark 
about them. No one close to me has died. I’ve never seen someone die or 
witnessed someone face the news of terminal illness. And I’ve never truly 
had to face my own mortality.

My desire to better understand some of the most crucial moments in the 
lives of other human beings is part of why I’m going to medical school. But 
at the same time, medical education’s unavoidable proximity to suffering 
and death frightens me. My time at The Hastings Center has helped me to 
clarify the values I want to bring to my training, but I don’t know how I’ll 
respond to the situations I’ll encounter, or how theory will translate into 
practice.

Death and dying are just two of many topics that I’ve learned about at 
The Hastings Center and will soon be studying in the lecture hall and clinic. 
As I gradually learn how to take care of patients and what it means to be a 
doctor, the way I think about these bioethical issues will no doubt evolve. In 
keeping with the practices of refl ection and dialogue that are central to the 
Center’s work, along the way I’ll be writing about my experiences for the 
Hastings Center Report’s blog, Bioethics Forum. I hope you’ll join me there. 

—Colleen Farrell




