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Women have different medical needs from men that should be identified and met.
In this piece I provide paradigmatic examples of such needs that women may have at
three different times in their lives: when they are giving birth, at mid-life, and at the end
of life. Specific examples used are mothers wanting to carry to term a fetus that has a
lethal disorder, women who have been raped or sexually assaulted being fully treated
and not “falling through the cracks”, transgender women getting the medical assistance
they may need to have their desired quality of life, and women who may have dementia
or are caregivers having their autonomy and support needs maximally respected and
met. These paradigms are intended to exemplify numerous similar needs that must
likewise first be identified and then specially addressed.
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Introduction
Women have different medical needs from men that should be identified and met.
This has not always been the case. An example is research. Much clinical research has
been done more on men, for example, than on women [1]. In this piece I shall identify
needs that women may have at three different times in their lives: when they are giving
birth, at mid-life, and at the end of life. Each of these examples, both as a whole and
individually, will be intended as paradigmatic of the kind of needs women also have in
other areas that should similarly be identified and then specially addressed.

This piece is an ethical discourse and, thus, it is not based on empirical data. As with
many ethical contributions to the literature, most of the issues discussed here were
suggested by patients who described what they felt was for them a bad or unfair medical
outcome. They reported their pain in a range of different forums. Some spoke, for
example, in a public meeting, as at the annual meeting of the American Society of
Bioethics and Humanities (ASBH); others revealed the harm they felt to ethics consultants,
an ethics committee or to me in the course of a psychotherapy session.
The approach I have used here to assess the ethical issues brought to my attention
is primarily the traditional approach to analyzing ethical problems: namely, the use of
moral reasoning or rational argumentation. One first looks at the morally relevant facts,
including those that may occur in the future, then considers the predominant values,
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deontological and consequential, that bear on the ethical
issues and conflicts, next, evaluates the ethical pros and cons
on each side, and finally seeks the best ethical argument and
answer, based on the abstract ethical principles and values
that should prevail.

children, these mothers, and both these children’s parents:
When should providers respect parents’ requests to keep their
children alive?

Issues Associated with Pregnancy

Mothers in both these groups sometimes, afterwards,
however, much resented these providers for not having
supported them in their wishes to carry these fetuses to term
so that they could then hold them alive as long as they could.
Some mothers who did carry them to term found these
moments, they reported later, among those most meaningful
to them in their lives. Consequently, some of these women
later have formed groups to help other women who are
experiencing this conflict or may encounter it. These groups
help women who are pregnant and want to carry their children
to term to be able to do this and then to be able to hold these
children and be with them as long as possible after they are
born [5].

The remaining question warranting comment is how
these particular issues prioritized here were chosen. There
were two criteria. The first was what issues seemed to be most
important to these patients, based on what they have said and
the significance they placed on them. The second was which
issues involved changes that providers could, perhaps,
implement now. The hope, then, is that in response to this
discussion, patients, their loved ones, and providers can see
new changes that providers can immediately bring about.
Having seen these and their rationales, it may be providers
will at least consider them and, if they do, the women
encountering the ethical conflicts addressed here may benefit.

Mothers - and fathers - may deeply love their children
when they cannot as deeply love back and when they know
that these children will soon die. An example here, surpassing
perhaps any, is a mother who had a child who had anencephaly.
This infant came to be known publically as “baby K” [2]. These
children, as far as we know, can’t think or feel. This was
thought, however, to be true also of adult patients in what
was known as a persistent vegetative state (PVS) until recent
years. Now we know that substantial numbers of these
patients have or will develop intact areas or islands within
their brains that give them awareness [3]. We may never be
able to know whether infants with anencephaly have
somewhat comparable islands of awareness, but even without
this awareness, the mother of baby K loved her child greatly
nonetheless.
She accordingly wanted baby K’s providers to keep her
child alive, though these infants usually die within no more
than two weeks or so. This may be because, in some cases,
providers give these babies less than full treatment. Their
primary goal is not usually to keep these infants alive. The
hospital staff opposed keeping baby K alive. Her mother went
to court to try to compel this staff legally to do all they could
to sustain her daughter’s life. She succeeded. The judge ruled
in her favor and indicated that if a staff wanted to override a
parent’s request to maintain his or her child’s life, this probably
should be carried out only if this was decided by legislators
elected by the people, as opposed to by a judge in a court.
Baby K lived on, then, for approximately two and one-half
years.
A recent case in Britain suggests that we in the U.S., as a
society, could go a different way. A court decided there that
doctors must stop their life-preserving treatment of Charles
Gard, an eleven-month-old infant, even though some thought
it possible that experimental treatment might still be beneficial
for him [4]. Taken together, regardless of these disparate
outcomes, these cases pose a question critical to these
Madridge J Womens Health Emancipation.
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An example most paradigmatic of how this question may
arise today and, more importantly, how immediately providers
could resolve it is the following: What should providers do
when mothers know that the fetus they are carrying has a
lethal illness and they want to carry this fetus to term so that
they can have at least some moments with this child? They
may know that they will have only hours, days, or months with
their child before he or she will die. Still, they may rightly
imagine that the time they will have with their child to them
will be precious, both at this time and ever afterwards. In the
past, when providers have discerned and then informed
pregnant women that their newborn infant will die soon after
birth, these providers often have discouraged these mothers
from carrying these children to term. Some mothers, in
response, aborted these fetuses. Others did not.

A closely related, ethically more complex but much less
common problem may arise when mothers and parents know
that their fetus has such a lethal illness and they then want
their child delivered by a caesarean section so that he or she
will be less likely to die than the child would be if they
underwent a vaginal birth. Here, there are greater risks to the
mother from a caesarean delivery, but the values of respecting
the mother’s wishes and giving the child a possibly better
outcome may, to these mothers, at least, warrant this.

“Deborah”, for example, presented to labor and delivery
at thirty seven weeks’ gestation after her fetus had been
diagnosed with trisomy 13. One-half of these children die as a
result of a miscarriage or are stillborn, the median life expectancy
of these infants if they are born alive is seven to ten days, and
only 5 to 10 percent of these children born alive live beyond
one year. Deborah hoped to be able to hold her baby and
have him baptized if he was alive at birth. She also hoped her
child would have as painless a death as possible and that a
caesarean section would best achieve this. Yet, she had had
three prior vaginal deliveries with labor progressing normally,
and since her fetus’s poor prognosis was unlikely to improve
with caesarean delivery, there was no maternal or fetal
indication for a caesarean section. The ethical question posed,
therefore, was whether her doctors should do what she
wanted solely to respect her autonomy [6].
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The challenge here for the future is for providers to find
ways such as this to more and most respect mothers’ similar
needs and desires. Areas in which this challenge exists are
many. As the above example suggests, providers may, in some
contexts, still have a way to go. Some mothers and parents
who have anencephalic babies want, on the other hand, unlike
baby K’s mother, to give meaning to their children’s lives by
having providers transplant these infants’ organs to others so
that these organs can then benefit others so that hopefully
they can continue to live [7]. In this case, it might be ethically
optimal for providers to fulfill these parents’ request if they
can. Other examples are less closely related to the cases
above. There are, for example, a plethora of ethical questions
involving mothers who want to deliver with the help of
midwives at home as opposed to in hospitals when they could
go to hospitals. Neonatologists, pediatricians, and obstetricians
may oppose this because they have special equipment in the
hospital. They may use this equipment to treat these mothers’
infants if they are born in distress [8, 9].
The ethical challenges these and other situations involving
childbirth pose also involve resources. In the case of women
wanting to give birth to their infants though they know they
will die, for example, this foreseeably may require more of
society’s resources. How these costs should be weighed and
who should decide how much if any moral weight these costs
should have are, then, additional questions that must be
considered. The balancing of these competing interests and
their optimal resolutions may in many cases need to be
reconsidered and renegotiated if mothers’ interests are to be
furthered to the degree that they can and should be. It may
be possible, practically, to progress only asymptotically to
these goals but this effort is ethically warranted now
nonetheless.

Midlife Issues
There are numerous special issues particularly women
may encounter in their adolescent or adult life. An example,
terrible but common, is their vulnerability to being raped. An
entirely different kind of vulnerability now becoming more
publically discussed is the vulnerability of transgender women.
This section will consider these two examples as paradigms
for other kinds of challenges that can occur also at mid-life
and to which providers should additionally attend.
Rape

Rape and other kinds of sexual assault affect especially
women. The special problems these women may face again
are many [10]. Providers here have many initiatives and
interventions they could carry out that may be beneficial. One
involves, for example, their seeking to further ways in which
society might more prevent these wrongs from occurring [11].
In this piece, though, I shall focus on efforts providers can
pursue with individual patients who have been raped or
sexually assaulted.
The particular group I shall focus on, as particularly
representative of women whose needs may go less noticed, is
Madridge J Womens Health Emancipation.
ISSN: 2638-1575

women who have been raped under circumstances such that
they may not be believed by others. These circumstances may
be those, for example, in which the facts are such that they
cannot even bring their case before a court. This may be
because the evidence that rape as opposed to consensual sex
occurred is legally insufficient to reach the required thresholds
to bring the case to court. An added harm that these
circumstances may bring about for these women is that others
to whom they want to share what has happened to them may
not believe them. Then they may be isolated in bearing their
pain and the effects of this trauma.

One woman was raped, for example, when she stayed
after hours doing work with a colleague. There were no
witnesses and she did not have vaginal bruises or injuries. She
reported immediately afterwards what had happened both to
the police and her work but both informed her that under
these circumstances there was nothing she could do. Her
emotional pain at not being able to take any action was
exacerbated by her still having to encounter this colleague
regularly in her work if she wanted to keep this job which she
did. Adding to her angst also was her thought that she would
not be able to protect other women from the colleague who
had raped her in the future. She became significantly
depressed. Fortunately, with medication and psychotherapy,
in time she did well.
Providers, as others, may add to these women’s pain also
by misinterpreting different aspects of their behavior. A
representative if rare example is women who continue after
being raped or assaulted to engage in dangerous behavior, as
to go to the same neighborhood in which the rape or assault
occurred [12].

Providers may wrongly infer and then share with these
patients that they believe that these patients sought and are
still seeking to be so abused. This inference is logically
plausible, but may be the opposite of the truth. This behavior
may be due, for example, to these patients, for reasons outside
their awareness, seeking to restore and thus be able to retain
their previous world view that it is possible to live safely in this
life. They may re-expose themselves to the same dangerous
circumstances in an unconscious attempt, albeit futile, to
prove to themselves that the rape or assault that occurred
was, in regard to their world view, misleading because it was
wholly anomalous. They may hope that by going to this same
place and not being harmed that they can restore for
themselves the assumption that they and the environment
they live in is as they had seen it, namely, as safe. Providers, of
course, should, nonetheless, try to help these patients
recognize the real dangers their enacting these “repetition
compulsions” brings about and help them understand that
this behavior will not enable them to overcome their newly
acquired fears nor allow them to restore and retain their prior
view that the world is as safe as they would wish that it is.
Providers must also avoid making what is, perhaps, the
most toxic of all conclusions, namely, that in some way or
other, these women contributed to their being raped by their
own behavior. The assumptions they would be making if they
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believe this are erroneous. Yet, even if they just imagine this
and allow this belief within them to persist, in some way or
other, possibly even non-verbally, they may convey that they
believe these women brought this on themselves. This may be
devastatingly demeaning. Assuming then that providers can
avoid responses that would harm these women further, they
must in addition be careful also not to coerce these women
further in any way. They should not, for example, even
inadvertently, place pressure on these women to share the
details of the rape when they don’t want to. The cardinal rule
here is rather for providers to most-of-all and first help these
women feel safe.

It is generally important that providers not even imply to
these women a “should”, as that they should recite what
happened. Providers may evoke in patients shame by telling
them what they should do, especially when patients feel,
perhaps rightly, that this would be harmful to them. The
provider may be convinced of the likely benefits of what he or
she recommends, but this does not mean that the patient will
necessarily respond in this same way. Patients may feel worse
about themselves, however, regardless, for not being able to
do what their provider tells them they should do. Rather,
sharing, if this will occur, may take time. Again, the last thing
providers should do with these patients is to press them for
details. If they do, these patients also may feel too much pain
to even come back.
There are effective, evidence-based treatments these
women should know are available to help them overcome the
effects of this trauma. Providers should know this and
encourage this. There are standard and well-proven therapies
now available. There is now also a new treatment for
overcoming past trauma, including rape and assault, that may
not even require patients to tell their psychotherapists details
about their trauma. This therapy is called Accelerated
Resolution Therapy or ART. This therapy involves patients
making eye movements that are guided by their therapists,
and using their imagination, patients can change negative to
positive images and respond very much better after this when
they have memories of the trauma which has occurred
[13,14,15].

This therapy though not yet anywhere near as well studied
as the standard approaches may help patients who
experienced trauma even in the distant past and it may take
very few sessions to succeed. One woman had been repeatedly
raped throughout her early adolescence by a much older
brother and she had told no one because he had threatened
her with bodily harm if she did. She changed her memory of
the horrors she experienced each time this happened to this
brother while raping her disintegrating into the soil and then
fertilizing it so that it grew beautiful flowers which she then
gave away in abundance to children that received them with
glee. As this example particularly suggests, there is no place
here then for providers to be therapeutically nihilistic.

experienced. Put simply, providers must seek to insure that
these women, deeply injured, don’t fall, in a short time or
later, “through the cracks”. This is an outcome, unfortunately
all too likely since these women may feel too damaged, too
hopeless, and/or too helpless as a result of having been raped
to take the steps necessary to subsequently most help
themselves [16].

A final, specific challenge some of these women may
confront is whether they should try to forgive the person who
has assaulted them. These women may feel that this is just the
opposite of what they would ever do. Some may, on the other
hand, find their forgiving very beneficial [17]. This decision
whether or not to forgive may be particularly difficult if the
person sexually offending is their doctor or therapist [18].
Here these patients’ knowledge that they may ruin their
providers’ career and their often having previously had a
good relationship with them may make their reporting or
forgiving this provider an extremely difficult decision. These
patients’ new, subsequent providers may find themselves
wanting to report these offenders, but ethically, preferably,
they should probably in most or all cases leave this decision
up to their patients [19]. If they do not, they risk violating
these patients’ trust, and ethically this may be a greater ethical
wrong and cognitive error than even their helping to stop
such providers from harming other future patients.
A patient had seen her therapist for some time when he
for the first time made sexual advances to her. She felt anxious
and confused, and remained passive initially, allowing him to
proceed. He then, apparently caught himself and stopped. He
later, after the session called her at home expressing his regret
and begged her forgiveness. She was haunted thereafter with
guilt that in not more resisting she had been complicit in
allowing this and she struggled and painfully obsessed over
whether she should report him. She wanted to protect other
patients but thought he had most likely learned his lesson and
she didn’t want to ruin his career. She too in time fortunately
did well with the help of medications and therapy.
Needs of Transgender Women

Rape is an example of a harm women suffer much more
than men. Transgender persons, in contrast, whether male or
female, both now, in this society are vulnerable to great harms
[20, 21]. Providers need then to help all transgender persons
meet their needs, though in this piece, I shall only discuss their
meeting the needs of these women.

A first problem that particularly psychotherapists should
address is the risks that may come about if they are asked to
serve in two roles, one as therapist, the other, as assessor [22].
That is, they may initially be seeing these patients for therapy,
but later on be asked to offer their recommendation as to
whether another provider should give them hormones or
irreversible surgery. Therapists would face, then, this conflict:
if they recommend anything other than what the patient
would want, their patients may see them as betraying them.
The challenge here, rather, is for providers to help these
Their therapeutic alliance may be lost. Patients anticipating
women recover so that they do not go on with their lives
this bind may during therapy say what they say not because
more limited than they need be due to what they have
this is what they feel, but because they believe that this is what
32
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their therapist must hear to recommend for them later what
they want .Therapists optimally, may then best manage this
risk by discussing it with these patients before this conflict
occurs. Together they may then agree that the therapist will
not make later recommendations. This solution may be suboptimal, however, because these patients’ therapists may
know these patients far better than anyone else and thus may
be the only providers who can make the most insightful
recommendations for these patients.

A second way in which providers may particularly help
these patients is to advocate for them to be able to have the
interventions they need and want and to have these at costs
they can afford. This may mean, for instance, that providers
help them make the case for their requests to their medical
insurance companies. Providers may here indicate, for
example, that, to them, an intervention is essential to their
well-being as opposed to its only being desirable [23]. An
example here for these women is breast augmentation [24].
This surgery may be necessary for them to perceive accurately
that they are not attracting undue attention from others due
to their appearance. They may continue to attract the
attention of others for this same reason even though their
appearance has changed somewhat after they have begun
taking female hormones. The obverse concern may occur also
for transgender men. They may take male hormones but still
need surgery to alter their chest contour. Again, this may be
necessary to enable them to avoid attracting unwanted
attention as when they are merely walking down a street.
Providers should know that in general there are two
things that transgender persons most likely most want for
themselves. The first is to be able to be authentic and to live
as the gender they are. The second is to be able to engage
with other people as others can. Taken together, these two
needs mean that they want to be able to engage with others
in a way that others respond to them based on who they are,
as opposed to their responding first and perhaps always most
on the basis of how they appear. These persons’ being able to
have breast augmentation or contouring surgery may be
necessary to bring both these ends about.

Providers accordingly should also not underestimate the
extent to which these person’s quality of life may be affected
and impaired until they can become and live as the gender
that they are. One woman when younger and living as a boy
had, for example, his parents reported, been miserable
throughout her early life. It was only when she could express
how she felt and underwent the physical changes to appear as
a woman that her mood lightened and after this persisted.
Her parents said they were astonished because this was the
first time in her whole life they had seen her happy.

A final and particularly pronounced area in which these
women may need their providers’ help and support is in regard
to the needs and wants they have in regard to being able to
have and raise children [25]. These women may need, for
example, female hormones, but these hormones may adversely
affect their sperm over time. Thus, the best solution for this
may be for them to be able to freeze and save their sperm so
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that then they can later use this sperm to have children
biologically related to them if this need arises and this is then
what they want [26]. Again, this kind of intervention, freezing
eggs, may likewise be optimal for transgender men. They may
want to save their ova if they will be taking male hormones.
Another concern that can arise for these women is in regard
to their being able to have and enjoy having a family. They may
need providers’ help to not only be able to conceive a child
with the help of medical interventions but need help also in
merely being able to adopt a child. Providers and ethics
committees have and may be reluctant to approve adoption
measures on the ground that transgender persons as parents
and couples may be less adequate as parents for their children.

One transgender woman had been, for example, previously,
for some time, significantly depressed. This was in part it appears
because she had had then for a long time unremitting pain. She
then got relief from this pain and her depression remitted. She
then sought with her partner to adopt a child but to do this she
needed an approval recommending this from her physician. Her
doctor was reluctant to give this approval because she might
again become depressed. It is more than plausible, however,
that the true ground underlying this provider’s reluctance was
that this woman would be a transgender parent. This physician
after discussion gave this approval.
Providers for these patients should know then that this
claim that transgender parents are less adequate parents is
spurious [27, 28]. There is no evidence for this concern. These
parents may even be better parents on the average than
others. This is because these persons will have experienced
greater suffering than most other parents. They may, as a
result of this, be able to empathize more with their children
when they suffer and thus be more compassionate. Providers,
consequently, should treat these women when they come for
help with fertility or to adopt like they treat all others making
these requests. Providers should not even refer these women’s
requests to ethics committees because this, too, is unjustifiably
discriminatory.

Dementia at the End of Life

A disorder that particularly occurs at the end of life and
again may affect both women and men is dementia [29, 30].
This also may become increasingly more common in the years
to come. This outcome may be terrifying for people to both
anticipate and experience [31]. These patients may come in
time to not know, for example, partners to whom they have
been married for decades.

One couple had been married, for example, for over fifty
years when a woman’s husband developed dementia and
then rapidly declined. He had to be placed in a nursing home
and over just a few years lost the capacity to recognize by
name both her, his long-time wife, and me. She found this sad
but had tried to prepare herself for this. She most poignantly
found, however, that even though he no longer seemed to
know who she was, he would respond when she went to kiss
him by kissing her back as if on some non-verbal level he
remembered her.
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Commonly, providers’ sole priority when seeing older
patients who tell them that they have noticed a decrease in
memory is to “work up these patients” for dementia. They
believe they must make this diagnosis if they can. Further,
now there are means by which they can predict to a greater
extent that people will have dementia before this occurs. The
need to diagnose dementia that will be or is at least extremely
likely to occur later is also increased now by the need to do
this early on in people’s lives for purposes of research [32]. It
is now believed that most likely for a treatment to later be
successful, it will have to be given early on in life, as when
patients are in their twenties. Research participants must be
determined at this time to be at higher risk for it to be possible
to conclude that a new treatment is effective.

Providers and researchers may, however, prior to doing this
testing, want in some cases to maximally respect these patients
and maximally benefit them by telling them about the pros and
cons of their accepting this early testing prior to their carrying
it out. They may tell them, for instance, that what memory loss
they have may be merely that which goes with aging and that
if their memory loss does not interfere with their life, they may
want to hold off for a bit before they undergo definitive testing.
The gain from waiting is that if they are diagnosed earlier than
they “need to be”, this knowledge may, once they know, place
a dark curtain over their remaining lives.
Patients so informed may decline further testing. One
patient with some minor complaints of decreased memory
consistent with normal aging was for example informed of the
likely pros and cons of being tested before this testing was
begun. She became adamant: “I can speak and still speak four
languages,” she somewhat shrieked. While it is still possible
that she had early dementia, she clearly didn’t want this
testing at this time. This question whether to risk imparting
possibly frightening personal information has arisen
concomitantly in regard to incidental findings in research
settings. This particularly is the case, for example, in regard to
recent research testing for genes. This testing may show for
example that research participants are at high risk for a future
cancer. This knowledge too may then place a dark cloud over
their remaining life.

Providers, additionally, should ask these patients before
they do this testing whether they have long term health care
insurance in case they later develop dementia. If they do not,
they may want to get this insurance prior to their being tested,
because otherwise this may affect whether they can get this
insurance or how much it will cost if they do.
Providers should also urge caregivers caring for persons
with dementia too to find support groups and help them in
this endeavor, as by giving them the contact information they
will need to be able to find these supportive others [33]. This
is particularly important for women because they take on care
giving roles more often than men. These support groups may
make the difference between these people’s lives becoming
empty as they feel and become more and more isolated and
overwhelmed versus, on the other hand, becoming able to
find ways with the help of others in support groups to still be
Madridge J Womens Health Emancipation.
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able to create and live lives having zest [34]. There may be few
interventions for caregivers more important for providers to
offer than contacts with these support groups. If caregivers do
better, this benefit may also, of course, then benefit also those
they care for.

A final case example illustrating an additional concern
here likely to be hidden involves how relatives decide to divvy
up the needs to care for loved ones with dementia. One
middle aged sibling, for example, chose to travel a considerable
distance to relieve her brother from these responsibilities
regularly. She felt though that since he had the lion’s share of
care taking responsibilities for their parent, she had no need
to seek out support for herself. This may have in this instance
been the case as it may be also in other cases but she added
to this two thoughts that made this less plausible. First, she
expressed her guilt for leaving more of their parent’s care to
her brother. Second, she said that since he did so much more,
she didn’t deserve to get support for herself. Providers,
accordingly, should remain somewhat wary of all persons
caring for loved ones with dementia who deny that they need
more support than they have. This denial, especially if
adamant, may in fact be an indication that they do need more
support than they have.

Conclusion
Women may face exceptional difficulties in this and other
societies. Consequently, providers should seek to identify
those areas in which women may face greater problems and
then take initiatives to address them [35]. This article raises
several paradigmatic examples. Some of those discussed
occur during childbirth, some at mid-life, and some at the end
of life when women either have or care for loved ones with
dementia. The discussion has stressed particularly the needs
of women who want to give birth to children though they
know that these children will shortly die, the needs of women
who have been raped under circumstances such that they
can’t bring what happened before a court, the core needs of
transgender women, and the needs of women who have
memory problems as they age.
These few examples are intended to exemplify not only
these but other, like needs that providers can first seek to
detect and then take initiatives to try to better meet, such that
they may bring about greater equality for women by pursuing
these measures [36, 37]. These and similar endeavors should,
of course, analogously, also be simultaneously identified and
then pursued for all groups who now are also more vulnerable
within our society.
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