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Introduction
There is a widespread feeling that there has been a general erosion of
ethical standards even in professions, which have been considered
'noble'. This has prompted a soul-searching exercise to understand the
problems involved. Such an exercise would help since the influence of
ethical conduct in positive terms is not contained or concerned within
some exclusive sections and select groups but is relevant to the entirety
of society. The moral basis for the unity and stability of society
demands that ethical restraints must operate not only in respect to
individuals but also organized groups. The intention here is not to
blame any section of the society but to appreciate the dilemmas that
even concerned and sensitive people face.
Broad issues
Anant Phadke delineated the broad issues for discussion: the ethical
duty of the doctor towards patients, fellow doctors, society in general;
ethical code to be followed by health researchers; ethical code for drug
companies; issues in health education and health policy making.
Amar Jesani provided a global picture of the changing nature of
medical ethics. Medical ethics, as understood today, is different from
what it used to be prior to the 19th century. The formation of the
General Medical Council in Great Britain, which was responsible for
making medical practice professional and for regulating the profession
from within, was a major step. It was at this time that the Hippocratic
oath came to be accepted by many, including the General Medical
Council, which penalized those who violated it. Registration with the
Medical Council was made a prerequisite to practice.
The dominant principles of medical ethics at this time were: (a) do no
harm (non-maleficence), (b) do good to your patients (beneficence) (c)
autonomy of the patient has to be respected, (d) doctors' responsibility
to society as consisting of more than that mere treatment of the patient.
With the adoption of the welfare state in the 1940s the issue of what
kind of health care should be provided became significant since the
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code of ethics is by and large silent about issues such as the
responsibility of doctors to patients who could not afford to pay for
services. Attempts were made by the Council to make the profession
appear noble in the eyes of the public and thus prevent social
intervention. This made it possible to reduce the number of complaints
on which the doctor could be hauled up before the courts of law.
Ethics, today, involves a number of gray areas especially when medical
professionals are grappling with competing values. If, for instance, we
insist that only a qualified practitioner should be permitted to treat a
patient, what would be the role of voluntary health worker?
Definitions
A working explanation of terms like morality, ethics and law was
offered. Ethics is an attempt to define what is right and wrong on the
basis of certain general laws and involves the principle of justice.
Morality is a set of rules, not necessarily based on justice, decided upon
by society. Ethics concerns itself with conduct and motive while law
takes into account only the act. The intention to hurt is unethical but in
the eyes of the law, only when there is an actual injury does it become a
cognizable act.
Discussions over the next two days focussed on: (a) ethics of general
health policy, (b) ethical issues in the care of patients with AIDS, (c)
ethics in health care delivery and (d) ethics in research.
Ethics of general health policy
Since health policy has a vast scope, it was decided to confine
discussion to the role of medical professionals.
Most policy initiatives concentrated on the instrumental role of health
rather than on its intrinsic importance. Health has been looked upon as
a means to increase productivity and not for its own sake. As a result,
the National Health Policy (1983) is basically concerned with
demographic details to be achieved by the year 2000 and issues such as
the Net Reproductive Rate. It does not deal with broader philosophical
questions such as equitable provision of health services and on the
current deprivation of certain sectors. The objectives of national
policies are determined by a number of extraneous factors. They often
favor the most articulate. The allocations of funds are skewed with a
vast disparity between the funds allocated to rural and urban
populations.

2

Minimum health care should form a fundamental fight and be
incorporated in the Constitution as such, perhaps as part of the Right to Life (Article 21). Such a step will empower the people who can now
claim measures to improve health as a matter of right and not depend
on the altruism of the government or official organizations. It is also
necessary to provide the people a legal mechanism to seek redressal
when this right is denied.
It is in this context that the issue of resource allocation acquires an
ethical dimension. It is iniquitous that minimum health care is
presently given a very low priority when resources are being allocated.
The issue of bringing the medical profession under the purview of the
Consumers Protection Act was discussed. Some participants felt that
this could change the relationship between doctor and patient, as trust
will give way to suspicion, the doctor viewing the patient as a potential
litigant. Doctors might hesitate taking up cases where the prognosis is
grim. Most held that bringing the medical profession under the CPA
would confer certain beneficial results such as:
(a) Medical records will be maintained more rigorously,
(b) The patient's right to information will be respected;
(b) Greater standardization will become necessary;
(d) Standards of nursing homes will have to improve.
Ethical issues in the care of patients with AIDS
The attitude of medical professionals towards patients whose test for
HIV infection is positive or manifest full-blown AIDS needs to be
addressed in view of the fact HIV infection is viewed as an
occupational hazard faced by those in the health care services.
Should the test for HIV be conducted on a routine basis? Should all
patients scheduled for surgery be subjected to the HIV test? Or should
it be restricted only to those who lead a life style that places them at
risk of such infection?
Should the HIV status be assessed during an arranged marriage? It was
pointed out that testing before marriage is no assurance that the person
will not contract AIDS after marriage. The possibility of fake
certificates being produced was also discussed. It was felt that premarital dialogue was a better option.
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Should a mother with a positive HIV test breast- feed her child?
Is the HIV status relevant when employing an individual?
What should be done if a person gets AIDS due to medical negligence?
How can the affected person tie compensated?
Is it correct to collect blood samples from those patients who show
symptoms of possible HIV infection without their informed consent,
especially when the diagnosis is not followed up by medical treatment?
It was suggested that patients showing a positive HIV test should be
treated with the same consideration that is shown to any other patient
with a serious illness. The patient with full-blown AIDS deserves the
same care as that bestowed on other terminally ill individuals. It was
felt that every patient should be handled as though he was a potential
HIV carrier. The refusal of surgery to a patient because he/she shows a
positive test for HIV is unethical.
The rights of the person-testing positive for HIV infection can collide
with the rights of professionals. This was the case in the Mission
Hospital in Miraj which had to review its open policy towards HIV
patients when one of its senior surgeons died due to AIDS possibly
contracted while in service.
An impression has been created that only sex workers are responsible
for the spread of AIDS. In view of this, should doctors address the
question of extramarital relationships and advocate the need to control
the animal instinct? Others felt that an undue emphasis on marital
status could victimize women.
It is important to ensure that more funds are allocated to deal with the
predicament of AIDS but this should not be at the cost of other
services.
Ethics of health care delivery
Unequal distribution of services is especially obvious in the delivery of
health care. There is an obvious partiality towards urban centers. Even
in the urban areas the poor and dispossessed are often discriminated
against.
Is it ethical to emphasize the preventive aspect of health to the
detriment of curative measures?
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Is the state justified in withdrawing from health and other social
service sectors? As taxpayers do we have a right to demand services?
How long can society be expected to provide feel service to the people?
Is the state an appropriate agency for providing health care for all?
This assumes importance in view of the fact that we do not have an
alternative to state medical services, especially for the poor. The
feasibility of the panchayati raj system was considered. We need
alternative models.
As for funding the health sector, it was pointed that in some countries
revenue was generated through special taxes that were levied on the
sale of alcohol and tobacco. The question of the ethicality of such a
practice was discussed as we might end up promoting a questionable
habit in order to generate funds for a worthy cause.
Should the trained voluntary health worker be permitted to inject
drugs (streptomycin, for example) or perform surgery under anesthesia
in the absence of qualified personnel?
Where even essential medicines are not available and key personnel
are not to be found how can a doctor be expected to work?
Many practitioners, who start off by practicing in the most ethical
manner, are eventually entrapped by the corrupt system or find it
difficult to maintain the expected standard. Though doctors are an
influential and a well knit group and have successfully fought for
issues such as higher wages and against those matters perceived to be
against their interest such as the CPA, they have rarely raised macrolevel questions such as the rights of the patient or protested against
inadequate facilities in Primary Health Centers.
Is it ethical for health workers to maintain that since the government
does not provide them with adequate facilities, there is nothing they
can do about it? Is it not imperative that in such a situation they should
voice their displeasure? By and large they seem to prefer soft options
and as a result do not even venture to enter bodies like the Medical
Council of India and Indian Medical Association to bring about
changes for the better or counter vested interests. Most doctors do not
believe it to be their duty to protest against unethical practices. There
are a few honorable exceptions, such as when the unipurpose health
workers in Salem protested against coercive population control policy
or when members of the Maharashtra Association of Resident Doctors
protested against privatization of medical colleges and the nonavailability of drugs. Such protests are nowhere near as frequent as in
the West where doctors and nurses vigorously protest against cut
backs in social expenditure.
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Practicing doctors are likely to face a number of ethical dilemmas such
as whether a terminally ill patient should be informed of impending
death or whether a woman who is unlikely to conceive be told about it.
The obligation of the doctor to a patient who is unable to afford to pay
for his treatment is also not well understood by many. In a market
economy, doctors often consider it ethical to refuse to treat such a
patient. Should the doctor permit amniocentesis or fetal sonography if
the woman already has daughters and is likely to face untold hardship
if yet another daughter may be predicted?
Double standards were also discussed. Some of us are prone to suggest
a certain line of action for others but follow a contradictory path when
we are affected. One example is the advocacy of oral rehydration
therapy using home made nutrient when the child of another has
diarrhea but when our own child is affected, we rush to the specialist.
The controversy pertaining to euthanasia will acquire a greater ethical
dimension once organ transplantation becomes big business.
The ethics of the existence of a hierarchy within the health care
structure, whereby those occupying higher echelons enjoy a favorable
position with plenty of benefits as compared to those enjoyed by the
village health worker was also discussed. How can we promote equity
among the various sections of those working in health care?
We have often tried to build ethics without reference to the extant
political and administrative system. We must strive for a universal
form of health care. Should doctors be compensated by the state
instead of by patients? Such a step may reduce the present state where
only those who are better off are provided adequate treatment.
Ethics in research
How much transparency should a researcher maintain? Ideally, one
might maintain that all research should maintain total transparency.
When the matter under discussion is sensitive and a certain amount of
secrecy is critical, how is the degree of transparency to be determined?
When the researcher has collected personal and sensitive information
over a long period after establishing a special rapport with the subjects,
would he be betraying trust if he publicizes that information? Making
public the results of a study on sexuality might prove distressing if it is
found that many girls in a small village had premarital sex.
Research, per se, may not be malevolent but its interpretation might
make it so. For instance, to conclude that people can pay for health
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services just because they are doing so now could be preposterous,
because they might be doing so at a tremendous cost to themselves and
because they do not have a choice.
If the intentions are malicious, then the research is unethical. The
problem here is how can one determine the true intention of the
researcher? Is the researcher always clear about his intention while
undertaking a study?
Several funding agencies hand out a great deal of money for various
kinds of research. Most funding agencies have their own agenda and
expect research to be conducted so as to meet their expectations. Is it
possible for the researcher to be totally non-partisan under these
circumstances? This dilemma acquires a menacing proportion when
the funding agency is merely using the research project as a ruse to
gain access to an area or to collect certain types of information to be
used against the best interests of that society.
Informed consent is part and parcel of research design yet there are
innumerable cases where the manner in which consent is obtained
borders on the farcical. This violates the inviolable rights of the
individual and is unscrupulous. Many honest researchers are puzzled
as to the stage at which consent should be sought and the extent to
which information can and should be provided to the subject. Is it
always possible to tell your respondents the real objective of your
study? Is consent by community leaders a substitute for that by the
individuals concerned? Are women consulted when group decisions
are arrived at?
Incentives provided to research subjects also came under fire. Can such
practices be ethically justified?
How do we distinguish between relevant and inconsequential or futile
research? This gains importance when already scarce public funds are
diverted for research projects.
Not publishing results, which go against the researcher's hypothesis or
the interests of the funding agency (such as a pharmaceutical firm) is a
blatantly unethical act.
It was also held that a survey or research, which is conducted by
promising some kind of remedy or service, is unethical. The same
holds true when new methodologies such as Participatory Research
Action are tested without any follow up action.
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The relativity of ethics needs to be looked at with greater care. We
should also take into account what is referred to as situational ethics,
where what might be justified, in a certain environment might not be
valid in another context.
We need ethics committees, which double up as committees that
redress complaints. Ethics committees must, by, definition, monitor the
ethicality of the research that was being conducted. It was noted that
the functioning of the Vellore Ethics Committee has shown mixed
results. An effort to study injuries to health workers and the possibility
of their contracting AIDS was stalled by the administration as it did not
want the workers to know about the hazards they faced. It was feared
that such knowledge might provoke a rash of compensation claims.
Summing up and plan of action
Ethics cannot be shaped and sustained in isolation. The heuristic
process requires a supportive environment. In every field of activity
the component of ethical behavior has to be identified and its dynamics
worked out and appreciated and an entire culture or value-system of
ethical conduct has to be built up. It is maintained and sustained by a
sense of responsibility - not merely accountability to some external
agency but also to something within each participant.
No final or ready-made answers can be provided. What is however
needed is an attempt to specify the stand that people working at the
grass root level should take. We need guidelines which professionals
can use when confronted by the minefield of ethical issues associated
with our several health problems. Follow-up action and greater
interaction will enable us to learn from each other's experience. There
should be a conscious attempt to mainstream such an effort in order to
reach a larger audience.
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