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received frem prizst and wagistrate. Fraacis Bacon, ia his
°Iovun (8 ganum' is thc first in christian Europe, tu.pxead for
cuthangsia, in ro&uc1“d t ic tern, :

~In Bfedors ’~*cvut} cuthan wsia, ia varicus degrees, has been
'yr“c-;ssd, evel to the enteat of crgaai sbi dlspcsul cf tue

u.~“‘-;4 Sitlex's 6erzaﬁy.

_ LT the oXteat to which this socicty is ‘nprc~1atcﬂ'
vith mmturlﬁll-h,'tug ideea bf collectlve c--1c1cacy

0"1A“beu, as it dia w1th the Aacieats; the value of :
the persea as an iavividual is almest nll and euthanesia-
t,41° te twic 18 Blace in tuc Jurxglc al system uader

the nasgk of S-opassica.  On the other haad, to the

Siteat te which o scelety preserves ayxrltuaT values,

the idea of wefficieney yiglds. tc the resycct dve to the
,Lhuu pwzs;n,vqua perscay whether he is wuu“ cr stroag,
dyiag ¢r healthy: aad euthone ia 2ever receives lchhl

.

‘TQC&nJ tica béeause the leg

' islater rejects ia it
i .‘ob A:ICl"L}lL.Z“(—‘li.Cd, C‘-Co 2.40 27 )

Ca Octcbar 17, 1850, the World Medicasl Assveizt 104, ccrposed
¢f anticanl usdical assceiaticas of -crty cac diffcreat couatrics,
12 zeaeral assembly, cooptaed o resclutic which called cuthanesia
"ecatrary to the FPublic iatorost 2ad te medical princizles as
well as to the aatural and eivil rizhts"(Jfr. Jevraal of the
.Anggggaa lMediczl Asseciatica 144:1011," Jov.18, 195 3 q"“tcd Healy,
P.LG,

=

1o Sccisl coaAsSaGuRneces ¢of acceytnacc cs euthaocaiz:

Fren bLy'~ud reogent h“yy-31abs ia. the ‘Westy; all ¢éan casily
leara ‘te what ‘“**1~7ﬁ results in terus of human lives zad
sufleriags the. sl*¢utbqt devistion i3 noral priaciples is lilely
to load, LIf euthanesia caa be justified in eae cusc. &L can bc
justificed ia cae Case, it.cia be JustiZied ia others; it can be
usad' to justify mass nurder. Were -1t te be Just‘fi; by the
Cipress ciasgat ¢f the pa lent, Lt v“flc be justilficd by his

el it weuld be JLStl.agd aﬁalast

ie}

Coasiructive ceaseat, 2.ad s

ity &
«ls oxpross desire because a: o usaless being he weuld be
ccasidered ¢bligad teo give that ccascuit. . Those berrible
aberaticas are Aot sord thembics we Laveat, but "facts of :
recsat yszrs kiacwn to the whele werld" (Stot texisat CBCI, -1953)

It is act zrealistic te. cxXpet
ey "~

roali that the dalgers neaticagd
caa be elimiaated Ly 1
1 7

slatica, A. Bcdnhr, a4blyuxag
the w,tumyt torlega fisc mercy killiag ia Baglaad ‘shows that the
real ain of thc nevemodt, is =uch mere than volentar u»tk“a~51u
(A. Boaacr, the Catholic dector, Loadoa 1051 p. L0 il

2. Cocaseguengces Sox the 4:Jic¢l ““C‘CSSIOJ in particula”
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The practice ¢f suthanesia weuld areatly lessen confideacel
ia poysleians, for thc paticat who was gravely 1ll might r««dl ly
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The elevated congepticn of the digaity and the High
erlicusness cf the physiciaas calliag ware act cauxly aiaed. |
t was after ceaturies of ccaviaciag procf that the uo-e PuTpose
=y

the plysician was te P*olcab 1life aad rcllvn paln that |
ediciae was able tc advaacc. It was cal y af AW 20 mere
cmaaded infallibilty ca the “‘+ of the l,..y"ﬂlczl 1, but ealy |
Lot degrec ef skill, Laowledge aad caze comncaly c“scsed aad

?
erage reputable practicaer ia tnc lotC lty,‘
e

w.al it was pesszible Zer medicine te inpreve the accuracy ol
diagacsis aad to better the motheds of its treatn cat, aad that |
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cut alter caly ocas covelopieat - absclute ceafideace thet
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e ain,and caly sin, of the physieciza was teo ﬂrolcig life aad to
relicf sufferiag. Now' there s:e those who weould assiza te the |
Faysicizn a duty of sherteniag it (Healy, .269 |
S Coaseguencs for the welfare of the paticat
a) Hutharzsia is bad nodical sractice. "The decter must
gustain hepe Zer the iacurable gersea’. Thote are ex;mplqs
teat an aepgarcatly iacurable dyiag patieat got curred; - |
revealing te a paticat the fact thet he is incurable may
prect e
¢

sulliering ead may become aa ebstacle for

a
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ia true sgrvice. To ass
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sersen i J up to tug challenge of 2 very ¢ cult
situatica (as aa iacurable illacss is) may well be a
sreater help te the persen thaa assistiag Rim ia escaping
-ron it. '"Maa is act a more aaimal; saia is act the
greatest ovil.  Sullerias acegpted (fronm the head of God) !l
has an immease value Zor maa" (cfr. peints, p.72
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Fundanoatal question

A Jdector dcas act eases but with

th pains or des
S

persons. Hisg Vth:i01, t tle rersen whio need 2is help |
is not linmite 0 recovering health or alivia~ |
ting gain.but uﬂtcﬂds ke porsca, ia the way he can
ad as well hc in the t of his fuadancatal task, which |
may iaclude the duty ic fleriag and approaching dcath.
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can a degter
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has a maa the righ

"o cae ecaa give permissicn for nurder; ao private individu
or public autlhority is allowed dizectly te talke awvay or guurtcn
life of aa iaaceeat persca o s¢c 1s an 1u::14chcA* of Ged's
suprene demeia over life and 8 ccatrary to the astural mors
1aw” (Statemeat: CBCI,- 1953)

Things are fcr maa te be "used" c.ad ccasequcatly cza be
4isicaad of accerding to mea's aceds. Man is 1ﬁt a “tnld;” te
be used aad ceaseguently camaet be disncszd of ace cordiag te his
Qeeds cr wishes. Maa is a gorscn. His beiag coasc1cus free
ioplies aa unccaditicanl task, the task toc roalise his true self
13 existiaz for the cther (Gud, mea), iz the cecacrete circunstance
ia which he fiads Limaelf. This vaccaditicasl task irzplics;
Saciag the challcages of life te the bost of cae's abilitics uader
all eircumstences,
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TrT"" Cil "MEDICAL ETHICS™

P.N3 " 'The : 0110v1ng actes; quo tions etc., are nmeant as
- Tsuddelines for discussioas. A more compreho1sive
4 '-cnt on the various questicas is Scund ia the literature

ferzed tos
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'Thb main pL*yU"L of the proposed diocugs*ons is to focusE :
o h

attenticn.on the speeific character of an ethical approa
to 'practical guesticas' aad ea the Ffundameatal i iasights

implicd in azy meral judzement.

cfi “1tzon of 3thies

ty;clo*ical«,,\tle word 'e
meaners (ethos) aad b) iacliaaticns
(ethos) Thus the werd 'ethics' iadicates: a uc1e..cc ol ways
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of he“ﬂVLQ* a2d cf attitudes revealed ia these fommus of behaviour.

s’ refers to a) cuutom“,
teadeacics, attitudes |

In Cur coatext, the taim ‘e thies' rof crs to: "the philoso-
hic reflectica oa our belsg ia tulo world, leading to za iasight
2 the true asture of man oad ccasequeatly to judgemcats on goocd
ad evil in maa's acticas aad attitudes, S s

thiesiis g y“ulouopulc rellectioca on bei Lag

- Liis ‘“610 tiel reveals :hat this beiag is:
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JiSCOVCZLJg the natura pf Baa is d;i.sc::,*»rw a3 a task, - 2
task that gives meaniag te cur-beiay free. - et
This task ‘coace a8 maa Himsclf a2acé ca2n be Aﬂscribed‘in
Chn 4. v A 2 B s ot e 4l oS ¢ o >
geaeral tedis as ”gcl‘-;eulxaatﬁca", = °becan¢x? cacs'-true-self
42 existing at this world, with others, ia tCod
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This taszk is an wacoaditicaanl tosk (duty), - a task which |
; | ¥~ ? sl & aialali ; S afF ol
man "fiads' (objective ideil), - a task" to which m manexists
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AT iy 5 i g B a2y Fan | proc £z A A .
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approach (method, attitude) di for
appreach.

Philoscphy 1s rellective., This reflectica is a se@rch
Jor the meaaing of lamaa ecilsteace, - the truc astere of Ra.ly =
the values to be realis cd in. zaga's '“c;aoaw “ad attitudes.

Scieace is ck°e svatiodal. The scientist dea;‘ : _
observable facts Col‘w.dlf” Ban. aad L“b verld ia which he lives.-
In deSC£lblAb the 'asture f thiazs! he actual ly describes what
nay be e‘.p‘.ctcu to happea i4 certain emperical situ&tio&s.
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Therefore: Whereas ethics reveo ls a task, - science dezl
with the emper*cal coasequences of maa's acticds and gttltudes.
Whoreas: gthics uidcovers the inportence’ OL man's actions in
relatica to his Zuadameatal task (their "moral value"), -
science, in deseribiag thu -Mg'fiCul coasgqueaces o-.“ct;oas aad
Qttitudes,  shous t::lx u--kuldess‘ with regard to desi red goals.

. For ?*anple:, varic&s C1,chs deal with nwrrlzgc - they
state the e.per1¢~1 implications: (physzcal psyche OblCul
sccial etc.) cof certeia ways of liviig. They teach how certaia
desired goals can bo achieved. aad unde ired situations can be-
avoided. Those scicaces reveal tha various possibilities

egarding e.5.: ngrrlubc. Thesa m*mes, hcwever, cannot o

reveal the meaning of marricd ll-c, the 'ddea', or 'ideal' that
nust beecene ren11ty 12 the actizas aad attitudes descrlbﬂd by
the sci-nccs. e i ’

~wt“xcs on the other lLaad, 1n conccrﬁhd with exactly the. .
Reaxing of LmrLll?”, - with the 'values' teo be realised ia this
hunan encounter ,

Bthics, however, presupposcs science, ror, ethics is not
a reflection on an abstract ldeq but on a ccnerete reality, e.g.
married 1lifz, in the concrete Situation ia which man finds himself,
Scientific research is needed to get a better knowledge of the
reality on which ethics has to refle act, that: 1st acts “and
uttlthdﬂs in which moral vulues are to becone real,

U51ng_e traditional terninology we could sa/ science
studica the laws o" nature', i.c, the properties of things, -
how they will 'behave' in given situstions, - 'what will hap Ppen

Vet i
l.‘.-onttaooto

Ethics studies t“ﬁ 'natural law", i.e2. the 'nature of man'
- how ohe should ’be”” ¢' ia a given situatica ia order to
vealise the meaniag of humen existeace in that situation.

THICS. AND ATTHREPOLOGY

cnthropelogy is a scientific study of man,
tudes, customs- his Judgenents and feeliags
behaviour etc, As science it examiaes the
orizin aad consequencas cf these cttitudes ete., 4s scicace how='
ever, it dees et judze thase attitudes, judgements etc., in'view
B
e

describing hi
T rarding forms o

cf & u.ﬁ-ouop“1c iasi 1f‘t in the true meaniag of human existence.

The coaclusicas of uatu$oy lCzYs owcv;r, will be Lclpful
for ethies. in so faor they throw light ¢a the humen-life on: wkic“
gthles reflects,

ETIICS AND MORAL TYIOLOGY

ozy -studies man; the\ meaning of-life:in the light
ions, e.z2. in the ‘1izht pﬁ the christian

of roli tio
ture ‘and tradition.

revelat

s of mcral theclogys: howaver, are ‘of | fHtsrist to
Ethiﬂs in. s¢ far.-as o deepor :nowledge of r;Tl zicus traditions
hindu, muslim, christiasn ete) gives wider k.hw1'd5 of facts
ubo"t fos s @0d m lizect, aad ocuas our atteation i 'thie philosop-
ic ren_,c ion, caclusioas ef ethics, h;wﬂver, are aot
d“pen gat on traditional judgeomcat or specific relizious experieace.
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TRANSPLANTATICN -~ THE MORAL IS5S5UL

INTRODUCTION: “as a result of medical progress, our technical

doclsions may become casier, but moral problems,
on the contrary, will be increasingly significant.” (Dr. J.
Hamburger, STHICS IN MiDICaL PROGRESS, Clba Foundation Symposium,
p. 136). Transplantation is ong such ficld. Hundreds of pecople
have been kopt alive or hzlpod to live Dbecausc of transplanta-
tion of various sorts. Yet grave moral questions arc being posead,
and one roason for heart transplants gelng out of vogue, at lecast
for the present, is precisely the cthical issuc.

1. MEDICAL APPLIANCES: These arc mainly of two kinds:

a) Prosthcscs: 1) hemoveable c.g. dentures
i1) Built-in ¢c.g. orihogoai% rcplacsments,
b) Artificial organs: vValvob, GUCe

i) Tcrporary C.8&. heart—lun§ machinc, arti-
ficial kidncys, ctce.

11) Bullt-in: go far nonc arc avallable
for human beings, though
an animal has bcon fittced
with an artificial hoart.

There is no spocial moral problem connsctod with the uso of

thesc, though thc doclsion to usc any of them is a moral dc-
cision that must bs guided by moral valucs which must be up-
hold in .all medical practica.

2. TRANSPLANTS: Thesc arc of thrcs sorts: .

a) Auto-transplants: ie. thosc that takc placo within the
body of the person himself c.g. skin,
cartilcgo, bonc.

b) Homo-trangplants: i.c. thosc that take place from tho
body of onc pecrson to that of another.
! These include: blood transfusion, organ
grafting o.g. of cornca, kidnoy, liver,
hsart, ctce.

¢) Hetoro-transplants: 1.c. thosc that take place from thoc
body of an animal to that of a human
pcerson c.g. scx-glands, organs (inci-
dantally, the first hoart transplant

ovor performod was that of a chimpanzac's

hcart to a 64-yocar old man, in 1964
{1n bhe .S.44)

In the casc of auto-transplants, woc could follow thc adaggs:
"good medicine is good cthics". In tho casc of hotoro-trans-
plants, the grave qucstion of possible "porsonallty changes"
must be consicored c.g. Popc Pius XII statcd that the trans-
for of an animal scx gland to a human bcing woula have to be
rcjectad gs ilmmoral becausc of the great disturbvance to free-
dom which would likely follow. The integrity of porsonal 1lifc
and personal identity prevail over prolonging lifc or any other
possible advantage afforded by such a transplant. Finally,
homo-transplants prescnt more ssrious problams, and we must
now considcr these scparately.

3, HOMO-TRANSPLANTS: The sthical situation changes with the
source  for obtaining the organ to be trans- .
planted.

a) Cadaveric transgplants: Theso jnvolvs tissucs and organg romoved
Trom cadavers. It must bc accopted that a
person has the right to bcqucath organs of his body for usc
after his death s.g. corncas. This would bc an cxamplc of love




b)

c)

a)

=N

H
N

for onc's neighbour. In the casc ol a person who has not so
bequeathed his body, the doctor must obtain the consont of

his relatives to thc use of any part thercof. The practice

of precsuming such conscnt, or acting without 1t (ceg., as
happons in some teachling hospitals and rcsearch centres), 1is

a violation both of the law and of the rights of the relatives.
Since cadavoric transplants present fewsr cthical problems,
doetors should work towards making thelr usc incrcasingly P
feasible, mcedically. There arc indications of better prospocts
in this respect, especially witn regards to thec usc of cada-
veric lungs and livers.

"proe transplants": This refeors to tlesues and organs removed
in thos course of ordinary surgical opera-
tions e.g. when kidneys are removed in ths case of urethral
cancer or the creation of a subarachnold urethral shunt. With
our present scientific know-how, those present an advantage
over cadaveric transplants because cf tho contractile nature
of the organ, whils,at thc same time, they co not involve the
ethical complications which arc present in "living conor trans-
plants" (secc bclow).

Living donor transplants: This rsicrs 1o tissues anc organs
' ) provided by living voluntcer Aonors.

Cardinal cthical 1ssuss are iavolved here sincc it touches upon,
two individuals, the doncr and the recipient. One has to consider

the risks both to the conor as well as to the recipient.

HOMO~-TRANSPLANTS == TWO SPECIFIC AREAS THAT ARQUSE ETHICAL
REFLECTION.

Blood transfusion: This procedure has literally saved thousands

of lives, has prolonged others and made pos-—
sible major surzical operaticns. It provices one of the best
waye in which a man can DG a good neighbour. Barring serious
accidente of typing, sterilizing and labelling, reactions are
rarely scrious and they occur in not more than in about 5% of
transfusions. Th e overall mortality rats 1is probably not
higher than 3 in a 1000. Howevaer, it is hard to be sure of
avolding the transmisgsion of hepatitis, syphlillis and malaria
(in some parts of the world ). Moreover, as ws learn more about
incividuality in blooa groups, the cevelopment of a dangerous
sensitization is a risk always to be kcoHt in mind. Finally,
there is the danger of taging the procedaurc far too lightly:
"topping it off" or "giving a pint more just to be on the safe
side™ has sometimes, ircnically, rosulteda in death.

How coes one act when the patient refuses
to accept transfusion for religious or rather reasons whichL
are not medical (e.g. Jehovah's Witnesscs, or racial bigots
who refuse to have plood from. "inferior " races or castes) ?
Should the doctor resepct the prejudices of parents, when
saving thc life of the child 1s invowved; or, of an adult who
refuses to be transfuscd?

1) Many feol that the parents' or pationt's wishes should be
respected, because thoy are consicering not merely their
physical welfare but their spiritual welfare and future
1ife - and, therefore, this takes onc out of the realm
of medicines No doubt cne rogrets belng thus constrained.

11) Others feel that the refusal of tho parents make it a
police matter, just as a proposad human sacrifice would . ba,
and they would consequently seek a court injunction to
carry on a transfusion. Strangely, the Courts of Law 4o
not speak with ona voice on this matter. among the various
reasons for authorizing a transfusion of a chilu uespite
the objections of the parsnts, 18 that the .child is not
yet froe cenough to choose its religious convictions, anc,
therefors, must be given a chancs 1O live in ordaser to
choosc its convictions. In the case of a mother who ngeded
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a transfusion and refused it, the court ordered it to be
done, because the mother had no right to sacrifice hersslf
and leave her seven-month child without her services. In

the case of adults, one reason for upholding transfusion

ig that since an adult has come for medical treatment, anc
insists on it, he must accept the treatment aavised and
recommended. In any avent, in the case of anyone who refuscs
a blood transfusion, the doctor who fcels that he should not
respect the wish of his patient (o of the parent of his child
-patient) should scck a court order to do £0.

b) Organs from living donors: Two questions have to be possgd and
answerad:
1. Is the procedurc justifiable medically?
o, Has the donor thz right to mutilate himself?

In reply to the first question,the major couslderation revolves
around the immunologic compatibility of the recipient with the
avallablo donor-organ. Uuads are presently about 100 to 1 that a
recipiont will pget a tissue type that exactly matches his own .
#once,the doctor, who would lika to do all hc can for his pationt
bscause ho has a deep and irreprcssible concern for his patieﬁt’s
needs, should bo careful to also consider morc the immunologic -
compatibility of the available organ than the need of the patient
in itself. This would sometimes moan that a surgeon would be con
gtrainod not to transplant, since the well-being of a person is
to bo understocd to be more than a mere prolongation of life.

It is interecsting to ncts that for kidney transplante, except

in the case of identical twins, probably no more than 1115 patiénts
in the world have survived more than 5 years. "The procedure 1is
of unknown value in terms of the fivo-ycar or ten-year prognosis”
(cfr. ETHICS IN MEDICAL PROGKESS, p- 67) .

,In reply to the sccond que stion, two points must be conslidered:

a) The risk to the patient. It has been calculated that the risk
of nephrectomy to the donor 1is as follows: 0.05% as a post-
operative accidental risk, and 0.07% as the risk of any kind
occuring later to affect the remaining kidney. However, this
statistic must not be lightly interpretéd,and physicians must
have a conscientious concern for tne better procurement of
organs which will obviate the necossity of risking a healthy

donore.

b) The consent of the patient - Espccially in this arca when the
donation by a close relative, oOr twin, affects the saving
of a life, it 1s difficult to assess the genulnensss of
consent. The donor can be praossurised both by other membsrs
of his family, who might cven consider him expendabls(:) and
by an inncr oressure cxarted by his own social and religious
education eencerning the value of self-sacrifice, etc. The
doctor should be specially scnsitive to frecdom of consent. -
Somctimes the help of a psychiatrist 1s aulistad. ‘

While it remains true that doctors shoula work towards pré—
curing organs from cadavers, the question remainss within our
present limited options, can a hcalthy person donate ong of his
healthy organs to save the 1ife of anothor? The answer woula
seem to be in the affirmative. ror, if we could accept that a
man can, in self-sacrificing love, "lay down his life for his
friond" when this is an act of service to the other, we could
also accept that he bee premitted to givc a healthy organ to
gave the life of his fricnd. However, in arriving at this |
decision the following must be consldered:

1; Is there a proportionately good rcasont

11) Is there a reasonablc’ hope of success?

111) Will tho 'damage' causcd to the donor bs such as to
prevent him from leading a normal human existcnce? |

,iv) Has his consent becn duly obtainocd?
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5. TRANSPLANTS IN THE "TWILIGET JONE" - LIVING PERSONS Ok DUEAD SODLInGY

We said,above, that the procurensnt of organs from cadavers
would obviate many an:ethical dirficulty. The guestion about the
moment of death has bgcome a thorny one in view of new proccedures
that can keep up certain physiologlcal Tuactlions (heart beat,
respiration) oven thougn irrsversibls brain damage has occured.
Physiclans, lawycrs, philoscphers and theologlans must apply
thoir minds to a ro-defining of "the mament of doath" .(Sec notos
on EUTHANASIA for details about the criteria for ceteriining the
moment of death).Thig will aifect the detoraination cf the con-
dition of tho donor - is he "wlive or dsad? But the contral problcus
of organ transplantation will romain, ané will have to be sgttled
by different and independent norms (sece below) s

6. FINAL CONCLUSION: ©Once agaln in thls que stion, as in 8o Haiy
others which we have considered in cur Courss
of Medical Ethics, we realize that thers arc disturbing casseg 1in
which the doctor cannot hope to find rosdy~-mads solutions by estab-
1ished standards. The dotor should gulde nimsself by thg basic prin-
ciple of concern~*for ths pcriocn of the other. On ths one hand, then,
he should beware lest " zeal for rescarch 1s carrizé to the point
which violates the basic rights and immunitics of a human person';
on the other, he must work cut togethor with experts from other
speclalities concerned with man (2.g. lawyers, ohilosophers, social
scientists, theologians),some moral gulcclines te assist him as
he treads tho paths of progrsss 1in meGicinc which he hopes will be
to the bonefit of man. Bolow is given, by way of oxample, a set of
guldelines drawn up by Gwo doctors with regard to transplantatlon
of organs (cfr. Harmon L. Smith, ETHICS AJD THE NEW MEDICINE,p 1l21)

1. Compassionate concern for the patient as a total person 1s
the primary goal of the physician anda che investigator.

2. Organ transplantation should have some rcasonable poesibi-
lity of clinical succcss.

3. The transplant must bs unasriaken only with an acceptable
therapsutic goal as its DUIPCSCs

4., Risk to the hcalthy donor of an organ must DC keot low,
but such risk should nob be a contre-~indication to the
voluntary offcr of an organ by an informsd donor.

5. There must be complcete honeesuy with the patient and his
family, including cvery benelll cf avallable general
medical knowledge and of specific information concaerning
transplantation.

6. Each transplantation should be conductaed under a protocol
which ensurcs the maximum poesible addition to scilentific
knowlcdge .

7. Careful, intensive, and c¢bjective evaluation of results
of incopendent . obssrvers 1s manaatory .

8. A carcful, accurats, coneervative approach to the
disscmination of information to public nows medis,
is desirable.

( urs. J.r. EBlkinton and Eugone D.kobih)

Medical progress 1s going to throw vd many questions to
which® no preliminary system of medical ethlcs can provide
immediate and certain answirs. The ethica. training of a doctor,
then, cannot be limited henccforth to the teaching of a few
ready-made rules. To quote Lr. J. Hamburger once agains

"To produce doctors who are strong men, who ars not only
honest and just in thought, butb efficient in actlon;
to develop. in them an awarcness of the value of human
life; to convince thenm that tholr vocatlion'is an eX-
tensive obligation tc the individual and to -sthe group
such, i1t would scem arc the best means of facing the
over increasing difficuliles of mcdical cthics"
(cfr .ETHICS IN MEDICAL PROGRESS, po137)
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T a time when codes seem outmoded and almost
inoperable, and ethics scems to be little more
than a convenient way of doing business, jwhen
secularism is making inroads into faith, and religious
indifferentism is gnawing away at the entrails of reli-
gious fervour and practice, it is an awkward question to
ask :  ““Is there a Christian Medical Ethos ?”” But,
“in an age of searching — inexorable, rigorous, incisive
and honest — this question must be asked by every
sincere Christian doctor, if he is to find meaning in his
being both a doctor who is a Christian and a Christian
who is a doctor.

About 20 years ago, at an international meeting of
Christian doctors at Tubingen, Germany, the question
was posed : “Is there a place for continuing to run
Christian hospitals ?”  Whereas some, among them
clergymen, challenged the propriety of having ‘Chris-
tian’ hospitals, the assembly came to quite the opposite
conclusion at the end of the meeting. The assembly
of Christian doctors felt that there are problems,
mysteries, perplexities connected with healing, living
and dying, to which secular medicine has no answers,
and upon which the Christian Gospel of the death and
resurrection of Christ does throw light.

Is not this the perennial question we keep posing to
ourselves :  What difference does it make that one is
a Christian? Does his Christian faith make him a
better, or different sort of, doctor than his non-Christian
colleagues, leaving aside their respective technical
competency or diagnostic skills? A christian doctor

1ust answer this question if he is to find the meaning
and relevance of his faith in his professional life, and
accept courageously and cheerfully the challenges that
an increasingly secular climate of opinion and attitude
will inevitably pose to his Christian conscience.

When speaking of ‘difference,” we must beware not
to think in terms of ‘better’ or ‘worse’. The question,
as C. S. Lewis rightly suggests in his book MERE
CHRISTIANITY, is not whether being a Christian
makes you a better man than someone else who is not,
but, rather, whether being a Christian has made you
a better person than if you were not a Christian. To
use a commonplace medical analogy : to ask whether
Miss Buxom is healthier or not than Mr. Pehlvan
because she takes Multivits and he does not, is a mean-
ingless question. The real question is whether
Miss Buxom is healthier because of the Multivits than
she would be without them. Hence, we should be
asking ourselves whether the right understanding and
living of Christianity makes better persons of us or not.
In the same way, would it make a difference to the
doctor’s understanding of his role and mission in life
that he has accepted the challenge of the Gospel,
through a personal commitment to serve his ailing
neighbour after the example of Jesus Christ ?  Obyvi-
ously, we are speaking not of the nominally Chris-
tian doctor but of one whose vision of Jesus, the
Great Physician, brings him to see his calling to be a
doctor as a mission ; of one who takes seriously such-
like sayings of Jesus to his disciples (among whom he
counts himself) : “You are the salt of the earth. ..
you are the light of the world.” Such a doctor would
legitimately be expected to ask : ‘Is there a Christian
medical ethos ?’

We must now explain the word ethos. An ethos is
different from a medical code, or from medical elhics.
Whereas a medical code provides the framework for the
acceptable form of behaviour that would safeguard the
doctor, the profession and the rights of the patient ;
and medical cthics would represent the systematisation
of moral judgements involved in making medical
decisions ; an ethos is the value-system that influences
the formulation of both code and ethics. The ethos is
the way a man experiences, sees, and relates himself
to, the world and to his fellowmen—is his fellow-man
a thing, an object, to be manipulated and used for
self-aggrandisement ; or, a rival over whom he must
gain ascendancy, exercise control or wield power ; or,
a neighbour, Ais neighbour, one who makes an impe-
rious demand on his love and respect, one for whom
he must care in his need, and for whose benefit he must
strive to ameliorate the social and ecological conditions
of living ?

It seems obvious that in arriving at an ethos parti-
cular to his profession, the doctor should consider not
only the existing code, but also the convictions and
ethical behaviour of conscientious colleagues. But,
we may well ask, is this ‘medical ethos’ to be restricted
to a lowest common denominator of accepted values?
Can a doctor be satisfied with an ethos based on a
moral values (if one could truly speak of such), on
values determined by the ufility-, or, efficiency-, or,
profit-, principles that so regulate a materialistic
society ? Can an ‘‘everybody-does-it” principle form
the basis of a justifiable medical ethos? Is there not
room for a Christian medical ethos ?

DIMENSIONS OF A CHRISTIAN MEDICAL
ETHOS

A Christian medical ethos must spring from the
Christian faith. It must spring from the understanding
the Christian doctor has of his vocation in the light of
his faith. A Christian physician who models himself
on Christ—whom Christian tradition has given the
singular title: The Great Physician — would
obviously have a set of values which he would not have,
were he bereft of this faith.

1. The Concept of healing : To a great degree, the
formation of a Christian ethos would depend on whether
there is a Christian concept of healing. It is to be
noted that a very specific sign of the Kingdom of God,
mentioned in the Gospels, is the healing of the sick.
Even the forgiveness of sins is linked with the healing
process. ““‘Go, sin no more. Your faith has made you
whole” (where ‘wholeness’ refers to total well-being,
which is an adequate definition of health). Is it too
much of a surprise, then, to note that the ultimate
injustice is described, among others, in terms of refusal
of health-care : ‘I was ill and you did not come to
my help” (Mt. 25, 43) ? A Christian doctor through
his work of healing shares in the mission of Christ ;
he proclaims the Good News through his ministry of
healing, thus extending the frontiers of the Kingdom of
God, or, if one dislikes the triumphalistic overtones,
makes the kingdom more present among men. In
this ministry, he is God’s instrument, doing God’s
work of redemption. Both his personal life, then, and

“his dedication to his healing function, must proclaim
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the presence of God. Besides, he will accept the
obligation, before God, for the health of the individual
for his total health as a person, and, through him, for all
those who need his care. He is, in a word responsible
to God, and responsible for his fellow-man’s health,
and is bound to provide the best ministration he can in
the situation.

This last phrase may sound like a pious cliché, but,
as a Christian, a physician must ask : “Before God,
what is the best ministration in this situation ?> In
other words, can one rest content with the status quo
of current medical practice and accept the ‘non-choice’
approach that characterizes so much of today’s medical
services? Is the Christian doctor — and, by extension,
the Christian medical institution and the Church(es)—
to view his medical mission as meaning ‘to provide the
best care to those who come to him,” or, must he go
further and assume responsibility for those, too, who
do not come because they are either ignorant, or can’t
afford the fees, but are in fact most in need of his care ?

Our Christian concern must determine the way we
fix our priorities. A pediatric Mission-hospital in
Africa had an excellent record of service and of care
provided to every child that was brought to it. At the
same time, during the 50 years of its existence, the
infant mortality rate in the area served by the hospital
remained at around 282 per thousand births. While
providing excellent care to the children, brought to the
hospital, its authorities had failed to provide basic,
life-saving care to the numerous children that were
dying of ‘neglect’ in the surrounding area. It’s excel-
lent doctors were too busy saving a few at the expense
of the many. In terms of costs, one could say that the
cost of saving one child on whom, say, the equivalent
of Rs. 500 was spent, whereas, if the same amount was
diverted towards providing even basic medical care,
ten children instead of one could have been saved,
was, in fact, Rs. 500 plus 9 deaths. We need specialised
hospitals and specialist doctors and excellent care ;
but we also need to think in terms of the greatest good
for the greatest number. It is a case, therefore, not of
“either-or”” but of “both-and.” Incidentally, in the
above mentioned case, the infant mortality rate was
brought down to 78 per 1,000, within five years, through
the action of a concerned pediatrician, newly arrived,
who requisitioned the services of 15-year old girls,
from the local mission school, to provide the basis of
health education and health care. (This is a line of
thought and action that GPs., with a large and com-
fortable practice, could fruitfully consider). We need
constantly to re-evaluate our concept of “‘service’ in
the light of the Christian imperative of “caring.”
Perhaps we would find plenty of which to be ashamed
in our ‘‘service.”

The Christian’s one guiding law is that of love, which
someone has paraphrased as meaning : ‘“‘to care
enough about others as to want to do something about
it.””  How does one “care enough” in a Christian way
especially when we know that needs will always exceed
resources ? There are no ready answers, but we must
keep asking ourselves the question, often an agonising
one. One suggested criterion for helping us fix our
priorities is that of the “Poor.”” The “poor’ are not
necessarily the poor in any simple economic sense, but
rather the neglected, the ignored, the rejected, the drop-
outs of society, those who are not cared for and to whose
care no prestige is attached. Where there is a pioneer-
ing need to do this, because nobody else will give
Aattention to it, then it is a Christian calling. As Chris-
#tians our particular, though not exclusive, concern is
to care for those who are not cared for ! FEach Chris-
#ian doctor must listen for this specific call of God, in
‘the secrecy of his heart, to such service within the
‘framework of existing situations.

Another aspect to this ‘service’ must be considered.
‘It is not always, nor only, a question of what a Christian
«doctor should do in terms of individual service. Prac-
tically speaking, much, in a developing country, has
to be undertaken by Governmental agencies. The
Christian responsibility of the doctor, then, would also
consist in exerting himself to bring pressure to bear on
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the right spots, and on responsible persons in public
office, to ensure that health-justice is provided for those
who, in his Christian conscience he feels, must be
cared for, and when such care can only be provided
by public agencies. To give an ‘example : concern
for the rights of the unborn, in the face of liberal abor-
tion legislation, must make Christian doctors want to
do something about getting a different sort of social
legislation (that would, for instance remove social
stigmas like illegitimacy) passed, and about working
for the setting up of counselling services for distraught
women seeking abortion and Homes where, they may
be helped to have their babies with dignity and without
“fears.”

The Christian vision of man, as it is worked out in
the community of believers, must further influence the
development of a Christian doctor’s ethos. This
understanding of man will bring special light to bear on
some problem-situations, such as those which come up
in genetics and human reproduction, medical experi-
mentation and the dying-event. Further, it will affect
one’s dealings with one’s patient, and the respect due
to him coupled with the obligation of not taking ad-
vantage of his helplessness to feed one’s greed. 1t will
determine the nature of the medical secret, the obliga-~
tion to respect the conscience of the patient, and his "
right to know the truth about his illness.

2. Other dimensions : One could bring within the
scope of his Christian ethos the doctor’s obligations
to, and relationships with, his colleagues, especially
the junior doctors who have to set themselves up. Too
many doctors enter into a rat-race for patients, and
bigger practice, at all costs! Not merely professional
decency, but effective charity — really caring enough
for one’s colleagues, and their welfare, as to want to do
something about it — should determine right rela-
tionships. Is “‘group practice’”” a Christian answer ?
Or, entrusting part of one’s burgeoning practice to a
junior colleague ? FEach Christian doctor must find
his Christian answer to the demands of love in his own
life situation.

Still  another dimension is the Christian doctor’s
relationship with his own family. His absorption in
his work, whatever the motive he professes, may make
him not care enough for those for whom he is obliged
to care. Further, living as he does in an under-
developed country, the Indian Christian doctor canrot
absolve himself of the obligation of thinking in terms of
the needs of the country and the community, in fixin,
whether he is going to specialise or be a G.P., whether
he will practise in the town or in the mofussil, whether
he will serve in the country or go abroad (to get job-
satisfaction, or to ensure the security of himself and his
family).  This is an ethical decision from which the
doctor cannot escape, for, in fixing his “priority,”” he
is determining the measure and quality of his service
and charity. To be, in India, an U.S.-qualified
neurosurgeon, may mean that one restricts one’s service
to a microscopic minority, composed in the main part
of those who live in the larger metropolitan centres,
and who can afford the fees. Of course, the country
needs specialists — but the decision to be a specialist,
or not, must be taken in accordance with his Christian
vision of the demands of love in his life-situation.

Finally, his Christian ethos must make him care
enough for himself, giving himself the time to relax
and to pray, to build up the resources of his faith, so
that the frustrations of growing in age may not make
him a cause of ennui to others.

Conclusion : The Christian doctor, indeed, must
keep searching for a fspecifically Christian medical
ethos.  His, faith, which he must ever strive to keep
alive, must make him view his task not merely as a
profession but as a calling, a mission, i.e., a ‘being sent
forth’ to carry out, in its total sense, the healing work
of Jesus. While loyally giving ear to the teachings of
the Church’s Magisterium, he must remember that he
too is a partner in listening, and active sharing, in the
process involved in making moral decisions relative to
complex medico-ethical problems. He must be pre-
pared to, and, in fact, conscientiously ask, the daring,
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if upsetting, question : ““What more does God expect
from me?”’ ““Am I really caring enough so as to fix the
right priorities according to the mind of Christ whose
minister of healing I am, and to the promotion of whose
kingdom I must dedicate myself?”’ Many questions
are unanswerable, or are not immediately answerable.
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That is the risk involved in the search ! But the search,
in Christian tension, must go on and the Christian
doctor must be prepared to act according to his Christian
insights. A medical ethos based on such Christian
Searching will certainly make a difference—hopefully,
for the better !

THE FAMILY DOCTOR

(Ax Eurocy)
By Dr. FrRep NoORONHA

T is perhaps no exaggeration to say that no greater

honour, responsibility or obligation can fall to the
lot of a medical practitioner than to become a F amily
Doctor. For such an assignment, he needs not only
the scientific skills of his profession, but also human
understanding, courage, wisdom born of experience a_nd
emotional maturity if he is to provide this unique service
to his fellow-men. The Family Doctor is not a mere
healer of disease, he is also a friend, confidante and
counsellor to the family he treats. He is, in fact, a
privileged person. In his traditional role, he not only
endeavours to prevent and cure disease, whether of
body or of mind, but also enters into a more personial
relationship with every member of the family. To
him. each of them is a person and, he attempts not only
to consider the physical and psychological problems of
his patients, but also to view each of them in his correct
perspective in relation to his environment, occupation,
social milieu and genetic constitution, all of which may
have a bearing on the health of his patient and, through
him, on the health of his family. He gives them intelli-
gent and humane care with tact, sympathy and under-
standing. For him, the patient is not a mere collection
of interesting signs and symptoms arising from dis-
ordered function, diseased organs or distorted emotions,
but a complete person, made up of body, mind and
soul. He really cares for his patients ; a misanthrope
could never be a good Family Doctor even though he
might be a brilliant diagnostician.

A dedicated Family Doctor brings to the ailing patient
and his anxious family a feeling of confidence and
security. Illness often creates problems for the patient
and members of his family such as, interruption of daily
domestic or occupational activities, financial embarrass-
ment, fear, anxiety or depression. Moreover, 1}1ness
sometimes profoundly alters personality or constitutes
1 threat not only to the patient’s bodily integrity, but
4lso to his status in society. A person in such situations
often secks the help of another on whom he can rely
as a trustworthy friend. The Family Doctor fulfils
the need admirably.

The Family Doctor’s grasp of the patient’s personality,
background, hereditary traits, environment ctc.,, places
him in the unique position of being able to know his
patient in his totality, a fact which enables him to
evaluate symptoms more accurately and intelligently,
and often to diagnose an illness early. An carly diag-
nosis generally implies less suffering, speedier cure and
less expense to the patient.

Strange are the psychological attitudes which some
patients adopt when ill. Some appear to take a secret
delight in illness and resent anything that threatens
their invalidism ; others refuse to face facts or bellittle
their symptoms ; others again, try to adjust their dis-
torted personalities to the environment by one or other
of those devices known to psychologists as ‘“‘mental
mechanisms,”” and so on. These phenomena are not
susceptible of solution by the use of precise scientific
methods, but require profound experience of human
nature, and some degree of maturity to probe beyond
surface motivation and behaviour, see accurately and
deeply the problems of another human being and tackle
them satisfactorily.

One often hears of tragedy stalking unnoticed, in
certain families, merely because its roots were not
detected early enough or not at all. The Family
Doctor has a grave responsibility in such situations.
Fitted for the task by training and practical experience
as well as his intimate association with the members of

the family he treats, he often can and does detect the
presence of an unwholesome environment or unhealthy
trait or attitude on the part of one or other member of
the family. It is not uncommon for an alert Family
Doctor to avert or nip in the bud, by his timely inter-
vention, an abnormal situation. Many a conscien-
tious Family Doctor has saved an emotionally insecure
child from future tragedy, effectively diverted a flounde-
ring adolescent from the path of delinquency, success-
fully advised against a hazardous marriage, averted
suicide in a depressive, restored an alcoholic to sobriety,
helped an elderly patient to lead a happier life despite
his disabilities and performed a hundred and one in-
tangible services which his unique relationship with
the family made possible.

The Family Doctor is often faced with the sadder
aspects of medical practice. Few problems are more
distressing than those presented by the patient with an
incurable or fatal disease. With tact, and deep under-
standing of human nature, the Family Doctor knows
when, what and how much to say about the illness,
to his doomed patient. The dedicated Doctor has
often succeeded in bringing warmth and cheer to the
patient and his family in such situations. He has to
draw heavily on his humanity, mature judgment and
intuitive talent on such occasions and be careful to avoid
unnecessary psychic trauma both in the patient as well
as in his relations by avoiding words and actions which
are potentially introgenic. An indiscreet remark, a
solemn bedside conference or an ominous frown For
Examples could each of them cause untold harm to
his anxious patient of his relatives. Yet he, owes a duty
to his patient to encourage him to prepare himself for
death both in the material as well as in the spiritual
plane. When death occurs, there are the survivors stric-
ken with grief who also need his attention. Often, he
need not do or say much in such a situation, His mere
presence and a few consoling words may help lighten
their sorrow and feelings of helplessness.

The essential difference between the family Doctor
and his other colleagues lies in the former’s professional
attachment to the family he treats . He is above all,
a personal physician to the members of the house-holds,
and his service is personalized.  From this relationship
there flows a two-way traffic between the Family, and
the doctor. Genuine affection, mutual respect, loyalty,
confidence and trust in the doctor on the one hand, and
concern, sympathy, professional integrity on the other.
Such is the foundation on which a most fruitful doctor-
patient relationship thrives.

Some people, unaccustomed to the ministrations of a
Family Doctor, might conclude that such an entity does
not exist save as a figment of one’s imagination. The
fact is that changing patterns of society and a variety
of other circumstances are creating an atmosphere in
which the Family Doctor can no longer function qua
Family Doctor and may soon face extinction. On the
other hand, since no other system of medical care can
fully and satisfactorily replace this unique institution
it seems reasonable to expect a resurgence of the Family
Doctor in future albeit in a new garb. The family
Doctor of the future will, like his predecessor be a non-
specialist and very human General Practitioner who will
care for his patients and not merely treat them. He
will of necessity, be equipped with superior training and
knowledge, and adapt himself to an entirely new pattern
of society. He will steer clear of all those influences
which tend to turn him into a superb technician fit only
for the practice of a soulless medicine and preserve the
truly humane character of his noble profession.
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GUILD NEWS

Our column ‘Guild News’ was held over for want of
space in the past three issues. A brief account of some
of our activities during the last quarter is given here:—
Annual Mass

The annual Thanksgiving Mass to celebrate the feast
of St. Luke was held at the St. Xavier’s College Chapel
on Sunday, 17th, October. The Rt. Rev. Dr. Simon
Pimenta, Auxiliary Bishop of Bombay was the celebrant
and preached a very impressive homily. The frater-
nal repast followed at the college cafeteria. Welcom-
ing Bishop Pimenta, Dr. A. C. Duarte-Monteiro, our
President said that in keeping with the past tradition
the Guild took the first opportunity to invite every
new Auxiliary—representative of our Patron—as Chief
Guest. His Lordship then spoke in glowing terms of
the good work Bombay Catholic doctors were doing; he
said he was happy to be admidst them and offer
prayers for the living and the deceased members at the
Thanksgiving Mass. Dr. C. J. Vas,' Hon. Secretary
proposed the vote of thanks.

Biennial Meeting

After breakfast, Members assembled at the College
Council room. The retiring President was in the Chair.
The Biennial report printed for the occasion reviewed
the activities of the Guild for the two years April 1969
to March 1971. The audited Statement of Accounts,
as well as the Report were duly approved and adopted.
At the elections that followed, following Members cons-
tituted the new Executive Committee :—

Dr. Juliet + De Sa Souza, and Dr. Eustace ]J.
De Souza were clected President and Vice-President
respectively; Drs. C. J. Vas, (Mrs.) F. de Gouvea Pinto,
(Mrs.) J. N. F. Mathias and Terence Fonseca, were
re-clected while Drs. Olaf Dias, Miss Charlotte de
Quadros, Miss A.C.." Duarte-Monteiro, and F. Pinto de
Menezes were elected as new Members. Messrs. C. N.
de Sa & Co. were re-appointed auditors, Dr. A. C.
Duarte-Monteiro thereafter thanked the retiring com-
mittee for their assistance, and dedicated service
rendered during the two years that elapsed. He recal-
led that he was President for four years, and he felt
happy to hand over the Guild to his successor in a very
good shape, judging from the activities undertaken,
financial stability, solidarity as also relationship with
the Junior Guild. He then vacated the Chair in favour
of the new President Dr. Juliet De Sa Souza, who thank-
ed all members for electing her unanimously, and as-
sured them that she would maintain the high tradtions
established by her predecessors. She referred to the
dedicated service rendered by Dr. Duarte-Monteiro
who gave a fresh life, full of vigour and colour to St.
Luke’s Guild. The meeting terminated with a prayer
and vote of thanks to the Chairs.

Cardinal Gracias and Dr. Menino de Souza
Felicitated

A special function—Tea-party—was held in the
Junior Gymnasium Hall, St. Mary’s High School
Mazagon to felicitate our Patron, His Emi-
nence, Valerian Cardinal Gracias, on his Episcopal
Silver Jubilee, an also Dr. Menino De Souza on his
being the recipient of Papal Knighthood. This
function was fixed for the 23rd October last, the 71st
birthday of His Eminence. Unfortunately he was not
in town, as he had to attend all Sessions at the Synod
of Bishops from 30th September to 6th November.
On his return after five weeks he was caught—to put
it in his words—*‘in the stream of deep anxiety for the
future,” The Indo-Pak conflict and circumstances that
followed. Despite the fact that, 2nd of January hap-
paned to be a day when there were several other func-
tions in the city, St. Luke’s Medical fraternity mustered
quite a good strength with their families and children,
in the nature of a large Family Gathering. The Presi-
dent Dr. Juliet De Sa Souza, gave expression of the
feelings of joy of Members, and offered felicitations on
behalf of the Guild to the Cardinal and chevalier
De Souza. She referred to our Patron’s keen interest
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and association with the activities of the Guild. She
also referred to dedicated work of Dr. Menino De
Souza in several spheres, civic, academic socio-cultural,
and political, particularly in “fund-raising” for several
charitable and educational causes. His Eminence, in a
very eloquent reply, thanked the Guild for their greet-
ings, and good wishes. Tracing his associations with
the Guild from 1938, he congratulated the Members
for maintaining a high standard which was due in large
measure to the Presidents and the Committees. He
said he was particularly happy to read the Guild
Bulletin regularly since 1949 ; Stressing that the bul-
letin was indeed ‘an accomplishment,” he exhorted
members to see that it appeared wuninterruptedly. Dr.
Menino thanked the President and Members of the
Guild for their felicitations and good wishes., He said
he followed very keenly the activities of the Guild and.
congratulated the Committee for the progress they
had made in recent years. He said Dr. Duarte-Mon-
teiro, who was Guild President for four long vyears
was greatly responsible to give it a ‘new look’” and a
“good shape.” Dr. C. J. Vas, the Secretary then pro-
posed a vote of thanks.

The function—punctuated by recorded music re-
freshments, and variety of games for young and old—
proved to be quite an enjoyable one due primarily to
the efforts of the office-bearers, and assistance, of
Drs. Terence Fonseca, Miss Carole Duarte-Monteiro,
Denzyl  Duarte-Monteiro, and young Fonseca.
This may henceforth turn out to be a regular feature
of the Guild, to enable members with their families
meet at a gel-lo-gether during X’mas Season, and orga-
nise sports, games, or X’ mas-tree for children.

FIFTH ASIAN CONGRESS FOR CATHOLIC
DOCTORS
(Bangkok—1972)

The Fifth Asian Congress of Catholic Doctors will
take place in Bangkok, early in December this year.
It will be recalled that on the occasion of the IV Asian
Congress held in October 1968, the assembly had
unanimously authorised the Catholic Physicians Guild
of Thailand to organise and play host for the V Asian
Congress.

An unique {eature of the Fifth Congress is that plans
are formulated to include it in the First Ecumenical
Conference of the Catholic Organization and the
Christian Medical Associations in Asia, jointly spon
sored by the Asian Regional Executive Committee o1
the FIAMC (International Federation of Catholic
Medical Organisations) and the EACC (East Asian
Christian Conference), although with a separate pro-
gramme.

A Tentative Agenda of the Fifth Asian Congress is
outlined here. Further particulars of the First Ecume-
nical Conference, as well as of the Asian Congress of
Catholic Doctors will be given in our subsequent issues.

Tentative Agenda.
Subjects for discussion

1. F.ILA.M.C. Status and Bylaws (as amended and
approved by the Clonvention 1970).

() Membership problems (National Organization
and Fees).

(b) Regional Executive Committee problems (Meet-
ings, cost for travelling, duties and obligations).

2. (a) How does the work of your organisation
benefit from F.I.A.M.C.

() How can Catholic Medical Organisations in
Asia benefit from one another.

(¢) Closer relationship between Doctors, Nurses, and
Para-medical workers.

3. Closer relationship among Chirstian Medical
Organisations in Asia.

(a) Joint Regional Conference ?

(6) Joint National Conference ?

(¢) Joint National Committee ?

(d) Joint Activities of National Level ?

4. (a) Election of Regional Executive Committee
for Asia.

(b) VI Asian Congress—Where? When ?
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EDITORIAL

Our attention was drawn to the following comments
in favour of ‘mercy-killing’ in “The Times of India’
under the heading “Human vegetables” (Current
Topics, May 4th): ““Thinking and talking about the
unconventional may be distasteful to most people but
this is an essential activity for man, the social and
intellectual animal. Twenty years ago free and open
discussions about sex or ' abortions were taboo, but
thanks to the efforts of trend-setters such of the hypo-
crisy surrounding them has been stripped away. Eu-
hanasia (or mercy-killing) is another subject which is
i1l considered by confirmists to be unmentionable.”

In support of his plea, the critic lays stress on the
views of Lord Ritchie-Calder, the noted British science
populariser and professor :—

“Ag a result of mental illness or degenerative diseases
such as multiple sclerosis some unfortunate people turn
into zombies; when advanced age compounds their
disabilities, they become little better than human vege-
tables .. .

The learned professor poses the following question :—

“How merciful is it to keep them alive with all the
resources at the command of the modern medical prac-
titioner ?’

Obviously the critic has considered man only from
the socio-intellectual viewpoint, disregarding the ethico-
moral, and even the rational one. The Catholic view-
point considered from the latter angle, teaches us to
respect human life, which is the basis for civilisation.
Fortunately, in the same comments, while pointing out

that “the Hippocratic oath prohibits euthanasia, the
belief being that as long as there is a spark of life a
man must be kept alive,” he concludes that there is
certainly another side to the problem, and that the
issue mneeds to be openly debated in a calm manner.
It will not be out of place to reproduce here what “The
Himmat”’ writes in an editorial entitled “Of life and
Death,” wherein it compliments Pope Paul’s firm stand
on abortion and mercy killing :—

“The Vatican is to be complimented for its clear
enunciation on abortion and euthanasia. In a letter
to the International Federation of Catholic'Medical
Associations’ meeting in Washington, the Pope said :
‘Abortion has been considered homicide since the first
centuries of the Church and nothing permits it to be
considered otherwise to-day.’

As for putting those who suffer from incurable or
painful diseases to death, His Holiness says :— ‘With-
out the consent of the sick person, cuthanasia is mur-
der. His consent would make it suicide.’

Indeed a society where one satisfies one’s desires
without any responsibility for the consequences, and
where the laws are created to encourage this irres-
ponsibility, cannot be considered a mature and civilised
society.

As an answer to the above question posed by the
Professor, above referred to, we publish in this issue a
talk given by the Chaplain of St. John’s Medical
College, Bangalore.

EUTHANASIA *

By Fr. Denis PereirA, CHAPLAIN, ST. JoHN’s MEDICAL COLLEGE, BANGALORE

“‘ EATH in America,” says a recent article in NEWS-
DW EEK, April 6, ““is no longer a metaphysical mys-
tery or a summons from the divine. Rather it is an
engineering problem of death’s .mglr‘lagers_—the physi-
cians, the morticians and statisticians in charge of
supervising nature’s planned obsolescence. To the
nation that devised the disposable diaper, the dead are
only a bit more troublesome than other forms of human
waste.” And a little later, quoting an American
psychologist, the article goes on to say : “The dying
no longer know what role to play. Most of them are
already old and therefore worthless by our standards.
There’s simply no place for a human death when the
dying person is regarded as a machine coming to a
stop.”  (Kastenbaum) .
It would seem clear from the above that any dis-
cussion of euthanasia must necessarily be preceded by
agreement on  a proper philosophy or theology of
death. What does death mean tous ?  Isit ‘a machine
coming to a stop?’ Does it merely provide ‘a bit more
troublesome form of human waste?” or is it “in the
eyes of us doctors, the great enemy against which we
must fight with all our resources, backed by patiently
acquired knowledge,” and if so “is it reasonable that we
should be indignant, that we should indulge in barren
irritation, before this inescapable condition of human
existence ?”’

* Talk to St. Luke'’s
92, 1970.

Medical Guild, Bangalore, on April

“Death” says Francois Mauriac, ““is that terrible
thing that happens to other people.” In a world
frenzied with the pursuit of pleasure and comfort, ob-
sessed with its egotism, “‘death is an affront to every
citizens’ inalienable right to life, liberty and the pur-
suit of happiness.” (A. Toynbee speaking of ‘Death as
being un-American’). But for the Christian, and the
man of faith, death is not the end but a stage in living—
the process of dying is in reality the art of living mean-
ingfully in and through the process of dying. Death
is the gateway of ecternal life. It is the moment at
which we ratify the fundamental options we make in
life. If ‘to live is to choose,’ then to die—if that death
is human and meaningful-—is also an act of choice in
simple words, a truly human death is one in which one
ACCEPTS to die. This is what Dr. Elizabeth Kubler-
Ross, in her book ON DEATH AND DYING hints
at when she quotes one woman, who finally bowed to
the sentence of death after steadfastly refusing to ac-
cept the fact of her impending death, as saying: I
think this is the miracle. I am ready now and not
even afraid any more.” She died the following day.
It is to be noted, however, that the acceptance of death
is not to be taken to mean that the person has the right
to impose death on himself, to ask another to shorten
his life, or to place in another the power to end it I We
have no right over life, even though we may have at
times a right to die ! And this brings us to the ques-
tion of euthanasia.

Etymologically, the word EU-THANASIA means

\
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“dying well” But that is not what it has come to mean
in legal or medical parlance. From its original mean-
ing of “dying well,” a perfectly innocuous and healthy
philosophical value, it has come to mean “easy dying,”
which is not the same thing, for this implies medical
intervention to cut short the process of living in order
to accelerate or rather induce death. Other words
used to describe it are “mercy-killing,” “merciful
release,” “‘voluntary euthanasia” or ‘“‘easy death”
(which, incidentally, is the name of a society started in
England in 1935 to push cuthanasia legislation through
Parliament). and “the termination of life by painless
means for the purpose of avoiding unnecessary suffer-
ing.” It is easy to seec how ‘mercy killing’ can turn
into ‘convenient killing—but let me not anticipate.
A. EUTHANASTA in the strict sense means : ‘““to
cause death (or to assist in causing death) to a conscious,
certainly incurable patient who requests that his agony
(physical or psychical suffering) be terminated by a
calm and painless death.” Here we can distinguish
between ‘direct euthanasia’; 7.c. where the assistance is
rendered intending death. This is murder, or co-
operating assisting in suicide, or both, and is never
allowed. And we can speak of ‘indirect euthanasia’
or the administration of treatment (e.g. to alleviating
pain) with as a side effect, the acceleration of death.
This last would better not be called ‘euthanasia’ at all.
J. Fletcher calls this antidysthamasia’ (not prolonging
the process of dying). “It is not euthanasia to give
a dying person sedatives merely for the alleviation of
pain even to the extent of depriving the patient of sense
and reason, when this extreme measure is judged neces-
sary. Such sedatives should not he given before the
patient is properly prepared for death, nor should they
be given to patients who are able and willing to endure
suffering for spiritual motives.” (Directives Catholic
Hospital Association, U.S. and Canada). It is ob-
vious from this directive that the person must be helped
to live meaningfully through the process of dying.
The real problem is: to what extent must a doctor/pa-
tient prolong life? Always and at any cost? We
could perhaps be helped if we distinguish between
‘Prolonging life” and ‘prolonging the biological process
of dying’; or to put it in other words, we could visualise
cases in which the prolongation of biological life may
not really be ‘living meaningfully,” whereas acceptance
of death may be ‘living this moment as a human being’
even though biological life is shortened (of course with-
out being directly terminated, which is plain murder
even if done with the consent of the patient.)

Take the case of a dying person who is ready to die
and wants to die. He is suffering. He is surrounded
by medical apparatus. He has hardly any contact
with his environment, his friends, his family. His
children are kept away, and visitors not allowed.
Would not a doctor be justified in instructing the
nurse to take away the instruments and allow the chil-
dren to be with the father even if this may well mean
an earlier death? Indeed, this may well be the best
way to help a person to live—through the process of
dying meaningfully, even though the duration of the
process is shorter. Keeping a person alive is not neces-
sarily helping him to live, for .hvmg means more 'tl}an
biological survival. And in this case the duty of living
becomes the duty of dying well. (The question as to
whether a patient is bound to accept, and the doctor
bound to prescribe, extraordinary means to prolong
life could be discussed in this context—but this would
take us far out of the scope of this talk.)

To summarise this part, I will now re_atd out some
norms with regard to ‘‘indirect euthanasia.”

1. “A human person owes it to himself and to his
community (to his family, to the society in which he
lives) to keep his life intact and not to destroy the
value that it represents. Human life lived in a per-
sonal way is the best that we can find in this world.
Nothing else comes anywhere near it, in the hierarchy
of values. It follows that both the individual and the
community has a duty to do what can be reasonably
done to preserve human life. This duty exists in the
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patient, in the doctor, in the lawyer, in the priest, in all
who share a responsibility for life.

2. Man has a right to his own dignity as a person
cven in approaching death. Therefore, once the rea-
sonable means to keep him in life have been exhausted,
he is not bound to destroy his dignity by expecting to
be kept alive without being able to live, to think, and
to feel as person. No one is bound to ask for medica-
tion that would prolong the agony of death. The same
principle is valid for the community ; its members are
not bound to prolong the agony for a human being.

3. There will always be complex situations and
borderline cases where a clear moral judgment can-
not be formed within the short time available . In this
case we have to respect those who, animated by the

~first two principles, make a genuine effort to bring

about the best decision even though they may fail to
find it there and then. Yet the effort itself was good
and the resulting situation should be accepted as the
only reasonable one in the circumstances.” (2
Orsey, S.].)

4. “I would urge that we promote the idea of bene
mori, a dignified death, in the dying patient. There is
no need to prolong the dying process, nor is there any
moral or medical justification for doing so. Eutha-
nasia, that is the employment of direct measures t
shorten life is never justified. ‘Bene mori’ that i
allowing the patient to die peaceably and in dignity
always justified.” (J. R. Cavanagh)

[N.B.—This conclusion presupposes (1). that all con-
cerned act in accordance with the will of the patient; (2).
that the patient is dying. The dying process is the time
in the course of an irreversible illness when treatment
will no longer influence it. Death is inevitable.]

B. EUTHANASIA IN A WIDER SENSE: Eutha-
nasia in a wider sense is less complicated to deal with
ethically. It includes:

(a) To cause death, at the instigation of pity, to an
unconscious dying person, to monsters, the seriously
insane, etc.

(6) To cause death, for the sake of society, to a so-
cially dangerous person, to persons, in general, who
cannot live a moral life within society (the so-called
‘eugenic deaths’). This causing death for the sake of
society may go to the extent of disposing of “useless™
persons, the aged, etc.

One can easily see, especially in the light of the Nazi
atrocities of World War II, how fraught with terrible
consequences the admission of such a principle woulc.
be ! ““From a purely medical point of view shortening
or taking the life of a patient for the relief of pain is
unnecessary. Moreover, it is a confession*of professional
failure or ignorance” (Dr. Graham). Further, “the
practice of euthanasia would lessen the confidence of
patients in their physicians, for the patient who was
gravely ill might readily fear that his physician would
Judge his case incurable and so administer poison to
(Healy). One could imagine the con-
fidence one would have in confessional practice if the
priests were sometimes justified in betraying the con-
fessional secret.  And lastly, as B. Bonhoeffer who was
himself executed in a German prison camp, put it:
“we cannot ignore the fact that precisely the supposedly
worthless life of the incurable evokes from the healthy,
from doctors, nurses and relatives, the very highest
measure of social self-sacrifice and even genuine he-
roism,” and, we may add, has been the inspiration for
much real research and advance in medical knowledge
and practice (cfr. the heart transplant surgery by
doctors who “would not give up”). Truly, euthanasia
is bad medical practice.

Conclusion : 1In the course of the last few months,
two of the Associate Professors of Medicine of our Col-
lege, both excellent Hindu gentlemen, addressed our
pre-professional class students. One of them, when
asked about euthanasia said he would never practice it,
because it was a doctor’s duty to protect life, and he
would work to the end to prolong it ; the other, with
touching candour, said : ‘There are times when I can’t
help my patient to live longer. At those times I must
know how to assist my patient to die well, saying the
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right word of encouragement and helping him to ac-
cept his sufferings.” In the face of death, this is exactly
what a doctor should do. ‘“We have helped our pa-
tient” writes a Catholic Doctor in an article in CA-
HIERS LAENNEC, December 1946, ““in his suffering;
we now help him to die, to die well, or more truly to be
born again into eternal life.”” And he adds in the same
article : “do not let us change by a merely spectacular
attempt at medical intervention this last and precious
contact between the living (i.e. the patient and his
family), and this final possibility of colloquy with God
on which eternity depends . . . . Shall we by a gesture
aimed at the entourage, rather than the patient, and
which does not even hide our human medical impotence,
shall we run the risk of obstructing the light of this
last vision of God, and thus prevent an adherence
which often remains . . . the assurance of a happy
eternity for the patient ?*  Notice, the emphasis on
the patient’s right to die a human, meaningful death.
And he concludes, and with this so do I, “in the appre-
hension of these serious realities, let us, on the contrary,
pursue to the end our true role as doctors—our role of
respect for life—towards all and inspite of all. . . The
tranquil death which we desire for our patients, as for
ourselves, is not necessarily the wunconscious death
which drugs, even prudently administered, can pro-
re. We ask above all, a peaceful death with the soul
t peace and abandoned to goodness and mercy which
opens to it the gates of eternal life. The sweetness of
death is in that vision of light and life.”

AMONG THE REFUGEES

By. Dr. HenrRIETTA MORAES

HE poor intern is considered neither a student

nor a doctor. His budding potentialities are
underestimated, and though he himself may overesti-
mate them a wee bit, few realise the enthusiasm and
dedication with which he could perform perhaps a
few small wonders in any medical situation—if only
he were given a chance.

When I heard of the urgent medical need of the
Refugees, I was drawn by sympathy and also by the
challenge it offered I was full of enthusiasm, prepared
to fight against the diseases of the refugees and to make
myself feel worthy of being a member of the medical
profession.

The Bombay University was preparing to send a
.w male interns but with its usual fatherly and dogma-

cally conservative attitude, it refused to send interns
of the weaker sex (though after a lot of consideration,
it has just sent a few lady doctors too).  Everyone
at home, supported by a host of friends and relatives,
decided that I would not return in one piece if I left.
Finally after a lot of persuasion and many promises
that literally bound me to spend more time safeguard-
ing myself, I was allowed to go. I am very grateful
to the Indian Catholic Charities—Caritas, - for it was
through them that T left.

I travelled to Calcutta with two compounders who
had also wvolunteered. At Calcutta, where Caritas
has its headquarters for its Refugee Relief Work, it
was decided that we work at the Salt Lake Camp. There
were many volunteers who had come through Caritas
from all over India and abroad to help in the relief
work. It was wonderful meeting these people who
had come with an abundance of enthusiasm, cheer-
fulness and selflessness to volunteer in the service of
the refugees. I would love to mention them here, but
perhaps I dare not, for I could never forgive myself
if in my thoughtlessness I mentioned some and forgot
a few. ]

It was truly this spirit of dedication, co-operation and
thoughtfulness on the part of the volunteers towards
the refugees and to each other, that got us so involved
in the relief work. One realised that however wvast
and urgent a situation, nothing could be achieved
without some organisation and co-operation.

There were over 900 camps all along the eastern
borders of West Bengal, Tripura, Assam, Meghalaya
and Bihar. Most of the camps were organised by

/

SUPPLEMENT TO THE EXAMINER

59

the government mostly through the individual State
Governments. The government spent a great deal
by way of shelter, food rations, immunisation and
sanitation programmes in most of the camps. On an
average the government spent Rs. 3 a day on each
refugee and at present we have nine million ! The
Indian Catholic Charities—Caritas was also doing a
tremendous amount of work in looking after about
70 refugee camps. A number of other organisations
such as CARE, CASA, OXFAM, Medico Interna-
tional, S.C.I., Red Cross, Hindustan Steel, Ramakrishna
Mission were also very active. It provided, medical
aid, shelter, clothes and food to the refugees. Salt
Lake which was one of its biggest camps, was nearest
to Calcutta and supplies were therefore brought in
more easily and regularly. Transport to the camps
further north was difficult and made worse by the
floods. In addition, those camps also dealt with a con-
tinuous influx of fresh refugees under a persistent fear
of military attack.

My first visit to the Camp created lasting impressions
on me. I still remember walking through the sands
of Salt Lake towards the camp. There stretched before
us miles of endless barren sandy land with not a tree to
be seen except for a few on the distant horizon. But
this very land was teaming with two hundred thousand
refugees trying pathetically to adapt themselves to
hostile  conditions. ~We could see hundreds of
little tents huddled closely together and endless
rows of barrack-like sheds built of bamboo-matting
covering the shed completely except for the many
little doors, Each door led into a dark damp area
of about 20-30 sq. feet. One could see a few sad faces
of the inmates peeping through and viewing us with
an air of aloofness ; women garbed in tattered clothes
and burdened with naked hungry-looking children,
spiritlessly trying to light a fire with a few damp twigs
or coaxing a listless child to eat what little food they had.
Some of the children, with the starvation and hardship
they had gene through, wore the brooding expression
of the old on their sunken faces. One hardly saw little
children playing together. There was no trace of
curiosity or cheerfulness in their expressions.

Fresh arrival of refugees brought a wave of depres-
sion upon us. But it was something we were always
to see. They had treked wearily with their bare feet
blistered and swollen and with hardly any clothes.
When it rained, their meagre flimsy clothes clung to
their skins as they walked along at the same weary
pace, in no hurry to seek shelter. There was hardly
a day that a complete family arrived at the camp.
We would often see a woman alone with her children
and perhaps an old helpless relative. Many of the
men folk had been killed, some had stayed behind to
fight. Occasionally, a woman would tell us that her
child or parent had died on the way, of exhaustion
and starvation, or that she was not sure of the existence
of her husband or older sons. And then some would
beat their heads to the ground and cry helplessly.
The refugees were so reconciled to their fate that it
was really heartening when one saw a youngster helping
an old disabled man to the dispensary, or a few little
boys fighting to get into a puddle of water or a group
of young girls peacefully singing a few songs.

The future held no promise and they were so bereft
of emotion that one rarely saw one refugee volunta-
rily helping another.

Of the refugees, ninety per cent were helpless women
and children and the same percentage of them were
Hindus. Most of the refugees at our camp were
illiterate. Most were landless farmers by occupation
and very few had an occupation or trade. -

Our greatest problems were nutrition, unemploy-
ment, sanitation and the continuous arrival of more
refugees. Conditions were - such that men worked
for no payment. Every morning there were crowds
of men waiting to be employed but so many had to be
turned down. They were not permitted to go into
the city to beg or work as there was so much unem-
ployment among the local people themselves. To
keep the refugees occupied arrangements were under-
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way to start schools for the children with the few educa-
ted refugees as teachers. Parts of the camp were cleared
up for play fields for football, etc. There were sewing
classes for the young girls and women. The men
would soon be employed in bamboo matting.

Endless hours were spent by the refugees in patiently
standing in unending queues, often in the scorching
sun or heavy rains, for bread, rations, medicines or
water. Caritas was supplying 20,000 loaves of nutri-
fied bread daily. Even though one loaf was given
to every four persons, there were many who went
without bread and waited their turn the next day or
the day after that. Each time they received the bread
it was ticked off on their ration card.

We had a well supplied dispensary with a separate
shed for minor surgery, bandages and injections.
We examined about 600-700 patients a day.

We would go out every few hours among the queues
and bring in the serious patients who often without
murmur would patiently wait their turn. These
patients would be admitted to our hospital. It gave
us such joy when we were able to save many of them
with the wonderful drugs and other medical aids that
had been donated so generously by countries all over
the world. We had a simple but fairly efficient num-
bered card system for the out-patients and we even
kept an out-door and in-door patients register.

We realised how a few friendly words and a little
attention could go a long way to make these lonely
sick people feel better. This was brought home to us
even more strikingly by a middle-aged man sufier-
ing from cirrhosis of the liver. It was a chronic
illness and there was not much that we could do for
him. As he had no one, to care for him, we let him
remain in the hospital. When he made a nuisance
of himself, we did not hesitate to shift him to a
small empty tent. That night he hanged himseclf.
This had such an impact on all of us that it made us
feel guilty. Frustration may have driven him but if
we had been a little more friendly and attentive we
could have saved him. We immediately decided to
reserve two big tents for those old and chronically ill
patients who had no one to care for them. ]

Our hospital housed two hundred patients in a few
sheds and tents. We had two tents for maternity
cases ; two tents for the old refugees ; two sheds for
children; one shed for adults and one for patients
with diarrhoea. With the admission cf many of the
patients we had the rest of the family in the hospital
too—living round the patient. If the mother accom-
panied the sick child there was often no one else to
care for her other little children. Most of the patients
were admitted for pneumonia, typhoid, cholera, dysen-
try, nutritional deficiencies, measles, chicken-pox
and infective Hepatitis. Diarrhoea in children was
quite the most persistent problem and would_remain
so with poor sanitation and nutrition. We had
transport at our disposal throughcut the day to

transfer patients with acute surgical problems to the.

city hospital. Ifit was not for the dedicated work
of ‘the Sisters of Charity, the volunteer nurses and
helpers (among them many were refugees) it would
not have been possible to run the hospital.

The dead bodies from the hospital and camp were
kept in a tent among sacks of sulfur and bleaching

owder till they were disposed off. The refugees
had been deprived of their Motherland and later their
dear ones. It was only death that emotionally moved
these people—but only into a deeper and unapproacha-
ble gloom. -

One cannot say what the future holds out for the
refugees—but with the blood, sweat and tears that
these people have shed, we with them pray that Bangla
Desh will be a reality.

I had spent one month with the refugees and though
there was heaps of hard work we had our moments of
happiness too. Caritas had provided all its volunteers
with homely and comfortable quarters. Returning
back after a heavy day’s work or a strenuous night
duty we were always sure to have waiting for us just
the things we desired most. Our experiences at Salt
Lake will remainas vivid memories never to be forgotten.

SUPPLEMENT TO THE EXAMINER

October 16, 1971

OUR FELICITATIONS

We offer our congratulations to the following students who have

passed the University of Bombay Examinations held in April
1971 :—

" Third M.B.,B.S.

Miss Premila Robert D’Silva
Miss Philomena Faustine Lewis
Mr. Eric Joseph Francis Pinto
Mr. Vernon Patrick De Sa
Mr. John Austin D’Souza

Second M.B.,B.S.

Miss Mary Margaret Carrasco
Miss Maria Prisca Colaco

Miss Sandra Frank De Souza

Mr. Chipriano Serafinho Fernandes
Mr. Gregory Michael Fernandes
Miss Aruna M. Fernandes

Mzr. Christopher Joseph Lobo

Mr. Gilbert Dominic Lopes

Miss Alzira Francisca Mascarenhas
Miss Sarita Joan Noronha

Mr. Arun Charles Pinto

Miss Lorena Siqueira

No Candidates appeared for the First M.B.,B.S.

Our 20th Annual Social Gathering

Members of the Senior and the Junior Guilds, are hereby inform-
ed that the St. Luke’s Annual Re-union will be held at the Bombay
Presidency Radio Club, Colaba on the 4th December, with Nelly
and her Orchestra in attendance. For further particulars kindly
contact the Chairman of the Entertainment Committee, Dr. (Mrs.)
Francisca de Gouvea Pinto (Phone No. 371630), or any of the
following :—Dr. F. Pinto de Menezes, Colaba (No. 213010);
Dr. Terence Fonseca, Byculla (No. 377264); Dr. (Mrs.) G. Silveira,
Mazagon (No. 372958) ; Dr. John Fonseca, Mahim (No. 455623) ;
Dr. (Miss) Charlotte De Quadros, Bandra (No. 533103) ; Dr. John
V. Ribeiro, Santa-Cruz (No. 538877) and Dr. A. A. Soares, Chem-
bur (No. 521352). Students may please contact representatives in
the respective Medical Colleges.

AN APPEAL FOR HFLP TO THE REFUGEES

It will be recalled that at a Meeting of various organi-
zations of Bombay’s Medical Practitioners held on tt
9th April, 1971, a Committee known as the ‘Bomba.
Medico Bangla Desh Aid Committee’ was formed, an
it was also decided that medicines and money be col-
lected to help the refugees.

At another meeting of the representatives of St. Luke’s
Medical Guild, the Catholic Nurses Guild, the Catholic
Relief Services and Caritas India, held at Archbishop’s
House on June 22, itwas decided to appeal to Catholic
Doctors including Interns, as also to the nurses and
compounders to work as volunteers among these refugees
in Bengal. It is heartening to note that a batch left
Bombay on the 12th July, 1971 in response to this
appeal. However, the need for volunteers continues
more so because replacements will be required for those
who are due to return on the completion of their period
of service. While appreciating the generous efforts of
our members and their families to alleviate the suffering
of these refugees, we urge them to continue their activi-
ties in the collection of drugs, surgical dressings, clothing,
coverings (particularly blankets), mats, sheets, sarees
and the like, and deposit the collected articles at any
one of the centres given below. For the convenience
of members there are three different localities, North,
South and Central :—

1. St. Peter’s Parish (Bandra), for the suburban
members.

2. Sodality House (Seva Niketan), central areas.

3. Nirmala Niketan (School of Social Work), 38,
New Marine Lines.

A. C. DUARTE-MONTEIRO.




MEDICAL EAPERIMENTATION

( Below are given excerpts from an sxcellent book by an English
doctor who spent years studying this subject anda kept a bulging
dossicr on the same. Many moral principles are highlighted
which have relevance tc the whole field of medicine. It is
to be hoped that thse reading of thess notes will be profitable
to all doctors and medical® students. )



> R : « ::;"'. ] =y &

S ‘ : * U T A %4 “!“
&m%«imﬂﬁxiuu &gn&gh?§$
i 5 oL [} (= | &

o

H ‘ , 3 ¥ } ! ;
s ; 1 Sl . ; &y o 3 N
Sz wa et doaii d THEY i iy (EL N
Ll ﬁﬁ'maé&g,nn:‘whﬁgzly“ggwﬁfg? pa
very pueddealhy e octors and students who read it.)

AUMAN GUINEA PIGS by Dr.M.H.Papp?orth'

(Penguin Books

THE PROELEM: For several yYears a few doctor
America have been trying to br
fellows a disturbing aspect of

S
in

in this country an
q

ol alip)
e the attention|of Their
0t what have become commonc

practices in medical resecarch, These practices concern'

experiments mace chiefly on hospital patients, and the aspect which is
disturbing is the ethical one, In their zeal to extend the frontiers

of medcal knowledge, many cliniciane appear tempérarily to have

lost sight

of the fact that fhe sulijects of their experiments are in all cases
in®ividuals with common rights, 8nd in most cases sick people h ping to .

be cured. Ag & result it has beccme & common occurrence for the
investigator to take Tisks with patients of which those patients
not fully awars, or nect aware at all, and to which ey would ng

consent if they wers aware; to subject *hem te mental and

distrass which is in no way necessitated by,and haz no connexion
trom which they are sufferingsand i

the %reatment of the dise
Ccasec deliberately to rot
investigation of = particular condition can Foa exionded,

el j ({3
Q@

SUMMARY OF VIEW: Lid MEDTICAL EXPERIMENTATIGN:l)Clinical research

on,but there must tce acknowledged and observed safeguards
At present such safeguards are virtuzlly non-existent.
2) The majority of those engaged in clinical research act

“

moral integrity,but an expanding minority rescrt to unathical an

1 profession itself stop
unethical practices of +this minority, the public outcry will even
such as to cause oppesition to all clinical research (p. 18)
"It behoves the medical profession to take the public into “its g
The primary step is to recognice that difficuls moral problems -

illegal practices. 3) Unless the medica.

from many sources. In the end we have to

che recovery frum thay disease so tf

the moral dilemma -~ do exist for which help anc¢ guidance can be ¢
0 accept the fact that
do exist to the search for knowledge."(Prof.P.A.Freund - Lawyer)
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WHAT CONSTITUTES A JUCTIFIABLE EXPERIMENT? "The science of experimental

medicine is something new and sinister;for it is capable o
in our minds the old faith that we,the doctors,are the ser
patients whom wa ha

latients, the complete trust that they can place their live

of ;heir loved ones in our cere."(Sir William H.0gilvie,Surgeon)

"‘he moral obligation o perform all human exgeriments only aftp:

regard te the sensibility,welfare and satety of the sukjec
be violated."(Dr.S.S;Ketty) (ps21)
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EXPERIMENTATION - in the loose and strict senscivEvery a
desicned soundly to relieve or cure =
of an easily justifisbie kind. The patisnt's placement o
docter's hands is evidence of consant, The problem becomes
one when the acts of the physicisn are directed not towvard
of the patient present but towards paticnts in general.
requires the explicit consent cf the informed patient.
more than thisjsit requires profound thought and coneide
part of the physician,for the complexities of medicine
Cases so great it iz not reascnahble to expect that the |
adequately informed ac to the fu implications of what |
1

His trust in thae physician may lead him too easily to say
"We should,I think,for present PUrpoees,regerd anything

patient which is not generally accepted as being for his d

Ve undertaken to care for,and in the minds of

given patient is expe
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therapeutic benefit or as contributing to the diagnosis of his dis
the sce

as constituting an experiment, and faliing therefore within
of the term'experimental medicino'.((Prof.MCCance~Prof.cf
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; PHYBLCYAN- ¥RIENDIYOne human belng is in distress?in need,grying for
» help;and another human being is concerned and wants to assist him. The
cry for help and the desire to render 1t precipitate their relationship.

Theirs is the relationship between two I's,like between two lovers,
triends,pupil anc teacher. I have called such a relaticnship 'the

mutual oklicaticn of twe, equals.t

PHYSICIAN-INVESTICATOR :" The physician-patient relationship of cne who
perforns experiments.of no immeciate value to the person under oksenyation
is impersonal and ofjective because of the character of the research,

Experimentation is the only basis on which they meet. But even though
he is the subject in the grammatical sense,he iz not the subject in fhe
real personal sense. Every effcort is made to depersonalize him and

te climinate every subjective Tactor. Invoked by the drive for
geuneralization and specialization, objectivity is the password through-
“ (Dr.Guttentag) (p.24)

RISK TO THE PATIENT:With but few exceptions,all experiments are a voyags

the unknown,and thus they must cerry some risk of the untoward happening,
The informed patient who accepts that risk is gambling,but an important
feature of that gamble is that the patient has personally something to
gain if the experiment is directly concerned with the relief of his
symptoms. But the position is entirely different if there is no
likelinood of the patient himself benefitting.

Notice that what may appaar relatively innocous to the hardened experi-
mentor can produce extreme distress,including .a good deal of fear,in a
patient who is ing subjected to something he does not understand
preperly. Such distress,endured by the subjects of experiments,is rarely
recorded in medical publications and often appears to be of ‘small concern
to the experimentors who have caused it.: (E.g.Massive haemorraging
caused by the accidental piercing of the spleen, kidney or liver,causiing
Soveure physical and mental distreoss to the patient,may be mcordad as a
trivial accident immediately corrected by blood transfusion. ) (p.25-26)

Even a technique which can be employed safely in' the hands of a skilled
expert should not be used for experimental purposes. E.g."Needle biopsy
of the liver should be regarded as potentially fatal. Five hundred
bicpsies may be performed without incident,only the five hundred and
first to' be complicated by massive intraperitoneal haemorrage demanding
immediate treatment. The patients must therefore be carefully selected
and a real indication for it must be present before a biopsy is performed."®
(Dr.Sh'=¥Tock,a noted medical researcher) But what is a "real indicationt?
Can an experiment the possible findings of which can be of no possible
use in the treatment of the patient be said to -be based on a 'regl =
indication'? This is the core of the matter. s

There is one further point regarding risks and rights of the patient
and those of the doctor. Though not everyone will agree,the view should
ba hcard that even a willing and informed patient may net be morally :
Justified in accepting certain risks., It can be maintained that
everyone has a certain moral obligation not tco run undue risks with his
own health -or life. "The patient,then,has no right to involve his
bhysical or psychic integrity in medical experiment or research when
they entail serious destruction,mutilation,woundn or perils,"{Pope-

Pius XII,Sept.1952,t0 International Medical Congress) (p.41)

IHE PRINCIPLE OF MEDICAL MOBRALITY:Many experiments arc defendad by

“those carrying them out on grounds that while admittedly oFf no help

w0 the pztient or other person who is the subject,the aim of such GXpari-
ments,is ultimately to help mankind. My contention is +hat it is

immoral to perform experiments, especially dangerous onc s,on unsuspecting
patients not suffering from the disease being investigated, solely in the
hope of making scientific discoveries. Stience is not the ultimate good,
and the pursuit of new scientific knowledge should not be allowed to ke
precedence over moral values where the two are in conflict., The stateoment
which is not uncommonly heard among resesrch-workers,!'It would b '
interesting to know', though natural and, doubtless, frequently true
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Dr. Guttentag definsd as 'experimsnts in medicine' "experiments

! on the eick which are of no immediate valuo to them, but whiéh are
made to confirm or dispute scme doubtful or asuggaestive biological

gensealization. Recently this type of expsriment has become more

and morc exteasive." (p.22-23) 1

THYSICIAN~FRIEND: "One human being is in distrecss, in need, ering

for help; and another human being is conceﬁned
and wants to assist him. The cry for help and the dcsire to nender
1t precipitate their rclationship. Theirs is the relationship bet-
ween two I's, likc betwean twe lovers, friends, pupil and teacher.
I haves called such a rclationship 'the mutual obligation of

WO
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not in itseself a justi f;cxt;o& for mazing experiments of whatever king.
The wclfare of thu subject must also anc always be “taken into account.

Any human belng has the right to be treated with a eertain decency;
bhis right, which is individual, supercciss gvery considasration of
or confrlﬂutc to the public welfars. No

what may benefit scicencs
rhysician is justificed in pL&Lllm gcisnce or public welfarse first and

h1s obligation to ti.c individual, who is his patient or subject, second.
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1s justified in placing science or public welfare first and h1"‘ob71ga-—
tion *to the individual,who is his Iu11wnt or subect, second. No octory
however gres it his capacity or original his 1uw'v, ha: the right|to
chodse martyrs for science or for the common goct. A5 Claude Bernard
*HJ fOUh*@* of mosern experimentsl me dicine put it:"The oanc*" e of
1ca ality consists then in never perf o; g on-man @R} LrLI”Pt
be harmful to him in any degree uwftsoave* tho umk *ﬂe esult
may hc of great interest to sciente,'that L8 O tenefil to Save drie
health of otners." The BRITISH “f“T”“L JOURNAL(1962,2,1] @8/ in lan
editoriel wrete:'Hundreds and hundreds of experiments have been
conducted which conflict with fl# principles oi medical rality| or
mecical ethics, as enunciated by the founder of ExXperim L mediclne."
(b.42-42
"One cannot 1L<“1fy any and every act in the nmame of +I common good
and therefore not ery use of human teings in research c P juistified
L itiie" broad nothh that in the end. others will benefit fr« such
experiments. We 5t approach the concept of the grezter good with
our cther three ’14eratlnn~ dlwlys in m‘.d: what we must rI“L“’ﬁ life,
that health is better than sickness, and that we treat indi Vludnu as
rvrsonL and not simply as means," (;.H.otump’ Dept,of th]osan1J
anderbilt Univ.,Nsshy rille ) An hu“flC?ﬂ 'ny<4\ian has a.avﬁﬁ the matter
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the individuzl ‘ﬁm@lethV involved,not on *Usfif;cativx e bL',ﬂVQh
thounh that may ssibly benefit 8 Qraﬂt many cthers, "An exper LP'HL is
ethical or not : incwption. It does not u~c*- :thcu1 post hoe =
mnds do not justiiy mezns, There is noethical dis iction bhetwean:
nds and means, (Dr. H.K. Beecher) Lps-225) ‘
A detailed account of most of the revolting experiments carried t
by criminal doctors(convict ted &t the Nuremberg Trial) has been
by Mitscherlich snd Miclke,end it is apparent thet nothing of m
value was discovered, Bu: I hope thet all.readers “171 QI’L that
ik something of value had been zchieved it f@u even have bear:
Justify the "11,nw‘s of what was dono. Mo enti r-: tEUEhes
have weiched in the balance against the suf g caur Yet the:
Jrofessors 014¢wao thdi *hcv did not. aim +o ¢ suffering -~ that
could be left to others - but thst their air to se; medical
Selanc e, iheir guiit was  chati Lgnored sufferin they causlkd
in following this aim anc that they persist practicazs which they
knew wers certain to Ceuse suffering. And $ «.. is not in principie
difforent from an n‘pu?ﬂmenting doctor in a pital din Britaln or r
America, lgnoring the suff fering which he causes and persisting in
xpcrlmento which he knows will cause suffering, especially when thé
sufferer has not volunt eered for the procedure, but is subjected tolit
it the sole decision of the doctor (p. 226) /
4 CODE CONCERNING H(wxu SXPERIMENTATION would be concerned with the
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made. Furthe nsiderations involved are
vent their being .‘q understood by one who
€ ; *hc c;semti;l pleces of information are
o f ll rom the s 3 volunteers!,name
L ic *\puriuental ind that $ consequences are
P2 cover,in keeping a subject in the dark as to.what
isl i i to hLm SO as to avoid a refus.l,the experimenter 15,
inl fac of -a fraud. (p. 232)

8. The principle of prohibitaed subgects: Experiments should under no
circumstances be pbrtcrmgd on mentally sick patients,whatever may ke
the technical cﬁf’gnﬁ“lo of their part_CUWﬂv illness. Nor should
experiments ever-ke performed on the aged or the dying. This fellows
from taking the above two principles seriously, (Eqpﬂblﬁlly with

regard to the dying snd the testing out of new drugs,where the patient
cannot ke saved 1“ is common hu“enlty that he should be allowed to die
in péace.) (p. 2 )

4, The principlﬁ of previous animal exporimentaticn: This is suggested
by every code., (p. 238)

S. The principle of the wxrwrlh—ntAr'j competence: The parts pugyed
by people who are actually ungualified medically should be limited.{g.2
to what they can do with complete safety. (pe 240)

6. The principle of proper rocords: If a patient consents to be Qubjpc«
§ ecn dong ‘te him is virtue 11y part of his

of proper records is tlus .guihgﬁ a patient's

the doctors and again. © the interests of

of an experiment, nhu has b
medical historys. SEEN (3
intercsts,egainst
medicine,
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e above, I am opposed to inhuman clinical rescarch and
rsplsﬂﬂ‘ :nt by humane research. (Notice how,when spe aklnq |
1ishaps', experimental physicians relate th mlSh”p to themselves
the patients. ) Evn“y human being has the right to be treatod
cency,and thet right belongs to each 4nd every individual and
aur rcede every COﬂq'd“l tion of what may benefit mankind,what
ntribute t pbkllk »elfar\,what may advance medical scisnce.

tor is justified in p1301nw science or the public welfare first f
oblﬁq ation to his prIllnI second. Any claim to act fbor :

f society Shbbhu ve regarded with extreme distaste and even
as it m2y ke a high flown expression to cleak outrageous acts.
n loes
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2, The principle of valid conscnt: (sce first five clauses of LNurem-

of the patient to a proposed investigation

berg Code) To obtain the consent

Owing to the spccial rclationship of trust
patient and his doctor, post patients will

Abst

are

made .

Further ths

consiagrations

is not in itself enough.
which cxists between a p
consent to any proposals
ceses(BGE taxt)
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ON DEATH AND DYING

A e e st s

The Doctor face to face with death : Death is a frightful,
fearful happening, which, we are convinced, "happens to other
people", (Franceis Mauriac). Yet it is something the doctor has
to face routinely in the course of his prectice. He must face
not only the dying petient but also his relatives to whom he has
to break the news of the impending end. The patient expects his
decetor to stand by him till the end, and in an existentiel way
will ask the doctor about the odds for his life or demise. And,
inescapably, the queries of the patient will become the question
the doctor must ask himself: iwvhat is death!'? If death is a big
problem in the life of the doctor himself, if it is viewed &as a
frightening, horrible, teboo topic, he will never be eble to face
it helpfully with his petients. He might hope they will not
bring it up, and would probebly talk ebout other trivial things.

The Physician stends alweys on the side of life. He must
wage the battle sgainst death with all the strength of his
competence and commitment. He must inspire in his patient the
will to live and encourage the hope of recovering health. But
if to live is to be free, then the highest point of personal
freedom is the couregé to face peacefully the prospect of
imminent death. If the doctor considers the patient's death as
the enemy to his profession, death as a professional battle lost,
then in his desperate struggle sgainst death he, will not help
the patient to serenity and belarnce, strength and effective
persopal frecdom in the fece -of -death. 4s & femous physician .
writes: "Not only for the dying patient but also: for thg doctor,
does & strong feith gonerate en intensification of freedom.

Tt allows the physician a full commitment to life without that
obsession which considers death as the greatest of evils, since
we consider death as belonging to tho fulness of 1life. The
free ecceptance of death is the only resl chence to get out of
that death which seems to destroy all our strength, a last
opportunity to assert our freedom." It should therefore be

the doctor's endeavour to assist the patient in achieving &.
peaceful Jeath. Peain should be relieved as much as possible, .
but with the mein objective of ensuring freedom and peace.. The
fear of death, it's greatest terror, should be defeated. Only
then cen freedom mature. ' gy g e N

b

The Meoening of Death : In ecquiring correct ettitudes, the

doc tor must ask himself, and answer satisfec torily, the question:
"What is the meaning of death?" Below are given a few points as
guidelines.

() Death is something which‘ﬁéppens to a person. Whereas
death can be considered from different angles -

cytological, physiological, philosophical, theological -

each person apprehends his/her death as an uniquely
expressive event. It is not 'a machine coming to a
stop!, nor 'a bit more troublesome form of human
waste! nor 'an affront to our jnalieneble right.to
life, liberty and the pursuit of heppiness? (Toynbee) ,
but an intensely personal thing - a stage in living.
The process of dying is in reelity the art of living
meaningfully in and through the process of dying.
wDogth belongs to life es birth does; the welk is

in the raising of the foot as in the laying it down."

(Tegore) .
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(b) Docth is & real factor in. the meeningfulness of life.
In the feco of death, says Viktor Fronkl, as sbsolute
. finls to our future and boundary to our p0351bilitles, :
we are under the imperative of utilizing our lifetimes
to thc utmost, not letting the singular opportunitics -
whosc 'flnltb' sum constitutes the wholc of life -
| pass by unused Y el M

(c) Dugth for the bcliover, is also & signiflcant rellgious ;
gvent : Tt 1s, as it were, tho occasion on which we
'ratify the fundemental options we meke in life, Those

- who, for exemple, believe in Jesus Christ, end in his
passion, death and resurrection, as a salv1fic event,
gain a new vision of dosth. Christ transforma death
into the greatest manifestation of trust in the
Fathor and love for all menkind. - For the Ghristien,
death opens on to life eternel. BEvery doctor should
try to be cognizant of the hope and feith of his
believing patients, the better to holp them to face
the praspect ¢f death with equanimity.

The Momont of Deeth : In view of orgen transplantation, this
quostion has acquired special significance, After all, a person
dying is still = person living, and he keeps his elimwntary
hunar rights up to the moment wben 1life becomes extinct. -

In short, the principle that brain death,is Synonymous
with the death of the patient (or death of the person) has
found universel agreement. A Haivard University team that
studied this question in depth ghve the follow1ng criterias
"Tt stated that in order for brain death to be désignated the
subject should be in decp and irreversible come; menifest a
total un-awarconess to externsl painful stimuli; have no
sponteneous muscular movements or rosponses to external stimulij
have no respirations whon not in resuscitator; have no elicitable
roflexcs; have pupils fixed, dilated, and unresponsive to light;.
and have en isollegctric FEG (flat EEG), with the foregoing: -
charscteristics having been mainteined over a poriod of 24 hours."
(drchives of Internal Medicine, 124 - August 1969 - p. 226—227)

TH: PROBLEM OF THE PROLONGATION OF LIFE AND EUTHANASIA. °

The right to live humenly implies tho right to die humenly , i.e.
with dignity and in frecdom. Does this meen that the patient has
the right to ond his 1life or the doetor to assist him in doing
so? In a recent ‘document, the dmerican Hospitel dssociation
epproved e 12-point Ibclaratlon of Rights of Hospitel Petients,
which grents tc the patient the right, emong others, "to refuse
treatment, to the extent permitted by lew, and %o be informed

of the medlcal consequences of his esction". This implies that
en adult patient with no prognosis for recovery has a right to
die without. medical therepy. The point is: would this "right

to die" justify the patioent in asking the doctor to end his

life, or justify the doctor in presuming this consont and

aeting in such a way as to cause death ?

THPEE POSSIBILITIES : In the menagement of terminally ill
petl»nts, or pationts whosc brain has suffered massive
dostruction to the extent of being irromodlably non—functioning,
there are thrce major options :

(1) withdrawel of artificial and/or mechanical 11fo—support
. systoms (i.e. non-intorference with death);

.



-8 3¢ -

(?) administration of-pain—relieviﬁg drugs which will have
the effect, among other effects,‘of‘accelerating the
death process (i.e. hastening of death)

(3) sdministration of death-inducing or 1ife-terminating
agents (i.e. deliberate action celculated to ceuse death).

I think it is argueble, says L. Hermon Smith (ETHICS AND THE NEW
MEDICINE, p. 167) that options 1 and 2 are now morally licit
procedures in the menagement of torminel or brein-destroyed
patients, but that option 3 is not.needed if we properly under-
atend end epply the dispensebility (i.0. the non-manditorinees)
of both extraordinary and ordinery means which ere not 8
remedies. The line between options 2 end 3 is & fine one,

T know; but it is reinforeed by the awareness that medical
science and technology have developed meny possibilities for
which we have not yet developed the othical wisdom and moral
stamina necessary for exercising;humanely responsible control.

SOME NORMS : In arriving at a morally discriminating decision,
the following norms should be kept in mind.

(1) "A human person owes it to himself and to his ¢ ommuni ty
(to his femily, to the society in which he 1lives) to
keep his life intact and not to destroy the value that
it represents. Human 1ife lived in & personal way is the
best thet we can find in this world. Nothing else comes
anywhere neer it, in the hierarchy of vslues. It
follows that both the individual end the commnity has
a duty to do what can be reasonasbly done to preserve
humen 1life. This duty exists in the patient, in tho
doctor, in the lawyer, in the priest, in a1l who share
a responsibility for life.

(2) Man has & right to his own dignity es a person even in
spproaching death. Therefore, once the reasonable
mesns to keep him in life have been exhausted, he is not
bound to destroy his dignity by expecting to be kept
alive without being eble to live, to think, and to
feel as person. No one is bound to ask for medication
that would prolong the agony of death. The same
principle is valid for the community; its members are
not bound to prolong the agony for a humen being.

(3) There will alweys be complex situations and bcrderline
cases where a clear morel judgment cennot be formed
within the short time aveilable. 1In this case we
have to respect thosc who, animated by the first two
principles, meke & genuine effort to bring about the
best decision even though they may fail to find it
there and then. Yet the effort itself was good
end the resulting situation should be accepted as
the only reasoneble one in the circumstances.”"

(4) "I would urge that we promote the idea of benemori,
a dignified death, in the dying patient. There is
no need to prolong the dying process, nor is there
any moral or medicgl justification for doing so.
Euthanasia, that is the employment of direct |
measures to shorten life is never justified.
1Bene mori' that is, allowing the patient to die
poec eably and in'dignity is alweys justified." ‘

l.‘4/— ] J f‘
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EUTHANASIA ¢ Etymologically the word means "dying well".. But the word
has now come to mean "easy dying", for it implies medical
intervention to cut short life by causing death.  We must
distinguish between euthanasia which is claimed as a legal
right, end euthenasia as = morel option.

(a) Legal outhenasia: advocates of cuthenasia as a
legel right of every citizén can be understood
to .speak of cuthanasia in two senses:

(i) In_the strict scnse : i.s., "to ceuse
“doath (or to assist in causing death)
to & asonscious, certeinly incureble
patient who requests that his egony
(physical or psychicel suffering) be
terminated by a celm and peinless death".

(11) In a wider sense : This would include:
(a) to cause death, at the instigation
of pity, to an unconscious dying person,
to monsters, the soriously insane, otc.;
(b) to causc death, for the sake of
socicty, to & soclally dangerous person,
and in gencrel to persons who cannot
live morglly useful lives within
society (the so-called 'eugenic deaths',
end disposal of useless persons €.ge.
the aged, mentelly retarded etc.)

The judgement on this has been suceinc tly formulated by
Pope Peul VI when hé wrote to the Internationel
Federation of Catholic Medical Associations: "Without
the consent of the person, cuthanasie is murder. ‘His
consent would meke it suicide."

(b) Buthanasia as a moral option Here it is
customary to distinguish between (1) Direct or
positive euthanesia: i.c. the rendering of
assistarce in order to cause death, This can
never be allowed. (ii) Indirect or negative
euthsnasia: i.e. the administration of
treatment, c.g. for the allcviation of peain, which
has as & side effect the accelaration of death.
Here, we could also include the stopping of those
procedures which only prolong the process of
dying, while they hold out no hope for life.

This should better not be called euthanasia at
gll, and in fect is morally licit.

FINAL SUMMARY

We can summerize a1l that hes been seid above, in an organized
way, by quoting extensively from a lecture given by Dr. G.B. Giertz
ot o Ciba Founddtion Symposium on ETHICS IN MEDICAL PROGRESS: with
special rcfercnce to transplantation. He writes: "The subject of
cuthenasia poses new problems in modical ethics: The central point
is whether wé can establish the moment when life ceases to have any
human velue; this is essentially the seme contral problem as in
sbortion, elthough it is then & quostion of deciding the time when
1life begins to have human value. Both problems force us to face up
to the question of whethor man can draw such a boundary thet he cen
disregard the obligation to protect 1life. There &are essentially two
possibilities. One is to leave the duty to protect and presecrve
human 1ife unconditionel. Such a view implies that men locks the
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right to determine the length of life and to judge what is a velueless
1ife and what a velusble one. The second possibility is euthanasia, for
which there are strong advocetes in Sweden. & professor of practical
philosopy asks: "Ts the physician's virtuous skill in repeiring demaged
individusls end sending them back to so-called life, blind or deaf, with
grave changes in personality, with poor sight or dcprived of the power
of locomotion, actuelly a gein from the aspect of the value of human
1ife"? In this connexion the aconomic factor has been nentioned. 1Is

it in fact intended that we shell provide the medical services with
rosources for furnishing life supporting measures for every individual
who might qualify for it, even when the prospects of securing &
recovery are negligible? Shoulid we mot eccept that man shell decide
what is fit for life and what is not, and direct our resources to the
 former?

More recently & third factor has entered this discussion, nemely

the question of the dignity of 1ife and death. My own attitude is that in

the treatment of the hopeless case we should try to ect 80 that the
patient, in spite of everything, can live &s nork el a life as possible
and is freed from pain as fer as possible. Much of our medical effert
ig concerned with achieving these ends. We choose the path that eppears
to us to be the wisest from the human and medicel aspects, and thus

do not limit our consideration to probable survivel time. But when
shall we give up the struggle? In most cases 1t is not difficult to
decide. 8o long as we are not convinced that &ll hope is gone we
should as a rule fight with all the meens at our disposal. But when
we have been able to establish that the end must soon come, then we
should teke this into eccount in our sction. In this situation death
is & natursel phenomenon and should be sllowed to run its course. The
thought that we physicians should be obliged, for instance, to keep &
patient elive with a respirator when there is no possibility of
resovery, solely to try to prolong his life by perhaps 24 hours, is a
terrifying one. It mst be regerdcc as & medicnl syiom that one should
not be obliged in every situstion to use &ll means to prolong life.
Such an obligetion would repidly lead to an untenable situation and
spell disaster to our hospital organization. The point is that these
considerations are purely medical ones - no step is teken with the
object of killing the patient. We refrain from treatment because .

it does not serve any purpose, beesuse 1t is not in the patient's
interest. I cennot regard this as killing by medicel means: death has
already won, despite the fight we heave put up, and we must accept the
fact. Only the recognition of this 1limit can enable us to solve

the problem that for many has made the thought of death an egonizing ome -

the fear of an artificial prolongation of 1life when it has alroady been
bereft of all its potentielities.

NORO*Q*OROROXOROROROROM
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Death belqngs to life as birth does.
The walk is in the ralsing of the foot as in the laying it

Tagore: STRAY BILKDS, CCLAVII

Death is not only an essential character of human life, it is also a

down."

)

real

factor in its meaningfulness. A doctor's duty towards human life includes

his duty to help a man to dies in peace and dignity. What is the duty
doctor in respect of telling the dyin@ patient the truth? Below are
quotations that might help seeing one
l. 1n
_on the individual patient, his condition at the time, his tempers
and frame of mind. The modern doctor is unwilling to 'lie' to the pat
He feels he serves the patient best by telling the truth. But that t
rhrase might be supplememted by the words of the New Testament about'
ing the truth in love". Speaking the truth "in love" may mean . at_tin
. keeping silent. " ( W.L., Sperry: THE ETHICAL BASIS Of MsDICiL PRuCTI

1n

2. I belicve the question should not be stated, 'Do I tell my pati

g

g responsibility in this regard.

There is no single categorical rule about truth-telling. It all

of the
50ME

aegpends
ment
ient.
vlunt
speak~
168,
CE,p.122)

ent?'

bu? should‘ba rephrased as, 'How do I share this knowledge with ny pa=
tient? " The physician should first examine his own attitude toward malignancy
and death 80 that he is able to talk about such grave matters without urdus

anxiety. He should listen for cues from the patient which enable him|
elicit the patient's willingness to face the reality. The more peopl
patient's enwironment who know the diagnosis of a malignancy, the so
oatlent himself will realise the true state of affalrs anyway, since|

3

to

i the
8r the
few

iople are actors encugh to maintain a bslievable mask of checrfulness over

2

by 2 changed attention, by the
to them, by the lowering of volces or avoldance of
of relative or an ominous, smiling member of the
thelr true feelings. They will pretend not to know
tive is unable to talk about their true condition,
gomeone who 1is willing to talk about it but aldows
a8 long as they have the need for them.

roundas,
family who cannot
when the aoctor o
and they will welg
them to ksep thei

2
o

long period of time. Mogt,if not all, patients know anyway. They sénsa it
new and different approach that pcople taks
by a tearful face

hide
rela-

ome
defemcaes

Whether the patien is told explicitly or not, he will nevertheless come

to this awareness and may lose confidence in a doctor who either told

¢vhim a

lie or who did not help him face the ssriousnsss of his illness while therc

might have been time to get his affairs in order. '

It is an art to share thls painful news with any patient. T
1e done, the easier it is usuall;
dats, 1f Be can t 'hear it' at the
with the reassQrance that everything pc:sible will bg aone, that thys
not be 'dropped®, that there are treatments available, that there is
of hope eveén in the most advanced cases,

i

the patient will continue to have

1 ; _ he simpler it
for a patient who recollects it at|a later
moment.... I the news can bc conyveyea

y will.
a glimss

onfidoence in the docter, and he will have the time to worx through .| the
Arfferent reactions which will enable him to cope with this new and stress-
ful life situation." (Dr.E. Kubler-hoss, M.D. : ON DaaTH oND DYING, |p %2-37%)

%z, “There is but on¢ Truth of which we are in all circumstances the
.. and what do we find most often about the sick, and with increass
81ty a8 the condition of the patlient gets worse? 4 real conspiracy o
plous lies, it is said, though they serve mo.s coften the prince of 1
the God of Truth.
What would we say of the duty of truth towards these sick? Is 1t

scrvant s.
1 lnten-
' lies:

Leés than

not the

beginning »f charity not to deceive? Of course charity excludes neither

prudence nor delicacy. But the patient wh
of those about him; who, when in health,

of their truth or of their solicltudes - prt
fidence when he becomes a patient. He rell

£

o has always relied on the pincerity
has never had reason to complain
reserves the same attitude of con-
¢s on his own in the hour of dan-

ger, and it is in that hour that they conspire to deceive him, to creats
for him the illusiocn cf a security which no longer eXists, and of a hope
which is alrcady beginning to fads. The first duty of the doctor is te re-

eal to those attending the patient and to the pationt's relatives t
;ng the oosggbility oféa fatgl issue. +his revelation i1s not to 1nte
the consbiracy of silence and of falsehood surrounding the patilent,

seck collaporation in preparing the patient to hear the truth.

Nothing is gained by delay. The more¢ serious the patient's condi
becomes, the more difficult it is to tell him.

Hig frisnds may find it too dirficult to inform the patlent, and
they may default. It then becomss poss?ble fgr the docpor,_ag his au
demands of him, to act with that simplicity and in that manner which
heart dictates to him.
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If we are really disturbsd about the patient's condition, without our
hope being, shaxen, it 1s best to act before all opportunity is lost. Let ws
"bring this uneasinsss of ours clearly to the attention of our patient, rabher
than dissiaulate it under an appearance of reassuring and decciving joviality.
It is not necessary to shout this uncasiness, but we can allow our patient
to divine 1t for himself. : "Rl e ‘

The vatient who has noticed our troubled expression as we examine him
will question us. Let ue not answer ilmmediately, to glive the impresgsion
that we are hesitating before a truth hard tc hear. This deliberate silleics
will already be,; Tor the still conscious patlent, a warning oI danger. '

If the patient insists , bsfore we leave him, let us admit our concern
and specify the detericration in his condition. This avowal on our part will
‘make hig way clear to him. From that moment, his attendants, duly and clearly
informed, will create even all ungonsciously about th¢ patlent this atmos-
‘phere of inquietitude favourable[warning, which the patisent already expects
and is ready to mect without surprise and cften with gratitude. at the next
visit, the patient will -watch our expression and, not finding therg the re-
laxing of teneion h¢ hoped for, willi perhaps demand the truth about| his con-
dition. 1o this request, dictated by his material concecrns and by his spiri-
tual, we have no right to answer with a lie. To lie at this moment is to be
guilty,more than ever, of betrayal; because the consequences of our lie caa
be irreparable, both in the material and temporal domain, and in the spiri-
tual domain for eternity. :

These rules hold good in other, less dramatic clrcumstances which con-
tain a sufficient element of uncertainity to juctify words calculatea to
imply a warning. It should be given regularly when a surglcal opsration,
sven though not urgent, is indicated and the patlent desires to oe todd
clearly how grave the intervention will be, 1f there is any danger involved.
Tf this is sericus and constitutes a risk which is real but indispensible
to the conservation of lifs, our duty is to recognise it without exaggeration.
The patient who desires especially to set his material and spiritual house
in order, has a right to the truth. The mildesgt of operations is nog cxempt
from complications and can end by being fatal. Of course, it 1s not nscessary
to give these technical details of complications which happlily are fthe ox-
ception; but to the question: 'inis 1e not serious, is it, ~octor?' - we
can always answer: 'Every operation 1ls a serious matter and must be treated
by both doctor and patient as a scrious matisr. It is best, in every cascy
to tage all necessary maverial and spiritual precautions. lhat will be sven
technically the best psychical preparation for the cperatlion. " {p.94-90)

The tranquil death which we desire for our paticonts as for ourgelves
is not necessarily the unconsciocus death which arugs, even prudent ly
administered, can procure. We seck above all a peacsful death, with ths
soul at peace and abandoned to goodness and mercy which opens to 1t the
gates of eternal life. The sweetness of death is in that vision of light
= s o 1
and of life. -

r. J. OkincZyc , Purgeon and
rofessor of the Faculty of Paris
S 1IN MEDCIAL ETHICS No. 1 , "Death"
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L, THE ZXAMINATION ITS3LF: The first rule 18: ®o 5O the examnination with

i e - well-rested body and brain. If your lac< of

_,di&ccahinnwin»aLudyiag,Curing“Lhe dzys lmuediately proceealng the exam hus
brought about & state of overfatigue, you are likely 1o be lacking in the
nccessary agllity and clearness of mind at the sexamination, It 18 folly uo
cram in a few more facts at the last moment at the sxpsnse of weaeral vigoul
in a2ll the answars. If such hasty cramming shoula,by chancG, prove helpful
in snswering this or that qua stion, 1t procuces at the saze time auddlo-
hoadedness, lassitude and weariness which will cortainly affocct one's por-

formancz as a wholc. Recp in mind two rules: 2
1) Gst a good night's slesp bofore the day of the coxaminatlon. |
2) Ths deliberats cultivation of a Blightl; slatcd, but provallingly
cool ana collceted,franc of nina offers the best conditions for
succsssful p.rforaance in examlaatlons. Flurry and exanlnatlion
narvas may inhibit ths MOre skilled operations of theo aind. (vo

remsmber 1o trust your mind and asaory - thoy arce aclicatedly balanco

keady rocecall of known (learned) facts; Romembsr the following:s-

£

1) Recall of what 1sg xnown nay be inhiblitea Dy fatigue.

2) Rscall is also zdversely affacted by the inhibiting cmotlons - foar,

anxiety. (Cultivate coolnscest ) |

3) Keeall is blocxksd by a type of over-concentration of attention snd
consoqusnt restriction to the free play of the rnind Qver ths total
ficld of rzlevant information.

4) RZCALL , lize agsimilaticn, TaKESS TIME. Tha studant‘s firstl concern
on entzring the exaninanion nall .should be to maks provialon for
the maxinua possibls tizg to be avoilaple for ths process O 'ceall.
Tho wmaximum tine is allowed to the DProcgss of revival when an initial
poriod is devoted UO planning Lhe answsrs to tho wWHOLE of ths papeXr.

The preliminary preparation of the answers to the whole of ths papsl
sets in motion a process of revival which may still go on (uncon-
sciously) aftcr our thoughts have turned 10 othsr things. Figubatlive-
ly, one mlgnt eay, whilst the conscious mind 1is concerngd with

Ak

writing down thc angwer Lo one question, the unconsclous mind 1s
engagsd in preparing the answer to the nexte. '

TEE WRITTEN EXAMINATION:

Doing a good paper will imply three steps: thingking, planning anc
writing. Befor:z writing anything it 1s good to gkim through thc whols papel
to detoraine its scope. ksad ths dircetions with great carc Lo bagoume aware

of the spocific typc of answsr axpactsd.

Froguoently, the first rzading of an exXaanination papey proaucss =

paralysing cffccts cgithcr at no finding ono's favouritc questions thero,
or simply becauss the particular association of ideas necsssary Lor the
answering of sach gusstion nave not yet bsen aroussd, ana so the papzr LlO0&Ko
morce difficult thah it really is. If Ons KSCDPS calm that fszoling will soon

anish. If poesibls, start with answering the casler quceticns. Ihis will
jegs=n the tonsion and hcelp set 1in motion the assocliatlons necsssary o
the answering of the morc difficuit onss. In casz of tho aifficult questione
make a .nental or written sumnary (if p;rmittad). F1x approximatgly the ti.o
one should devote to each gquastlion.

Finally, " write a2s nsatly ana as lesibly as possiblc. Teachers
have a bendency to ovoruark neat papzrs ana to unds r-aark papors that arc
m

essy or daifficult to raad. Bafore handing ln your papsr, rechock 1t
entirely; make sure that you woye dono all that was regulired and in ths
8

way specified."” (Centi)

THE OKAL EXAMIWATION: Take carc 1o unaerstand the spccific point asked by
the exaniner. The sxposition and answsrs aust llkewlise
bs preciss and to tha noint. Genoralitlies ana vague opservations nage a

poor imprassilon. Life le e siowng ss nusio g avoided, but also precipation
which only causas confusion. kh‘“‘“-\\\\ |

) ) #inally, do not suspect, your oxapiner. The exaalnatlion
is not a duel but a speclss O co-opaeration. "Tho examnineyr is ngt concerncd
to -expose thc bottomless pits of lgnorance in the stuaent's aind ( howevsr
mwueh he may suspect them to be there). Hs 1s lanterestcd 1n the little hilils
of erudition which also diycrsiry the scengry of an othosrywise evgn plain.

~ g N
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In this he rcli or. the student Lo help Bims e bv_drawinv,atcantio with &
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HOW TO STUDY

!

ORDER AND MSTHCD: If study is to be productive then it must be
orderly and methodical. Method is order in |

action. Three things arc requirsa: a well-planncd time-table; |
a correct combination af study and rost; and, a right approach |
to the differant subjects. ‘

Scheduling the time: A time~tabls is absolutcly necessary. It helps
mase efficeint use of availabie time; it iress

ong from both the feeling of hurry ana indecision, and,at ths sams tins
closes the door on temptations to laziness,mgQEﬁg%rainad curiosity and
lmprovisation. Periods of memoriaation anda/conceatration shoyl be
short. In gcneral it is bettsr to devote two or threse consccutivs hours

Lo a single subjoct (diversified w. . by changes in the methou of wori -
alternating reading with written work) than to attempt to reproauce

in private study the routine of school. Ths time~tablc should be . flex~
ible, =2specially with refemrsnce to internal subdivisions.

Periods of study and rest: To RKeap onceslf in good physical, mghtal

and emotional health, one's timc-table
must bc a balanced combination of work and relaxation, of study-time
and time for recreation and rest. Ths normal stuay pericu has thres
phases: (1) tho warming-up phase in which initial inertis has to be
overcome. (2) the phase offull output, il.c. of relatively high l[cffic=-
loney, during which the learnor worxs at his best. (3) 4_slowing-down -
phase that starts with the onset of Tatigue—-and borsdom.

according to the curvse of cfficlency znd
fatigue the most suitable length of time to be devoted oontinuqusly
to 2 subject must be guided by the following coasideration: s short
period scems inadvisable for it nay . pot allow the second phase to run
fully; too lengthy a period may beZbrofitablo and ¢ven baraful duec to
mounting fatiguc and boredom. Study only defoats ite own cond if con-
Linusd when fatiguc and boredom arc causcd not by az lack of interest
but by a real ncceesity. oubjective signs of fatigus are maturc's
warning that a change of occupation or rost is needod. Thore ars emer-
gency foreces or snergies in man on which he can draw but only at the
price of officicncy ~ if the effort and abusg continuc it will Frosult
in over-fatiguc which reduces the eflficlicncy of work. THEZr BFOKE
goue form of rolaxation should ba taken for 2 few winutes in overy
hour; work should ceas: for two or thros consccutlve hours in evewy
day; one complete day of reet and reccreation should be resservea in =
every week; and a holiday of t®o to threc wecks should be taZon| after
scveral months of work.

Kight approach to the diffsront subjactss In the first place fpllow

the dircctions and hints
given by tho profcssor or ths text book. Dach subjcct denands al methoa
and approach proper to itsclf. Keep in mind thc object of your gtuay

a8 this is identified with onc's vocdtion. The more difficult and ossen-
tlal tThings should be mastered first, tko rast follows easily.

GETTING THE MOST OUT OF A STUDY SEsSION:
2)

- | 3
Prepare for st-udy: A short prayer to calm the mina, and having
ready at hand aill the matsrisal necessary for
Study - text book, refcrence-book, peoncils etc. - arc inaicated.
b) Get straight down to work: Initial inertia will bz overconc | by
working by the ruls of your tl;zle--t,abml.l The
proolmmof concontration is the  problem of the "will to work . ‘
c) Be_active: and methodical in your activity. Study is pcorsonal assi-
mllation. Get an overall view of the sntire
subjcct . kead with an inquisitive minc. Try to rocall, 1 rericct
on what you've loarnt. ("Study for life" - so that you can spsak on. it)
d) Study calmly: "Above all, Lct°us not hurry, bzcausc’ we have no tiug
lose," (Dupf{tren » Worry is ant;gouiu bg

a

ToO
action. Anxiety, too.b§h0 best roeults ars asver socurca by love
ish :snergy born of the fear of fallure.muild SGll*CinluCﬂgd by
making the most of the powsrs with which Jou arc cnaowcd, Go as
well ss you can what you can wo best. Morcvsr, one should beia llbbbi\\
more cxacting in ons's_demand for proof offi one 8 own lincompetencs .
(Incidantall s it should bec noted that thc proof of ths apbschcs of

abllity 1is always longcr than thg proof that it is present. Ifiwe
once pgrformed % task that is sufflglent prvof that we can do it.).

c) frotect your solitude: Your room and the sct time of study $ust.bo
consicored as sacrsd. Neoither thc inalsersbion
of friends nor a misconczived charifty must be allowed to intsrrupt

your work,

R R
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4, THE EXAMINATION ITSzir: The first rule 18: ®o to the exaainatlon with
J  well-rested body and brain. If your lacg of
_J,iiscratianvinmatudyin&,auringwLhe days imaediabely procsealng the exan hus
~— prought about & stade of overfatigue, you are likely 1o be lacking in the
nccessary agllity and clearness of mind at the examination. It is folly uo
cram in a few more facts at the last moment at the sxpense of geaeral vigoul
in all the answzrs. If such hasty cramming shoula, by chancc, provs helpful
in anewsring this or that questlion, it procuces at the sase tlao auddlo-
headedness, lassitude and weariness which will cortainly affect ong's por-

formance a8 a whole. Keep in mind two rules: -
1) Ust a good night's slesp bofore the day of the cxamination.
2) Ths deliberatsc cultivation of a Blightly slatcd, but provallingly
cool ana collccted,franc of aind offers the pest conditions for

succsseful p.rioraance in examlnatlons. Flurry anc exaanlaation
nervas may inhibit the more skilled operations of the mind. (L0
remsmber Lo trust your mind and meamory - thoy ars aclicatedy balaancc

keady rocall of known (learnsd) facts; Romembsr the fcollowings=-

1) Rscall of what le Xnown may be inhibitea by fatigue.

2) Recall is also adversely affacted by the inhibiting eaotlons ~ fesar,

anxiety. (Cultivate coolnsesl )

3) Kecall is blockad by a typs of over-concentration of att@n&ion ohglet
consequent restriction to the free plzy of thse rnind over ths total
ficld of rzlesvant information.

43 RocaLL 4 liks assimilation, TakZs TIME. The student's firet conceri
on enterinz the exaninanion hall .should bg to make provislon - for
the maxinua possibls tizwg to bde avoilaple for the process|offrecall.
The maximum tine is allowed to the process of revival when an initial
poriod is devoted 49 planning the answers to the WHQLE of the papel.

The prelininary croparation of the answers to the whole of the paper
sets in motion a process of revival which may still go on (uncori-
sciously) aftecr our thoughts nave turned to other things. Flgubablvo-
ly, one mlght eay, whilst the conscious mind i1s concernsd with
writing down the angwcr to one question, tha unconsclous mind 1s
“engaged in preparing the answer to the next. '

7% WRITTEN EXAMINATION:

Doing a good papcer will imply three steps: thianging, planning anc
writing. Befor:z writing anything it 1s good to gkin through thc whols papor
to detormine its scope. ksad ths alrections with grsat carc to bogoue aware
of thh spocific typc of answsr cxpactsd.

¥Frogucntly, the first rzading of an exXanination papelr proaucss o
paralysing c¢ffcct: cithcr ot no findlag one's favourite gusstions thsro,
or simply becauss the particular associatlion of ideas necessary for the
answaring of sach qusstlon have not yet bsen aroussu, anu s0 the papsr LOJ&s
more difficult thah it really 1s. If 008 noCpS8 calm that fzoling will soon
vanish. If poesibls, start with answering the caglsr gquceticns. Ihis will
jegsan the tonsion and help set in motion the assoclations necsssaly for
the answering of the morc aifficuit onzs. In casz of tho aifficult questions
make a .aental or written sumnarly (il p;rmitteﬁ). £Ix approximata%y the tias
one should devote to gach qua st lon.

Finally, " write 2s neatly and as losibly as possibla. Teéchers
havz a tgndsncy to ovormark neat papsrs and to undsr-aari papors that arc
messy or daifficult to road. Before handing in your paper, rqchock it
entirely; make sure that you noye done all that was reguired and in ths
way gspecifisd.” fiCantl)

THE OKAL EXAMINATION: Take cars to unaerstand the spccific point asked by
- the exaninsr. The cxposition and answers ﬂukt likewlse
bs preciss and to tha noint. Genoralities ana vague opservationsg nage a

poor impression. Lifelet . lowns 68 must.hg aveilded, but also precipation
which only causes confusion. J

winally, do not suspsct your oxaxincr. The exaalnation

is not a duel but a speclss 5% co-operation. "Tho examing; is not conceracd
to ‘expose thc bottomless pits of ignorance in_the stuagnt s mind |{ howey@f
much he may suspect them to be thera)s Ha 18 lngaresti% in the l'ttli hills

el ~ /-.. . . & q IR 4 . 2 'A“' 3 ‘3 Sﬂe, T > ;\‘ R jmlsg ‘VGln alll.
of sxpaition whiob dl?ggaéﬁbﬁiﬁ%“agbﬁel; f?%ﬂ.obyfgréwing‘atcagt}onpwith_u
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ON EXAMINATIONS

INTRODUCTION: whoever adopts the rathsr elegant stiitude that he 1is|study-
X : ine for life and not for exams ShOWS complete ignorange oI
the educational ve ue. of an examination that is well prepared and well done.
In all probability, he will not be prepared for sither of the two. A real
examination obligss us Lo mage & conscientious rcvision, becauss we must
prepare even those guestiong which we would never a8k ourselves. We thus
cover more ground and do 1t more thoroughly. Often oaly after an eXaim doe 8
o student fesl that he has really pegun LO KnNOW the subject.

1. PREPARING FOr AN SXAMINATION: Perhaps the chicf advaniags of the| exam

system lies 1n the incentive it supplles
in prescribping that a certain total task should ba completed oy a defiinite
date. The way to Hell, they say, is paved with vagus intentions. The student
sat to work each day with 2 well-aefined objective - an intermediate goal
on the road to his ultimats destination ( that of coverlng the entire%syllabus)
preliminary adjustments ~yst be made to maintaln appropriate working hablte
and a constant level of attention throughout the available time. | SEF, what
has been sald about maging & time-table and kecplng to itie) ' T

o, ROUTINE SIUL¥: Whereas a gtudsnt, idsally, desires to learn a sgt of
facts quickly, painlessll,and oncc and for all, he must

not =xpect too much. Hs must not try to lsarn them too quickly. He cannot

sxpect to learn thom quite painlesegly, and ne cannot cxpect hils knowledge

to pe absolutely permancnt. He must be prepared to taze his time, to taxe

gr ~ pains, and hs must be preparad td rofrosh hig memnory from time to tLime

oy ¢he thinge he already KNOWS. |

There are three, and only threc, ways in which &‘fact
can be learnsd: (1) by ropotition; (2) by using mnemonic davices; ang,

(%) by the psrcaption of integrating relatlons. Tach methoa has its place

anc distinective utility. The bhird method 13 in geaeral to be preferred.

Often 1t i8 the quicxkest, and almost invariably 1t yielas the most stlable

organization ol knowleage. The use of mnomonic cevices ls a0t 1o be |des-

plsed, and can be uscfully employed 1in subjects like anatomy, providad the

system doss nob bscomne ovarelaboratds .

However, much remains, -in cvery subject, which ¢an only
be learnsd by being rcpeatedly brought to mind. Such repetitilve learning’
necd not be entirsly mschanical. In fact, memorization 1s the more & ficisnt
the less purcly ropetitive it 1s. Heore are three usaful principles:

a) ©Collsctlions of facts may best oo nemorized 1n the larger natural systenis
in which thsy arc found rather than in the smaller artificial sectlons
into which they may be divided. ( ‘this 18 a rostatement of the principlses
of the 'whols' mcthod as opposed to the 'nart ' method of learning.

b) Periods of ropetitiaen should be rolatively brief and well distributed.

( In repetitivs learning the succosslve ropetitions at any one sltting
are subjoct to a law of diminishing roturnse. Tho first reading h?s
greater vzluz than the second, and the secoind graater value than|the

fhird. 1t follows that the utility of the repctitions 1isa anhancsd DY

augnent ing tho number of ssparate sittings and DYy Georeasing the|nuaber
of readings at cach.)

¢) hepetitions should alternate with acts of recall. ( The most compoll
mistaze 1ls to dGevots relatively too much time to the procees of nere
recaption and relatively too little to the process of asslmllaui@n.
A safe working rule 18 to devote at least two units of time to the

operation of assimilation to every gingle unit devoted to reception.)

%, REVISION: If it is true that nothing 1is completely forgoticn, it 1is
5180 true that nothing ia wholly free frou ths ravagep of

obliviscence. fencs the continuous nesed for refroshing the mind copcsrn=
ing what 1s alrseady known. Two broad princlplew will pulde the stuaent:
(i% Methods of routinc study must be agsigned to facllitate PGVlSlOE.
(i1) kevision should not be deferred until a later sage in the procegs O

preparation for the examlnatlons, put should Dbe distributed thrpughout

the whole cocurse of study .
In general, tae nethods of taklng or rscording notes which are best| for
the main purposss of study are 2lso those that are bes acapted for gircc-
ftige recvision. Good note s are those that reduca the presentea aateripl to
a wall-ordersed svateacnts of sssentials. Have an over-all pilcture of| the
authors argument and then try to fit in the various parts. 1o resort| to
hasty icrammifg just before a tast 1is detrisental to tho acquistlion of a
lacting knowlcdge, and, besidss, 1t can opsi the way GO nervousinsss Vhich
does not help at oxamination tilune. o |

|
! |
. |
- |




Topics dealt with in the present course of Medical Ethiés

1. T f”.ffd;ECTURES:
1. What is Medicel Ethics? (vs. medical etiquette)
Basic principles of itedical Ethics.
2., The Concecpt of Health — a total perspective.
3. Health care priorities and social justice.
4. The Doc.or —patiend rclationship

- medical ~~ibility to the
individnue: end compnunity. ‘

— the doctcr vis-—a-vis social 1egisﬂation

— the medical secret.

1I. PROBLEIS CONVECTRM_WLTH THE BRGINNING OF LIFE |
5. Artificial Inscenin2tion
6. Gonotic engineering

T. Abortion

IITI. PROBLEMS C?NNECQED_FITP SEXUALITY AND MAREIAGE

kb
pre— e e ————

8. Meaning of hunan sexuality
9. Contraception
a) Motives and nethods
b) Morality
10. Armarnolity sexuality (e.ge. honosexuality)
11. Masturbation
12. Marriage counselling ( e.g. VD of patient and
obligations to pariner; sterility; impotenc?)

Iv. PROBLEMS CONNZCTED WITH THSE IHTEGRITY OF THE 30DY AND |
OF Tul PRRSON.

/ \

13. Mutilitation, sterilisation
14. Psychosurgery, psychotherapy, narcoanalysis and

hypnotisn.
15. Experimentation on huncn beings
V. PROBLEMS COLNECTED %ITH THE END CF LiFE.

16. The neaning of Death
17. Telling the truth to the patient
18. Prolongation of 1ife and the problen of Euthanasia.

19. Alccholisp and c¢rug addiction
20, Transplantation ( Blood transfusion & haencdi 1ysis)

VI. SPECIAL . SECTION.

I K K H K KKK
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ON - BAAMINATTO NS
INTRODUCT?‘N: whoevex adopts the rathsr elagant attltuds that Qs |13 goucm-"*

! % ing fow life and not for exams shows complete igncrpacs
the JdUCathHlL value- of a%aaxanlaatlou that is wnll prepared anc wWgidi «
In al¥ probability, ne will-hot be prepared for either of the two. i raa
examination oblizgss us to maxke a coasclsntlous rvvislon, Jols) c;ucﬂ-‘c must
prepare sven those ques¥ions which we would never 2si oursgéives thus
cover more ground and do 1t more thoroughly. Oftcn oaly after affvex

a studgnt fesl that he has really pesgun to know ths SubJGCL.
1.’ PREPARING FOr AN XAMINATION: Psrhaps the abagpd of the: sxam
9 gystam Lics 3 ative ik pupsliecs
in prescribing that a ocrbﬂlu total task shoulc be sconpletod. oy 1 dFTmMmite
date. The way to Holl, thay eay, 18 pavid with it orrt 1O E. I'ho student
ol et to work 2ach day WLLh g woll-defincc = gn intermdciate goal
on the road to his ultimats cesgtlnation (

coverihg the enuvipe syllabu
Prsliminary adjustments wust De maas to Poropriats woriing habite

and = coﬁﬁtant lave . *of attention throus e aval labila Gl e S e WSS
has b«on gald about maxing a time-tabls ‘ana ﬂﬁtpiﬁg B At ) .

«
R

5, ROUTINE SIULY% .Whersas a student, idsally, desirzsg to learn a Lub;&f“?
G4 Tacts gulckly, painlessly and oncc &G for all,|hc" Rust
10t expzct too muth'. Hs muet not try to lsarn them too gueckly s He cannot
sxpact to learn them quite painles gly, and he cannot cxpcct dls hno‘l@dgc

Lto be absolutely permancnt. He must be proparsd to tuke his'tlme, Lo taxo

-~

, '.w5E0ome p“lhs, and hc must be preparsd to raofrosh his memory from time| to time
of the thinge he alrdwdy KNOW S »
S & fhMere are three, and only three, ways in which a fact i
ﬁ“ﬁ aa bo laarn:ﬁ. t1l) by rocpetition; (2) by using mnemonic da Gylcos; and,
3') oy the Ds rcdotlon of integrating relatlons. Zach methods has its pl?CO

J& and disolnnblv ,dtLllty The third method is in general to be prefoerred? ‘

Oftxﬂ % A <D s (o @uc*~ st,, and almost invariablyit yilslds the most stable 2

_ UTS&ﬂléltlén &€ knowledge. The use of mnomonic cevices is a0t to bg dee-" . |
o plarc, agd ¢zl e uH”iully employsd in subjects like anatomy, prOVLQbQ the

“'“Jéb n-dbg - not b Gons gvorelaborate.

¢

k. : ' 5w «Hewaver, much remains, .1 oVeIy Rubggct Whlch can only
~bt 1c~rn,d bV‘buqu rrpe'tbdlf brought to wlau. sSuch x« publ ive' learning
~ Tnedd mot . be cnlirgly mochanlcal. In fact, acmorlzation is the more ¢fficient
b Ln,,lu&s purmly ru)otit iye it is. Horo are three uszful principlcs:

a) Colldetions of ‘Facte may best pe memorized la the larger natur«‘-bystv‘s
in whigch#tho o arc found rather thiaa in the smalicr artificial -sgcions

¥ “Finto wnloh LBa ¥ may bs divided. ( ‘his 1s a rogstatemcnt of the $1an1pl@s

Tyt thod! hoLE method 'as opposcd Lo tho "oart ! method of learmihg. )

» o #Rerxiods OF ropet d¥lan 8hould bo rslavively hrfiel and well alstpibuted.

F¥ ( T ropéeitive lebrning the succossive vspetitlions at any unf 1t blmy

7 W are subjoet to a law of dinlilshing roturag,. : [ Ga ﬁ&s :

*”1tur vzluz than the sccond, and ting BelON hmn ‘Hhe

REEQ . 8L IJllO\o that ths utllity oF Wbhe Ta Lu,‘d by

: augﬁsub¢no the number of separats siktings the nuaber

> of roadings ut aach. ) | !

lc) Fepcuitions - ghould altornst: with acts of recall? ( The most CCTEOH
aistzie 1s Lo dovote relatively too wmuch tlwe to iLhe procces of‘m”r@
rﬁﬂcptlon and relatively tceo 1ittle to the- process of 15¢1M1¢¢Ljon.
A safe working ruls is to devote at least two unitse of time to the
opuration o assimilati@n to every eingle unit devoted to receptlon.)

e

3. RAVISION: If it is truefthat nothing is complete l*“for"oanon, jb 1s
et hulso true that: nothing 8 %hully frec froy the pavaz)s of
it obliviscencs. snesz the continuous negd, for qur,uhlls the mine concsrn-

ing what is alrcady known. Two broad principleg’ will zuldc “Whe stiugat:
(l Mothods of ~routine study must be .aesigned to imollltut¢»’ﬂv1ﬁg;n.

(11)*“kevigdon should not be deferred unt 1de o later sags in the progges of
preparation for ths examlnatlons, but houlu be distriloutod, bINfousNOU
whe whole ccurse of study. " ’

lin ggnCIal ,%9s methods of taiin; or r'cord,an.L notgs whichn qu b ‘ﬂ o

the main purposcs of o udy are 2180 LHOSu that ars Dast awap ifec

tive revision. Good notes are thoss that ‘rsducy+ihs pro:

a w2ll-o¥derzd statewnty of sesentisls. Hays n ovel

aublgrs. argupont and then try to fit ia the Ivarious parts

hasty crlnﬂimy just before a tost 1e usbri“enwal LG i

laeting Knowlédgo, and, busidss, 1t can opan the wWay L.

does not help at szlnLLLon tis :

CL1AG »
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of erudition which also QlVJf'li” the sce
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4, THZ BAAMINATION ITSZLE: The first rule is: go Lo the examingtion Wkth
L

a well-rested body ané brain. If yotr lacs of
discrction in studying cduring the days lmuedilatelyuproccealng tho fsxam has
brought about a stabke of overfatigue, you arevlgxgly to be lLCulﬂé 1n the
ncee ssary agllity and clearness of mind at th§ eXamination. It 1s feily to
cram in a few_qore facts at.the last moment at thg sxpense ol geuneral vigour
in all thwx andwsre. If such hasty cramming shouldjby unancg, provs=he ipful
in answering this or that question, it produces at the sasec tingc muudld—
h:adednegs, lassitude and weariness which will csrtainly 111 et ong's per-
formancs as a whole. Kecp in mind two rules: -

“. L) #ot a good night's sleap bafors the day of thse sxamination.

2 Tho deliberate cultivation of a a*llr"VLJ_;y glatod, ;but provaillingly
cool ‘ana collccte d,frang of - mind offers the bgst gonditicng for
sutcsgsful p.lIQPIAJCP i eXamlnations. Flurry anc examination
nervos may inhibit the morc skilled opgrations of the mindi (wvo

romsmber to trust your alnd and wemory - thoy are aclicatvsdy balancsd)

“

R ady rccall of known (leerned) facts; hkoemombsr the following: - § iy
: 1) Recall of what is known nay be inhibitea py fatigue.
2) Recall is also gdaverscly aifacted by the inthibldb onotions - fear,
anxiety. (Cultivate coolnsss. ) ) » i
3) Eeealdiie blocked by a typs of over-concentration oi attentlon an.
' coanscqQuent restriction to the frse play of the rind over the totags
ficld of rslevant lanforaation. ¢ ot o
T Q Sty 2 g ) g ol . } 2
4) REICALL , lize assimilation, TuaZ5 TIME. The sStudsnt s first concern
cn entering the exanination hall .shoula be to nake provision for
the maxliumn poss;bLg tise to be available for the prgcess: oy&cqail.
The maximum ting is allowsd to the process df revival when . 'zgh 1n;tlal
pariod is devotodito pianning the Bnswsrs to th”,vHLLq ot ivieke papbr.
The preliniiary preparation of the answers to" the whola @f'ﬁh"'pupo
»- sets in motion a process of revival which aay Still gowon & Uﬁdpn~
~scleusly) after our thoughts have turned to othsT thinzgs. ;1bur&t1vc
1y, one might say, whilst the conscilous ! m¥nd ie gonec riled w1Lh
writing down the answecr to one quaéstion, thc u1cansolou@r"anu 1s ‘
engagsd in preparing thc answcr to ths nch. : & t,“ rﬂ L e
¥ TN { . 3 = ! 3 X > ‘. i
T%EQWPImeW BAAMT AT ION § " S S LR T &
gV L1 aa N B ACNIE L N N 3§ S
Doing 2 good papcr will ivply- three stops: thiak lnb;!JLanﬁlﬂé ANG
writing. Befor:c wr¢+1u5 anything it is good to gkim tnrau»h tha, . whols” papg_
to dctgyﬁ;ns it%®, scope. ¥ead ths dircchtions with 5 &2t qﬁ O D«Cbl“ awarc
of the" dpccific typec of answsr sxpsctzd. 'i_‘ ¥ 3

%

Froquently, the, first rsading of an ¢xaalnatlon
paralysing c¢ffact: clithcr at HCf*lluLl’ ong g, favourite g :tlqu LJV_,, P
or simply .becauss the parvicular asscciavion of ldeas ncesssary L T the
answaring of sach qusstion ha#fs not yob boca arousta, aad,.st Lhe  sapsi
more difficult thah It really ds. 1f ons kosps caly thal "fu3ling JL_l
vanish. If poesibls, start wee lluwuflu bhe caslsy 4u’t(l\“u. gﬁ.

lessan the tonsicn and help st in motion the associa
the answaring of the more difficult ones. In case ol the S fiadatiee ke
nake a .sntal or writtfn sumnary (if po r11tt$ Yo Jlx approximatclly the
onz should devoltc to cach quostion.

tlons neessgary

< 1
‘ ulnally,'” write as nsatlg.anc as Luvibly as poss 1bLl. Toachers
have Y3, tvnduncy to QVfr'ark neat papcrs and to undsr-mark papors that arc

nessy or Qléilcult to rcad@# Bofore handing in your papshk, rechacx 1t
cntircly; make sure that you have dong all that was TQOULYuu ana in the

way speclfied." (Centi) (S 4 NS N Nthra{ﬁ‘ ) gt - ¥
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FHILOOOIHY AND SCISNCE = IWO BrANCHES OF ANCWLEDGE

. Loes science have all the answers? Can science give all the ans-

wers.to the problems that a man faces, or to the questlons he is constantly

put@lng to himself? As psersons committed to the scientific outlodk, it is

00U to place it in its proper perspective, and be conscious of Jté limits.

‘ _ K336 93¢ '

1. Any morsl judgement implies knowledge of facts (scientific knowledge)
ana an insight into values (a philcsophic intuition). | ’

To know his duty, a doctor evidently neuds knowledge of facts.
He needs to kinow what is the matter with the patient ("what is going on
there”), how his condition can be influenceqd, lmproved. In order to Know
wnat 1s right and wrang, he gven needs to know what consequences his action
may nave for others, for the medical profession, for society,etc.‘io form
2 moral judgement, the doctor needs information that only science can S1ve.

However, cven the most complete sclentific - -study of all the facts
that are relevant to the case leaves the ethical question still uﬁanswered.
The sciences, in describing facts, tell us about the possibilitieé open to
man. a4 moral judgsment, however, deals with the duty of man. It deéals with
the question as to whether man has any definite bask in this world of pos-
sibilities. Is there anything to be doneg, to be realised in trnls world as
described by the sclentist? Is therec any purpose in man's being in this
world? What is man 'meant' to be? Has existence any meaning? What is man?
Any moral judgement implies an answer to thesc questions?

A \
2. The guestion of the meaning of man is a busic question today. It is the
baslc question of philcsophy.

A.. There are ‘philosophers’ (positivists, upholders of scieantism)
who rejoct the very quostion itsslf. They believe that asking for tho nmean-
ing of lifc¢ is itself "meaningless". Far them, all real knowledge gan be
vedauced to science 1.s. to empirical, observational, knowledze. What goes

a8 philosophy, they say, is either camouflaged science, poer poetry, or just
plain nonsence. Hénce, they have only a place for science, and science can
only s@peak of facts, of possibilities, ¢f 'usefulness®. (NOTE: One| can
understand the dllemma with which they are.faced. Thus, Bertrand kussell
admitted that he had never besn able to resolve the problem of how|to in-
tegrate 1nto his philosophy the great moral sentiments which he felt.)

B. Other philcsophers ( the Existentialists ) recogniseé the
meaningfulness of the question. They believe in philcsophy. Scicnce and
ohilosophy, they realise, are two different ways of approaching reqlity.

Though philosophy and sclence are both efforts to know and under-
stand the world in which wo find ourselves, the philosophical appraach
(muthod, attitude) differs basically from the scientifie approach.\

Science 1s observational. The sclentist deals with observable
facts concerning man and the world in which.he lives. His approach |1s that
of the onlooker, the observer. In describing tne'nature of things' he
sctually describes what he 'finds to be the cass!, 'what is happening there',
'what may be sxpected to happen in this or that situation'. |

Philosophy is roflective. It is man's reflection on his own
being, his being conscious - free, his being in the world, his being with
others. His reflcction is a ssarch for the meaning of human existengce, for
the true nature of man, for the values to be reallssd in man's actibns‘
and attitudes. His question 1s not: what 1is goling on there?_how explain
these facts? BUT: what doos it mean to exist through and in these facts?
What is man? What does it mean 'to be human'? What does it mean 'to|be'.

TWC SCHOOLS OF EXISTENTIALLISTS: :

2) Questioning the meaning of life, some sxXistentialists (Sgrtre) boncludg
that 1lifs has no meaning. Though there is much that can be done, theres
ig nothing that should be done. Our bcingifrae has'no purpose, no m’aglng.
'‘Living meaningfully' can only wsan: to live according to what you =
that is:free! "Remain free", " emercise your frecdom, redeemed fr'@ ic
slavery of established traditions and conviotions,_reguctl?g tha'ma?xg
society holds out to you." ). To them 'liviag meaningfully’' means: being
onegelf. sany committment should be a free choice. @ Ongncan unaerstand
why life 1s meaningless, an absurdity - because this Llife, soc;uty,ﬂ;aws,
God, impose so many curbs on our freedem i.e the absolute freedom the
existentialist dreams of.) N - i ‘ "
b) Other existentialisgts recognise that life bas”a meaning. Man 8 ﬂe;nb
fr'ee is meaninsgful. There is something to be done. “here 1ls a t%sK
which makes 'being-free' meaningful. l 5 ' sl \n g
SUES 1S . n sci g answer the fundamentis W€ ions on man a8 nature
g %%ﬁ EZEEEgé 5%'%1§u:h§o£?“éf$§%fgn,q&égtiﬁy? Can we expedt it td?



ARDEVEOLAL SNBUMINATLON Med.Bth-2

INTRODUCTION: The history.of medicine offers many instances of medi&al
rocsdures which were considered medical curiositiss,but
which become relatively safe and aeven recommsndsd procedurcs for the
alleviation of some human dobility or dissass. artificilal insemination
is one of them. The cthical question ls whather it is lawful or not, | or
better, whother we have the wislom, to e¢xercise intentional and pUrpoO 8-
ive corntrol over the generation of lifc.-In simplec language, can we ay:
artificlal insemination is a medical possibility, therofore I can doLit?

DEFINITION: artificial insemination(AIl) is a procedurs which consistse of
ioal depositing samen, with the ald of instrumsats, in the vagina,
cervicalcanal, or uterus, with tho inténtion of causing pregnancy, wTich

by, ordinary scxual union, ig deomsd wnlixsly or impossible.

. .AL is baslcally of two tyccs: homologoug, when somen is ¢ob-
talned from t%e husband (AIH); and haeterologous, whon the semen is soés
cured from a Zonor (AID). When spormatozca of the husband arc confuseéd
or combined with a conor's seminal plasma (for Zroatcr sperm motility)
the procedure is still called aIH. There is also AIHD or Cnl (combined
Art. Ins.) whon ths hugband's and donor's spermatozoa arc combineg -
this is done more for cmotional than blologlcal rzascns.

The common conditions underlying the olection of ong Or |-
other types of AL include impotency or storility of the husband, goni-
tal debility or malformation in either spouss, dyspareunia (iec.diffi+
culty or paln in intercourse) genctic incompatibility (Rh factor)or }
herasditary dissasec.

REASONS PUT FORWARD: In the casc of AIH, the reason is that the couple
want to have & chlld of their.own, if they cang
Tn"the .cage of AID: it.provides aw.ztcoptable alsernative to ohilu.ais—
ness in cases of a husband's sterility; that it allows a coupls to have
a baby "at least half ours"; that it gives a wifc tho satisfactiocns of
matérnity; that pesoplc can choose the sort of child they want. |

MEANING OF. HUMAN PARENTHOOD: To arrive at a moral judgement of this
\ *complex isels it is good to agrae upon|
the meaning of human parcnthood. Human ssxuality is not mercly a
function of bodily mstabolism. Huwan beings both procreats ana rcpro+

duce, because through human coitlion two porsons wish both to gxpress

their. mutual love and at least in principle to particularize it through
angendering a third person. Porsons roproduce other unique, never-to+be
repeated persons. Persons incarnate thelir engsndering lovs. Thus the |

ssxual union of men and women is nsver a matter of sinmple reproduction
or recrsation; it is always an evidence, whaen it is authentiec, of a
loving relationship between them. RBabiés, now beings like thomezlves

4 : i
are procreated in thse midst of theilr love for each othor. ,
THE CASE FOR AIH : When one considers the loftiness of the parcntal|

11

vocation ag an essentialpart of marriage, and the
immense Jjoy of the spcuses who for years have deslired children and who,
through thils manipulatiorn, are able to recoive thelr cwn c¢hlld 1in anj
atmosphere of genuine lové, then AIH can be justiflicdVAS to the methoa
of obtaining the semen of the hugbanda (whether it be by aspiration from
he epididymus or testicles, or by asplration from tqa Vaglna.}mmgalqtu—
1y after coltiion, o by a‘cdryical spoon, or even by ‘masturbation')
none is morally wrong 1n principls. Voluntary ejaculatlon for justified
ilagnostic’ aims does not constituws masturbation nor does it induce any
rdrome of mastubatory attitudss. .

THE CABE FOR AID:, Justification for AIH cannot be unllaterally applisd
to AID. 4iIb .separates procreation from love in the
measure to which nelithsr donor nor receplent posits his or her act
within the sphore cf a low which unitss them, In AID each functions, |las
it wore, from "outside" the other, thereby putting asundsr'what Goa

God joined together" when he mads ilove procrsative. However, to speak
this way about. AID is not to label it asdultery, though it is thus con~
@ldered by many courts of law.

We shall now cenelder the . implications of AIL from
vardous points of view - medical, legal, social and philoscphical beflre
arriving at a moral judgement on ths justification or otherwise of AID.
(Incidentally, this discussion must show us how careful we mugt bz before
we pass moral judgements, ‘and that in taking a moral decisicn affscting
his patient or a medical pro€sdure, a doctor should not rely con his own
medical wisdom, but has nead to sesk insights from other specialtics.|)

-— ”‘/._.
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a) Medical implications: Several medaical conditions ars redquirsd in
the donor. (1) He should be in good health,
free from transmittable diseasss, venereal or otherwiss; (2) hs should
be studied from the point ¢f visw of herscity (malformation, psychoses
in forbears or colla%crals); (3) it is desirable that he should rossmble
husbané in phyeical and racial qualitiee; (4) if possible, his intsllect~-
ual and moral qualities should be superior or equal to that of husband.
A8 a purely medical procecure, AlDralses
sermous moral quastions. It is well known that AL rarely succceds the
first time, and that 1t is neesssary to repeat the operation over sev-
eral consecutive months. For this the sperm must be frozen and preserved.
Now, are the parents justifisd in exposing "thgir' child to unknown
hazards becauss of Qnssible genstic mutation® YWould abortion be the
Justificd 'next step', in case of a defective off epring? FULRTH3h, to
corisider AID as a step towards "progressive cugenics" is simplietic,
to say the least. It has bseén calculatsda that through raandom fertili-~
zation the ¢ is a possibility of 70 trillion genotypes of offspring,
which amounts to 2300 generations of the entlire present population of
the entire world (figures given by Bentley Glass,SCIINCE AND ETHICLL
VALUES quoted in ETHICS AND THZ NEW MIDICINE, by Harmon L. Smith, p 87).
Consider, further, that of the approximately 5060 defects that are sguspected
to be controlled by the genes, we have more or less effsctive teats for
fewer than 4 psrcent, and one wonusrs whether 4ID, purcly from the medi-
cal point of view, 18 golng to givs us superilor individuals of the sort
dreamsd of in A. Huxley's BRAVE NEW WORLD.

b) - Legad implications: In certain countriss, AID constitutes auaultsry,
and the offspring is considercd illegitimate .
Besides, many difficulties ariss in the matter of proeperty rights and
rights to succesgion. AID further gives risg to possible falsification
of certificates becausc of the sccPscy involved with rogara to the
anonymity of the donor stc.

¢) Social implicationsg: Several psycho-social conaitions must be ful-

_ filled in order to avola unplsasant conssgquen-
ces. The® ara: (1) The donor must rot know who tho ccuple ars. (ii) The
couple must not know who the donor is.(iil)No third party not bound by
the medical secret should be told about ths operation. (1v) Thars must
be a certainkty about the desp and psrsistent desira of the couple and
the stability of their home.

A number of qusstions ngturally arise. Wno
decides that the donor is the "ideal" man% On what doss he base his
judgemsent? Is.he.a man of superior moral qualities who for a sum oI
money calmly enter a coctor's cjaculate ssmen into a bcakert Who would
without a sense of responsibility bc a father to a child or children
whom hs would never scc now have a duty towards? Furthor, what of the
social dangers of marrying first-cousins without <nowing 1t%

d) Philosophical implications: Gabrisl Marcel, notsc Freiach philosopher
has characterised the whole procsdure of
AID by two words : grotesque and burlesque. another commentator has sug-
gestad the same when he says that we could cast a slur at an AID chila
by calling him a "eon of a test-tube". The fact is that AIL supporters:
(i)forget that AID is not a simpls opsration like a blood transtusion;
end forgets furthor that it has psychological cvortonss for the hus-
band. To ths husband. the child is a stepechild, a constant rcminder
of his own sterility. Theé AID child will have an oxtremc offcct on
the marriage itsslf by signifying achicvemsnt of mothorhood for the
wife and failure of fatherhood for the husband. ( In this conngction,
adoption is a far better solution.)
(ii) deny the valus of marriage as lovs particularized "In procreablons
The AID child is the fruit of a procegs not of lovs.
(1ii) base their reasoning on a falsc philosophy of life: "every man
has a right to be happy and therefore to do as hs pleasgas” .| The
view is somstimes put forward that every woman has a right to
maternal fulfillment. Why, it has been asked, no one whought of
the right of the husband to paternity, and sugg?sted W AN0NYIEU S
Logg and womb" donor Xmx tc receive his semen in casc his wife
is sterile?
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The point is8 that

1t be achieved outside the sharing, involvemont ond partlclpdtion of

ﬁh. 2

y definition, perscnal fulfullmemt can-
not be & private affair in Lﬁe CUJtuXt of love and marriage, nor can

the other. Thiough ldve and .marr1@ge a man ana g woman bscome husband

and Wlfb - and husband and wife * ru' 7utuu% love want not a ¢
but our oh1¢o. Paul Ramsov pute it as follouws: "lMen and women have

no unquallfl ed right to have childrca. It is simply not the business
of m“QlC&L prﬁctlou to .enable evory marriagc to producs a child by
any moans.'™ (OLr. LINACRE QUARTIEIY, 1971, p. 19)

T

Mur,uvcr in view of the population sxXploegion and a growi
aumber of hémaless and otherwisc disadvantaged cnildren, it is at lo
‘rgu$gl that AID is soclally irr:zsponsible znd that acoption, which
alleviates thc.neads of both childless couples anc parcntless childr

offsrs a prdf rabl altzrnative to 1uvolunt“rv childlessnssg. The ar
ment that -AI. le“s the wife the satisfac onu of matornity may be
countored by 'La.fﬂc. that f;cuwo*+J means mCL that breecing, znd

that the sericus throat to marital harmony and lovs causea uj the ra
cal auymmecry whe roov the wife hae achisved motherhood but the husba

nild

ng
ast

an,

AT gU-

di-
na

has falled #o achicve fatherhood, should woigh very hsavily against AID.

of
A MORAL JUDLGEMZENT: (The formul&tlor/th moral ‘jucgement ls chiefly 1

naW MEDICINE p. 83 ff.)For the presen$, and in view of (1) the way

have understood '‘sex and marriage, (2) what wo know about AI, and LD

soclal and psychological factors winlch imping upon this actlon, the
responsible (not to say the only) rosponse appsare to be a qualified
to AIH and .a qualified "no" to AID.

L It the case of/AIH, there is nc moral question of
adultery in:. asmuch as the unitive and procreativs dimengsions of huma
sexuelity are preserved. Moreover, a chila thus concelvod and born 1
gvery Bense truly ths fruit of the union between this husbanu ana wi
vho are parénts both biologically and personally. as for the morality
the methods. for securing the hus ;“v's gemen, noniz, not sven masturd

1s morally .wrong in p;laolple.

o R e howsver cannot be simllorly  jusbified. LIL
rates procre %tlan from iuve in the measure in which neither donor no
recep kent pWSltS his or her act within tha sphere of a love which un
the .EIJLS is inot to.-gay that AID is adultery in the conventional se
nur aven in tho gensa of carmal lust. But 1t is lust in the senss of

words of Harmon L. omith in his book ZTHICS AND THE
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Wy -gr covetousness that best characterlzes the @moral fallurs of AID, for

+6 18 'argusd that. & woman should nct bs Geprivec of the self-fulfill
o mat“rnlty Just because she loves and i1s marrisd to a man who happ
to be '‘sterlle. Further, parenthood is not a natural right and in the
light of ths population explosion and the growlng numbsr of homeless
children one can at least argue that AID is soclally irrespousible,
bocause adoption would satisfy the nceds of parseiiihood and parsatiles
¢hildren at the same time.
, rlnwlly, in visw of the fact that it 1s cstimat
that up to l%O 000 living wmericans owe tholr births to 4l (TIM%, 196
Feb. 25, p.48) and :thdt about 10POC pregnancias per year ars being
achleved throuzh uI,lony could go with the utiUC?Cﬂt qade by theau
l ewhere (p. 167) and in ancther context, that ~ medical sclence a
ahnology havs developed many possibllitles for which we have not
uevnlopud the athical wisdom and moral stamins necessary for exercil
humans ly rusnonglblb ‘control.’
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Tapics dealt with in the

present course of Medical Ethics

I. lgf“ffff”“ZY LECTURES :
1. TWhat is Medicel Ethics? (vs. medical etiquette)
Basic principles of Medical Ethics.
5. The Concept of Health - & total perspective.
3. Health carc priorities and social justice.
4. The Doctor —patient rclationship
~ medieal - - maibility to the
indiviadnai end connunity. |
_ the docter vis-a-vis social 1egis#ation
— the medical secret.
II. PROBLENS CONNECTED WITH THE BEGINNING OF LIFE
5. Artificial Insecnination
6. Genotic engineering
Te Abortion
II1. PROBLENS CCNNRCTED WITH STXUALITY AD MAREIAGE
8. Meanirg of hunan gexuality
9. Contraception
a Motives and nmethods
_ b) Morality |
|
10. Abnormality sexuality (eege horosexuality)
11. Masturbation
12. Marriage counselling ( e.g. VD of patient and
obligations to partner; sterility; impotence)
1v. PHROBLEMS CONNZECTED WITH THE INTEGRITY OF THZ BODY AND
OF Tul rERSON.
13, Mutilitetion, sterilisation
14, PsycLoSurgery, psycho therapy, narcoanalysis and
hypnotisti.
15. Bxperimentation on hunsn beings
V. PROBLEMS CORNECTED %ITH THE END OF LiFE.
16. The wueaning of Death
17. Telling the truth to the patient
18. FProlongation of life and the problen of Euthanasia,
|
VI. SPECIAL SECTIOCH.
|
19. Alccholisn and drug addiction
20. Transpisntation ( Blecod trarsfusion & haemodialySiS)
B T ke |
ol ot
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Py o e from THE DOCTOR AND THE-SOUL by Dri Vikter Frankl,M«D.
W g factors characterize human existence as sucht man's spiritu-.

i 3 ality, his freedom, his Fesponsibility. Theigpiritual;ty pf man
1s a thing=in-itself. 1t cannot be explainmed by seemthing notg spiritual; it
- i8 irreducible; Freedom means freedom ih the face of three things: %) the
instinets; (2) inherited disposition; and (3) eavironment. Thus wnan 1is by
1o means merely a¥product of heredity and environment. ‘herq is a third
¢clement,; decision;*Man‘hltimately decides for himselfé Kespohsibility -to
his conscience and 1o God.s - % 4 e, "5 s % = -
" : If we present/man with a concept of man which 1s not true, we may .
well corrupt him. When we pregent .man as an automatonnof'reflexes, as aﬁigdgA
machine, as 3 bun®le of instincfs, as a pawn of drives and reactions, as -
‘mere ‘product of instinct, heredity and environment, we  feed the nihilism to
~ which ‘modern man 18, 1in any case, prone. (PP. xvilli - xxi passin

5 . - Being human is being nesponsible because it,is being frec.

- " The freedom of decision, so-called frgcdom 6t the Will, 18 for fhe
unbiased person a'matter of' éourse; he has d4n inmediate exXpericnce of himself
%8 free.. The person who Sericusly doubts freddom of the will aust either be "
hgpelessly prejudiced by a,deterministig‘philqaophy or suffering. from s para~ |

, hoid gchizophrenia, in whieh cage he cxperienccs His will as having been .,
““made! wnfres, .. . T be human means not only to#be difierent; but also to be
abke’ to ' becoms different, that 1s, " té chinge. (p. 77-78) Jaspers calls the
ying of man a "deeiding" baing,'nog somsthing that simply "ig" but’ something
- i écldes "what 1t 487..The méaning of concepts like thoge of merif;-
‘and guilt gtands "and Talls on ocur belief in man's true capacity for dot siuply
accepting as fate@rlimitations the constraints imposea by race, class or L
character; on his'capaCity for geéing then lnstead ‘as chgllenges bidding hiam
him: ghapé-hig destiny ‘andrlife. (p**2%) y . ‘ : ‘ .

B . To ask the méaning of 1ife in general termsvis to pPut the question
Falsaly bacause it referg vaguely to “life" and noﬁ'conorately to "each"pep-
son's own" existemee. We Must.give the question of the~meaning_of:life‘an_'
Crntirely new twisth. Bo 'wit:" Bt 18 1ifg 1tself that gfks questions of man. in -
the last resort, P2 should. not . ask "Mhat ig the neaning of my 1ire?" byt S
should realise that he hinsglf ig being questioned, Life ig butting«its_ '
problems to-hin, and-dt ig up to hin to reéspond to thdss qusstions by being
resSponsible; he can'enly aswer to by answering for hig 1ifeg. { p. 61 & Xve g

4. Life 18 a task. Thé tagk o mapn has to accorplish in 1ife. 48 at
botton always present and in principle is always within the man'sg

PRWBrs..eThe individual must comnprehend his_respohsibilityato accomnplish
£ Yh of hig tasks,:The nore he grasps the tdsk guallity of life, utHe more
Loaningful his lifeswill appear t% him. While the Ran“who 1s not consciougd -
of his responsibilkity 8imply takes life as g given fact, existential analysis
teaches people to.ses life-as an asslgnmént,. But the follwong addendum mu gt
:be mzde: lhere sre people 'who go g step- further, who, as it were, experience |
life in‘a further dinension. They also sxperidnce ‘the authority from Rdcl . °
the task comas. They. experience the taskmaster who hae a88lgmed the task to
them. In our opinron we have hera an essential‘charadteristic of the 'réligious
mans he is-a rian wheé interprets his existence not only in tenms of being o
hesponsible.ggg fulfiliing his iife tasks, but also as being rgﬁﬁﬁﬁﬁ%gﬁf to
the tasknastone €D 58-59§ The rcligiQUS'man“differs from the A r dLig oé% :
nan. anly by GxXperliomcinghis existemec not simply as- a task, but as & mission.
Thie aeans that he.is%sloo awarse of ithe taskmaster, the source.of his wission.
For-thousands of JCars that source'has been Called Godw.s, religion provides
Sz with .o spirdtual anchor, with a fgeding of Sécurity such as he can. find-
nowhere alée. (p. 'xv 9 o ' . :

] . gk ; :
5. CONCLUSION : " .Whoever has a reason for living endures slmost any mode

' P @f"life.”(Nietzschc)‘ But if a person should ocbjeet thag
hé does not know the nsaning of Jlife, that the unique potentialities of ' his
existence are not apparent to-him, then we can reply that his‘primary~g&gk
1s just thig: to find ‘hig way ‘to his own Bropor task, - to advanceﬂﬁowards the
uniqueness ang singularity of his cwn meaning 1w life. As for this natter
of each man'sg innerepotentialities'- in other worcs; how a wman is to 8S .
about legrning what he ought 49 be from what he ig - there ds no better
answer than that given by Goethe: " How can we learn to know ourselvsa?:
Naover by reflcction, but by aetlon. TryAto~dp_youn duty and. you will soon
find out what you-are, .But what g youl duty? e demands 47 each day." (p.s6)

' : TEILEAE I e gh 3650 :
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FALLOU BY i) BUlan0E = TWO BRANCHES OF KNOWLEDGE |

Loes sclence have all the answers? Can science glve al£ the ans-~

WErs to the problems that s man faces, or to ths questions he is'constantly
put@ing tQ nimself? As persons committed to the gelentiifie outloék Tehis
w004 to place it in its Proper perspective, and be conscious of %té limits. -

96363698 '

s AnY morgl judme@ent implies knowledee of facts (scientific Kﬂowleamu)
ana an insight into valuecs ta_philosophioc intuition).

|

To know his duty, a doctor evidently needs knowledge of| facts.
He needs to know what is the matter with the patient ("what is going on
there"), how his condition can be influenced, improved. In order to know
wnat is right and wrang, he even needs to know what consequences his action
may nave fqr others; for the medical profession, for socliety,etc. Lo form
2 moral judgement, the doctor nceds information that only science can &ive.

However, <ven the most complete scientific study of all the facte
that are relevant to ths case leaves the ethical question stlill unanswered.
The sciences, in describing facts, tell us about the possibilities open to
man. 2 moral judgement, howsever, deals with the duty of man. It deals with
the question as to whether man has any definite task in this world of pos=-
Silbilities. I8 thers anything to be done, to be realised in this world as
aescribed by the scientist? Is there any purpose in man's being in| this
world? What is man 'meant' to be? Has existonce any meaning? What %s man?
Any moral judgement impliss an answer to these questions?

o M ¢ e I - - D b0 5 3 - ; o ‘ ,
2. The guestion of the neaning ol man is a buasic question today. It is the
baslic question of philosophy. ‘ ‘

A.. There are 'rhilosophers’ (positivists, upholders of sbiuatism)
who reject the very question itsslf. They believe that agking for tbo mean-
ing of life is itself "meaningless'. Far them, all real knowledge chn bo
reduced to science i.e. to emplrical, observational, knowledge. What goEs
48 philosophy, they say, is either camouflageda science, poer poetry, or just
plain nonsensc. Heénce, they have only a place for science, and sciemce can
onlily speak of facte, of pogsibilities, cf 'usefulness®. (NOTE: One can
understand the cdilemma with which they are.faced. Thus, Bertrand Rugsell
admitted that he had never been able to resolve the problem of how qo in-
tegrate into his philosophy the great moral sentiments which he felt.)

B. Othsr ophiloscphers ( the Existentialists ) recognise the
neaningfulness of tne question. They believe in philosophy. Science and
philosophy, they realise, are two daifferent ways of approaching reality.

Though phllosophy and science are both efforts to know and under-
gtand the world in which w¢ find oursclves, the philosophical approach

thod, attitude) differs basically from the scientific apprcach. |

Science 1s observational. The scientist deals with cbservable
~acts concerning man and the world in which he lives. His approach ig that
of the onlookor, the observer. In describing the'nature of things' he
actually describes what he 'finds to bs the cass', 'what is happening there',
'what may be sxpected to happen in this or that sitgation'.

Philosophy is roflective. It is man's reflection on his owi
being, bhis beiny conscious - free, his being in the world, his being
others. His reflection is a ssarch for the meaning of human existence|, for
the true nature of man, for the values tu be reallsed in man's actions'
and attltuces. His question ls not: what is going on there? _how explgln
thoese facts? BUT: what doces it mean to exist through and in these facts?
What is man? What does it mean 'to be human'? What does it mean 'to b§'.

WO SCHOOLS OF EXISTENTIALISTS: . -
2) Questioning the mcaning of life, some sxistentialists (Bartre) conclude

that life has no meaning. Though there is nuch that can bc done, ppere
18 nothing that should be done. Qur being fres has.po purpose, no meaning.
‘'Living meaningfully' can only mean: to live according to what you are,
that is:frea! ( "Remain free", " emercise your freedon, redeemed fropiyha
slavery of established traditicas and convictions,_rejuctlgg phe hasxg
society holds out to you." ). To them 'living.mcanlngfully means: beimg
oneself. sny committment should be a free choice. @ Cne can unaerstand
why life is meaningless, an absurdity - because this }11@, sogluty, la S,
God, impoase g0 many curbs on our freedom i.e the absolute fresdom the
exXistentialist dreams of.) ‘ ol $ ' My
b) Other existentialists recognise that lifs k&sﬁa meaning . Man S be; g
free 1s meaningful. There 1is something to be done. *here is a task

which makes 'being-free' mesningful. _
QUESTIONS: Can science answer the funcamental questions on man, hig naﬁure,

the meaning of life, God, creation, desgtiny? Can we eXpeoct 1t to%
|



MEDIT AT ION
FOR THE MINISTRY OF HEALING
FROM THE PARABLE OF THE GOOD SAMARITAN

'A man was going down from Jerusalem to Jericho and he fell among robbers,
who stripped him and beat him, and departed, leaving him half dead...' j

Let us Pray:

For all who stert the day in health but end it in pain,
Hear us, O Lord,

For all who suffer injury at the hands of others,
Hesr us, O Lord.

For all who reveal their sickness by placing materlal things before human
values or moral principles, -
Hear us, O Lord,

For all whe reveal their sickness by being insensitive to the pain and
distress of othors,
Hear us, O Lord.,

4nd for all who reveai their sickness by brutality and greed, ,
Hear us, O Lord.

'Now by chance a priest was going down the road; and when he saw him hE
passed by on the other side, So likewise a Levite, when he came to the
place and saw him, passed by on the other side,!

Let us pray:

For all whose lives are dominated by hypocrisy or ignorance,
We pray, Good Lord,

For those who practise their plety only before men to be secen by them,
We pray good Lord.

For those who say 'Lord, Lord'! but do not the will of the Father in
heaven ‘ ; ‘

We pray, good Lord.

For those who are in need but are neglected because they have no voice
to cry for help,

We pray, good Lord,

For those who are in need but are neglected because those who can help
avoid responsibility,

We pray, good Lord.
'But a Samaritan, as he journeyed, came to where he was, and when he
sew him, he had compassion, and went to him...!

Let us pray:
That we may be blind to race or caste,
Open our minds, O Lord of Truth,

That we may be led to those in need,
We ask your guidence, O Lord, Good Shepherd.

That we may see the needy, wherever they are, ‘
Give us eyes, 0 Lord our light,

That we may have compassion, | A
Live in our hearts, O Lord our life, \

That we may go to those who need us,
Order our footsteps, O Lord our way.

'And bound up his wounds, pouring on o0il and wine, then he set him on |
his own beast, and brought him to an inn and took care of him.-ss!




1. FRAYER OF_A DOCTQR [

Thy eternal providence has chosen me
to guerd the life and health of thy creatures.
May the love of my art inspire me always.

Do not let my spirit be confused by greed or thirst for fame
and distinction, 1
For they are the enemies of truth =nd of love.

They might easily divert me from my great purpose:
to look after thy cregtures.

Let me always in the sufferer see the man, LL

Give me strength, time, and energy
to improve and extend my knowledge.

The field of science is great,
but we do not know the limits of human reason;
it penetrates further and further,
today it discovers many errors in what I yesterday
thought I knew,
and my knowledge of today may tomorrow appear to be
full of defects.
God, thou hast chosen me
to guard the life and death of thy creatures.
Here I am, ready to follow my wvocation.

2. PRAYFR OF A TEACHFR:

Lord God, merciful and patient, grant us grace, we beseech
thee,
ever to teach in a teachable spirit, Ve
learning along with those we teach,
and learning from them whenever thou so pleasest.
Word of God, speak to us, speak by us, what thou wilt.
Wisdom of God, instruct us, instruct by us, if and whom
thou wilt,
Eternal truth, reveal thyself to us,reveal thyself by us,
in whatsoever measure tho w11t,
that we and they may all be taught of God.




Let us pray:

For understanding and skills which are useful for healing, and for
those who employ them,

Receive our Thanks, O Lord, Great Physician.

For medicines and salves and drugs, and those who develop and
prescribe themn,

Receive our thanks, O Lord, Great Physician.

For beasts and carts, for petrol(gasoline) and ambulances, for
stretchers and bearers, for drivers and attendants,

Receive our thanks, O Lord, Great Physician.

For homes and hostels, clinics and hospitals, rest houses and
shelters of any kind, and for those who welcome strangers in
their midst.

Receive our Thanks, O lord, Great Physician, |

For those who attend the sick with loving care, nurses and aides,
orderlies and therapists, housekeepers and cooks, physicians and
all other healers,

Receive our thanks, O Lord Great Physician. ’

'Aind the next day he took out two denarii and gave them to the innkeeper,
saying, "Take care of him, and whatever more you spend, I will repay you
when I come back!® !

Let us pray:

For all who are concerned for the welfare of others,
We praise Your Neme, O God for we can love only because You
first loved us.

For all who support the work of the ministry of heeling and care
throughout the world, through the Churches, through the government,
through volunteer groups...

We praise your Name, O God giver of every good and perfect gift.
For all who administer the gifts of others as good managers of your
work,

We praise your Neme, O Lord, who is the same Yesterday, today,
and forever.

For the sbility to see, to serve and to share, and thus to become
neighbour to those who are in need,

We praise your Neme, O Lord, Who not only has commended, but
has enabled us to 'go and d» likewise!.
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l. MAN IS FREZDOM: Man is a ccnscilous-free-being ("has intellect an%‘will).
1 : 'Consciousness' refers to man's ability to Teoogﬂise'
- _1aent1fy - what he pcrcgivos (Abasis of scilence) and to &reflect'jon his
being-in -the-world-with-others ( basis of philosophy ). ‘

\

Consciousness implies frecdom. f

5 \

When you become conscious of your being here in the
classroom, togsther with others you somehow 'distantiate' yourself from all
this; you find it all 'before you'. In 'sbepping back' you 'free yourself'
from this world to which you belong; you "transcend the world of factsg'; you
become 'free'.

This 'becoming free' (from the class, yourself, the others

impkies the ability to 'take a stand' with regard to this 'world—beroie~you',
that is, the ability to-'respond' toc accept or reject, to act (to admire a -
dress, to hate or love a-psrson,-tc open or close a book)e.

This'being-conscious-free' constitutes the essen%e of
man: Man is fresdom.

Freedom does not mean:

i {
a) freedom from physical force¢ ( even in a concentration camp, man can remain
truly human i.e. free ). , Ly s

b) freedom from moral obligation a coctor doilng what he knows to be his auty

remains truly human, i.e. free ).

¢) that you cculd have done scmething else too ( the mother rescuing| her
child from fire ig tryly human, l.e. free in her action, Even
though ®he could not have acted otherwise. )

If you would say 'I'll love you for two weeks'; you
cither talk nonsenge or you speak of something else than true love. The moment
you become deeply aware of the other, of his needs (e.g. like Yhrist did )
you cannot but respond to the other, tc his needs. Still, this loving ccncern
remains truly human, i&. truly free. |
2+ MAN IS'INCAENATE'FREEDOM: Wse exercise cur frecdom necessarily athhis or
that person ( man, woman, teenager, talented
etc. ) in this or that situation ( in Bangalore,l1l970, stucdying at the |[College,
stc. )« We can change our dituation; we esannot act inuepencentl¥ of it. We
can change; but we cannot act outside history'. Our freedom is 'incarnate':
it is the freedom of this particular creature in this particular setting..

At every mément of cur lives we are What we ha&e be -
ccme'; somsonse who can be described, identified, recognised. (And we |want to
po amecepted ag what we are; nct merely as something abstract:,'fellow-men'.,
At the same TIme, however, we rightly re¢fuse to be laentirled’, ‘clasgsified
18 'that fellow' ( consider the painful experience.of someone.who 1s|caught .
peeping throuzh a zey-hole, in the eyes of others, he is reduced to a "pesp-
‘nz-tom".) We want to be accepted as persons, that is, as one 'who is free';
with an open horizon of possibilities; who 1s able to free himself ?ven from
himegelf; able to be ever new.

Z, MAN'S DESTINY: LOVE AS THE REALISATION OF FREEDCM. |

i ‘ W

Man is not born to ‘have things'(only the one| who 1is !
a2 glave of his éesires will place his hope. on'having things'; a civillisation o
cominated by material things and by machlines leaves man unfulfilled)|s

Man is not born to 'become something' ( only [the slave
of his ambitions will place his hope on beling somsthing, S.g. a big,managar;
he will discover that just being thle or that 1s meaningless) .

Man is born to love, i1.6., to fres himgelf fﬁom the
tyranny of pride anc concuplscence la ths gncounter with the other Qman,ng);
in the acceptance of the othsr of which the smbrace 1s the expressign(having
place for the other which is not the same as 'having use for ths otﬁer' )

To bue truly human means: to be ‘'at-the-world) (recogni-
tion of the world as 'object for action') in 'being-with-the-other' (acceptance
of the other as person). It means: to become-of the true reallity ang to re-
spond in truth,free from distorting slavery of pride and concuplscence. It
means: to encounter the other; entering into an 'I-Thou' relationship;creating
the We' (in family, church,factory,etc.) puilding up the Kimgaom of |God:the
Xingdom of love; the true soclety of men.

4 THE EMERGENCE OF GOD. The uniysrse,wbio? flpqsuibs ful?ilﬁg@nﬁ n ganfo >
e Dy oy (Yrycl o ERLES 7 7 T ¢l & () 53 O C g 2 s & 0 e ¥ -—
b emr(Z?gf%u“é%ﬁtgiﬁ@%$%%%%i8£,§§12§1¢B§%8é62%)l?s égng%rﬁétgng an idol@——
"I+ ig impossible to seek God, to love God except through the medium of our
; L aaf M. T eannot reslise myeelf oxcept thru' this samp medium.”
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SYMPOSTUM ON MABTURBATTON AND HOMOSLZXUALITY - Wed. Apn.S,!72

A brief summary of the maln péints.

MASTUEBATION:

In adolescents: It 18 a normal manifestation of adolescence

- due to the adolescent's inability to resolve
factorily, the conflict 13/“H, gXpericnces

tho demands of the child and that of thc :Laul

atls-—
GGH

bzspcaks lack of control of thc cmotions & oilthc will.

In adults: - may be due to unusual conditlons (pericdic mastu
- sign offin-complscted adolssccncs (tinged with nar

rcecurrence in 2 durable fashion can -bc
(a) duo to intsllzctual wearnces (ecndlity,
atrophy, alcoholignm)

(b) a sign of schizophrcnic dissociation.
Effects: It is not the causc of physical or mcntal iliness,

indulgence in mastubatory activity only re-~inforcezs

- a sort of guilt boccauege thz act is not "

HOWEVEZR, masturbation 1ls an act of infantil; TareLgEh

gscxual immaturity, and 1s not altrulbtlce

be a manifcgtation of psycho-ncurotic imbalanec. A8 su

m

ation)
ro51sm
\

Go Lrorwl
|
|

but| it umay

%

imbalance. (Dr. Viktor Frankl epcaxe of a "mastubatory| hangover
goal-dir :

i

cth")

3
8, it

‘may makc intcipsrsonal PPlIthﬂuth, esp:cia%ly with

the spousc in marriage, difficult.
Trcatmecnt: Educatlon about truz mecanling of human scxuality.

Jaycation

of the will to sglf-control; ‘inculcating sclf-confldencc;

setting high idcalsg to brecak cgo-cchtricism.

«
Masgturbation ie not always a =in, but is always a
Doctor/counscllor should sllay cxccssive cuilt or
but should not condons it, much lcse rccommend it
R ST
HOMOSTXUALITY
1L Homoecxuality has many causcs and is of govsral tyl

A dlﬂflnctlon should bec made baotwocn

Homogcxuality: casgcs of long—stgnalug OVIrt &
with prefcrence for the same s;x.

isordaor.

Homophilia: marginal <rotic fricndship with a momber of tho

gamn scxX without indocecnt bchaviour..

N

« It lig not an Ilingss in the dtrict sensc, but & defeetliwoe Eunctioning

that calls for mcdical and othor hzlp.

3. Ethical homoscxuality, or homoecxuality by choicc, is sinfuﬁ.

Homoscxual porvorsion of the young is also coneidcerecd a crimec.

4. Trcatment: Theore 18 no REAL trcatment, but through sublimn

1tjion and

anagpnctic methods souwc casce of overt homos ‘xu¢H1Ly can
be rcduccd to a latcnt form. Lhis should be condidsroa

2  therapsutic sucecsgs.

- Unduc moralism -(and labelling a porson 'homosaxyal!)

can lead to furthor phobie anxicty. Doctor shou.
paticnt to find -moaning of human scxaality. Whi
cannot eneourags wnat is against the plluclp1te

morality, hs should acither obstruct the proce
hcalthy transgformation by unduly insisting on

=
of principlce.
e 3b R R4

a help

he 7/

of
;8 of
morallen
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&&19nghv e Bl ﬂhu&@ fiwld of medi ihs. SU*slv i1t will La
very profitable to all doct cors and students who *eaf it.)
by Dr.M.H . Pappwonth

(Penquln Bock')
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HULVAN GUINEA P

THE PROBELEM: For several 3_4Tq 2 few doctors in this country ancd in

AmalL«u have been trying to bring to the attantion of their

fellows a cluturblnm as poct of what have becoms commonc
i

r:
&3

practices in medical resea; hese ;‘actices ropﬁﬁ“n
experiments made Phlufly >0 hospita 1 pa énts, and t e aspect W%Lw'

dis: turbing is the ethical one, 1In fhalz zeal teo extend the fro

of medcal kruwicuqn many clinicians appear tempdérarily to have| 1o sighs
of the fact that the suh.jects ¢f their experiments are in sll chse ,
individuals with common *ldhuu, and in most cases sick pnoolc hepi to

Le cured. Ag a result it has become & common occurrence for the
ilnvestigator to take risks vt patients of which those patients are
ot "Llly aware, or net awsre at all, and to which ey would not
consent if they wers aware; to vukjecf them to mental and physical

distress whick is in no way necessit ab_ﬂ by,anc¢ Yas'nc connexion with,
the treatment of the dizease from which they are suffering;and in some
cases deliberately to ritard the recov very from the. disease so Hhat
inve Stlgutkuu of a particular condition can be extanded, (5,45 )

SUMMARY O VIEWS .f.'_-.s l‘xLL/'CAL,::ypERIPu_I:.n M 1)=;:

€

linic¢1 rrsqarch must co
on,tut the«. must be agan»L“”qu safeguards for thle p"lent .
t ,rewvnb such cafequards are vir:, istent.
2) The ; najority of +those engaged ir 5 sh act. with hv highest
moral 1nte3r1t,,~ut an @‘panuiﬂq m: L to unethicsl and pr obabi\
illegal practices 3) Unless the medical profession itself stepls the

unethical pluc:xcn of this minority, the pu%llb outcry will eventuslly
such as to cause cpposition to all clinical research (r. 18
$520n
S

O

"It behoves the medical profe to take the public inte 4ts onfidence,
The pzlmarv step ds to recognise that difficult moral problems -| indeed
the moral dilemma - do exist f~; which help anc gt-d nce can be sought
from @any saurces. In the end we have +o accept the fact that some limits
do. exist to the search for knowledge."(Prof.D.A. Freun - Lawyer) |(p.20)

WHAT CONSTITUTES A JUSTIVIABLE EXPERIMENT? "The science of experimental
medicine is Qomntnlnq new and sinister;for it is Pupdllb of destmoying
in our minds the old faith that we,the doctors,are the servents of the
patients whom we have undertaken to care Lwr,~n' In the minds of |the
patients,the complete trust that they can place their lives or the Lives

of their loved ones in our care."(Sir wWill iam H, )n~IVLe,curoeon)
" ‘he moral OUl’FJtl(n o perform all human -chllm‘ﬂ4J only aftpr gue

f
regard to the sen *111ty,wq1fn'¢ anG satety of the subject must hever
be v¢olatew."(ﬂ“.5.:.Ketuy) (pe21)

.

EY:EPLMEVTAALUN - in the loose and Strict sense:"Every act of a doctor
desicned sounci ity to relieve or cure = oiven patient is experic ientation
of an h511y Justifiable kind, The patient’'s placement of hlno~1f‘1n the
doctor's nands is ev1d nce of consent. The probiem becomes a knotty
one wnen the acts of the physician are directed not toward the ke
of the patiant present but towards patisnts in generzl.
requires the explicit consent of the informed ":tlhnc. it
more than thissit requires profound *huﬂhht énd considera
part of the 'hy,¢vi n,for tne comploxities ot m“‘lCIﬂF s . mé
cases 50 great it ic: rwrt reasonable to expoct thast the patient can be
adequately informed as to the full implic uCl”hL of what his consent MS4Ns .
His trust in the physician may lead him too easily to say ‘yec! . (Dr.Beecher)
"We should,I think,for present purpcses,regard ?Wy*hln( done *o fthe
patient thLn i8 not gvuurally accepted as being for his direct

D .

C'f'
e e
}), =
}_‘
r}‘

therapeutic benefit cr as cont rlxutln( to the df“QnOZlS of his dispase,
as constituting an e: Perlmwnu,?nc f21ling therefore within tnw scepe
of the tcrn'axnarlmanth medicine!. ((Prof. e cCanca~Prof.of ntl.Med, )
y 2
$ . l-‘—
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3 1 ) i1

o e woteadys Dyl &
: ‘ e 1 oe oL L £F RN
Lirssdaaiy s ksl One human being 1s 4n dictrese,in need,crying for
help;and another human being is concerned and wants to assist him. The
cry for help and the desirc to render it precipitate their relationship.
Theirs is tha relationship between two I's,like between two lovers,
friends,pupil and teacher. I have called such a relaticnship !she
mutlal okbligation of twe equals,t

PHYSICIAN-INVESTIGATOR ;" The physician-patient relationship of one who
performs experiments.of no immediate value to the person under o rvation
is impersonal and okjective because of the character of the research.
Experimentation is theonly basis on which they meet. But even thougl

he is the subject in the grammatical sense,he iz not theo subject in fhe
real personal sense. Every effort is made to depersonaliae him and

to eliminate every subjective factor, invoked by the drive fox
generalization and specialization, objectivity is the password throuch-
out.” (Dr.Guttentag) (p.24)

RISK TO THE PATIENT:With but few exceptions,all experiments are a VOV age
into the unknowr,and thus they must cerry some risk of the untoward happening.
The informed patient who accepts . thak risk ds gambling,but an important
feature of that camble is tha+t the patient has perscnally scmething 'to
gain if the oxperiment is direetly cencerned with the relicf of his
symptoms, But the position is entirely different if there is no
likelihood of the patient himself benetitting,:

Notice that .hat may appear relatively inmocous to the hardened experi-
mentor can produce =xtrems distress,incliding a goed deal-of fear,in a
ing subjected to something he does net understsna

patient whe is beinc
properly. Such distress,endured by the subjects of experiments,is rarely
recorded in madical publications and often appears to he of small concern
to the expsrimentors who have caused it. (E.g.Massive heemorraging
.caused by the accidental piercing of the spleen, kidney or liver,causiing
severe physical and mental distress +o the patient,may |

be mcorded as ¢

trivial accident immediately corrected by blood transfusion. ) (P.25-26)

Even a technique which can be employed safely in the hands of a skilled
expert should not be used for experimental purposes. E.g."Needle biopsy
of the liver should be regarded as potentially fatal. Five hundred
bicpsies may be performed without incident,only the five hundred and
first to be complicated by massive intraperitoneal haemerrage demanding
imrediate treatment. The patients must therefore be carefully selected
and a real indication for it must be present before a bLicpsy is performed.
(Dr.Sheilock,a noted medical researcher) But what is 1 freal indication®?
Can an experimaznt the possible findings of which can be of no possitle
use in the treatment of the patient be said to be based on a 'real -
indication!? This is the core of the matteor. : ‘

There is one further peint regarding risks and rich+ ne patient
anc¢ those of the doctor. Though not evoryone will agree, the view should
be hoard that even s willing and informed patient may.not be mor
Justified in accepting certain risks., It can be maintained that
everyone has a certain moral obligation not tc run undue risks wi-
own health or life. "Tha patient,thon,has no right to invelve his
Physical or psychic integrity in medical experiment or research when
they entail serious destruction,mutilation,wounds or perils,"{Pope
Pius XII,Sept.lQSZ,to International Medical Congress) (p.4l)

gre
THE PRINCIPLE OF MEDICAL MORALITY:Many experimerts arc defended by
those carrying them out on grounds that while admittedly of no help
o the patient or other person whe is the subject,the aim of such exper
ments,is ultimately tc help mankind. My contenticn is that 3k is
immoral %o perform experiments,especially dangerous ones,on unsuspecting
patients not suffering from the discase being lnvestigated,soclely in the
hope of making scientific discoveries. Stéience is not the ultimate good,
and the pursuit of new sciontific knowledge should not be allowed to +-ke
precedence over moral valucs where the two ars in conflict, The statement
which is notr uncommonly heard among research workers,'It would Le™
interesting to know', though natural and,doubtless,frequently true,is
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IN SEARCH OF A CHRISTIAN MEDICAL ETHOS |

By Fr. Denis G. PEREIRA

Chaplain, St. Johw's Medical College, Bangalore

T a time when codes seem outmoded and almost

inoperable, and ethics seems to be little more
than a convenient way of doing business, when
secularism is making inroads into faith, and religious
indifferentism is gnawing away at the entrails of reli-
gious fervour and practice, it is an awkward question to
ask : “Is there a Christian Medical Ethos?” But,
in an age of searching — inexorable, rigorous, incisive
and honest — this question must be asked by every
sincere Christian doctor, if he is to find meaning in his
Yeing both a doctor who is a Christian and a Christian
vho is a doctor.

About 20 years ago, at an international meeting of
Christian doctors at Tubingen, Germany, the question
was posed : “Is there a place for continuing to run
Christian hospitals ?*  Whereas some, among them
clergymen, challenged the propriety of having ‘Chris-
tian’ hospitals, the assembly came to quite the opposite
conclusion at the end of the meeting. The assembly
of Christian doctors felt that there are problems,
mysteries, perplexities connected with healing, living
and dying, to which secular medicine has no answers,
and upon which the Christian Gospel of the death and
resurrection of Christ does throw light.

Is not this the perennial question we keep posing to
ourselves : What difference does it make that one is
a Christian ? Does his Christian faith make him a
better, or different sort of, doctor than his non-Christian
colleagues, leaving aside their respective technical
competency or diagnostic skills? A christian doctor
must answer this question if he is to find the meaning
and relevance of his faith in his professional life, and
accept courageously and cheerfully the challenges that
an increasingly secular climate of opinion and attitude

vill inevitably pose to his Christian conscience.

When speaking of ‘difference,” we must beware not
to think in terms of ‘better’ or ‘worse’. The question,
as C. S. Lewis rightly suggests in his book MERE
CHRISTIANITY, is not whether being a Christian
makes you a better man than someone else who is not,
but, rather, whether being a Christian has made you
a better person than if you were not a Christian. To
use a commonplace medical analogy : to ask whether
Miss Buxom is healthier or not than Mr. Pehlvan
because she takes Multivits and he does not, is a mean-
ingless question. The real question is whether
Miss Buxom is healthier because of the Multivits than
she would be without them. Hence; we should be
asking ourselves whether the right understanding and
living of Christianity makes better persons of us or not.
In the same way, would it make a difference to the
doctor’s understanding of his role and mission in life
that he has accepted the challenge of the Gospel,
through a personal commitment to serve his ailing
neighbour after the example of Jesus Christ 7 Obvi-
ously, we are speaking not of the nominally Chris-
tian doctor but of one whose vision of Jesus, the
Great Physician, brings him to see his calling to be a
doctor as a mission ; of one who takes seriously such-
like sayings of Jesus to his disciples (among whom he
counts himself) : “You are the salt of the earth. ..
you are the light of the world.”” Such a doctor would
legitimately be expected to ask : ‘Is there a Christian
medical ethos ?’

We must now explain the word ethos. An ethos is
different from a medical code, or from medical ethics.
Whereas a medical code provides the framework for the
acceptable form of behaviour that would safeguard the
doctor, the profession and the rights of the patient ;
and medical ethics would represent the systematisation
of moral judgements involved in making medical
decisions ; an ethos is the value-system that influences
the formulation of both code and ethics. The ethos is
the way a man experiences, sees, and relates himself
to, the world and to his fellowmen—is his fellow-man
a thing, an object, to be manipulated and used for
self-aggrandisement ; or, a rival over whom he must
gain ascendancy, exercise confrol or wield power ; or,
a neighbour, his neighbour, one who makes an impe-
rious demand on his love and respect, one for whom
he must care in his need, and for whose benefit he must
strive to ameliorate the social and ecological conditions
of living ?

It seems obvious that in arriving at an ethos parti-
cular to his profession, the doctor should consider not
only the existing code, but also the convictions and
ethical behaviour of conscientious colleagues. But,
we may well ask, is this ‘medical ethos’ to be restricted
to a lowest common denominator of accepted values?
Can a doctor be satisfied with an ethos based on a
moral values (if one could truly speak of such), on
values determined by the utility-, or, efficiency-, or,
profil-, principles that so regulate a materialistic
society ? Can an “‘everybody-does-it” principle form
the basis of a justifiable medical ethos ? Is there not
room for a Christian medical ethos ?

DIMENSIONS OF A CHRISTIAN MEDICAL
ETHOS :

A Christian medical ethos must spring from the
Christian faith. It must spring from the understanding
the Christian doctor has of his vocation in the light of
his faith. A Christian physician who models himself
on Christ—whom Christian tradition has given the
singular title: The Great Physician — would
obviously have a set of values which he would not have,
were he bereft of this faith.

1. The Concept of healing :  To a great degree, the
formation of a Christian ethos would depend on whether
there is a Christian concept of healing. It is to be
noted that a very specific sign of the Kingdom of God,
mentioned in the Gospels, is the healing of the sick.
Even the forgiveness of sins is linked with the healing
process. ““Go, sin no more. Your faith has made you
whole” (where ‘wholeness’ refers to total well-being,
which is an adequate definition of health). Is it too
much of a surprise, then, to note that the ultimate
injustice is described, among others, in terms of refusal
of health-care : “I was ill and you did not come to
my help” (Mt. 25, 43) ? A Christian doctor through
his work of healing shares in the mission of Christ ;
he proclaims the Good News through his ministry of
healing, thus extending the frontiers of the Kingdom of
God, or, if one dislikes the triumphalistic overtones,
makes the kingdom more present among men. In
this ministry, he is God’s instrument, doing God’s
work of redemption. Both his personal life, then, and
his dedication to his healing function, must proclaim

I8

: R

ya Uk

J



70

the presence of God. Besides, he will accept the
obligation, before God, for the health of the individual
for his total health as a person, and, through him, for all
those who need his care. He is, in a word responsible
to God, and responsible jor his fellow-man’s health,
and is bound to provide the best ministration he can in
the situation.

This last phrase may sound like a pious cliché, but,
as a Christian, a physician must ask : ‘“Before God,
what is the best ministration in tkis situation ?”’ In
other words, can ‘one rest content with the status quo
of current medical practice and accept the ‘non-choice’
approach that characterizes so much of today’s medical
services? Is the Christian doctor — and, by extension,
the Christian medical institution and the Church(es)—
to view his medical mission as meaning ‘to provide the
best care to those who come to him,” or, must he go
further and assume responsibility for those, too, who
do not come because they are either ignorant, or can’t
afford the fees, but are in fact most in need of his care ?

Our Christian concern must determine the way we
fix our priorities. A pediatric Mission-hospital in
Africa had an excellent record of service and of care
provided to every child that was brought to it. At the
same time, during the 50 years of its existence, the
infant mortality rate in the area served by the hospital
remained at around 282 per thousand births. While
providing excellent care to the children, brought to the
hospital, its authorities had failed to provide basic,
life-saving care to the numerous children that were
dying of ‘neglect’ in the surrounding area. It’s excel-
lent doctors were too busy saving a few at the expense
of the many. In terms of costs, one could say that the
cost of saving one child on whom, say, the equivalent
of Rs. 500 was spent, whereas, if the same amount was
diverted towards providing even basic medical care,
ten children instead of one could have been saved,
was, i fact, Rs. 500 plus 9 deaths. We need specialised
hospitals and specialist doctors and excellent care ;
but we also need to think in terms of the greatest good
for the greatest number. It is a case, therefore, not of
“either-or” but of “both-and.”” Incidentally, in the
above mentioned case, the infant mortality rate was
brought down to 78 per 1,000, within five years, through
the action of a concerned pediatrician, newly arrived,
who requisitioned the services of 13-year old girls,
from the local mission school, to provide the basis of
health education and health care. (This is a line of
thought and action that GPs., with a large and com-
fortable practice, could fruitfully consider). We need
constantly to re-evaluate our concept of “‘service’” in
the light of the Christian imperative of “‘caring.”
Perhaps we would find plenty of which to be ashamed
in our “service.”

The Christian’s one guiding law is that of love, which
someone has paraphrased as meaning : “to care
enough about others as to want to do something about
it.” How does one “care enough’ in a Christian way
especially when we know that needs will always exceed
resources ? There are no ready answers, but we must
keep asking ourselves the question, often an agonising
one. One suggested criterion for helping us fix our
priorities is that of the “Poor.”” The “‘poor” are not
necessarily the poor in any simple economic sense, but
rather the neglected, the ignored, the rejected, the drop-
outs of society, those who are not cared for and to whose
care no prestige is attached. Where there is a pioneer-
ing need to do this, because nobody else will give
Aattention to it, then it is a Christian calling., As Chris-
itians our particular, though not exclusive, concern is
ito care for those who are not cared for ! FEach Chris-
stian doctor must listen for this specific call of God, in
-the secrecy of his heart, to such service within the
‘framework of existing situations.

Another aspect to this ‘service’ must be considered.
It is not always, nor only, a question of what a Christian
«doctor should do in terms of individual service. Prac-
tically speaking, much, in a developing country, has
to be undertaken by Governmental agencies. The
Christian responsibility of the doctor, then, would also
consist in exerting himself to bring pressure to bear on
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the right spots, and on responsible persons in public
office, to ensure that health-justice is provided for those
who, in his Christian conscience he feels, must be
cared for, and when such care can only be provided
by public agencies. To give an example : concern
for the rights of the unborn, in the face of liberal abor-
tion legislation, must make Christian doctors want to
do something about getting a different sort of social
legislation (that would, for instance remove social
stigmas like illegitimacy) passed, and about working
for the setting up of counselling services for distraught
women seeking abortion and Homes where, they may
be helped to have their babies with dignity and without
“fears.”’

The Christian vision of man, as it is worked out in
the community of believers, must further influence the
development of a Christian doctor’s ethos. This
understanding of man will bring special light to bear on
some problem-situations, such as those which come up
in genetics and human reproduction, medical experi-
mentation and the dying-event. Further, it will affect
one’s dealings with one’s patient, and the respect due
to him coupled with the obligation of not taking ad-
vantage of his helplessness to feed one’s greed. 1t will
determine the nature of the medical secret, the obliga-
tion to respect the conscience of the patient, and his
right to know the truth about his illness.

9. Other dimensions : One could bring within the
scope of his Christian ethos the doctor’s obligatior
to, and relationships with, his colleagues, especially
the junior doctors who have to set themselves up. Too
many doctors enter into a rat-race for patients, and
bigger practice, at all costs! Not merely professional
decency, but effective charity — really caring enough
for one’s colleagues, and their welfare, as to want to do
something about it — should determine right rela-
tionships. Is ‘“group practice’ a Christian answer ?
Or, entrusting part of one’s burgeoning practice to a
junior colleague? FEach Christian doctor must find
his Christian answer to the demands of love in his own
life situation.

Still another dimension is the Christian doctor’s
relationship with his own family. His absorption in
his work, whatever the motive he professes, may make
him not care enough for those for whom he is obliged
to care. Further, living as he does in an under-
developed country, the Indian Christian doctor canrot
absolve himself of the obligation of thinking in terms of
the needs of the country and the community, in fixing
whether he is going to specialise or be a G.P., whether
he will practise in the town or in the mofussil, whether
he will serve in the country or go abroad (to get job
satisfaction, or to ensure the security of himself and hi.
family).  This is an ethical decision from which the
doctor cannot escape, for, in fixing his “priority,” he
is determining the measure and quality of his service
and charity. To be, in India, an U.S.-qualified
neurosurgeon, may mean that one restricts one’s service
to a microscopic minority, composed in the main part
of those who live in the larger metropolitan centres,
and who can afford the fees. Of course, the country
needs specialists — but the decision to be a specialist,
or not, must be taken in accordance with his Christian
vision of the demands of love in his life-situation.

Finally, his Christian ethos must make him care
enough for himself, giving himself the time to relax
and to pray, to build up the resources of his faith, so
that the frustrations of growing in age may not make
him a cause of ennui to others.

Conclusion : The Christian doctor, indeed, must
keep searching for a “specifically Christian medical
ethos.  His, faith, which he must ever strive to keep
alive, must make him view his task not merely as a
profession but as a calling, a mission, 7.e., a ‘being sent
forth’ to carry out, in its total sense, the healing work
of Jesus. While loyally giving ear to the teachings of
the Church’s Magisterium, he must remember that he
too is a partner in listening, and active sharing, in the
process involved in making moral decisions relative to
complex medico-ethical problems. He must be pre-
pared to, and, in fact, conscientiously ask, the daring,
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if upsetting, question : “What more does God expect
from me?”” “Am I really caring enough so as to fix the
right priorities according to the mind of Christ whose
minister of healing I am, and to the promotion of whose
kingdom I must dedicate myself?”” Many questions
are unanswerable, or are not immediately answerable.
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That is the risk involved in the search ! But the search,
in Christian tension, must go on and the Christian
doctor must be prepared to act according to his Christian
insights. A medical ethos based on such Christian
Searching will certainly make a difference—hopefully,
for the better !

THE

FAMILY DOCTOR

(An EuLocy)
By Dr. FrEp NORONHA

T is perhaps no exaggeration to say that no greater

honour, responsibility or obligation can fall to the
lot of a medical practitioner than to become a Family
Doctor. For such an assignment, he needs not only
the scientific skills of his profession, but also human
understanding, courage, wisdom born of experience and
emotional maturity if he is to provide this unique service
to his fellow-men. The Family Doctor is not a mere
healer of disease, he is also a friend, confidante and
counsellor to the family he treats. He is, in fact, a
privileged person. In his traditional role, he not only
endeavours to prevent and cure disease, whether of
body or of mind, but also enters into a more personal
relationship with every member of the family. To
him. each of them is a person and, he attempts not only
to consider the physical and psychological problems of
his patients, but also to view each of them in his correct

erspective in relation to his environment, occupation,
social milieu and genetic constitution, all of which may
have a bearing on the health of his patient and, through
him, on the health of his family. He gives them intelli-
gent and humane care with tact, sympathy and under-
standing. For him, the patient is not a mere collection
of interesting signs and symptoms arising from dis-
ordered function, diseased organs or distorted emotions,
but a complete person, made up of body, _mmd and
soul. He really cares for his patients ; a misanthrope
could never be a good Family Doctor even though he
might be a brilliant diagnostician.

A dedicated Family Doctor brings to the ailing patient
and his anxious family a feeling of confidence and
security. Illness often creates problems for the patient
and members of his family such as, interruption of daily
domestic or occupational activities, financial embarrass-
ment, fear, anxiety or depression. Moreovcr, 1}lness
sometimes profoundly alters personality or constitutes
a threat not only to the patient’s bodily integrity, but
also to his status in society. A person in such situations
often seeks the help of another on whom he can rely
as a trustworthy friend. The Family Doctor fulfils

he need admirably.

The Family Doctor’s grasp of the‘patient’s personality,
background, hereditary traits, environment €tc.., places
him in the unique position of being able to know his
patient in his totality, a fact which enables him to
evaluate symptoms more accurately and intelligently,
and often to diagnose an illness early. An early diag-
nosis generally implies less suffering, speedier cure and
less expense to the patient.

Strange are the psychological attitudes which some
patients adopt when ill. Some appear to take a secret
delight in illness and resent anything that threatens
their invalidism ; others refuse to face facts or bc':lhtt.le
their symptoms ; others again, try to adjust their dis-
torted personalities to the environment by one or other
of those devices known to psychologists as “‘mental
mechanisms,” and so on. These phenomena are not
susceptible of solution by the use of precise scientific
methods, but require profound experience of human
nature, and some degree of maturity to probe beyond
surface motivation and behaviour, see accurately and
deeply the problems of another human being and tackle
them satisfactorily.

One often hears of tragedy stalking unnoticed, in
certain families, merely because its roots were not
detected early enough or not at all. The Family
Doctor has a grave responsibility in such situations.
Fitted for the task by training and practical experience
as well as his intimate association with the members of

the family he treats, he often can and does detect the
presence of an unwholesome environment or unhealthy
trait or attitude on the part of one or other member of
the family. It is not uncommon for an alert Family
Doctor to avert or nip in the bud, by his timely inter-
vention, an abnormal situation. Many a conscien-
tious Family Doctor has saved an emotionally insecure
child from future tragedy, effectively diverted a flounde-
ring adolescent from the path of delinquency, success-
fully advised against a hazardous marriage, averted
suicide in a depressive, restored an alcoholic to sobriety,
helped an elderly patient to lead a happier life despite
his disabilities and performed a hundred and one in-
tangible services which his unique relationship with
the family made possible.

The Family Doctor is often faced with the sadder
aspects of medical practice. Few problems are more
distressing than those presented by the patient with an
incurable or fatal disease. With tact, and deep under-
standing of human nature, the Family Doctor knows
when, what and how much to say about the illness,
to his doomed patient. The dedicated Doctor has
often succeeded in bringing warmth and cheer to the
patient and his family in such situations. He has to
draw heavily on his humanity, mature judgment and
intuitive talent on such occasions and be careful to avoid
unnecessary psychic trauma both in the patient as well
as in his relations by avoiding words and actions which
are potentially introgenic. An indiscreet remark, a
solemn bedside conference or an ominous frown For
Examples could each of them cause untold harm to
his anxious patient of his relatives. Yet he, owes a duty
to his patient to encourage him to prepare himself for
death both in the material as well as in the spiritual
plane. When death occurs, there are the survivors stric-
ken with grief who also need his attention. Often, he
need not do or say much in such a situation, His mere
presence and a few consoling words may help lighten
their sorrow and feelings of helplessness.

The essential difference between the family Doctor
and his other colleagues lies in the former’s professional
attachment to the family he treats . He is above all,
a personal physician to the members of the house-holds,
and his service is personalized. From this relationship
there flows a two-way traffic between the Family, and
the doctor. Genuine affection, mutual respect, loyalty,
confidence and trustin the doctor on the one hand, and
concern, sympathy, professional integrity on the other.
Such is the foundation on which a most fruitful doctor-
patient relationship thrives.

Some people, unaccustomed to the ministrations of a
Family Doctor, might conclude that such an entity does
not exist save as a figment of one’s imagination. The
fact is that changing patterns of society and a variety
of other circumstances are creating an atmosphere in
which the Family Doctor can no longer function qua
Family Doctor and may soon face extinction. On the
other hand, since no other system of medical care can
fully and satisfactorily replace this unique institution
it seems reasonable to expect a resurgence of the Family
Doctor in future albeit in a new garb. The family
Doctor of the future will, like his predecessor be a non-
specialist and very human General Practitioner who will
care for his patients and not merely treat them. He
will of necessity, be equipped with superior training and
knowledge, and adapt himself to an entirely new pattern
of society. He will steer clear of all those influences
which tend to turn him into a superb technician fit only
for the practice of a soulless medicine and preserve the
truly humane character of his noble profession.
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GUILD NEWS

Our column ‘Guild News’ was held over for want of
space in the past three issues. A brief account of some
of our activities during the last quarter is given here:—

Annual Mass

The annual Thanksgiving Mass to cclebrate the feast
of St. Luke was held at the St. Xavier’s Coollege Chapel
on Sunday, 17th, October. The Rt. Rev. Dr. Simon
Pimenta, Auxiliary Bishop of Bombay was the celebrant
and preached a very impressive homily. The frater-
nal repast followed at the college cafeteria. Welcom-
ing Bishop Pimenta, Dr. A. C. Duarte-Monteiro, our
President said that in keeping with the past tradition
the Guild took the first opportunity to invite every
new Auxiliary—representative of our Patron—as Chief
Guest. His Lordship then spoke in glowing terms of
the good work Bombay Catholic doctors were doing; he
said he was happy to be admidst them and offer
prayers for the living and the deceased members at the
Thanksgiving Mass. Dr. C. J. Vas, Hon. Secretary
proposed the vote of thanks.

Biennial Meeting

After breakfast, Members assembled at the College
Council room. The retiring President was in the Chair.
The Biennial report printed for the occasion reviewed
the activities of the Guild for the two years April 1969
to March 1971. The audited Statement of Accounts,
as well as the Report were duly approved and adopted.
At the elections that followed, following Members cons-
tituted the new Executive Committee :—

Dr. Juliet De Sa Souza, and Dr. Eustace J.
De Souza were elected President and Vice-President
respectively; Drs. C. J. Vas, (Mrs.) F. de Gouvea Pinto,
(Mrs.) J. N. F. Mathias and Terence Fonseca, were
re-clected while Drs. Olaf Dias, Miss Charlotte de
Quadros, Miss A.C.. Duarte-Monteiro, and F. Pinto de
Menezes were elected as new Members. Messrs. C. N.
de Sa & Co. were re-appointed auditors, Dr. A. C.
Duarte-Monteiro thereafter thanked the retiring com-
mittee for their assistance, and dedicated service
rendered during the two'years that elapsed. He recal-
led that he was President for four years, and he felt
happy to hand over the Guild to his successor in a very
good shape, judging from the activities undertaken,
financial stability, solidarity as also relationship with
the Junior Guild. He then vacated the Chair in favour
of the new President Dr. Juliet De Sa Souza, who thank-
ed all members for electing her unanimously, and as-
sured them that she would maintain the high tradtions
established by her predecessors. She referred to the
dedicated service rendered by Dr. Duarte-Monteiro
who gave a fresh life, full of vigour and colour to St.
Luke’s Guild. The meeting terminated with a prayer
and vote of thanks to the Chairs.

Cardinal Gracias and Dr. Menino de Souza
Felicitated

A special function—Tea-party—was held in the
Junior Gymnasium Hall, St. Mary’s High School
Mazagon to  felicitate our Patron, His Emi-
nence, Valerian Cardinal Gracias, on his Episcopal
Silver Jubilee, an also Dr. Menino De Souza on his
being the recipient of Papal Knighthood. This
function was fixed for the 23rd October last, the 71st
birthday of His Eminence. Unfortunately he was not
in town, as he had to attend all Sessions at the Synod
of Bishops from 30th September to 6th November.
On his return after five weeks he was caught—to put
it in his words—‘in the stream of deep anxiety for the
future,”” The Indo-Pak conflict and circumstances that
followed. Despite the fact that, 2nd of January hap-
paned to be a day when there were several other func-
tions in the city, St. Luke’s Medical fraternity mustered
quite a good strength with their families and children,
in the nature of a large Family Gathering. The Presi-
dent Dr. Juliet De Sa Souza, gave expression of the
feelings of joy of Members, and offered felicitations on
behalf of the Guild to the Cardinal and chevalier
De Souza. She referred to our Patron’s keen interest
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and association with the activities of the Guild. She
also referred to dedicated work of Dr. Menino De
Souza in several spheres, civic, academic socio-cultural,
and political, particularly in “fund-raising” for several
charitable and educational causes. His Eminence, in a
very eloquent reply, thanked the Guild for their| greet-
ings, and good wishes. Tracing his associations with
the Guild from 1938, he congratulated the Members
for maintaining a high standard which was due inlarge
measure to the Presidents and the Committees. He
said he was particularly happy to read the Guild
Bulletin regularly since 1949 ; Stressing that the bul-
letin was indeed ‘an accomplishment,” he exhorted
members to see that it appeared uninterruptedly. Dr.
Menino thanked the President and Members of the
Guild for their felicitations and good wishes. He said
he followed very keenly the activities of the Guild and
congratulated the Committee for the progress they
had made in recent years. He said Dr. Duarte-Mon-
teiro, who was Guild President for four long vyears
was greatly responsible to give it a ‘new look’ and a
“good shape.” Dr. C. J. Vas, the Secretary then pro-
posed a vote of thanks.

The function—punctuated by recorded music re-
freshments, and variety of games for young and old—
proved to be quite an enjoyable one due primarily to
the efforts of the office-bearers, and assistance, of
Drs. Terence Fonseca, Miss Carole Duarte-Monteiro,
Denzyl  Duarte-Monteiro, and young Fonseca
This may henceforth turn out to be a regular featur
of the Guild, to enable members with their families
meet at a gel-lo-gether during X’mas Season, and orga-
nise sports, games, or X’mas-tree for children.

FIFTH ASIAN CONGRESS FOR CATHOLIC
DOCTORS
(Bangkok—1972)

The Fifth Asian Congress of Catholic Doctors will
take place in Bangkok, early in December this year.
I't will be recalled that on the occasion of the IV Asian
Congress held in October 1968, the assembly had
unanimously authorised the Catholic Physicians Guild
of Thailand to organise and play host for the V Asian
Congress.

An unique feature of the Fifth Congress is that plans
are formulated to include it in the First Ecumenical
Conference of the Catholic Organization and the
Christian Medical Associations in Asia, jointly spon-
sored by the Asian Regional Executive Committee of
the FTAMC (International Federation of Catholic
Medical Organisations) and the EACC (East Asian
Christian Conference), although with a separate prc
gramme. :

A Tentative Agenda of the Fifth Asian Congress is
outlined here. Further particulars of the First Ecume-
nical Conference, as well as of the Asian Congress of
Catholic Doctors will be given in our subsequent issues.

Tentative Agenda.
Subjects for discussion

1. F.ILAM.C. Status and Bylaws (as amended and
approved by the Clonvention 1970).

(a) Membership problems (National Organization
and Fees).

(b) Regional Executive Committee problems (Meet-
ings, cost for travelling, duties and obﬁgations}.

2. (a) How does the work of your organisation
benefit from F.I.A.M.C.

() How can Catholic Medical Organisations in
Asia benefit from one another.

(¢) Closer relationship between Doctors, Nurses, and
Para-medical workers.

3. Closer relationship among Chirstian Medical
Organisations in Asia.

(a) Joint Regional Conference ?

(b) Joint National Conference ?

(¢) Joint National Committee ?

(d) Joint Activities of National Level ?

4. (a) Election of Regional Executive Committee
for Asia. X '

(6) VI Asian Congress—Where? When ?



TRANSPLANTATION - THE MORAL ISSUE

INTRODUGTION: "as a result of madical progress, our technical

decisions may bocome casicr, but moral problons,
on ths contrary, will be increcasingly significant." (Dr. Je. ‘
Hamburger, STHICS IN MZDICAL PRUGRZSL, Cloa Foundation Symposium,
p. 136). Transplantation is ono such Ficld. Hundreds of pecople |
have been kcpt allve or hzlpod to live Dbscause of transplantas- |
tion of varicus sorts. Yot grave moral gusestlons are being posed,
and one rcason for heart traneplants going out of vogue, at least
for the present, 1s preciscly the gbhlcai 188UGC,

1. MEDICAL APPLIANCES: Thoss are mainly of two kinds:

a) Prosthcses:. 1) Lemoveable ¢.g. dentures
AN - ) 2 s

11) Bullt=in B.ge OF hopaGic replacements

‘ B« OLVI08, Gte. L s

b) Artificial organs:

1) Temporary Cede hoart-lung nachine, artle
ficial kidnoys, QLG
11) Built-in: g0 “ar nons arc available
for human b2ings, though
an animal has beon fittod
with an artificial hoart.

There is no spocial moral problsm conazctod with the use of
thaoso, though thc docision to usc any of thcm 1s a moral dco-
cision that must bo guidcd by morsl valucs which must bc up-
held in .all mcdicadi practicy -

o, TRANSPLANTS: Thcsc arc of thrco sorts:

a) Auto-transgplants: ie-. thosc that takc place within the
body of thc porson himsclf c.g. sking
cartilogo, bonac.

b) Homo-transplants: 1.C. thosc that take placc from tho

body of onc person 1o that of ancther.

Thosa inecludc: blood transfuslon, organ
srafting c.g. O COraca kidng livery
o) & (=) E) ) F]

hcart, ctc.

¢c) Hetero-transplants: 1.C. thoec that take place from tho
body of aa aninal 1o that of a human
sx-glancs, organs (incl:-

first hoart transplant
3‘(‘

porson C.Z. S
dantallyy e
aver parformod we
ncart Lo a o4-vcar old man, in 1964
in the U.S.i-)

‘In ths casc of auto-transplants, we could follow tho adags:

"good medicinoc is good sthics". In the casc of hotoro-trans-
plants, the grave questlon of poesiblc "porscaallity changes"
must be considcred c.g. Popc Pius XII statcc that the trans-—
for of an animal scx gland to a numan ocing woula have to bg
recjectad as immoral becausc of the arcat aisturvance to free-
dom which would likely follcw. The integrity of porsonal lifc

and personal 1ldentlty prevall over proleonging 1lifc cr any other

possible advantago afforded by such a transplant. Finally,
homo-transplants prescnt TOre gerious problams, and we must
now consider these scparatcly.

3; HOMO-TRANSPLAITS: Thae sthical situation changes with the

planted.

a) Cadavgeric transplantg: Thasae involvse tlssucs and organs romoved

Trom cadavors. It must bo acccepted that a
- person hag the right to bcqucatih crgans of his body for usc
aftzr his dcath s.g. COTN3ax- This would bc an cxamplc of love

s that of a chimpanzac

sourcs. for obtaining the organ to be tra?s~

's



b)

el

a)

e

for onc's neighbour. In the case of a person who has not 80
bequeathed his body, the doctor must obtain the consont of

his relatives to tho use of any part thercof. Tho practice

of prcsuming such conscnt, oOr acting without it (cege. as
happens in somec teaching hospitals and rcsearch centres), is

a violation both of the law and of the rights of the relatives.
Since cadavoric transplants prescnt fewser ethical problems,
doctors should work towards making thelr use incrcasingly -
foasiblc, modically. There are indications of better prospccts
in this respcct, cspecially with regards to the use of cada-
veric lungs and livers.

"Prec transplants": This refors to tigsucs and organs romoved
in tha course of ordinary surgical opera=~
tions e.g. when kidneys arsc removed in the case of urethral
cancer or the crecation of a subarachnoid urethral shunt. With
our present scientific know-how, thsse present an advantage -
over cacaveric transplants bocause of the contractile nature
of the organ, while,at the same time, they do not involve the
ethical complications which are present 1in "living conor transe-
plants" (seec bclow).

Living denor transplants: This refers to tissues ana organs

‘ proviaed by living voluntcer donors.
Cardinal cthical issues are involved hore sincc 1t touches upon
two indivicduals, the donor and the rcciplent. One has to consider
the risks both to the donor as well as to the recipient.

HOMO~TRANSPLANTS =~ TWO SPECIFIC AREAS THAT AROUSE ETHICAL
KEFLECTION .

Blood transfusion: This procedure has literally saved thousands

of lives, has prolonged othecrs and made poOS-
sible major surgical operations. It provicdes one of the best
ways in which a man can bc a good neighbour. Barring serious
accidents of typing, sterilizing and labelling, reactions are
rarely scrious and they occur in not more than in about 5% of
transfusions. Th e overall mortality rate 1s probably not
higher than 3 in a 1000. However, it is hard to be sure of
avolding the transmission of hepatitis, syphillis and malaria
(in some parts of the world). Morecver, as wc learn more about
incividuality in blooa groups, tho cevelopment of a dangerous
sensitization is a risk always %o be kopt in mind. Finally,
there is the danger of takingzg the procedurc far too lightly:
"topping it off" or "gilving a pint more just to be on the safe
side" has sometimes, ircnically, rcsulted in death.

How coss onag act when the patient refuses
to accept transfusion for religlous or rather reasons whicl
are not mecical (e.g. Jehovah's Witnesssgs, or racial bigots
who refuse to have blood from "inferior " paces or castes) ?
Should the doctor resepct the prejudices of parents, when
saving the life of the child 1is invoved; or, of an adult who
refuses to be transfused?

1) Many feol that the parents' or pationt's wishes should be
respected, because they are consicering not merely thelr
physical welfare but thelr spiritual welfare and future
1ife - and, therefore, this takes onc out of the realm
of medicine. No doubt one regrets being thus constrained.

11) Others fecel that the refusal of the parents make it a
police matter, just as a proposcd human sacrifice would be,
and they would consequently seek a court injunction to
carry on a transfusion. Strangely, the Courts of Law <o
not speak with ons voice on this mattcr. among the various
reasons for authorizing a transfusion of a child uesplte
the objections of ths parents, is that the child is not
yet froe cnough to choose its religious convictions, and,
therefore, must be given a chancc Lo live in order to
chooge its convictions. In the casc of a mother who needed
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a transfusion and refused i, the court ordered it to he
done, because the mother had no right to sacririce herself
and leave her sevan-month child without her servicss. In
the case of adults, one reascn for upholding transfusion
is that since an adult has come for medical treatmeut, and
insists on it, he must accept the treatment adavised anc
recommended. In any avent, in the case of anyounse who refuses
a blood transfusion, the doctor whe focols that he should not
respect thé wish of his patlent (@ of the parent of his child
—-patisnt) should scek a court order to do SO,

(

answerad:
1., Is the procedurc justifiable medically?
2. Has the donor the right to mutilate himself? 1
|
In reply to the first qusstion,the majorxr consiceration revolves
around the immunologic compatibility of the reciplsnt with the
avallable donor~organ. Uudg are prescriuly aboutb 100 to 1 thaty a
recipiont will get a tissue type thal exactly matches hls owin.
Honce,the doctor, who would 1liso to do all he can Zor his patlont
bacause he has a deep andé irrepressible concern for hi patignt’s
needs, should be carcful to-also consider more the immunologic -
compatibility of the avallable organ than the need of the patient
in itself. Thie would sometimes mean that a surgeon wculd be econ
strained not to transplant, since thie well-being of a person |is
to be understood to be more than a merc prolcengation of life,
It is interesting tc nota that for kidney tramsplants, exXcept
in the case of identical twins, probably no more than 15 patlents
in the world have survived more than 2 years. "The procedure |is
of unknown value in terms of the five-ycar or ten-year progndsis”
(cfr. ETHICS IN MEDICAL PROGRESS, p. 67) |

,In reply to ths sccona question, two polnts must be considered:
\

a) The risk to the patisut. It hag baen calculated that the kisk
of nephrectomy to the donor is as follows: 0.C5% as .a post-
operative accidental risk, and 0.07% as ths risk of any kRind
occuring later 4o zrfsct the remaining kidney. However, this
statistic must not oe lightly interpratsd,and physiclans nu et
have a conscientious concera for the better procurement og
organs which will obviate the neccssity of risking a healthy

donore.

b) The conscnt of the patlent. Especially in this area when the
donation by a close relative, or %twin, affccts the saving
of a 1life, it is aifficult tc assess the genuinencss of
consent. The donor can be pressurised both by other members
of his family, who might cven cousidser him expendable( i) and
by an inner vressuré cxarved Ly his own soclal and religipus
education eecnzorning the value of seli-sacrifice, evc. The
doctor should bs specially scnsitive to frecdoi of consente

)

b) Organs from living donors: Two guesilons have to be posed mnﬁ

Sometimes the help of a peychiatrict isc cusiBiud.

Whils it remains true taab doctors should werk towards pro-
curing organs from cadavers, the qu:stion remains: within ou
present limited optlouns, can a healthy parson donabe one of
healthy organs to save the lifc of anotner? The answer would
coem to be in the afifirmative. for, Lf we could accept that
man can, in self-sacrificing love, "lay cown his life for hi
friond" when this is an act ¢f service to the other, we cocul
also accept that hs bee prsmittsa Lo give a healthy organ to
gave the 1life of his rricad. Howsver, in arriving at this
decision the following must be considsred:

ig Is there a proportionetely good rsasont

i1) Is therc a roasonabl: hepe of success?

111) Will the ‘demage’ caugod to the Goanor be such as to
prevent him from leading & normal human existencg?
,1v) Has his consent beon duly obtainod? T

R B‘*s
m

p_.
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5. TRANSPLANTS IN THE "TWILIGHT 7ONE" - LIVING PEKRSONS Ok DEAD BODIESY

Wo said,above, that the procurcmsnt of organs from cadavers
would obviate many an:ethical difficulty. The question about the
moment of death has bscome a thoray one in view of ncw procaedures
that can keep up certain physiological functions (heart beat,
respiration) even though jrraversible brain damage has occurcd.
Physiclans, lawyers, philosophers and theologlans must apply
tholr minds to a ro-defining of "the mément of doath" .(See notcs
on EUTHANASIA for details about the critceria for determining the
moment of death).Thig will affect the detormination of the con-
dition of the donor - is heo-alivs or dead? But the ccontral problems
of organ transplantation will remain, and will have to be sottled
by different and indcpendent norms (sce balow) e

6. FINAL CONCLUSION: ©Once agaln in this question, as 1in so many
others which we have considercd in our Courss
of Medical Ethics, we realize that thsre arc disturbing cases 1in
which the doctor cannot hope to find ready-madc solutlons Dby gstab-
1ishod standards. The dotor should guilde nimself by the basic prin-
ciple of concern for the person of the other. On ths one hand, then,
he should beware lest " zeal for rescarch 18 carrizd to the point
which violates the basic rights and immunitics of a human person';
on the other, he must work out together with experts from other
gpeclalitics concerned with man (e.g. lawyers, philosophers, soclal
scientists, thecologians),some moral guldelinss to assist him as
he treads tho paths of progress in medicine which he hopes will be
to the ponefit of man. Bolow is given, by way of oxampls, a set of
guidelines drawn up by two doctors with regard to transplantation
of organs (cfr. Harmon L. Smith, ETHICS AND THE NEW MEDICINE,p 121)

1. Compassionate concern for the patient as a total person is
the primary goal of the physiclan and the investigator.

2. Organ transplantation should have some rcasonable possibl-
ity of clinical succasSs.

3\ The transplant must bs undcrtaken only with an acceptable
therapsutic goal as 1lfs purposc.

4. Risk to the hcalthy donor of an ocrgan must bc kept low,
but such risk should nod be a contra-indication to the.
voluntary offer of an organ by an informed donor.

5. Therc must be complote honesty with the patient and his
family, including cvery benefit of avallable general
medical knowlodge and of specific information concerning
transplantation.

6, Tach transplantation should be conducted undsr a protoccl
which ensurcs the maximum possible addition %o scientific
knowlcdgo .

7. Carcful, intensive, and objective evaluation of rosults
of incepondcont. 0DSOrveors is mandatory.

8. A carcful, accurate, conservative approach to the
disscmination of infcormation to public nows media
is desirable.

( brs. J.k. Elkinton and Eugene D.kobin)

Medical progress is goilng to throw up many gquestions to
which® no preliminary system of medical ethics can proviaae
immediate and certain answars. lhe othical training of a doctor,
then, cannot be limited nenccforth to the teaching of a fow
ready-made rules. TO quote Dr. J. Hamburgsr once again:

"To produce doctors who arc strong mon, who are not only
honest and just in thought, but efficient in action;

to develops in them an awarcness of the value of human
life; to convince them that their vocation is an eX-
ensive obligation to the individual and to xthe group i
such, it would scom arc the best means of facing the
ovor increasing difficulties of medical cthics"

(cfr.ETHICS IN MEDICAL PKOGKESS, p.137)
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EDITORIAL

Our attention was drawn to the following comments
in favour of ‘mercy-killing’ in “The Times of India’
under the heading “Human vegetables” (Current
Topics, May 4th): “Thinking and talking about the
unconventional may be distasteful to most people but
this is an essential activity for man, the social and
intellectual animal. Twenty years ago free and open
discussions about sex or abortions were taboo, but
thanks to the efforts of trend-setters such of the hypo-
crisy surrounding them has been stripped away. Eu-
thanasia (or mercy-killing) is another subject which is
still considered by confirmists to be unmentionable.”

In support of his plea, the critic lays stress on the
_ews of Lord Ritchie-Calder, the noted British science
populariser and professor :—

“As a result of mental illness or degenerative diseases
such as multiple sclerosis some unfortunate people turn
into zombies; when advanced age compounds their
disabilities, they become little better than human vege-
tablesia. %

The learned professor poses the following question : —

“How merciful is it 1o keep them alive with all the
resources at the command of the modern medical prac-
titioner ?”’

Obviously the critic has considered man only from
the socio-intellectual viewpoint, disregarding the ethico-
moral, and even the rational one. The Catholic view-
point considered from the latter angle, teaches us to
respect human life, which is the basis for civilisation.
Fortunately, in the same comments, while pointing out

that “the Hippocratic oath prohibits euthanasia, |the
belief being that as long as there is a spark of life a
man must be kept alive,” he concludes that there is
certainly another side to the problem, and that [the
issue needs to be openly debated in a calm manner.
It will not be out of place to reproduce here what “The
Himmat writes in an editorial entitled “Of life and
Death,” wherein it compliments Pope Paul’s firm stand
on abortion and mercy killing :—

“The Vatican is to be complimented for its c
enunciation on abortion and euthanasia. In a lgtter
to the International Federation of Catholic Medical
Associations’ meeting in Washington, the Pope said :
‘Abortion has been considered homicide since the first
centuries of the Church and nothing permits it to be
considered otherwise to-day.’ :

As for putting those who suffer from incurablé or
painful diseases to death, His Holiness says :— “With-
out the consent of the sick person, euthanasia is mur-
der. His consent would make it suicide.’ |

Indeed a society where one satisfies one’s de
without any responsibility for the consequences,
where the laws are created to encourage this i1
ponsibility, cannot be considered a mature and civil
society.

As an answer to the above question posed by| the
Professor, above referred to, we publish in this issue a
talk given by the Chaplain-of St. John’s Medical
College, Bangalore.

ear

sires
and
res-
ised

EUTHANASIA *

By Fr. Denis PereirA, CHAPLAIN, ST. JoHN’s MEDICAL COLLEGE, BANGALORE |

EATH in America,” says a recent article in NEWS-
WEEK, April 6, “is no longer a metaphysical mys-
tery or a summons from the divine. Rather it is an
engineering problem of death’s managers—the physi-
cians, the morticians and statisticians in charge of
supervising nature’s planned obsolescence. To the
nation that devised the disposable diaper, the dead are
only a bit more troublesome than other forms of human
waste.” And a little later, quoting an American
psychologist, the article goes on to say : ‘“The dying
no longer know what role to play. Most of them are
already old and therefore worthless by our standards.
There’s simply no place for a human death when the
dying person is regarded as a machine coming to a
stop.”  (Kastenbaum) _
It would seem clear from the above that any dis-
cussion of euthanasia must necessarily be preceded by
agreement on a proper philosophy or theology of
death. What does death mean tous ?  Isit ‘a machine
coming to a stop?’ Does it merely provide ‘a bit more
troublesome form of human waste?’ or is it “‘in the
eyes of us doctors, the great enemy against whiqh we
must fight with all our resources, backed by patiently
acquired knowledge,” and if so “Is it reasonable that we
should be indignant, that we should indulge in barren
irritation, before this inescapable condition of human
existence ?”’

# Talk to St. Luke’s Medical Guild, Bangalore, on April
922, 1970.

|
“Death” says Francois Mauriac, “is that teri‘*iblc
thing that happens to other people.” In a world
frenzied with the pursuit of pleasure and comfort, ob-
sessed with its egotism, “death is an affront to every
citizens’ inalienable right to life, liberty and the pur-
suit of happiness.” (A. Toynbee speaking of ‘Death as
being un-American’). - But for the Christian, and the
man of faith, death is not the end but a stage in living—
the process of dying is in reality the art of living mean-
ingfully in and through the process of dying. cath
is the gateway of ecternal life. It is the moment at
which we ratify the fundamental options we make in
life. .If ‘to live is to choose,” then to die—if that death
is human and meaningful—is also an act of choige in
simple words, a truly human death is one in which one
ACCEPTS to die. This is what Dr. Elizabeth Kupbler-
Ross, in her book ON DEATH AND DYING hints
at when she quotes one woman, who finally bowed to
the sentence of death after steadfastly refusing to ac-
cept the fact of her impending death, as saying: “I
think this is the miracle. I am recady now and not
even afraid any more.” She died the following day.
It is to be noted, however, that the acceptance of cjieath
is not to be taken to mean that the person has the right
to impose death on himself, to ask another to shorten
his life, or to place in another the power to end it 1| We
have no right over life, even though we may haye at
times a right to die ! And this brings us to the ques-
tion of euthanasia.

Etymologically, the word EU-THANASIA means
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“dying well” But that is not what it has come to mean
in legal or medical parlance. From its original mean-
ing of “dying well,” a perfectly innocuous and healthy
philosophical value, it has come to mean “ecasy dying,”
which is not the same thing, for this implies medical
intervention to cut short the process of living in order
to accelerate or rather induce death. Other words
used to describe it are “mercy-killing,” “merciful
release,” “‘voluntary euthanasia” or “easy death”
(which, incidentally, is the name of a society started in
England in 1935 to push euthanasia legislation through
Parliament). and ““the termination of life by painless
means for the purpose of avoiding unnecessary suffer-
ing.” It is easy to sec how ‘mercy killing’ can turn
into ‘convenient killing>—but let me not anticipate.
A. EUTHANASIA in the strict sense means : ‘““to
cause death (or to assist in causing death) to a conscious,
certainly incurable patient who requests that his agony
(physical or psychical suffering) be terminated by a
calm and painless death.” Here we can distinguish
between ‘direct euthanasia’, 7.e. where the assistance is
rendered intending death. This is murder, or co-
operating assisting in suicide, or both, and is never
allowed. And we can speak of ‘indirect euthanasia’
or the administration of treatment (e.g. to alleviating
pain) with as a side effect, the acceleration of death.
This last would better not be called ‘euthanasia’ at all.
J. Fletcher calls this antidysthamasia’ (not prolonging
the process of dying). “It is not euthanasia to give
a dying person sedatives merely for the alleviation of
pain even to the extent of depriving the patient of sense
and reason, when this extreme measure is judged neces-
sary. Such sedatives should not be given before the
patient is properly prepared for death, nor should they
be given to patients who are able and willing to endure
suffering for spiritual motives.” (Directives Catholic
Hospital Association, U.S. and Canada). It is ob-
vious from this directive that the person must be helped
to live meaningfully through the process of dying.
The real problem is: to what extent must a doctor/pa-
tient prolong life? Always and at any cost? We
could perhaps be helped if we distinguish between
‘Prolonging life’ and ‘prolonging the biological process
of dying’; or to put it in other words, we could visualise
cases in which the prolongation of biological life may
not really be ‘living meaningfully,” whereas acceptance
of death may be ‘living this moment as a human being’
even though biological life is shortened (of course with-
out being directly terminated, which is plain murder
even if done with the consent of the patient.)

Take the casc of a dying person who is ready to die
and wants to die. He is suffering. He is surrounded
by medical apparatus. He has hardly any contact
with his environment, his friends, his family. His
children are kept away, and visitors not allowed.
Would not a doctor be justified in instructing the
nurse to take away the instruments and allow the chil-
dren to be with the father even if this may well mean
an earlier death? Indeed, this may well be the best
way to help a person to live—through the process of
dying meaningfully, even though the duration of the
process is shorter. Keeping a person alive is not neces-
sarily helping him to live, for living means more than
biological survival. And in this case the duty of living
becomes the duty of dying well. (The question as to
whether a patient is bound to accept, and the doctor
bound to prescribe, extraordinary means to prolong
life could be discussed in this context—but this would
take us far out of the scope of this talk.)

To summarise this part, I will now read out some
norms with regard to ‘“indirect euthanasia.”

1. “A human person owes it to himself and to his
community (to his family, to the society in which he
lives) to keep his life intact and not to destroy the
value that it represents. Human life lived in a per-
sonal way is the best that we can find in this world.
Nothing else comes anywhere near it, in the hierarchy
of values. It follows that both the individual and the
community has a duty to do what can be reasonably
done to preserve human life. This duty exists in the
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patient, in the doctor, in the lawyer, in the priest, in all
who share a responsibility for life.

2. Man has a right to his own dignity as a person
even in approaching death. Therefore, once the rea-
sonable means to keep him in life have been exhausted,
he is not bound to destroy his dignity by expecting to
be kept alive without being able to live, to think, and
to feel as person. No one is bound to ask for medica-
tion that would prolong the agony of death. The same
principle is valid for the community ; its members are
not bound to prolong the agony for a human being.

3. There will always be complex situations and
borderline cases where a clear moral judgment can-
not be formed within the short time available . In this
case we have to respect those who, animated by the
first two principles, make a genuine effort to bring
about the best decision even though they may fail to
find it there and then. Yet the effort itself was good
and the resulting situation should be accepted as the
only reasonable one in the circumstances.” (L.
Orsey, S.]J.)

4. “I would urge that we promote the idea of bene
mori, a dignified death, in the dying patient. There is
no need to prolong the dying process, nor is there any
moral or medical justification for doing so. Eutha-
nasia, that is the employment of direct measures to
shorten life is never justified. ‘Bene mori’ that is,
allowing the patient to die peaceably and in dignity -
always justified.” (J. R. Cavanagh)

[NV.B.—This conclusion presupposes (1). that all con-
cerned act in accordance with the will of the patient; (2).
that the patient is dying. The dying process is the time
in the course of an irreversible illness when treatment
will no longer influence it. Death is inevitable.]

B. EUTHANASIA IN A WIDER SENSE: Eutha-
nasia in a wider sense is less complicated to deal with
ethically. It includes:

(a) To cause death, at the instigation of pity, to an
unconscious dying person, to mensters, the seriously
insane, etc.

(b) To cause death, for the sake of society, to a so-
cially dangerous person, to persons, in general, who
cannot live a moral life within society (the so-called
‘eugenic deaths’). This causing death for the sake of
society may go to the extent of disposing of “useless”
persons, the aged, etc.

One can easily see, especially in  the light of the Nazi
atrocities of World War II, how fraught with terrible
consequences the admission of such a principle would
be ! “From a purely medical point of view shortening
or taking the life of a patient for the relief of pain i
unnecessary. Moreover, it is a confession of professional
failure or ignorance” (Dr. Graham). Further, “the
practice of euthanasia would lessen the confidence of
patients in their physicians, for the patient who was
gravely ill might readily fear that his physician would
Jjudge his case incurable and so administer poison to
end his life” (Healy). One could imagine the con-
fidence one would have in confessional practice if the
priests were sometimes justified in betraying the con-
fessional secret. And lastly, as B. Bonhoeffer who was
himself executed in a German prison camp, put it:
“we cannot ignore the fact that precisely the supposedly
worthless life of the incurable evokes from the healthy,
from doctors, nurses and relatives, the very highest
measure of social self-sacrifice and even genuine he-
roism,” and, we may add, has been the inspiration for
much real research and advance in medical knowledge
and practice (cfr. the heart transplant surgery by
doctors who ‘“‘would not give up”). Truly, euthanasia
is bad medical practice.

Conclusion : In the course of the last few months,
two of the Associate Professors of Medicine of our Col-
lege, both excellent Hindu gentlemen, addressed our
pre-professional class students. One of them, when
asked about euthanasia said he would never practice it,
because it was a doctor’s duty to protect life, and he
would work to the end to prolong it ; the other, with
touching candour, said : “There are times when I can’t
help my patient to live longer. At those times I must
know how to assist my patient to die well, saying the
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right word of encouragement and helping him to ac-
cept his sufferings.” 1In the face of death, this is exactly
what a doctor should do. “We have helped our pa-
tient” writes a Catholic Doctor in an article in CA-
HIERS LAENNEC, December 1946, “in his suffering;
we now help him to die, to die well, or more truly to be
born again into eternal life.”” And he adds in the same
article : “do not let us change by a merely spectacular
attempt at medical intervention this last and precious
contact between the living (i.e. the patient and his
family), and this final possibility of colloquy with God
on which eternity depends . . . . Shall we by a gesture
aimed at the entourage, rather than the patient, and
which does not even hide our human medical impotence,
shall we run the risk of obstructing the light of this
last vision of God, and thus prevent an adherence
which often remains . . . the assurance of a happy
eternity for the patient ?  Notice, the emphasis on
the patient’s right to die a human, meaningful death.
And he concludes, and with this so do I, ““in the appre-
hension of these serious realities, let us, on the contrary,
pursue to the end our true role as doctors—our role of
respect for life—towards all and inspite of all. . . The
tranquil death which we desire for our patients, as for
ourselves, is not necessarily the wunconscious death
which drugs, even prudently administered, can pro-
cure. We ask above all, a peaceful death with the soul

t peace and abandoned to goodness and mercy which
vpens to it the gates of eternal life. The sweetness of
death is in that vision of light and life.”

AMONG THE REFUGEES

By. Dr. HENRIETTA MORAES

HE poor intern is considered neither a student

nor a doctor. His budding potentialities are
underestimated, and though-he himself may overesti-
mate them a wee bit, few realise the enthusiasm and
dedication with which he could perform perhaps a
few small wonders in any medical situation—if only
he were given a chance.

When I heard of the urgent medical need of the
Refugees, I was drawn by sympathy and also by the
challenge it offered I was full of enthusiasm, prepared
to fight against the diseases of the refugees and to make
myself feel worthy of being a member of the medical
profession.

The Bombay University was preparing to send a
few male interns but with its usual fatherly and dogma-
“ically conservative attitude, it refused to send interns

. the weaker sex (though after a lot of consideration,
it has just sent a few lady doctors too). Everyone
at home, supported by a host of friends and relatives,
decided that I would not return in one piece if T left.
Finally after a lot of persuasion and many promises
that literally bound me to spend more time safeguard-
ing myself, T was allowed to go. I am very grateful
to the Indian Catholic Charities—Caritas, for it was
through them that I left.

I travelled to Calcutta with two compounders who
had also volunteered. At Calcutta, where Caritas
has its headquarters for its Refugee Relief Work, it
was decided that we work at the Salt Lake Camp. There
were many volunteers who had come through Caritas
from all over India and abroad to help in the relief
work. It was wonderful meeting these people who
had come with an abundance of enthusiasm, cheer-
fulness and selflessness to volunteer in the service of
the refugees. I would love to mention them here, but
perhaps I dare not, for I could never forgive myself
if in my thoughtlessness I mentioned some and forgot
a few.

It was truly this spirit of dedication, co-operation and
thoughtfulness on the part of the volunteers towards
the refugees and to each other, that got us so involved
in the relief work. One realised that however vast
and urgent a situation, nothing could be achieved
without some organisation and co-operation.

There were over 900 camps all along the eastern
borders of West Bengal, Tripura, Assam, Meghalaya
and Bihar. Most of the camps were organised by
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the government mostly through the individual State
Governments. The government spent a great deal
by way of shelter, food rations, immunisation and
sanitation programmes in most of the camps. On| an
average the government spent Rs. 3 a day on each
refugee and at present we have nine million ! The
Indian Catholic Charities—Caritas was also doing a
tremendous amount of work in looking after about
70 refugee camps. A number of other organisations
such as CARE, CASA, OXFAM, Medico Interna-
tional, S.CL.I., Red Cross, Hindustan Steel, Ramakrishna
Mission were also very active. It provided, medlical
aid, shelter, clothes and food to the refugees. Salt
Lake which was one of its biggest camps, was nearest
to Calcutta and supplies were therefore brought in
more easily and regularly. Transport to the camps
further north was difficult and made worse by |the
floods. In addition, those camps also dealt with a ¢on-
tinuous influx of fresh refugees under a persistent fear
of military attack.

My first visit to the Camp created lasting impresjons
on me. I still remember walking through the sands
of Salt Lake towards the camp. There stretched before
us miles of endless barren sandy land with not a tree to
be seen except for a few on the distant horizon. But
this very land was teaming with two hundred thousand
refugees trying pathetically to adapt themselves to
hostile  conditions. We could see hundreds| of
little tents huddled closely together and endless
rows of barrack-like sheds built of bamboo-matting
covering the shed completely except for the many
little doors. Each door led into a dark damp area
of about 20-30 sq. feet. One could see a few sad faces
of the inmates peeping through and viewing us with
an air of aloofness ; women garbed in tattered clothes
and burdened with naked hungry-looking children,
spiritlessly trying to light a fire with a few damp twigs
or coaxing a listless child to eat what little food they lﬁad.
Some of the children, with the starvation and hardship
they had gene through, wore the brooding expression
of the old on their sunken faces. One hardly saw little
children playing together. There was no trace of
curiosity or cheerfulness in their expressions.

Fresh arrival of refugees brought a wave of depres-
sion upon us. But it was something we were always
to see. They had treked wearily with their bare |feet
blistered and swollen and with hardly any clothes.
When it rained, their meagre flimsy clothes clung to
their skins as they walked along at the same weary
pace, in no hurry to seek shelter. There was hardly
a day that a complete family arrived at the camp.
We would often see a woman alone with her children
and perhaps an old helpless relative. Many of| the
men folk had been killed, some had stayed behind to
fight. Occasionally, a woman would tell us that|her
child or parent had died on the way, of exhaustion
and starvation, or that she was not sure of the existence
of her husband or older sons. And then some would
beat their heads to the ground and cry helplessly.
The refugees were so reconciled to their fate that it
was really heartening when one saw a youngster helping
an old disabled man to the dispensary, or a few little
boys fighting to get into a puddle of water or a group
of young girls peacefully singing a few songs.

The future held no promise and they were so bereft
of emotion that one rarely saw one refugee volunta-
rily helping another.

Of the refugees, ninety per cent were helpless women
and children and the same percentage of them were
Hindus. Most of the refugees at our camp were
illiterate. Most were landless farmers by occupation
and very few had an occupation or trade.

Our greatest problems were nutrition, unemploy-
ment, sanitation and the continuous arrival of more
refugees. Conditions were such that men worked
for no payment. Every morning there were crowds
of men waiting to be employed but so many had to be
turned down. They were not permitted to go into
the city to beg or work as there was so much unem-
ployment among the local people themselves. To
keep the refugees occupied arrangements were under-
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way to start schools for the children with the few educa-
ted refugees as teachers. Parts of the camp were cleared
up for play fields for football, etc. There were sewing
classes for the young girls and women. The men
would soon be employed in bamboo matting.

Endless hours were spent by the refugees in patiently
standing in unending queues, often in the scorching
sun or heavy rains, for bread, rations, medicines or
water. Caritas was supplying 20,000 loaves of nutri-
fied bread daily. Even though one loaf was given
to every four persons, there were many who went
without bread and waited their turn the next day or
the day after that. Each time they received the bread
it was ticked off on their ration card.

We had a well supplied dispensary with a separate
shed for minor surgery, bandages and injections.
We examined about 600-700 patients a day.

We would go out every few hours among the queues
and bring in the serious patients who often without
murmur would patiently wait their turn. These
patients would be admitted to our hospital. It gave
us such joy when we were able to save many of them
with the wonderful drugs and other medical aids that
had been donated so generously by countries all over
the world. We had a simple but fairly efficient num-
bered card system for the out-patients and we even
kept an out-door and in-door patients register.

We realised how a few friendly words and a little
attention could go a long way to make these lonely
sick people feel better. This was brought home to us
even more strikingly by a middle-aged man sufter-
ing from cirrhosis of the liver. It was a chronic
illness and there was not much that we could do for
him. As he had no one, to care for him, we let him
remain in the hospital. When he made a nuisance
of himself, we did not hesitate to shift him to a
small empty tent. That night he hanged himself.
This had such an impact on all of us that it made us
feel guilty. Frustration may have driven him but if
we had been a little more friendly and attentive we
could have saved him. We immediately decided to
reserve two big tents for those old and chronically ill
patients who had no one to care for them. :

Our hospital housed two hundred patients in a few
sheds and tents. We had two tents for maternity
cases ; two tents for the old refugees ; two sheds for
children; one shed for adults and one for patients
with diarrthoea. With the admission of many of the
patients we had the rest of the family in the hospital
too—living round the patient. If the mother accom-
panied the sick child there was often no one else to
care for her other little children.. Most of the patients
were admitted for pneumonia, typhoid, cholera, dysen-
try, nutritional deficiencies, measles, chicken-pox
and infective Hepatitis. Diarrhoea in children was
quite the most persistent problem and would remain
so with poor sanitation and nutrition. We had
transport at our disposal throughcut the day to
transfer patients with acute surgical problems to the
city hospital. If it was not for the dedicated work
of the Sisters of Charity, the volunteer nurses and
helpers (among them many were refugees) it would
not have been possible to run the hospital.

The dead bodies from the hospital and camp were
kept in a tent among sacks of sulfur and bleaching
powder till they were disposed off. The refugees
had been deprived of their Motherland and later their

dear ones. It was only death that emotionally moved
these people—but only into adeeper and unapproacha-
ble gloom.

One cannot say what the future holds out for the
refugees—but with the blood, sweat and tears that
these people have shed, we with them pray that Bangla
Desh will be a reality.

I had spent one month with the refugees and though
there was heaps of hard work we had our moments of
happiness too. Caritas had provided all its volunteers
with homely and comlfortable quarters. Returning
back after a heavy day’s work or a strenuous night
duty we were always sure to have waiting for us just
the things we desired most. Our experiences at Salt
Lake will remain as vivid memories never to be forgotten.
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OUR FELICITATIONS

We offer our congratulations to the following students who have
passed the University of Bombay Examinations held in April
1971 :—

Third M.B.,B.S.

Miss Premila Robert D’Silva
Miss Philomena Faustine Lewis
Mr. Eric Joseph Francis Pinto
Mr. Vernon Patrick De Sa
Mr. John Austin D’Souza

Second M.B.,B.S.

Miss Mary Margaret Carrasco
Miss Maria Prisca Colaco

Miss Sandra Frank De Souza

Mr. Chipriano Serafinho Fernandes
Mr. Gregory Michael Fernandes
Miss Aruna M. Fernandes

Mr. Christopher Joseph Lobo

Mr. Gilbert Dominic Lopes

Miss Alzira Francisca Mascarenhas
Miss Sarita Joan Noronha

Mr. Arun Charles Pinto

Miss Lorena Siqueira

No Candidates appeared for the First M.B.,B.S.

Our 20th Annual Social Gathering

Members of the Senior and the Junior Guilds, are hereby inform-
ed that the St. Luke’s Annual Re-union will be held at the Bombay
Presidency Radio Club, Colaba on the 4th December, with Nelly
and her Orchestra in attendance. For further particulars kindly
contact the Chairman of the Entertainment Committee, Dr. (Mrs.)
Francisca de Gouvea Pinto (Phone No. 371630), or any of the
following :—Dr. F. Pinto de Menezes, Colaba (No. 213010);
Dr. Terence Fonseca, Byculla (No. 377264); Dr. (Mrs.) G. Silveira,
Mazagon (No. 372958) ; Dr. John Fonseca, Mahim (No. 455623) ;
Dr. (Miss) Charlotte De Quadros, Bandra (No. 5331C3) ; Dr. John
V. Ribeiro, Santa-Cruz (No. 538877) and Dr. A. A. Soares, Chem-
bur (No. 521352). Students may please contact representatives in
the respective Medical Colleges.

AN APPEAL FOR HFLP TO THE REFUGEES

It will be recalled that at a Meeting of various organi-
zations of Bombay’s Medical Practitioners held on the
9th April, 1971, a Committee known as the ‘Bombay
Medico Bangla Desh Aid Committee’ was formed, anr
it was also decided that medicines and money be cos
lected to help the refugees.

At another meeting of the representatives of St. Luke’s
Medical Guild, the Catholic Nurses Guild, the Catholic
Relief Services and Caritas India, held at Archbishop’s
House on June 22, itwas decided to appeal to Catholic
Doctors including Interns, as also to the nurses and
compounders to work as volunteers among these refugees
in Bengal. It is heartening to note that a batch left
Bombay on the 12th July, 1971 in response to this
appeal. However, the need for volunteers continues
more so because replacements will be required for those
who are due to return on the completion of their period
of service. While appreciating the generous efforts of
our members and their families to alleviate the suffering
of these refugees, we urge them to continue their activi-
ties in the collection of drugs, surgical dressings, clothing,
coverings (particularly blankets), mats, sheets, sarees
and the like, and deposit the collected articles at any
one of the centres given below. For the convenience
of members there are three different localities, North,
South and Central :—

1. St. Peter’s Parish (Bandra), for the suburban
members.

2. Sodality House (Seva Niketan), central areas.

3. Nirmala Niketan (School of Social Work), 38,
New Marine Lines.

A. C. DUARTE-MONTEIRO.
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Topics dealt with in the present course of Medical Ethics
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1. TWhat is Mediczl Ethics? (vs. medical etiquette)
Basic prirciples of itedical Ethics.

-

2. The Ccmccpt of Hcalth - 2 total perspective.
3. EHealth care priorities and social justice.
4. The Doclior —patient relationship

— nedical - ~~ibility to the
jnéividuc i end connunity.

- the Cocter vis-a-vis social legislation
_ the nmedical secret.

wITH THE BREGINNING OF LIFE

5. Artificial Insenination
6. Gonctic engireering

s Abortion

NNTCTED_WEITH SEXUALITY ATD MAREIAGE

8. Meanirg of hunan sexuality
. Contracepticn

Motives and nethods

10. Arnornality sexuality (e.g. nomosexuality)
11, Masturbation
12. Merriage counselling ( e.g. VD of patient and

obligations to partner; sterility; inpotence)

PHOBLENS CONNZICTED WITH THE INTEGRITY oF THE 30DY AND

PR

OBLENS COLNECTED GITH THE EHD OF L1

OF Tul rBRSON.

13, Mutilitation, sterilisation

14, PsycLoBurgery, psychotherapy, narcoanalysis and
hypnotisti.

i15. BExperimentation on huucn beings

sy
]

16. The wesning of Death
17. Tellimg the truth to the patient
i8. FProlongation ~f 1life and the problen of Euthanasia.,

SPRCIAL SECTIOH.

19. Alccholisn and €rug addiction

50. Tramspiantation ( Blood trarsfusion & haencdialysis)

\
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. The principle of valid ccnsent: (see first five clauses of Nurem-
berg Code) To obtain the consent

of thc patient to a proposed investigation is not in itsclf enough.

uwlng to the spccial rolatlonship of trust which exists between a p

neb  are made. Further the consicderations .....(see text)

catient and his docter, most patiente will consent to any proposals
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mey bangllt sciionce ¢r contriblte to the public welfare. No phyﬁiClan
is justified in placing science or public welfare first and his qbliga-
tion to the individual,who is his patient or sulject,$econd. No doctor,
however great his capacitly or origiral his ideas, has the right QO
chodse martyrs for science or for the common good. As Claude Bernard
the ‘founder of mocern experimental medicine put it:"The principld of
medicel morazlity consists then in never performing on-mah an. éxpariment
which could be harmful to him in any degree whotsoever though the result
may be of great interest to scignce, that is,of Lenefit +o save thie
health of others." The ERITISH MEDICAL JOURNAL(1962,2,1108) in an
editorial wrote:'Hundreds and hundreds of experiments have been Q
conducted which conflict with the principles of medical morality pr
mecical ethics, as enunciated by the founder of experimentzl aedipine."

| (p.42-43)
*One cannot Justify any and every act in the mame c¢f the common good
and therefore not every use .of humen beings in research can bo Justified
in the broad noticn that in the end others will benefit from such
experiments. We must approach thes concept of the greater good wifth
our other three affirmations always in mind: that we must protect| life,
that health. is better than sickness, and that we treat individdalﬁ as
sersons and not simply as means," (S.E.Stump{,Dept.of Phylosophy,
Vanderbilt Univ,,Nashville) An American physician has stated the matter
eyen more strongly: M"Any classification of lluman experimentation hs
'for the good of society' is to be viewed with distaste, even alarm.
Undoubtedly,all sound work has this as its ultimate aim,but such
high-flown expressions are not necessary,and have been ussd withi
living memory as cover for outregeous ends.” (Dr.H.K.Beecher)

ETHICAL PRINCIPLES: Morzlity rests on what is right in itself +towhrds
the individual immediately involved,not on Justification by result,even
though that may possibly benefit e great many others. "An experiment is
ethical or not, at its inception. It does not become ethical post| hoc -
ends do not justify means. There is no ethical distinction between:
ends and means. (Dr., H.K. Beecher) (p. 225)

|
A detailed account of most of the revolting exveriments carried out

by criminal doctors(convicted at the Nuremberg Trial) has been recorded
by Mitscherlich znd Mioslke,and it is apparent that nothing of medfical
vailue was discovered, Bu: I hope that all readers will agree thapt even
1f something of value had been schieved it would not even have begun to

ustify the vileness of what was done. No new scientific truth cbuld
have weighed in the balance against the suffering caused. Yet these
professors claimed that they did not aim to causa suffering - that
could be left to others - but thai their aim was to serve medical
science. Their guilt was tha+ they ignored the suffering they catised

in following this aim and that they persisted in practices which ﬁhey
knew were certain to cause suffering,  And this .,. is not Sn cingipls
different from an experimenting doctor in a hospital in Britain or
America, ignoring the suffering which he causes and persisting in|

o+

experiments which he knows will cause suffering, especially when the
sufferer has not volunteered for the procedure, but is subjected Fo it
at the sole decision of the doctor, (pe 226)

4 CODE CONCERNING HUMAN EXPERIMENTATION would be concerned with tt@

following principles:

0 »n

L. The principle of eguality: No experiments should be contemplated,
>roposed or undexntaken to which,if he were in circumstances identfical
to theose of the intended subjects,the experimenter would even hesitate
to submit himself or members of his own family,or anybedy for. whom he
had any respzct or affection. The idea that the experimenter is worth
more than the subject is ruinous, (p. 230)

AT
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Lo cuy padpusals that are made. Further,the considerations involved ar -
S0 technical L0 prevent their being adequately understood by one who
1s not himself an expert. Two es ial pieces of information are
often deliberately withheld from ¢ 'consenting volunteers!,namely
that the procedure is experimental and that its consequences are un-
prodictable. Moreover,in keeping a subject in the dark as to what
1s being done to him so as to avoid a refuscl,the experimenter is|
in f i1ty offa frand, (p) 232)

B. The principle of prohibited subgects: Expéfiments should under no
Circumstances be performed on mentally sick patients,whatever may be
the technical designation of their particular illness. Nor should
experiments ever ke performed on the aged or the dying. This tollows
from taking the above two principles seriously. (Especially with
regard to the dying and the testing out of new drugs,where the patient
cannot be saved it is common humanity that he should be allowed to die
in péace.) (p. 233) ‘

of

4. The principle previous animal expsrimentation: This is suggested
by every code., (p. 238)

S. The principle of the experimenter!s competence:
by people whe are actually unguzlified medically should be 1lim
to what they can do with complete saf

6. The principle of proper records: If 2 patient consents to be subject
of an experiment,what has been done to him is virtually part of his
medical history. Neglect of proper records is +ti::: ageinst a patient's
interests,against thoss c¢f the doctors and again. . the interests of
medicine,

oK KKK KW

In 211 the above, I am opposed to inhumen clinical rescarch and
plead for its replecement by humane research. (Notice how,when speaking
of 'mishaps', experimental physicians relate the mishaps to themselves
and not the patients.) Every human being has the right to be treatcd
with decency,and thet right belongs to each and every individual and , )
shoulil superceds every consideration of what may benefit mankind,what
ontribute to public welfarce,what may advance medical science.
ctor is justified in placing science or the public welfaﬁe first
is obligation to his patieni second, tny claim to act fbr
d of soclety should be regarded with extreme distaste and even ;
2larm, ds it mey be @ high-flown expression to claak outragecus acts. i
A worthy end does not justify unworthy means.

A s po

(ibid, suppl. ) 8
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not in itself a justification for mafing experiments of whatever kind.
The welfare of the subjsct must also and always be “taken into account.
LT

Any human being has the right to be treated with a eertain decdncy;
“hisg right, which is individual, superccies gvery consilaeration of |
what may benefit sciones or contribute to the public welfarec. No ‘
physician is justificd in placing science or public welfare fivset and
his obligation to tl.: Jawdividual, who is his patient or subject,second.
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Dr. Guttentag defined as 'experimonte in medicine' "experiments

on the sick which are of no immediate value to them, but whiéh are

made to confirm or dispute some doubtful or suggastive bilological

gonsealization. Recently this type of experiment has become more

and morc extemsive." (p.22-«23) '

SHYSICIAN-FRIEZND: "One human being is in distrcss, in need, crying
for help; and another human being is concerned
and wants to assist him. The cry for help and the dcsire to render
it precipitate their relationship. Theirs is the relationship bt~
ween two I's, likc betweon two lovers, friends, pupil and teacher.
I havc'called such a relationship ‘'the mutual obligation of two
equals’. - |

LA, T E<
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very profitable to sll doctors and students who read %L )

HUMAN GUINEA PIGS by Dr.M.H.Pappworth
(Penguin Books )

|

THE PROELEM: For several years a few doctors in this country and| in
America have been trying to bring te the attention o6f their
fellows a disturbing aspect of what nave become commonc
practices in medical research. These practices concern
experiments made chiefly on hospital patients, and the aspect which is
cdisturbing is the ethical one. 1In their zeal to extend the frontiers

of medical knowledge, many clinicians appear tempérarily to have loct sight
of the fact that the subjects of their experiments are in all cases
individuals with common rights, and in most cases sick people heging to

be cured., Ag a pesult it hHas Pecome a common occurrence for the\
investicator to take risks with patients of which thoce patients are

not fully aware, or not aware at all, and to which they would not

consent if they wers aware; to subject them to mental and physicall
distress which is in no way necessitated by,anc has no connexicn vith,

the treatment of the disease from which they are-suffering;and in| some
Cases deliberately to rotard the recovery from thal diseasse so thﬁt
lnvestigation of & particular condition can te extended. (p.15) |

SUMVARY OF VIEWC Ol MEDICAL EXPERIMENTATICN: 1 )Clinical research must go
on,kut there must be acknowledged and observed safeguards

At present such safequards are virtually non-éxistent.
2) The majority of those engaged in clinical research act with tha highes
moral integrity,but an expanding minority rescrt to unethical and probably
illegal practices. 3) Unless the medical profession itself steps |the
unethical practiceg of +his minority, the public outcry will eventually he
such as to cause opposition to all clinicsl research (p. 18)

"It behoves the medical profession to take the public into dits confidence,

The primary step is to racognise that difficult moral proklems -~ indeed
the moral dilemma - do exist for whick help and guidance can be so ght
from many sources. In the end we have to accept the fact that someliimits
do exist te, the search for knowledge."(Prof.P.A.Freund - Lawyer) (g.ZO)
WHAT CONSTITUTES A JUSTIFIABLE EXPERIMENT? " The science of experimental
medicine is something new and sinister:for it is capable of destroﬁinq
in our minds the old faith that we,the doctors,are the servants of |the
catients whom we have undertaken to care for,and in the mipds of the
patisnts,the complete trust that they can place their lives or the |lives
3 pheir loved ones in our care."(Sir william H.Ogilvie,Surgeon)

"‘he moral obligation to perform all human experiments only aftern due
Pegerdite the Sensibility,welfare and safety of the subject must never
be violated."(Dr.S.S.Ketty) (pe21)

EXPERIMENTATION - in the loose and strict sense:"Every act of a3 doclor \
desizned soundly to relieve or ctre 2 aiven patient is experimentation

of an easily justifiable kind. The patient's placement of himself in the
doctor's hands i’ -evidence of consent. The problem becomes a kncttyﬁ
it

l
one when the acts of the physician are directed not toward the kene
of the patient pres

ent but towards patients in general, Suchlactio
requires the explicit consent cf the informed patient. It

more than thisjit requires protound thought and cénsideration cn the
part of the physici-n,for the compiexities of medicine are in some
cases so0 grest it iz not reasonable to expect that the patient can be
2Gequately informed ‘ac to the full implications of what his consent means.
His trust in the physician may lead him too easily to say 'yez!." (Drl. Beecher)

"We should,I think,for present purposes,regard anything done +o the
patient which is not generally accepted ss being for his direct |

therapeu?ic benefit or as contributing to the diagnosis of his disea €,
as constituting an experiment,and falling therefore within the scope i
of the term'experimental medicinc'.((Prof.McCancewprof.cf Exptl.Med. ’
T |
) ¢ '
‘.\,
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iy (RN e Bl volng ds eoncerned snd vante to assist him. The
cry for help-and the desire to render it precipitate their relationship.
Theirs is the relationship between two I's, like between two lovers,
friends,pupil and teacher. I have called such a relationship '+the
mutual ckligaticn of twe eguals,!

Ph!&lCIAN»INVESTICﬁTOR:”The physician-patient relationship of one who
performs experiments.of no immediate value to the person und<r okservation
1s impersonal and objective baeceuse of the character of the research.,
Experimentation is the only kasis on which they meet. But even theough
1¢ is the subject in the grammatical s e,ha 18 not the subject in the
real personal sense. Every effort is made to depersonaliae him and

to eliminate every subjective ractor. Invoked by the drive for
generalization and specialization, objectivity is the password through-
out. (Dr.Guttentag) (p.24)

RISK TO THE PATIENT:With biut few exceptions,all experiments are a vovage

trivial accident immediately corrected by bleood transfusian. ) (i

into the unknown,and thus they must corry some risk of the untoward happening,
The informed patient who accepts that risk is gambling,but an important
feature of that gamble is that the petient has personally something to
gain if the experiment is directly ccncerned wifth the relief of his
symptoms. . But the position is entirely différeat if there is no
likelihood of the patient himself benetitting,
Notice that what may appear relatively innocous to the hardened experi-
mentor can produce.sxtreme distress,including a good ceal of fear,in a
patient whe is being subjected %o something he does not understand
properly. Such distress, endured by the subjects of experiments,is rarely
recorded in mediczl publications and often abpears to be of small zoncern
to the experimentors who have caused ite (E.g.Massive flaemorraging
caused by the accidental piercing of the spleen, kidney or liver,causing
severe physical and mentel distress to the patient,may be mcorded as a

Even a technique which can be employed safely in the hands of a
expert should not ke used for experimental purposes. E.g."Needle biopsy
cf the liver should be regarded as potentially. fatal. Five hundred
bicpeies may be performed without incident,ounly the five hundred and
first to be complicated by massive intraperitoneal haemorrage demanding
immediate treatment. The patients must &herefors be carefully selected
and a resl indication for it nust be present Lefore a biopsy is pe yrmed, "
(Dr. hotlock,a noted medical researcher ) But what ic a *real indicationt'?
Can an expesriment the possible findings of which can be of no possible
use in the treatment of tha patient be said to be based on a 'real
Indication!? This is thelcoreios the matter. : :

There is one further point regarding risks and rights of the patilent
an¢ those of the docior. Theuch not everyone will agree,the view should
Ee hoard that aven s willing and informed patient may not be morally
Justified in accepting certain risks. It can be maintained that
everyone has a certain morszl obligation not tc run undue risks with his
own health or life. "Tho patient,then,has no right to invelve his
Physical or psychic integrity in medical experiment or research when
they entail serious destruction,mutilation,wounds or perils,™{Pope
Pius XII,Sept.1952,t0 International Medical Congress) (p.41)

IHE PRINCIPLE OF ME

those carrying them

©w the patient or other person who is the subject, the
ments,is ultimately to help mankind., My contenticn is +hat
immoral to perform exner 2nts, especially dangerous one s, 0n unsuspecting
patiéents not suffering from the disease being investigated,sclely in tha
hope of making scientific discoveries, Sgience is not the ultimate lgood,
and the pursuit of new scientific knowledge should not be allowed to *oke
precedence over moral values where thé twg are in conflict., The statement
which is net uncommonly heard among research workers,'It would bhe
ingeresting to know', though natural and,doubtlo: trequently true,is

y (DG

¢

CDICAL MORAETITY :Many experiments arc defended by -
out on grounds: that while admittedly of no help

n.0F% such experi-
(G oM
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MEDICAL EXPERIMENTATION

|

Bolow are glven excorpts from an cxcellont book by an English‘
doctor who spent yoears studying this subject and kept a bulging
dossicr on the same. Many moral principles are hlghlighted
L T ‘ i i of medicine. It is
: ave relevance tc the whole field o iy
zglgz Eongd that the reading of thsseo notes will be prcfitable
to all doctors and medical students. )
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ON_DEATH AND DYING

The Doctor face to face with death : Death is a frightful,
fearful heppening, which, we are convinced, "happens to other
people", (Franceis Mauriac). Yet it is something the doctor has
to face routinely in the course of his prectice. He must face
not only the dying patient but also his relatives to whom he has
to broak the news of the impending end. The patient expects his
destor to stand by him till the end, and in an existentiel way
will ask the doctor about the odds for his 1ife or demisc.  and,
inescepably, the queries of the petient will become the question
the doctor must ask himself: 'what is death!? If death.is & big
problem in ‘the lifc of the doctor himself, if it is viewed &s &
frightening, horrible, taboo topic, he will never be eble to face
it helpfully with his patients. He might hope they will not
bring it up, end would probably talk sbout other triwial things.

The Physician stends always on the side of 1ife. He must
wage the battle against death with all the strength of his
competence and commitment. He mist inspire in his patient the
will to live and encourage the hope of recovering health. ' But
if to live is to be free, then the highest point of personal
frocdom is the coursge to fece peacefully the prospect of - '
imminent death. If the doctor considers the patientt!s death as .
the enemy to his profession, death as & professional battle lost,
then in his desperate struggle sgainst death he will not help
the patient to serenity and belarce, strength and effective
personal frecdom in the fece of death. 4s a femous physician 5
writes: "Not only for the dying patient but elso for the doctor, -
does & strong faith generate en intensification of freedom. ;
It allows the physician a full commitment to 1life without that
obsession which considers death as the greatest of evils, since
we consider death as belonging to the fulness of life. The
free ecceptance of death is the only resl chance to get out of
thot death which seems to destroy all our strength, a last
opportunity to assert our freedom." It should therefore be
the doctor's endeavour to assist the patient in eschieving .a:
peaceful death., Pain should be relieved as much as possible,
but with the mein objective of ensuring freedom and peace. The
fear of death, it's greatest terror, should be #defeated. Only
then can freedom mature. Lr gt

The Meening of Death : In scquiring correct attitudes, the

doc tor must ask himself, end answer satisfactorily, the questions
"What is the meaning of death?" Below are given a few points as
guidelines. '

(e) Deeth is something which heppens to a person. Whereas
Jeath can be considered from different angles -
cytological, physiological, philosophical, theological -
each person apprehends his/her death as an uniquely
expressive event. It is not 'a machine coming to a
stop!, nor 'a bit more troublesome form of humen
wagte! nor ‘'an affront to our inalienable right to
life, liberty and the pursuit of heppiness! (Toynbee),
but an intensely personal thing - & stage in living.
The process of dying is in reelity the art of living
meaningfully in and through the process of dying.
nDgath belongs to life as birth does; the welk is
in the raising of the foot as in the laying it down."

(Tegore) .
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(b) Death is a regl factor in the meeningfulness of life.
In the fece of death, says Viktor Frenkl, as absolute
- finis to our futurec and boundary to our possibilities,
we are under the imperative of utilizing our lifetimes
to the utmost, not letting the singular opportunities -
whose: 'finite! sum constitutecs the whole of life -
pass by unused

(c) Doath, for the boliever, ig also & significant religious
event : It is, as it were, the occasion on'which we
ratify the fundemental oPtions we meke in life, Those
who, for exemple, believe in Jesus Christ, and in his
pession, death and resurrection, as a salvific event,
gain a new vision of death. Christ trensforma death
into the greatest manifestation of trust in the
Father and love for all mankind., For the Ghristien,
death opens on to life eternal. Bvery doector should
- try to be cognizant of the hope end faith of his

believing patients, the better to help thom to face
the praspect ¢f death with bquanlmity

The Moment, of Death ¢ In view of organ transplantation, this
question has acquired special significance. After all; a person
dying is still e person living, and he keeps his elimentary
huriap rights up to the moment when life becomes extinct.

In short, the principle that brain death is synonymous

‘with the death of the patient (or death of the person) has

found universel agreement. A Heisard University team that
studied this question in depth ghve the following criterias

"It stated that in order for brain death to be designated the
subject should be in decp and irreversiblo coma; manifest a

total un-aweroness to external painfu] stimuli; have no
spontencous musculer movements or responses to external stimulij
have no respirations when not in resuscitator; have no elicitable
rcflexos; heve pupils fixed, dilated, and unresponsive to light;
and have an isollectric REG (fl&t EEG) with the foregoing
characteristics having been mainteined over a poriod of 24 hours."
(4rchives of Internal Medicine, 124 - August 1969 - p. 226-227)

THE PROBLEM OF THE PROIOIGATION OF LIFE AND EUT HANASTR.

The right to live humenly implies tho right to die humanly s 10
with dignity and in frecdom. Does this meen that the patient has
the right to cnd his life or the doctor to assist him in doing
s0? In a recent document, the dmerican Hospitel dssociation
spproved & 12-point Declaration of Rights of Hospitel Petients,
which grents tc the patient the right, emong others, "to refuse
treatment, to the extent permltted by law, and to be informed

of the med1cal consequernces of his action". This implies that
an adult patient with no prognosis for recovery has a right to
die without medical therepy. The point is: would this "right
to die" justify the patioent in asking the doctor to end his
life, or justify the doctor in presuming this consont and
seting in suwch a way as to causc death ?

THREE POSSIBILITIES : In the managemant of torminally i1l

pa tl(nts or. pationts whose  brain has' suffered massive .
dostruction to the extent of being irremediably non—functioning,
there are thrce major options @

(1) withdrawal of artificial and/or mechenical 1ife-support
systoms (i.e. non-intorference with death);

e 3/-



(2) administration of pain-relieving drugs which will have
the effect, emong other efferts, of accelerating the
death process (i.e. hastening of death) :

~(3) administration of desth-inducing or life-terminating
sgents (i.e. deliberate ac tion celculated to cause death) .

I think it is argueble, says L. Hermon Smith (ETHICS AND THE NEW
MEDICINE, p- 167) that options 1 and 2 are now morelly licit
procedures in the manegement of terminel or brein-destroyed
patients, but thet option 3 is not needed. if we. properly under-
stand end epply the dispensebility (i.o. the non-manditorinees)
of both extraordinery and ordinery meens which are not
remedies. The line between options & end 3 is & fine one,

T know; but it is reinforeed by the awareness that medical
science and technology have developed many possibilities for
which we have not yet developed the ethicel wisdom and moral
stamina necessary for exercising humanely responsible control.

SOME NORMS : In arriving at a morally discriminating decision,
the following norms should be kept in mind.

(1) "A human person Owes it to himself and to his communi ty
' (to his femily, to the society in which he lives) to
keop his life intact and not to destroy the value that
it represents. Humen 1ife lived in a personal way is the
best that we can find in this world. Nothing else comes
anywhere neer it, in the hierarchy of velues. It
follows that both the individual and the commnity has
‘a duty to do what can be reasonebly done to preserve
humen 1ife. This duty exists in the patient, in the
doctor, in the lawyer, in the priest, in all who share
a responsibility for life. :

(2) Men has & right to his own dignity es a person even in
spproaching death. Therefore, once the reasonable
mesns to keep him in 1ife have been oxhausted, he is not
bound to destroy his dignity by expecting to be kept
alive without being eble to live; to think, and to
feel as person. NO one is bound to ask for medication
that would prolong the sagony of death. The seme
~ principle is valid for the community; its members are
_-not bound to prolong the sgony for a humen being.

(3) There will elweys be complex situations and berderline
cases where a clear moral judgment ceannot be formed
within the short time aveilable. In this case we
have to respect thosc who, animated by the first two
principles, meke & genuine effort to bring about the
best decision even though they may feil to find it
there end then. Yet the offort itself was good
and the resulting situation should be eccepted as
the only reasonsble one in the circumstancos."

(4 "I would urge that we promote the idea of benemori,
e dignified death, in the dying patient. There is
no nsed to prolong the dying process, nor is there
any moral or medicgl justification for doing so.
Euthenasia, that is the employment of direct
measures to shorten life is nover justified.

'Bene mori! that is, allowing the patient to die
peec eably and in dignity is always justified."

.o od/=



EUTHANASIA : Etymologically the word means "dying well". But the word
has now come to mean "easy dying", for it implies medical
intervention to cut short life by causing death. We must
distinguish between euthanasia which is cleimed as a legal
right, and euthanasia as a moral option.

(e) Legel euthanasia: advocates of cuthenasia as a
lcgal right of every citizen can be understood
to speak of cuthanasia in two senses:

(1) In_the .strict scnse : i.e., "to ceuse
doath (or to assist in cgusing death)
to. & sonscious, certainly incurable
patient who requests that his egony
(physical or psychical suffering) be
terminated by a calm and painless death".

(i1) In a wider sense : This would inelude:
(a) to causec death, at the instigation
of pity, to an unconscious dying person,
to monsters, the soriously insane, otc.;
(b) to ceause death, for the sake of
society, to a socially dengerous person,
and in general to persons who cannot
live morelly useful lives within
society (the so-celled 'cugenic deaths',
end disposal of useless persons €.g.
the aged, mentelly retarded ete.)

The judgement on this has been sueccinc tly formulated by
Pope Paul VI when he wrote to the International
Federation of Catholic Medical Associationss "Without
the consent of the person, euthanasia is murder. His
conseht would meke it suicide." >
(b) Euthanasia as a moral option : Here it is
customary to distinguish between (i) Direct or
positive euthanésia: i.e. the roendering of
assistarce in order to cause death, This can
never be allowed. (ii) Indirect or negative
euthanasia: i.e. the administration of
treatmént, e.g. for the alleviation of pain, which
hes as & side effect the scceleration of death.
Hére, we could also include the stopping of those
procedures which only prolong the process of
dying, while they hold out no hope for 1life.
Thig should better not be celled euthanasia at
all, and in fact is morally licit.

FINAL _SUMMARY

We cen summerize 211 thet hes been said above, in en organized
way, by quoting extensively from a lecture given by Dr. G.B. Giertz
at a Ciba Foundation Symposium on ETHICS IN MEDICAL PROGRESS: with
special rofercnce to trensplantation. He writes: "The subject of
cuthenasia poscs now problems in medical ecthies. The central point
is whether we can esteblish® the moment whon 1ife ceases to have any
human velue; this is essentially the seame central problem as in
abortion, elthough it is then a question of deciding the time when
1ife begins to have human velue. - Both problems force us to face up
to the question of whether man can draw such a boundary that he cean
disregard the obligation to protect life. There are essentielly two
possibilities. Onc is to leave the duty to protect and prescrve

humen 1ife umconditionsl. .Such e view -implies that men lacks the
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right to determine the length of life and to judge what is a valueless
1ife and what a veluable one. The second possibility is outhanesia, for
which there are strong advoceates in Sweden. 4 professor of practical
philosopy askss n"Is the physician's virtuous skill in rcpeiring demapged
individuals and sending them back to so-celled life, blind or deef, with
grave changes in personality, with poor sight or doprived of the power
of locomotion, actuelly a gain from the aspect of tho value of human
1ife"? In this connexion the aconomic factor has been mentioned. 18
it in fact intended that we shall provide the medical services with
rosources for furnishing life supporting measures for every individuel
who might quelify for it, even when the prospects of securing e
recovery are negligible? Shoulid we not eccept that man shell decide
what is fit for life and what is not, and direct our resources to the
former?
\

More recently a third factor has entered this discussion, nemely
the question of the dignity of life and death. My own attitude is that in
the troatment of the hopeless case wo should try to ect so that the
patient, in spite of everything, cen live as nore el a life as possible
and is freed from paln as fer as possible. Much of our medical effort
is concerned with achieving these ends. We choose the path thet eppears
to us to be tho wisest from the humen and medicel aspects, and thus
do not limit our consideration to probable gurvivel time. But when i
shall we give up the struggle? In most cases 1t is not difficult to
decide. So long as we are not convinced that ell hope is gone we
should as a rule fight with all the means at our disposal. But when
we have been able to cstablish that the end must soon come, then we \
should take this into eccount in our action. In this situation death
is & natursl phenomenon and should be allowed to run its course. The
thought that we physicians should be obliged, for instance, to keep &
patient elive with a respirator when there is no possibility of
resovery, solely to try to prolong his 1ife by perhaps &4 hours, is a
terrifying one. It mst be regerdcc as a medicrl syiom that one should
not be obliged in every situation to use all meens to prolong life.
Such an obligation would rapidly 1ead to an untenable situation and
spell disaster to our hospital organization. The point is that these |
considerations are purely medicel ones - no step 1s teken with the
object of killing the patient. We refrein from treatment because.
it does not servc any purpose, boceuse it is not in the patient's
interest. I cannot regard this as killing by medicel means: death has
already won, despite the fight we have put up, and we nust eccept the
fect. Only the recognition of this 1imit can enable us 1o solve
the problem thet for many has made the thought of death an egonizing ome -
the fear of an artificiel prolongation of 1ifec when it has alroeady been
bereft of all its potentielities.

NORORQ¥ORORORORORORO*O"
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ON DEATH AND DYING

The Doctor face to face with death : Death is a frightful,
fearful happening, which, we are convinced, "happens to other
people", (Franceis Mauriac). Yet it is something the doctor has
to face routinely in the course of his prectice. He must face
not only the dying petient but also his relatives to whom he has
to broak the news of the impending end. The pationt expects his
dostor to stand by him till the end, and in an existentiel way
will ask the doctor about the odds for his life or demise. And,
inescepably, the queries of the patient will become the question
the doctor must ask himself: iwhat is death'? If death is & big
problem in the 1life of the doctor himself, if it is viowed &s &
frightening, norrible, taboo topic, he will never be eble to face
it helpfully with his petients. He might hope they will not
bring it up, and would probebly talk about other triwvial things.

The Physician stands elweys on the side of 1life. He must
wage the battle against death with all the strength of his
competence and commitment. He must inspire in his patient the
will to live and encourage the hope of recovering health. But
if to live is to be free, then the highest point of personal
froedom is the courege to face peacefully the prospect of
imminent death. If the doctor considers the patient!'s death as
the enemy to his profession, death as a professional battle lost,
then in his desperate gtruggle egainst death he will not help
the patient to serenity and belamce, strength and effective
personel freedom in the face of death. 4s a famous physician
writes: "Not only for the dying patient but also for the doctor,
does & strong faith generate en intensification of freedom.

Tt allows the physician a full commitment to life without that
obsession which considers doeth as the greatest of evils, since
we consider death as belonging to the fulness of life. The
free ecceptance of death 1s the only reel chance to get out of
that death which seems to destroy ell our strength, & last
opportunity to assert our freedom." It should thercfore be

the doctor's endeavour to assist the patient in echieving &
peaceful death. Pain should be relieved as much as possible,
but with the main objective of ensuring freedom and peece. The
fear of death, it's greatest terror, should be gofeated. Only
then can freedom mature.

The Moening of Death : In ecquiring correct ettitudes, the

doc tor must ask himself, end enswer satisfectorily, the question:
"What is the meaning of death?" Below are given a few points as
guidelines.

(2) Death is somothing which heppens to_a person. Whereas
death can be considered from different angles -

cytological, physiological, philosophical, theological -

each person apprehends his/her death as an uniquely
expressive event. It is not 'a machine coming to a
stop!, nor 'a bit more troublesome form of human
weste! nor 'an affront to our jnalieneble right to
life, liberty and the pursuit of heppiness’ (Toynbee) ,
but an intensely personal thing — & stage in living.
The process of dying is in reelity the art of living
meeningfully in and through the process of dying.
nDoath belongs to life as birth does; the welk is

in the reising of the foot as in the leying it down."

(Tegore) «
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(b) Doeth is & roal factor _in thc meeningfulness of 1ife.
In the fece of death,:-says Viktor Frankl, as absolute
finis to our futurc and boundary to our possibilities,
wo are under the imperetive of utilizing our lifetimes
to thu.utmost, not letting the singular opportunitics -
whosc ‘flnlto' sum constitutcs the whole of life -

gs by unused

(c) Doath, for tho bCllOVC?l igs also & 31g icant rel#g;ous
event ¢ Tt is, as it were, thc occasion on which we ‘
retify the fundementsl options we meke in 1life. Those .
who, for exemple, believe in Jesus Christ, end in his
pession, death and resurrection, as o salvific event,
gein ‘a now vision of doath. Christ trensforms death
into the greoatest manifestation of trust in the
Fethor and love for all menkind. For thc Christien,
death opens on to life eternal. Every doctor should
try to be cognizent of the hope and feith of his
believing patients, the better to help thom to face
the praoaspect «f death with equanimity. -

The Moment of Deeth : In view of organ trensplentation, this
quosti on has acquired special significance. After all, a person
dying is still e person living, and he kceps his elimvntany
hunan rights up to the moment when life becomes extinct.

In short, the princlple that brein death is synonymous
with the death of the patient (or death of the person) has
found universel agreement. A Haisard University teem that
studied this question in depth gave the following critcrias
"1t stated that in order for brain death to be designated the
subject should be in decp and irreversiblo come; manifest a
total un-eweroness to externsl painfu] stirmli; have no
spontencous muscular movements or- rosponses to oxternal stimuli;
heve n» Tespirations whon not in resuscitotor; have no elicitable .
roflexcs; have pupils fixed, dilated, and unresponsive, to light;
and have an isollectric FEG (flat EES) with the foregoing
cherecteristics having been mainteined over a poriod of 24 hours."
(Archivos of Intornal Moﬁlcine, 124 ~ August 1969 - p. 226-227)

THZ PROBi#M OF THE PROIONGATION OF LIFE AND EUTHANGSI &R, °

The right to live humenly implices tho rlght to die humanly y 1.00
with dignity and in freccdom. Does this meen that . .the patient has
the right to ond his 1lifc or the doetor to assist him in doing .
s0? In a rocent document, the dmericen Hospitel dssociation
epproved & 12—pnint Declaration of Rights of Hospltel Peticnts,
which grents to the patient the right, emong others, "to refuse
treatment, to the extent permitted by law, and to be informed
of the medlcal consequerces of his action". This implies that
an adult patient with no prognosis for recovery has a right to
die without medical therepy. The point is: would this "right
to die" justify the paticnt in asking the doctor to end his
life, or justify the doector in presumlng this consont and
acting in suwch a way as to ceusc death'®

THREE POSSIBILITIES : In the management of torminallj i1l
peticnts, or pationts whosc brain hes suffered messive
dostruotion to the extent of being irremediably non-functioning,
there arc throe major options :

(1) withdrawel of artificial andfor mechanical 1ife-support
systoms (i.e. non-interference with death);

.3/~
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(2) administration of painrrelievihg'dmugs which will have
the effect, among other effects, of accelerating the
death process (i.e. hastening of death)

(3) administration of desth-inducing or life-terminating
agents (i.e. deliberate ection celculated to cause death) .

I think it is argueble, says L. Hermon Smith (ETHICS AND THE NEW
MEDICINE, p. 167) that options 1 and 2 are now morally licit
procedures in the menegement of terminel or brein-destroyed
patients, but thet option 3 is not needed if we properly under-
stend and apply the dispensebility (i.0. the non-menditorinees)
of both extraordinery and ordinary means which ere not
remedies. The line between options.2 and 3 is a fine one,

T know; but it ig reinforeed by the awareness that medical
secience and technology have developed meny possibilities for
which we have not yet developed the ethical wisdom and moral
stamina necessary for exercising humanely responsible control.

SOME_NORMS : In.arriving'at‘a morally discriﬁinating decision,
the following norms should be kept in mind.

(1) "A human person Owes it to himself and to his communi ty
: (to his femily, to the society in which he lives) to
keep his life intect and not to destroy the velue that
it represents. Humen life lived in & personal way is the
best thet we can find in this world. Nothing else comes }
anywhere neer it, in the hierarchy of velues. It
“follows that both the individuael and the commnity has
a duty to do what cen be reasonebly done to preserve
" pumen 1ife. This duty exists in the patient, in tho
doctor, in the lawyer, in the priest, in all who share
a responsibility for life. -

(2) Man hes a right to his own dignity es a person even in

spproeching death, Therefore, once the reasonable

heans to keep him in 1life have been cxhausted, he is not
bound, to destroy his dignity. by expecting to be kept
‘alive without being eble to live, to think, end to

feel as person. No one is bound to ask for medication
that would prolong the agony of death., The same
principle is valid for the community; its members arc

" pot bound to prolomg the agony for a human being.

(3) There will alweys be complex situations and bcrderline
cases where a clear morel judgment cennot be formed ‘
within the short time aveilable. In this case we 1
have to respect thosc who, sninmated by the first two
principles, meke & genuine effort to bring about the \
best decision even though they may feil to find it
there and then. Yet the offort itself was good
and the resulting situation should be eccepted as
the only reasonable one in the circumstancos.”

(4) "I would urge that wo promote the idea of benemori,
a dignified death, in the dying patient. ‘There is
no need to prolong the dying process, nor is there
any moral or medicgl justification for doing sO.
Futhanasia, that is the employment of direct
measurcs to shorten 1ife is never justified.
1Bene mori! that is, allowing the patient to die
peeceably and in dignity is alweys justified."

.eod/- :
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EUTHANASIA : Etymologically the word means "dying well". But the word
has now come to mean "easy dying", for it implies medical
" intervention to cut short life by ceusing death. We must
distinguish between cuthenasia which is claimed as a legal
right, and euthenesia as & morel option.

"(é) Legel euthanasias advocatés<of cuthanasia as a
legel right of every citizen can be understood
‘4o speak of euthanasia in two senses:

ﬁ)Inﬂwswkﬂsmmé:iw”‘%oum%
deeth (or to assist in ceausing death)
to a sonscious, certainly incureble
patient who requests that his egony
(physicel or psychical suffering) be
terminated by a celm and painless death".

(i1) In e wider sense : This would include:
(a) to cause death, at the instigation
of pity, to an unconscious dying person,
to monsters, the soriously insane, etc.;
(b) to cause death, for the seko of
society, to a socially dangerous person,
and in general to persons who cannot
1ive morally useful lives within
society (the so-called 'eugenic deaths',
end disposal of ‘useless persons C.g+
tho aged,.mentelly retarded ete.)

The judgement on this has been sueeinc tly formulated by
Pope Paul VI when he wrote to the Internationel
" Fegeration of Catholic Medical Associations: "Without
the conscnt of the person, euthanasia is murder. His
consent would meke it suicide."

(b) Buthenasia as a moral option : Here it is
customary to distinguish betwcen (i) Direct or
positive cuthanesia: i.e. the rendering of
sssistarce in order to cause death; This can
never be allowed. (ii) Indirect or negative
outhanasia: i.e. the administration of:
treatment, e.g. for the alleviation of pain, which
has as a side offect the acccleration of death.
Here, we could also include the stopping of those
procedures which only prolong the process of
.dying, while they hold out no hope for life.

This should better not be celled cuthanasia at
all, and in fect is morally licit.

 FINAL _SUMMARY

We can summerize all that hes been said above, in an organized
way, by quoting extensivcly from a lecture given by Dr. G.B. Glertz
at e Ciba Foundation Symposium on ETHICS IN MEDICAL PROGRESS: with
special reference to ‘trensplantation. He writesi "The subject of
euthanasia poses new problems in medical cthics. The central point
is whether we can esteblish the moment when 1ife ceases to have any
humen velue; this is essentially the seme central problem as in
abortion, elthough it is then a question of deciding the time when
life begins to have human value. Both problems force us to face up
to the question of whether man can draw such a boundary that he can
disregard the obligation to protect life. There are essentially two
possibilities. One is to leave the duty to protect and prescrve
humen 1ife unconditional. Such a view implies that man lecks the

e
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right to determine the length of life and to judge what is a velueless

1ife and what a velusble one. The second possibility is outhanasia, for
which there are strong edvocetes in Sweden. 4 professor of practical
philosopy asks: "Ts the physician's virtuous skill in repairing damaged ‘
individuals and sending them back to so-called life, blind or desaf, with
grave changes in personelity, with poor sight or doprived of the power
of locomotion, actuelly & gain from the aspect of tho value of human
1ife"? In this connexion the economic factor has been rentioned. Is

it in fect intended that we shall provide the medical services with
rosources for furnishing life supporting measures for every individuel
who might quelify for it, even when the prospects of securing &
recovery are negligible? Shoulild we not sccept that man shell decide
what is fit for 1ife and what is not, and direct our regources to the
former?

More recently a third factor has entered this discugsion, nemely
the question of the dignity of life and death. My own attitude ig that in
the troatment of the hopeless case we should try to ect so that the
- patient, in spite of everything, can live es nore el a life as possible
end is freed from pain as far as possible. Much of our medicel effert
is concerned with achieving these ends. We choose the path thet eppears
tn us to be tho wisest from the humen and medical aspects, end thus
do not limit ~ur consideration to probable survivel time. But when
smﬂlweghm1m‘mestnggm? Inmwtcawsitisnd;ﬁjﬁndu'm
decide. So long as we aro not convinced that all hope is gone we
should as & rule fight with all the means at our disposal. But when
we have bcen able to establish that the end must soon come, then we
should teke this into eceount in our sction. In this situation death
i{s & natursel phenomenon and should be gllowed to run its course. The
thought that we physicians should be obliged, for instance, to keep &
patient alive with a respirator when there is no possibility of
resovery, solely to try to prolong his life by perheps 24 hours, is5a
terrifying one. It must be regerdcc as & medicel syiom that one should
not be obliged in every situation to use all means to prolong life.

Such en obligation would rapidly 1ead to an untenable situation and
spell disaster to our hospital organization. The point is that these
considerations are purely medicel ones - no step is teken with the
object of killing the patient. We refrein from treatment bocause .

it does not serve any purpose, beeause 1t is not in the patient's
interest. I cannot regerd this as killing by medical meens: death has
elready won, despite the fight we have put up, and we must accept the
fect. Only the recognition of this 1imit can enable us to solve

the problem thet for meny has made the thought of death an agonizing ome -
the feer of an ertificial prolongation of 1life when it has alrecady been
bereft of all its potentielities. |
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Topics €ealt with in the present course of Medical Ethics

|

I. i © LBCTURES :

1. What is Mediecel Ethics? (vs. medical etiquette)
Basic principles of ifedical Ethics.

5. The Comcept of Heelth - & total perspective.

4. The Pcc.or —paticn™ rclationship

- aedical 1iril1i- 7 to the
jndivicna. end conmunity.

3. Hoalth carc priorities and social justice. \

— the doctor vis-a=vis social legislation
— the nmedical secret. |

II. PROBLEIS CONNROTEN WiTH THE BRGINNING OF LIFE

5. Artificial Insenination
6. Gonotic engincering

T Abhaortio™

III. PROBLENS CONNGCTED WITH SFXUALITY AND MAREIAGE

8. Mraning of hunan sexuality
9. Chntracepticn |
a) Motives and ncthods
) Morality
- . - liby sexual ity (e.g. honosexuality)

1=
D
.

11. Masitariasion
12, Marriage counselling ( e.g. VD of patient and
ohligations to partner; stcrility; impotence)

Iv. PILOBLIEMS CONNICTED EITH THI [NTEGRITY OF THS 30DY AND
OF THE PERSON. |

13, Mutilitation, sterilisation
14, PBycloBSUuIrgery, psychotherapy, narcoanalysis and

hypnotisoe. \
15. Bxperimentation on hunen beings |
V. PROBLENS COENECTED WITH THE END OF LIFE. |

16. The wusaning of Death
|

17. Telling the trath to the patient |

18, FProlsngation of 1life and the probleo of Euthanasia,
\

|
VI. SPECIAL_SECTICH.

—— e e

19. Alccholisn and 4rug afdiction ‘
20,  Trantnoantation ( Blood trarsfusion & haenodialysis)

\
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cALTH CELL

: N 5Y - ETH SSUES ITY H
MEDICAL TECHNOLOGY ETHICAL ISSUEScoMMUN Vacks Aoad

47/1, (First Floo) ¢
~ Anil Pilgaokar - o BANGALORE‘560001

The practice of medicine by its very nature (a) invades the privacy
of individuals (patients) and (o) is vulnerable to what may be |
best termed "rationalized misuse/illuse potential.” IZ ie A sehials
context that ethical facets of Medical Practice become very '
important. "Technology" (cescribed as the 'ecience of industriesl

arts" - Consise Oxford Dicticnary) by its very genesis lends
iteelf to commercial exploitation., It is in this light that
ethical issues of:medical technology become of parzmount importance
but alas this is a neglected subjec: in the medical circles. It

is with this at the back of the mind tha’- we felt that it would

be of pertinence that there is at lLeast some sort of debate anﬂ
discussion on the subject ard hence this paper. It must be - |
clarified at the outset that we are alive to the rather dismal |
prospects of putting before you a comprehensive paper befozre

you but then that is neither ocur claim nor our aim to deo 50.

There are limitations of data and mo:r= importantly oux OWIl limi-~
tations which prevent us from taking any firm positioni(s) in i
respect of many topics covered in the paper, but then it is ou:

hope that vigourous (rigourous) deliberations at the MFC meeting

would be helpful in (a) clarifying the grey areas on the one |

hand and (b) taking up some position(s) in respect of manv aspgcts
i

discussed in the paper; (which primarily is concerned witn
raising some questions for discussion).

Admittedly medical technology is a broad term and it would be
purposeless to dwelve on every technology concerned with the
practice of medicine; for that matter even commonplace 'injections’
could be concieved as 'technology, and it would be quite pointless
o discuss the ethical aspects of injections here. Rather it Ls
ou- intention to restrict oursr lves to newer sophisticated and
or pervasive medical technologies. 1In very crude texrms, £or tFe
pu-pose of this paper we shall ignore the "first generaticn
technologies" (to burrow the current 'in' expression) like say|
X-ray machines, and devote the discussion to "higher generat:.on
technologies" like CAT-scan or PET-scan.

|

Grouping/Catagorigation of Technolociess

In our surrvey of literature we have not come across any groupiing
or catagorization of the various teochnologies harnessed in

medical practiee: but for the purposes of :his paper it is
important to device one and so even at +he risk of being challenged
we have resorted to the followiug classifications:

(i) PFurction replacement madiczal cechnologies eg. Heart-Lung
machines or say renal dialvsis units; :ardiac~pace—makerf‘etc.

(ii) Investigational-aid medical technologies like CAT-scans
sonography; echo-cardiography: and its sub-class (ii-a)
"Investigational-aid extendable (in som= cases) to curatiyve:'
medical technologies like some endoscopic instruments.

(1ii) “"Control technologies" like contraceptives, vaccines, and
artificial life-support technologies, and of course genetfic
engineering and sex-preselection technologies.

Each as a class would have its own ethical ccnsiderations in
addition to general ethical concicderations. A priori, the above
classification suggests a need for increasinc stringency in
ethical considerations with each class of th= medical technologye.
Whereas the benifit: risk as also the costs benefit evaluations
vis-a-vis respective populations must form a oase for assessing
the relevence (in ethical terms) in all the three classes of
technologies but it is evident tnat in the first class, the
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ethical considerations would mainly relate to ‘operaticnal' part
i.e. use; mis-use; denial of use as also the fees for services
etc. The ethical questions in this class mostly relate to the
individual patient and the institution (investigating centre)
policiess 'In the next class (i1), the ethical questions =~ all
ethical questions relevent to the prévious class are indeed
pertinent but in addition, because of the enormous costs of
some of the instruments involved ethical considerations in
National priorities also must form important facets as many of
the instruments lock up and siphon significant monetory
resources, and thereby quite often affect (adversely) other
medical facilities by depriving funds for these. In the last
class, even more wider questions relating to demographic,
individual rights ws rights of societies, right (?) to manipulate
human systems and forms etc. could figures

(i) Function replacement technclogies: Admittedly most of
these technologies are indeed 'life-saving' in eritical
conditions. But when the question such as whose life?
become appearent (as in many cases in our setting do) then
ethical issues do arise and these need to be debated in
full measure. We shall take just two illustrations to
initiate the debate.

(a) It is well-known that in a renal dialysis unit
priority for dialysis service is given to acute cases
rather than chronic renal failures. Again there is a

long waiting list for routine dialysis of chronic renal
failure patients (who have to be placed in a gueue system
because of the paucity of dialysis units. Even so when
"J.PM needed dialysis (Jaslog Hospital) he got precedence
over others. With all regards for the noble man, the
question of whether life of other citizen is worth anyless
needs to be taken up.

Again, the dialysis serves as a temparory respite until
the organ teransplant arrangements are available, and

it is at this juncture that further ethical issues arise.
Should kindney of a young person be transfered to older
person? The obvious answer is No. Yet one finds that
kindney from a young woman (16) being transplanted on

to MGR - knowing that the leader was close to his grave.

The "organ trade" racket with the conivance of the medical
profession has been highlighted in lay press and yet the
ethical questions have not been raised in relevant

bodies..

It must be conceled that the examples gquoted above, are
not strictly ethical issues of medical technology,
rather they are issues related to ‘'medical practice'.
All the same these are so intimately connected with the
technology usage that the mention made here would not
be totally out of place. '

(b) Cardiac pace - makers are fairly widely used in

our country. And for harnessing this technology

Intensive Cardiac Care Units (ICCU) are essential.

The usefulness of these units is widely known and
acknowledged. What is not generally appreciated is

that in our settings is that a proliferation of such

units could actually impede the guality of service

(medical service) in other faculties of the hospital/
institution. A bed in ICCU could cost (to the institution)
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some 100 times more than the bed in say a general ward
(of a public hospital). With relative crunches on the
budget of the hospital, the pinch for resources is fel
by other facilities. A..y keen observer, who has obsery-
the "progress" of some of our prémier public hospital
in last two decades, could not have failed to notice
that with the advent of super-specialities (like ICCU,
Artificial Kindly Units and the like), there is a steady
degradation in the facilities in other departments. 9?
we have a situation where the best of the facilities
would be available in these highly specialized units and
at the same time there would be acute dearth of common£

l

|

requirements like cotton, lint and linen in the genera
wards of the same hospital.

Even at the cost of increasing the length of the paper
let us labour over this point a little more. It would|
not require statistical figures to state that the
incedence of tuberculosis in the city of Bombay far, far
exceeds that of CVDs. Dr. Amar Jesani ( Economic &
Political Weekly,Sept.24, 1988) has pointed out that the
deaths due to TB in'the city have increased over the yFars
thus emphasising the increased recuirement of hospital|
beds for TB in the city, but these have in fact been |
reduced by Bombay Municipal Corporation (paucity of funds)
in the only hospital for tuberculosis in the city 'of
Bombay; whereas there is a spurt in the ICCU beds in the
city. (and mind you the ICCU beds cost some 100 times
more) The number of ICCU beds in the city(in both public
and private hospitals together) are some 30 to' 35% that
of the beds in the TB hospital. :

O
|

Is this due to class biases ? CVD is & rich man's dis
ases and TB is a poor man's diseases. Is it 'ethical'
to permit spurt in ICCU beds 2. At the cost of TB bed

(03]
o)

(ii) Investigational-aid medical technolocies:- In this group
there are technologies that 'affordable' only to insti
tutions as for example CAT-scan instrument and there the
ones like sonography (ultrasound) which can be found with
individuals too. What is peculiar, atleast as far as
Bombay is considered is that none of the public hospitals
have these as of today. And this brings out two possiple
reasons for this viz(a) the aquisition of these instrur
ments is primarily for 'marketing' reasons - marketing{of
'image' of the institution and(b) the law of diminishing
returns impedes the aguisition of these instruments in
public hospital i.e. the additional benefit in investi
gations with the aquisition of these instruments is not
commensurate with the hugh cost of aquisition, operatiFn
and maintenence of the instrument. l

It is true that public hospitals have little agress to
recovery of costs from the patients (even when these have
resorted to collecting partial fees from the patients |(in
Maharashtra). . .But in private hospitals fees are
levied for services, it would be unthinkable to operate
these instruments (CAT-scan) if these are to be used splely
used in well selected cases only. This is because the
capital investment (around Rs.30 lacs) and allocation fobnr
operation and maintenence (another Rs.30 lacs) would woprk
out in annual interest of Rs.10 to 12 lacs, which would
have to be acrued from the patients, (i.e.Rs.l lac per
month). And considering that the time required for 'proce-
ssing' a patient is 2 hrs and an 8 hr working period, it
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would mean to break even this Rs. 1 lac would have to
be recovered from 120 patients or Rs.833/- per patient.

The question that one ueeds to consider is that would
there be 120 truely well selected cases for such scan

in a month, every month, every year ? If the ansver is
NO then it follows that patients who do not require such
an investigation would also be enlisted for such investi-
gation - which seems to be the case indeed. How does
this stand on ethical grounds ? How does one ensure that
such trend is checked ? reversed ? Could there be a
well laid down norms for selecting cases ? Could there
be an audit of such investigations ? Who would conduct
such an audit ? These and many other quecstions will need
to be answered.

Sonography : Ultrasound technology : This has been the
domain of obstetricians and many obstetricians perhaps
aquire this instrument for 'image' purposes. The pre-
mise that the technology is ‘safe' (is it conclusively
proved ?) has led to rampant ill-use or mis-use. Wides-
pread (though unconfirmed) reports have indicated that
this technology is used to detect pregnancy when cheaper,
more accurate and non-invasive pregnancy tests are freely
available. One reason behind this is to enable to charge
fees (ususally exhorbitant) for the investigation. How
ethical is this ? What does one do to prevent this ?
What are the situations when use of this technology is
rational ? Can there be an audit?

Control technologies :-~ These are perhaps the most
Yimpactful' and controversial technologies, and ethical
as also philosophical must be discussed.

Contraceptives technology : Therehas been a shiftiin
technology (ies) 'progressing' yser-safety" to "contraeep~
ptive duration of action" (from condoms & diapharms to
'implants'); there is a shift from "user-control"

(condoms & diaphrams) to "doctor-control" (implants) .

The shift has been from birth contreol to population
control.  Is this ethical ?

In the case of doctor-control (and therefore state
control) contraceptive if there is a contraception
failure should it not merit compensation ? Is consent
necessary ? imminent ? Is it sought to ?

The question also arises of 'doctored' results of field
trials ? Should there be a third party audit of the
field trials, particularly since there 1s an obsecssion
to pushing these technologies.

Vaccines : These technologies being a part of Preventive
Medicine are state mediated and at general population
level some questions need to be raised. Is consent a
necessary pre-requisit before vaccination ? In the event
of vaccine failure should the patient not be compensated ?
Can vaccination be forced in epidemics ?

Sex-preselection / selective foeticide : Sex-determination
and selective foeticide and Sex-preselection technologies

0055
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are the ones which have discriminitory and demographic
upset potential of the worst kind and yet these technor-
logies are vigourously pexrsued. In extremely small
number of cases where A particular sex foetus could
jeopardize the life of the pregnant woman can these be\
justified if at all. Even SO there are no laid down
ethical codes in respect of these at all,” 'Apart Erom
catering to individual passion for a particular sex of
spring, scientific ego of achieving control over life
procezses, and @ political handle to manipulate sex }
composition of a population, these technologies have
little to offer to mankind. The pasic premise in medical
research is to improve the guality of human sustenence.
These technologies have very little to offer in that |
direction (except perhaps cases:mentioned above.) But|
they do have an enormously large adverse potential. \

Should such technologies be allowed to be harnessed 1in|
the country 2 <Should not the medical comunity decrey |
these technologies on ethical grounds ? |

|

Genetic Engineering : These technologies can have extr%—
mely widespread manifestations and carry with them dich-
otomous repurcussions. It is with this at the back of
mind that there needs to be an extensive debate on the
merits and demerits of these technologies to work out
rigid code of procedures. |

The justifiable purpose of genetic engineering (we are|
restricting ourselves only to medical aspects of genetilc
engineering only) can be to rectify genetic aberration
(note the avoidence of the word abnormality) which can|
have disasterous or agonizing consequence and nothing \
more.

. _ |

However as things stand today the commonly persued

(and commonly percieved) goal of the technology is to
rectify genetic abnormalities and improve the quality |
( of genes ? ). Just what is abnormal? What is impro
vement in quality of genes ? On this there is no final
word. What is more it is unlikely that there could be
any final word on this. Allow us to elaborate this ‘
further. l

l
Genetic aberrations like Down's syndrome: inborn error$
of metabolism; juvenile diabetes (?) can have disas- |
terous consequences and genetic rectification could
possibly avoid these con-sequences and perhaps this \
technology could have credence in these areas. But say,
if a person has six fingers on his/her hand, there 1is %o
reason to label him/her as ABNORMAL just because he /she
does not conform to the commonly percieved frame of
reference, since there is no physiological/physical agony
or distress emanating. This line of argument can be
extended to ridiculous but effective extent thus.

n
red
1K)
al
es

Blond hair, blue eyes and fair skin is normal to certa
populations and a dark skinned, dark eyed and black ha
person in this population would be ABNORMAL would gene
engineering experts like to 'improve' (2) this individ
to fair skin, blue eyed and blond haired person. Deca

1
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earlier an 'engineer' attempted to do a similar exercise:
his name was Hitler and his goal was called Fascism.

Can genetic engineering lead to camouflaged.Fascism ?
What are the ethical and philosophical positions one
takes on genetic engineering ?

Life support technologies employed in lengthing 'wvegi-
tative' forms of human (inhuman) existence : Prolonging
'1ife' with total disregard to QUALITY of life is not
uncommon these days Is this ethical ? Is it ethical to
perpetuate incapacitation ? What is the position one
takes on this issue ?

B

Research What are (should be) the priorities in research for
developing technologies ? Who takes the decisions ? Whose
needs (what needs) are given importance ? These are the crucial
gquestions that need to be answered. The situation existing today
is not one where 'independent' medical scientists engaged thermn-
selves in research and lead to discoveries. Today he or she is
either employed directly by commercial corporation or 1f netris
his research effort is heavily financed ( and therefore contro-
lled) by commercial corporations (for profits) in the name of
'service to humanity'. The commercial priorities invariably
leed to secrecy, unethical conduct of research (witness the
contraceptive research) and 'doctored results' and when scien-
tific expertise and commercial power combine (as it is today)
all this become ever so easy and free from challenge.

If there are strict laid down norms for drug research, why can
their not be similar rigidity of conditions in research for
developing technologies ? The question of consent in research

& in practice is a wvirtual farce. Ethics of research and prac-
tice is evident by its absence. Use of technologies to serve
defence medicine - whether right or otherwise - can be a matter
of debate in United States but in India (today) does it have any
place ?

Fears 3

There can be no conclusions to a paper of this sort only
FEARS. When one overviews the situations one distinctly gets
the impression that the entire persuit is one of congentration
of power, centralization of power - Medical Power; Contraceptive
technology is shifting from end-user control to doctor-institution
control. High priced instruments are phasing investigation patho-
logy from individual doctor to institution. Function replacement
technology vulnerably chains the patient to medical establishment.
Artificial Life Support systems virtually confines the patient to
institutions with .very little else. Through selective foeticide
and sex-preselection technology, medical establishment aquires a
manipulative potential and this is further compounded with the \
emergence and proliferation of genetic engineering. We have had 1
political leaders controlling populations, we have had religious
leaders controlling populations. Will the Medical man : Commerce
man combine also jump into the arena ?

NOTE : We appeal to your generosity and pardon us for strgtching
the point to ridiculous extent but believe us the inten-
tion is only to provoke discussion.

~-==000=~-~-
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Recommendations; Wrap-up

01.04.1999 (Thursday) |
|
9.30 — 10.00 am Session 6 | Summary of previous day’s Dr. V.I. Pattanka.r‘;
roceedings Dr. T.K. Nagabhushanam
10 —11.00 am Session 7 | Teaching/Learning Ethics in Medical Dr. CM. Francis |
Education: Problems; opportunities ‘
[1-1115am | Coffee |
11.15-12.15pm | Session 8 | Ethics Teaching Programme in St. | Dr. Prem Pais
John’s Medical College, Bangalore. | Dr. G.D. Ravindran,
Dr. Sanjiv Lewin “
Dr. Fr. Kalam. |
1215-115pm | Session 9 | Group work on Evolving Action
Plan for implementing RGUHS ‘
Syllabus on Ethics — Who, When, |
Where, How? \
1.15—-2 pm Lunch
2-3.15pm Session 10 | Plenary: Group Reports Chairperson: Dr. CM Francis
Discussions ‘
3.15-3.30 pm Tea \
3.30 — 4.30 pm Session 11 | Evolving a consensus.

Chairperson: Dr. (Mrs.) S.

Kz.ntha. |
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SECTION C :

Appendix - C-1

APPENDICES

Raja Gandhi University of Health Sciences, Karnataka, Bangalore.

Workshop on Medical Ethics in Medical Education

PROGRAMME
31.03.1999 (Wednesday)
10.15 a.m. Session 1 | Inauguration Dr. (Mrs. S. Kantha,
Vice Chancellor, RGUHS,
Bangalore.
Introductions
Workshop objectives Dr. D.K. Srinivasa
11 —11.15 am Coffee I,
11.15-12.30 pm | Session 2a | Keynote inputs Chairperson : Dr. G.V.Satyavati
a) Medical Ethics & Health Care | (retired DG, ICMR)
in India Dr. Madhava Menon
Session 2b | b) Medical Ethics — An Indian Chairperson: Dr. S. V. Joga Rao,
Perspective NLSIU,
Dr. K.H. Krishnamurthy
1230 —1.15pm | Session 3 | International Declarations; Codes
of conduct; Principles of Medical | Dr. D.K. Srinivas
Ethics.
1.15—-2.00 pm Lunch
2-3.30 pm Session 4 | Ethical issues related to:
Patient care Dr. Om Prakash
Public Health & Rights to Health | Dr. Thelma Narayan
Research Dr. Vasantha Muthuswamy
3.30 — 3.45 pm Tea
3.45 - 4.45 pm Session 5 | Group Discussion on: Resource Persons
1. Altemative Systems of Medicine | 1.Dr. Jayaprakash — Group 1
2. Assisted Reproductive 2. Dr. Gomathi Narayan — Group 2
Technologies ‘
3. Genetics and medical ethics 3. Dr. Sayee Rajangam-Group 3
4. Organ transplantation 4.Dr. H.S. Ballal — Group 4
5. Patients’ rights 5.Dr. C.M. Francis — Group 5
4.45 - 5.30 pm Session 5 | Plenary; Reports; Discussions Chairperson
Contd.
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|
gives the conclusive comments to end the hour of discussion. Thought-provokmg

posters are displayed all over the campus before the meeting to arouse interest. ‘

TABLE III
TOPICS FOR THE CLINICAL ETHICS MEETING FOR
INTERNS

Ethical work up of a case
Truth and confidentiality
Ethics at the beginning of life
Ethics at the end of life
Resource allocation
Transplant ethics
Pharmaceutical ethics
Doctor-patient relationship
Doctor-doctor relationship

Debates

When contemporary issues arise, they are used to debate ethical issues. Topics used “

for such debates between interns guided by faculty, included in the past: genetic
cloning, abortions, euthanasia, liver transplants and kidney sales.

How is this teaching evaluated?

At the end of the seventh term, an examination, which includes an essay and a
situation analysis, is held. The best essay is awarded a college prize in clinical ethics
on Graduation Day. The interns log book contains essential skills to be completed
through the course. Included in this log book is essential ethical skills and also the

need for 50% attendance at Interns ethical conferences before an internship
completion certificate is awarded.

Problem encountered

There is a lack of a systematic collection of Indian court rulings involving medical
issues. There is also little available on the application of Indian philosophical thought
to problems of medical ethics. There also exist problems of skewed role models and
the difficulty in sustaining an interest among staff and students in attending /
participating in medical ethics programs.
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Table II
CURRICULUM ON MEDICAL ETHICS FOR
UNDERGRADUATES

Introduction to medical ethics
Definition on medical ethics
Approaches to medical ethics
Perspectives to medical ethics

Ethics of the individual

The ethics of human life

The family and society in medical ethics
Death and dying

Professional ethics

Research ethics

Ethical work-up of cases

Special situations in Christian bioethics.

What methods of teaching are used in St. John’s?

Lectures -

Group Discussions

Role plays

Video Cassettes Pre-clinical/Clinical phase
Case studies -

In addition,

Case presentations/Discussions -
Debates

Internship
Role Plays

Role Plays:

Appropriate topics, for example, Resource Allocation, Ethics are discussed using
students playing roles of a hospital administrator, super-specialist, primary physician
and patient. Each player gives his/her reasons for decisions taken regarding resources
allocation. Students are then sensitized to ethical issues pertinent to the topic.

Intern Case Presentation

The weekly hospital clinical conferences are chosen for the internship clinical ethics
teaching program. Once in two months, an intern presents an actual hospital case
with an ethical conflict. He or she presents to the audience the ethical issues in
conflict, solves the dilemma or atleast raises issues. A faculty member makes a brief
presentation on one major ethical issue being discussed. The interns in the audience
are encouraged to actively participate in discussion and arguments for and against
various options to solve the conflict. A faculty member from the core group then

44

D:\OFFICE\RGUHS-ETHICS FINAL REPORT.doc



conducted in the institute. Teaching of medical ethics is by members of the‘
Department of Clinical Ethics headed by the Professor of Medical Ethics, who is
trained in Psychology and religious studies. Other members include members of the
clergy and medical faculty members interested in teaching ethics. Together they form
the core teams. ‘

\
In the pre-clinical years, value classes are conducted by student counsellors, pastoral|
care members and medical faculty. During the clinical years, clinical ethics is taught |
by the professor of Ethics and medical faculty of the core team. As interns, the
medical faculty of the core team involve other medical faculty, lawyers, social
activists and lay persons in conducting ethical case discussions. The approach is

multidisciplinary and reveals the relevance of clinical ethics in clinical medicine.

Table I

TOPICS FOR VALUE CLASSES IN THE PRE-
CLINICAL YEARS

Adjustment

Knowing myself

My religious beliefs

My value system

Concern for the needy

The need for each other
Sharing

Meaning to life

Character and temperament
Love.

When does St. John’s teach Medical Ethics?

There is a conscious effort to inculcate ethical values throughout the undergraduate
training program. A dress code and strict attendance is adhered to throughout the
course. Internal examinations are strictly marked and internship includes a three
months residential rural posting. Sensitization to rural needs is stressed upon through
the two Rural Orientation programs held for all students, one during the first year and
the second, halfway through the course. During the initial preclinical years, value
classes are held. Formal clinical ethics classes are held during the third year (fifth
semester) and fourth year (seventh semester).

- Formal undergraduate medical ethics teaching involves 40 hours of teaching. This

excludes the two Rural Orientation Programs and the bimonthly Hospital conferences
on Ethics during Internship.
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B5 = THE ST. JOHN’s MEDICAL COLLEGE
ETHICS COURSE*

TEACHING MEDICAL ETHICS**

Medical Ethics should be an important part of a under-graduate medical curriculum.
It should not be left to a “laissez-faire” process of osmosis from teacher to students.
St. John’s Medical College, Bangalore, was established in 1963. It is the only
catholic medical college in the country and has a 60 undergraduate student intake per
year.

Why does St. John’s teach Medical Ethics?

Since 1963, St. John’s has had a Department of Medical Ethics which has grown to
include a professor of Medical Ethics, Clergy and Medical faculty. Apart from
regular medical ethics teaching, St. John’s also has a value paper as a part of its All
India entrance examination. The reason for the value paper is an attempt to screen for
appropriate human values which would make a ‘good’ human doctor. In addition, a
further analysis of these values occurs during the vigorous four day interviews and
discussions before admittance to the undergraduate course. This entrance procedure
and medical ethics teaching is to fulfil two of the objectives set by St. John’s for their
undergraduate training program. The first objective is that graduates are trained and
oriented towards health care in a rural and underserved area. The second objective
requires the training to assist students acquire an exemplary steadfastness to principles
and moral values; to a life of honesty and integrity; and also to develop respect for
human life from time of inception to its end.

What does this teaching of medical ethics hope to achieve?

The team at St. John’s is clear that they can neither create a person of sound moral
character nor indoctrinate a person. The stress is on sensitizing the students to
examine and affirm personal values and recognize ethical aspects of the medical
profession. There is also an attempt to impart moral, social and legal knowledge, and,
teach skills of clinical analysis enabling the utilization of this in decision making.
This teaching is directed towards producing a young doctor with all human values of a
‘good’ doctor.

Who teaches ethics in St. John’s?

St. John’s has a Pastoral Care Department, a Hospital Ethics Committee, Research
Ethics Committee and a Department of Clinical Ethics. The Pastoral Care
Department takes care of the spiritual needs of all staff and patients in the hospital.
The Hospital Ethics Committee comprises the Medical Superintendent,
HospitalAdministrator and three other faculty including members of the Medical
Ethics team. They decide on ethical issues referred to them by clinical teams. The
Research Ethics committee studies and gives ethical clearance to all research

*Dr. Prem Pais, Dr. Sanjiv Lewin, Dr. Fr. Kalam, Dr. G.D. Ravindran.
** This is a compilation of all the four short presentations by the St. John's Medical College
Ethics Course team - integrated into one article.
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In our country, the Indian Council for Medical Research gave in 1980, detailed
guidelines on research and experiments in human beings. It is being revised and a
modified code known as ICMR code would be issued soon.

As registered medical practitioners, we are also bound by Code of Medical Ethics of
the Indian Medical Council Act, 1956, and some of the general principles of ethics
apply as well. |
Principles of Ethics

Medical Ethics is part of general ethics. Ethics is derived from ‘ethos’. It deals with
the right conduct. It is a level of thinking and reflection prior to action. It seeks to|
answer two fundamental actions: (a) What I ought to do? And (b) How I ought to be?
It helps in distinction between what is considered as right or wrong at a given time in |
a given place, with the moral consequences of the action. |
Every profession has an ethical code. It assures members of profession and the public |
a standard of professional relationships. The code defines norms and serves as a

guide. Professionals are expected to adhere. It is different from legislation.

A. Respect for Persons
e Autonomy respecting, Choices & Wishes of competent individuals.
e Protection of the Vulnerable.
e Paternalism : \
B. Beneficence : Promoting welfare of others

C. Non maleficence: Avoiding needless risk, if inevitable minimise risk.

D. Justice: Giving what they are entitled to. Giving according to: need, contribution |
and efforts.

E. Utlity : Producing the greatest possible balance of value over disvalue.
F. Fidelity : Principle of Institutional arrangement. Principle of Compliance.

Eg.: Keeping promise with funding agency — All procedures required are |
complied with and all institutional arrangements required to be made are
duly made in a bonafide manner. Using funds as stipulated. Ensuring |
research reports, materials and data connected with the research are duly
preserved and archived.

Rules of Biomedical ethics

A. Veracity

Telling truth and not deceiving others.
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B4 - ETHICAL CODES IN MEDICAL PRACTICE
AND BIO MEDICAL RESEARCH

Dr. D.K. Srinivas
Introduction

Biomedical Scientific Progress is based on research which ultimately must rest in part
on experimentation involving human subjects.

In the field of biomedical research a fundamental distinction must be made between
medical research in which the aim is essentially diagnostic or therapeutic for a patient
(clinical research) and medical research the essential object of which is purely
scientific (Non-clinical Biomedical Research) without direct diagnostic or therapeutic
value to person subject to the research.

Special caution must be exercised in the conduct of research which may affect the
environment and welfare of animals used for research must be respected.

This paper will mainly deal with ethical codes related to medical practice and
biomedical research in human subjects, and briefly on guidelines for care and use of
animals in scientific research.

Background

Research on human beings is regulated by international and national codes. After the
second World War (1939-45), there was concern about the use of human subjects for
medical research. Nazi Physicians were tried in Nuremberg for cruel experiments on
prisoners, mentally retarded persons and those held in concentration camps. The first
international declaration was the Nuremberg Code of 1947,

In 1964, the International Organisation of Medical Sciences (CIOMS) and the World
Medical association formulated the Declaration of Helsinki. 1t has been reviewed
from time to time and modified by the World Medical Assembly in 1975, 1983 and
1989.

In 1966, the International Covenant on Civil and Political Rights specially stated,
among other things, “no one shall be subjected to without his consent to medical or

scientific treatment”.

In 1982, the World Health Organisation and CIOMS, proposed international
guidelines, and in 1993 the CIOMS issued International ethical gu1delmes for

biomedical Research involving Human subjects.

Over the years various countries have also drawn ‘national codes’ based on the
international codes and universal principles.
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10.

11.

12.

Children
e Age to consent to treatment
e Parental/Child/Clinician conflict

Mental disorders and disabilities

e Detention and treatment without consent

e Conflicts of interests
— patient, family, community.

Life, death, dying and killing
e Life prolonging treatment
Life shortening palliatives
Transplantation

Death certification

Duties of doctors

e Public expectation of medicine

e Teamwork

e GMC and professional regulation
e Clinical mistakes

Resource allocation

e “Rationing”

e Equitable health care

e Needs, utility, efficiency

Rights

e Rights and links with moral and professional duties

e Concepts of rights, including human rights.

Methods of teaching / learning

Charaka has stated that medical wisdom is acquired by three methods (upayani):

1s

3.

Study (adhyayana), earnest and continuous

: : : i " \
Teaching (adhyapana) : imparting lessons concerning life in general medical |

profession, medical ethics and science of medicine.

Academic discussions (tatvidya — sambhasa) with colleagues and fellow students.

Active learning is given great importance. Specific mention is made of medical ethics |
among the broad divisions to be taught. What are the methods to be employed today? |

Small group, problem-based learning

Class-room teaching, especially of the larger concepts

Seminars; debates on specific ethical issues

Bed side clinics. Role model
Case studies; written vignettes
Doctor’s stories; patient’s stories
Guest lectures
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- Care of the terminally ill

- Death and dying

- Euthanasia; the living will
- Suicide.

4. Special concerns
- Human and animal research

- Organ transplantation
-  HIV/AIDS; emerging / re-emerging diseases

- Rational use of drugs; ethical promotion of drugs

- Medical ethics and law
- Alternative systems of medicine.

General Medical Council, U.K.

The General Medical Council, UK, which regulates medical education, has worked
out a core curriculum for medical ethics and law. This consists of

1. Informed consent and refusal of treatment
e Respect for autonomy
e Adequate information
e Treatment without consent
e Competence, battery, negligence

2. Truthfulness, trust and good communication
e Building trust
e Honesty; Values in clinical practice
e Communication skills.

3. Confidentiality
e Privacy
e Compulsory/discretionary disclosure
e Public vs. private interest

4. Medical research
e Regulation of medical research
— patients, volunteers, animals.

5. Human reproduction
¢ Embryo; foetus
Assisted conception

Abortion
Prenatal screening

6. Genetics
e Treating the abnormal vs. treating the normal

e Genetic therapy and research
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4. Where to Teach?

Most of the teaching will be in class rooms and conference halls to begin
with but must gradually move to all outpatient teaching; inpatient bedside
teaching and community based teaching (during community / rural / urban
postings.)

5. Evaluation

a. All major subjects should have at least one short answer question on
Medical Ethics appropriate for the subject introduced in the University
question paper, and a few questions may be asked during the viva voce
examination eg., basic principle in informed consent, confidentiality,
etc.

b. Some felt that Evaluation may be formative indicating behaviour
changes. This would include periodic assessments of knowledge and
skill (example communicating skills), prize examinations, and honours -
(university / college).

6. Recommendations to RGUHS

a. There is need to have learning resources such as reference books and case
studies, AV aids, journals and newsletters to support Medical Ethics
teaching in the colleges. RGUHS could do this through identification and
dissemination of such resources.

The University could also gradually facilitate the preparation of work books
or manuals or other teaching aids to facilitate the course.

b. There is need to support / facilitate sensitization workshops at regional /
college levels where resource persons identified by the University can
sensitize / orient / train teachers to support the training programmes.

c. There is need to constantly monitor the evolving experimentation in Medical
Ethics teaching in different colleges and encourage greater interaction
between colleges to learn from each others experiences. Exchange of
resource persons could be facilitated.

d. Since this is a special and significant contribution to Medical Education in the
country, the RGUHS should document the evolving process to evolve a more
detailed curriculum outline and guidelines and work books that can be used not
only in the state but elsewhere as well.

e. The starting of a correspondence course may be explored to prepare large numbers
of teachers to develop an interest and skill in the teaching of ethics.

16
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During these phases the course content mentioned in 3.3 to 3.10 may be
taken up (See Appendix C-5).

Teaching methods may include lecture - discussions, case studies, role
plays, debates, seminars and quiz. In the last four terms clinical case
presentations can be included in which ethical issues in clinical decision
making and patient care could be discussed (See Appendix C-3)

Inter college competitions, essays and debates could be encouraged to
include current ethical dilemmas and issues.

Recommended distribution of Teaching hours in different phases
of MBBS Course

Total Teaching Hours : 40

Phase I : Preclinical Period - 6 hours
2 hours each by Anatomy, Physiology, Biochemistry during the I year.

Phase II : Paraclinical Period - 6 hours
2 hours each from Pharmacology, Pathology and Microbiology.

Phase III: Community Medicine - 4 hours

2 hours each from Ophthalmology and ENT = 4 hours.

2 hours each in two terms from Medicine, Surgery, and OBG=12 hours
8 hours from other clinical departments.

N.B.: The teaching of Medical Jurisprudence by the department of
Forensic Medicine will continue as before.

e) Internship

Ethical issues should be discussed during the grand rounds in each
department.

Special Ethical case conferences can be introduced at least once a month
during the internship

All interns must be encouraged to participate in at least one such special
case conference during the period of internship.

B. Long term plan

As more of the faculty become involved in 'Medical Ethics' teaching, the
issues of Medical Ethics should be discussed routinely as part of all bedside
teaching.
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Non core team medical teachers are to be included in teaching sessions from |

|

time to time to enable exposure and the development of interest in teaching
Medical Ethics.

The core team may need a few more 'sensitization' and 'methodology'
training before initiating the course. The team of St. John's Medical College
and other resource persons identified by the University should plan and offer
short courses to support this 'teacher training'. Alternatively some could join
the distance learning course offered by National Law School of India |
University, Bangalore.

. While the core team will share the main responsibility of teaching they
should from time to time invite guest speakers and other resource persons
from other faculties, Professions and disciplines and from 'Civic Society' to |
make their courses more interesting and stimulating .

. Long term plan

All teachers should accept the responsibility of teaching and practising
Medical Ethics in the collage and hospital.

component of all teaching in the Medical College.

. When and How to Teach?

A. Short term plan

a.

The course will be throughout the whole MBBS Course - starting
from the pre-clinical phase till the end of internship.

For the present, 40 hours have been recommended during the 4 1/2
year period. All departments / disciplines will allot 2-4 hours each
for medical ethics teaching for this integrated course. The details in
the three phases follow.

¢. Preclinical (1* & II term) (6 - 10 hours)

d.

Following aspects of course content may be taught:

During this phase the Introduction to Medical Ethics (3.1 of the
revised ordinance) and; Definition of Medical Ethics (3.2). Value
orientation classes as is done in St. John's Medical College may also
be included (See Appendix C-4).

Teaching methods may be lecture discussions and discussions with
case studies (See Appendix C-3)

Para clinical and Clinical Phase IT and III

No. of teaching hours - Para Clinical (10) Clinical (20)
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A4: RECOMMENDATIONS AND ACTION PLAN

The following ecommendations were made by the participants during the Workshop:
Medical Ethics in Medical Education organised by Rajiv Gandhi University of health
Sciences, Bangalore (30 March / 1* April, 1999)

[These workshop recommendations must be read in conjunction
with and complements those guidelines. The Ordinance of the Rajiv
Gandhi University of Health Sciences - 1997 which governs MBBS
degree programme includes Section V - on Teaching of Medical
Ethics in MBBS.]

The Action Plan prepared for implementation of the curriculum in the medical
colleges also formed part of the recommendations. The plan recommended short
term and long term actions.

1. The teaching of Ethics curriculum is the responsibility of all the faculty of the
Medical College and not just those of one department or the other. The
Ethics course will therefore be multi disciplinary, integrated and extend
throughout the MBBS course and including the period of internship.

2. Who is to teach Medical Ethics?
A. Short Term Plan

a. The Principals will meet all HOD's and faculty of their colleges and share the
key recommendations of the workshop.

b. They will select 4-5 members of the faculty who are motivated and interested
to teach Medical Ethics. Volunteers must be encouraged. This team will
form the core team for Medical Ethics. The team must include Clinicians.
One member must be designated as Coordinator. This could be a rotating
responsibility. The core team is responsible for initiating and organising
activities regarding Medical Ethics.

c. The institution should have a structure which would consider and help in the
ethical issues involving medical education, patient care and research. One
suggestion is that the institution should also appoint a College Ethics
Committee (CEC) and a Hospital Ethics Committee (HEC) which could
include the above team members and others. These committees will be
responsible for 'ethical issues' in medical education, patient care and research
apart from supporting the planning and execution of the Medical Ethics
teaching programme. The core team will co-ordinate with the activities of the
Medical Education Cell and the Postgraduate training and research committee.
(See Appendix 8 & 9).

d. The core team will organise meetings and workshops to sensitise all the
teachers including HOD's to the needs and challenges of Medical Ethics in
undergraduate education.

13
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21.

22,

After an interactive, participatory and enthusiastic group discussion, three action
plans emerged which have been integrated in the next section. These were
presented at the final plenary session at which a small committee was formed to
integrate the suggestions and take this agenda forward. |

decisions in their day to day medical care and health care work. (See Section B-5
for details). \

After the participants had an opportunity to get more details and clarifications
from the St. John’s team, they broke into groups for the final and most important

task for the workshop i.e., to evolve an Action plan for implementing RGUHS
curriculum on Ethics.

The groups were made in such a way as to allow for regional level continued
interaction among them after the workshop: |

Group I BLDEA Bijapur, Al Ameen, Bijapur;, MRMC, Gulbarga;
VIMS, Bellary, INMC, Belgaum.

Group II AIMS, Bellur; Government Medical College, Mysore; JSS-
Mysore, St. John's Medical College, Bangalore.

Group III BMC; KIMS, Bangalore; AMC, Bangalore, DUHC, Kolar;
Siddartha, Tumkur.

Each group was asked to respond to four questions as a task to arrive at an Action
Plan. These were 1) Who is to do the teaching; ii) When and How and where to

teach; iii) How to evaluate; iv) Any other issues in teaching of Medical
Ethics.

Each group had resource persons to help in the discussion. Members of the St.
John’s Medical College team were requested to be additional resource persons in
each of the three groups.

The participants were given certificates of participation and the workshop
concluded having generated a lot of enthusiasm and commitment in the group, to
make the new experiment of RGUHS - of introducing Medical Ethics as a |
curriculum subject in Medical Education in Karnataka, a success.

12 |
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Day 2

19. The key theme of the second day was Teaching/learning ethics and after a very

20.

concise but comprehensive report of the first day by Dr. V.L. Pattankar and Dr.
T.K. Nagabhushan, the session started by a keynote address by Dr. C. M. Francis,
Consultant — CHC, Bangalore on Teaching/Learning Medical Ethics in
Medical Education (See Section B3)

His comprehensive overview included Medical Ethics and national goals; some
examples of Ethics courses form other parts of the world — both graduate and
postgraduate; objectives of teaching ethics; curricular design and content; methods
of teaching and learning ethics, resources and who will teach and some issues in
assessment as well as some obstacles to teaching ethics which should be
overcome.

Following the keynote address, the St. John’s Medical College Ethics training

team then made a comprehensive presentation of all facets of Ethics teaching at
St. John’s. The teaching of Ethics was started in 1965 and over the years the
contents and teaching style have been modified based on feed back and reflection.

Dr. Prem Pais started by answering six general questions that would be faced by
all medical college teachers who embark on an Ethics course in the curriculum.
These were 1) Should and can Medical Ethics be taught?; ii) What are the
attainable objectives of Medical Ethics teaching?; iii) Who should teach Medical
Ethics?; iv) When and to whom should Medical Ethics be taught?; v) How
should Medical Ethics be taught?; vi) Evaluation — can it be done for Medical
Ethics course? He then answered these in the context of the St. John’s experience
(See Section BS).

Dr. G.D. Ravindran then outlined the stresses and strains faced by a new medical
college entrant at the beginning of the course and how a few sessions on value
orientation would help them to understand ethical choices and dilemmas. He then
went on to explain the curriculum on Value Orientation which was introduced at
pre-clinical level at St. John’s Medical College (See Appendix C-4). He also
outlined the the curriculum for UGs and the methods used including the nature of
the assessment. He highlighted some of the constraints faced by the ethics’ course
teachers which included lack of relevant reading material and studies in relation to
the Indian context, and lack or skewed ‘role models’ in the institution.

Dr. Sanjiv Lewin enthusiastically presented the interns programme highlighting
the issues discussed and methods utilized. He stressed from the St. John’s
experience, the need to involve all the departments in the programme. With
numerous case studies he brought out the dilemmas in ethical teaching as well.
The main challenge was to make students sensitive and aware of the issues; think
for themselves; decide and yefer to peer support and guidance when required.
(See Section BS for further details).

Finally, Fr. Kalam, the Professor of Medical Ethics at St. John’s summarised the
need for making ethics central to medical care and the need to make the ‘ethics
curriculum’ produce doctors who were equipped to make their own ethical

11
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d) Justice and Equity

1) Loss of job opportunity due to genetic disposition; ii) Loss of health
insurance; 1ii) Allocation for services and access; iv) conflicts of interest.

\
\
|
(See Appendix C 7- for further details). \

16. Following the three presentations, the participants deliberated in five small

theme specific groups. The group discussions were interactive and interesting |
and all the participants actively participated. Each group was given a set of
questions to stimulate the group discussion ( See Appendix C-6) The main
purpose was to give the participants an experience of identifying the ethical
issues and dilemmas in different areas of current medical practice or health care. |
(see Appendix C-7) ]

17. In the plenary session, Dr. Sambashiva Rao presented the group reflections on |

18.

Alternative Systems of Medicine, followed by some comments by Dr. |
Jayaprakash, Member — Central Council of Indian Medicine who was the resource |
person for the group. |
Dr. Sanjiv Lewin reported the ethical dilemmas of Assisted Reproductive
Technology and Dr. Gomathi provided additional comments as the resource
person for the group.

Then, Dr. O.P. Bhargava presented a report on Genetics and Medical Ethics
followed by some comments and further clarifications by Dr. Sayee Rajangam —
Prof. of Anatomy of St. John’s Medical College.

Dr. Chandrashekar presented a report on the ethical dilemmas in Organ
transplantation followed by comments and further clarifications by Dr. H.S. Ballal
who was resource person for that group. (See Appendix C-7)

Finally, Dr. Medha Rao highlighted the key issues and dilemmas on Patients
Rights. Dr. Francis added further comments. (See Appendix C-7)

The group reports were followed by intense, discussion in which participants
raised several important questions and resource persons including Dr. Kantha, Dr.
C.M. Francis, Dr. D.K. Srinivas and Dr. Ravi Narayan provided helpful
clarifications and observations.

While the keynote addresses and the input sessions had provided lot of stimulus
for the participants, the enthusiastic participation in the group discussions was
proof enough that the challenges of understanding the ethical issues and dilemmas
was beginning to receive the serious consideration it deserved. A key issue that
came up again and again during the plenary was the need for greater effort to
'ethicalise’ the teaching, patient care and community care and examination
environment in the medical colleges to support the teaching of ethics as a
curriculum subject. This was a significant concern.

10
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12.

13.

14.

15.

collaboration as well as donor driven research. (Please see ICMR - 1997-98
guidelines for further details).

Session five was designed as an interactive group discussion session. The
participants were divided into five groups and each group was guided by a
resource person. The topics were: a) Alternative Systems of Medicine; b)
Assisted Reproductive Technology; c¢) Genetics and Medical Ethics; d) Organ
transplantation and e) Patients Rights. Since, some of these were of great
significance in the context of recently emerging events and concerns, three
resource persons made short presentations to all the participants before they met in
small groups for discussion.

Dr. H.S. Ballal, Director, Manipal Institute of Nephrology and Urology, gave a
short overview of the ethical issues in organ transplantation by presenting 2 recent
case studies. He emphasised the ethical principles of transplantation including i)
no harm to donor; ii) informed consent; iii) significant benefit to recipient. He
outlined the unethical practices which included utilizing a) donor who is unfit;
impaired  decision  making capacity; b)  Coercion/blackmail; )
Commercialization/middlemen. He went on to highlight the issues in living
transplant. These included i) Altruistic stranger; ii) Grey basket (rewarded
gifting); iii) Rampant commercialization; iv) Criminal. He listed out four key
issues in cadaver transplant: i) brain death; ii) directed donation; iii) incentive for
donation; iv) who gets the organs? decision. Finally, he touched upon four other
issues in the context of transplant which included a) donations from
minors/mentally retarded; b) donations from prisoners; c) donations from
embryo/fetus; d) xenografts.

Dr. Gomathi Narayan, Professor of Obstetrics and Gynaecology, Kempegowda
Institute of Medical Sciences, Bangalore, then gave a short summary of a survey
she undertook of 50 internees about the knowledge and attitude to ART and the
questions that they raised which had important ethical dimensions. (see Appendix

C-7)

Dr. Sayee Rajangam, Professor of Anatomy, St. John’s Medical College, shared
16 ethical issues in genetic counselling outlined under the four major principles
of ethics. These were illustrated with examples.

a) Respect for autonomy:
1) Genetic testing with difficult follow up choices; ii) Testing of children;
iii) Pregnancy termination for mild conditions; iv) Sex selection; v) PND to
select for an affected individual.

b) Beneficence and non-maleficence;
1) Experimental therapy (Gene therapy); ii) PND and its appropriateness.

¢) Privacy and confidentiality

i) Paternity; ii) Duty versus confidentiality; iii) Wrongful life; iv) Wrongful
births.
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11.

\
she highlighted that the RGUHS Ethics curriculum already included some o
these issues and needed to be discussed with medical students during the course.

|
Dr. Vasantha Muthuswamy, Deputy Director General of Indian Council of
Medical Research, New Delhi gave a comprehensive overview of the Ethical
issues and challenges in medical research and the emerging guidelines for
research on animals, human subjects, and bio ethics. She traced the evolution of
ethics and ethical principles over the centuries and then highlighted all the codes
of ethics for research from Nuremberg Code (1948) till the evolving ICMR's|
ethical guidelines on Biomedical research involving human subjects (1997). See

box |

EVOLUTION OF MODERN BI0 ETHICS (BI0 MEDICAL ETHICS)

Nuremberg Code (1945)
Universal Declaration of Human Rights
Helsinki Declaration (1964)

National Commission for the Protection of Human subjects of Biomedical
and Behavioural Research, USA (1979)

s Policy Statement on Ethical issues In Biomedical Research on Human
Subjects, ICMR, India 1980)

¢ Proposed International Guidelines on Biomedical Research, WHO/CIOMS |
(1982) 1
¢ FEthical guidelines for Epidemiological Research - WHU (1991)
¢ Ethical guidelines on Biomedical Research - Human Genetics (1990)
- Human Tissues (1993)
- Xenotransplantation (1995)
Ethical guidelines on Biomedical Research involving Human Subjects, ICMR,

* & o o

*
\_ lndia(1997)

She outlined the general principles included by ICMR in its recently evolving |
guidelines for biomedical Research on Human Subjects in India which included
(i) Essentiality (i1) Voluntariness, informed consent, community agreement
(ii1) non-exploitation (iv) privacy and confidentiality (vi) professional |
competence (vil) Accountability and transparency (viii) Public interest and
distributive justice (ix) Institutional arrangements (x) Public domain (xi)
Totality of responsibility (xii) Compliance. The ICMR evolving guidelines also
include specific principles and guidelines for a) Human Genetics b) Organ
transplantation including fetal tissue transplantation c) Clinical evaluation of
Drugs / Diagnostics / Vaccines / Herbal remedies d) Epidemiological Research
e) Assisted Reproductive Technologies.

She then outlined some of the issues in animal experimentation and research and
some of the problems of collaborative research especially international
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10.

ii. The Declaration of Geneva (1948)

ii. The Oath of Professional Fidelity (later amended in 1968 and 1983)

iv. The Duties of the Physician in general, to the sick; and to others (1949)
v. The code of Medical Ethics of the Indian Medical Council Act (1956).

He described the challenge of new bio technology and medical procedures and
therapeutics like Assisted Reproductive technologies; Organ transplantation; and
human genome analysis and gene therapy.

Finally, he described the widening vision and challenge of ethics beyond the
confines of the doctor-patient relationship including issues relating to health
policy; health economics; health as a human right; distributive justice in health
care and allocation of resources; the Health for All goal, and bioethical issues in
Population Health, Equity and Human Rights.(See Section B-4).

In Session 4 ethical issues related to patient care, public health and medical
research were highlighted by resource persons. The session was chaired by Dr.
D.K. Srinivas.

Dr. Om Prakash, Head of Department of Medicine from St. Martha's Hospital,
Bangalore, spoke on Ethical issues related to Patient Care with suitable
examples from day to day clinical practice. His lucid presentation covered a large
number of issues related to ethical medical care especially the clinical approach;
the art of communication; the role of caring, comforting and education; the
diagnostic process and the degree of investigation; the cost factor; the role of
clinical acumen, judicious use of procedures; cost of care and need for care;
issues in hospitalisation and those involved in advising expensive therapies; life
support systems; admission decisions; dialogue with patients and relatives; moral
dilemmas and their magnitude; and newer problems due to evolving tests,
biotechnology and therapeutic modalities. He particularly stressed the urgent
need to help develop culture sensitive and effective communication skills in
medical students and interns to enhance the practice of ethical care for their
patents.

Dr. Thelma Narayan, Coordinator of the Community Health Cell, an
Epidemiologist and Public Health Policy Consultant then explored the key
Ethical issues related to Public Health. She highlighted the individual versus
community dilemma; the right to health; the challenge of distributive justice and
equity; the need for priority setting; the dilemma of 'health for some' versus health
for all; the commercialisation of health care; the corruption and political
interference; the continuing discrimination based on gender, caste or communal
factors and the violence of the state.

She then highlighted some indicators of fairness in ethical health care such as
universal access; minimising non financial barriers; emphasis on primary care and
prevention; public accountability and democratic decentralisation. She identified
some disturbing trends in the country like commercialisation of medical
education; privatization and glorification of hi-tech diagnostics, doctor-drug-
producer axis and others which were making health care more unethical. Finally
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Ethical issues in Medical Research |

35. Can a study be done even though it has already been proved before? Can a
pharmaceutical company sponsor a study and decide whether to publish or not?
What is the duty of the doctor after completion of the study especially if the
results are not in favour of the company?

36. Can children be included in any stﬁdy? From who shall consent be asked? Can a
person walk away from a study before its completion? Can you pay the study‘
subjects? Can you ask medical students in your institute to participate in a study?

|

37. Can a study be done in a third world country when it has been disallowed in the

west? |

38. Can animals be used in studies? Can animals be not used in studies especially
with respect to drug trials? Which animals would you object to in a study — dogs, |
cats, rabbits, ants, cockroaches? Why are there different responses depending
upon the type of animal? \

39. Can prisoners be used for experiments? \

40. Who should implement the MCI’s code of conduct?
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24.

25.

26.

27.

28.

29,

30.

31.

32.

33.

34.

Do medical students have a right to examine and see patients in a medical college
hospital? 1In the general ward? In the private ward? If different, is this
discrimination?

Does a doctor have the right to screen a patient for HIV before treatment? Does
the patient have a right to know the doctor’s HIV status?

Can a homosexual family or a single parent have a right to ART?

Can a donor sperm, ovum or zygote be stored? Destroyed? Who owns them if
the donor dies?

Should the identity of the donor and recipient of a cadaveric donation be kept
secret? Should the donors family decide who gets the donation? Should a non
resident of a place be given the donation? Who owns a cadaver if unclaimed?
Can we afford the concept of brain death? Who will pay for the life support once
brain death is declared and before the actual transplant is carried out?

Is it necessary to have a chaperon during the examination of a lady patient? In
Ophthalmology?

An interesting patient is admitted to the ward which is a potential publication.
Can we take a photograph of the patient and the lesion and send it for publication?
Do I need permission? Can I publish the problem in a newspaper? Can I publish
about availability of my specialized services in the newspaper? Can I be
photographed and interviewed in a newspaper as a good doctor? Can I have my
name, address and telephone number in the newspaper? In the yellow pages?

Can a patient demand a second opinion and then return to the first doctor for
treatment? Can a patient go shopping for the best deal? Can a patient ask for a
particular surgeon to operate on him or her? Can the patient decide his or her own
treatment plan?

Can sex determination be done in a prenatal clinic? Can any other prenatal
screening be done with the possibility to terminate life? Can universal screening
be done without parental consent? Whose consent —father or mother or both?

Can genetic engineering be used to correct defects? Can it be used to correct
cosmetic anomalies? Can it be used to produce the perfect person? Who decides
what is right? What right has the person deciding have that the condition or
anomaly or feature is bad or good hence decide the termination of life? What
right has anyone to prevent a family from preventing the birth of a child who is
defective and who will suffer or die early in life? Can the doctor distance himself
from the decision making and leave it to the parents? Is it not the same as
describing all the methods to murder and leaving the decision and responsibility
to the person? Is it separating science from ethics?

Can abortions be carried out to obtain fetal tissue for transplants? Can animal
tissue be used for similar purposes?

56
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ETHICS AND HEALTH CARE REFORMS:

A GLOBAL VIEW

Norman Daniels¥

My comments today fall into three parts, a brief sketch of my views aéout
justice and health care and their implications for the design and reform of
health care systems, some remarks about the ethical implications of market
reforms in the United States and Europe, and some preliminary thoughts a?out
the bearing of all of this on the health for all strategy in developing
countries. I emphasize the "preliminary" nature of these last remarks, since
I must learn from all of you enough about the problems in developing countries
to say anything truly useful about them. I conclude with a suggestion jhat
a project be undertaken to adapt a method of assessing "benchmarks of fairness

for health care reform" that I developed (with Don Light and Ron Caplanl)‘for

use in evaluating reforms in countries at various stages of development.

I. Justice and the Design and Reform of Health Care Systems |

Nearly 20 years ago, I began to think about what contemporary work on |the
general theory of justice implied about the distribution of health care.
Could that work provide foundations for a right to health care and cla%ify

what it meant? |

Using a narrower notion of health than the WHO definition, namlly,

ued

species-typical normal functioning ("normal functioning" for short), I ar
that the central contribution of health care in any of its forms, whether
public health, preventive or acute or chronic care, physical or mental, was
to keep people functioning as close to normally as possible within reasonable
resource constraints. Disease and disability, viewed as departures from
normal functioning, restrict the range of opportunities open to individuals,
preventing them from participating as they otherwise might in the economic,
social and political life of their societies. Health care, by promoting
normal functioning, thus makes an important, if limited, contribution to
assuring equality of opportunity, and this gives an explanation of |its

special, though not unique, moral importance (see Daniels 19852, 19883%).

Department of Philosophy, Tufts University, Medford, USA.



Although this focus on equality of opportunity might seem to emphasize
the importance of health care to the individual, in contrast to Européan
appeals to the more communitarian concept of solidarity, there really is deep
point of convergence. Both ways of conceiving the problem agree that we must
share the burdens of keeping people as close as we can to fully functioning
participants in the political, social, and economic life of society. Herein
lies the sense in which health care is a social good, for promoting the health

of each contributes to the social well-being of all.

This equal opportunity account of the justice and health care has
important implications for the design of health care systems, including for
access, for types of services, and for financing. For example, it provides
foundations for universal coverage, since ability to pay should not be a
precondition for securing protection of equal opportunity. It also proviées
foundations for needs-based allocation of resources, since the relative impact
on opportunity becomes a way of assessing the relative importance of meeting
particular health care needs. Since protecting equality of opportunity il a
social obligation, the burdens of providing that protection should }be
distributed according to ability to pay. The principled account of justice
and health care is in theory compatible with both public and mifed
private/public financing and delivery systems. It is also compatible w%tb
some forms of "tiering" -- being more concerned about the structure  of
inequality that emerges than the mere fact that some inequality is prese‘t.
Thus, a system that allowed a small best-off sector of society a more deluxe
health care tier at the top, while treating the majority of society
adequately, is open to fewer ethical objections than a system that alles
better off groups to leave the worst-off groups behind with just bare minimum.

The equal opportunity account can give much more specific guidance| in
thinking about the fairness of health care reform. Don Light, Ron Caplan, and
I, and drawing on work I had done with Dan Brock while we were on the Ethics
Working Group of the Clinton Health Care Task Force, developed the
implications of this account into a matrix of ten "benchmarks of fairness",
involving some 30 criteria, for assessing the fairness health reform in the
United States (see Daniels, Light, and Caplan 1996!; see Appendix I belo‘).

For example, Benchmark 1 evaluated financial barriers to access to services -

-- how much of the large insurance gap in the United States was reduced by (he



- 3 - |
reform -- and it also asked if the coverage was "portable" from job to jlb.

Benchmark 2 evaluated non-financial barriers to access. Benchmark 3 evaluated

allowed. Other benchmarks of fairness considered equity in financing

(community rating and the progressivity of financing), clinical efficacy (an

the comprehensive of benefits and the kinds of tiering that the refirm

emphasis on primary care and on outcomes based medicine), administrative
efficiency, public accountability, and the degree of choice available in the
system. We used the matrix to make a comparative assessment of the fairness
of several major health care reform proposals before the 103rd CongressT--
none of which were adopted -- and to assess the market driven changes that

accelerated in the aftermath of the collapse of political reform. ‘

I mention this effort not because the ten benchmarks and thirty criteria
provide the best framework as they stand for thinking about ongoing heaith
care reform around the world -- they were not constructed with the special
problems of very poor, developing societies in mind -- but because they
provide a model for how to make equity and fairness considerations play a rIle
in the evaluation of health care reforms. I believe these benchmarks can}be
modified, for example, by expanding those criteria that concern public heaith
and primary care, to reflect the crucial importance of these components in

developing countries and to emphasize their sensitivity to the introductﬁon

of market reforms.

IT. Evaluating the Ethical Impact of Health Care Market Reforms \
A. Market reforms in the U.S.: With the failure in 1994 of a political
effort at health care reform in the US, large employers have undertaken their
own measures to control rapidly rising health care costs. As large scLle
purchasers, they have fuelled competition -- largely on price -- among
competing health insurance plans, organized into quite varied forms of manaEed

care arrangements. It is important to note that this competition involves

The precise effects of this market driven change (I hesitate to call it

ot

only financing but production.

"reform") are not well documented, but there is good evidence for thrse

trends:
1) The numbers of uninsured have increased even though health care

costs to employers -- at least large employers -- have plateaued. This



increase 1is true despite an excellent economy with relatively low
unemployment. Fairness is diminishing as measured by Benchmark 1, for
universal coverage. One modest counterforce is the new Federal legislation
that goes into effect in July and which limits the ways in which insurers
competing to secure healthier patient pools may exclude patients with priior
medical conditions. These steps go only a fraction of the way toward the
protection that would have been provided by two of the comprehensive national

reform proposals (Wellstone’'s, modelled on the Canadian system, and [the

Clinton plan).

2) The rate at which Americans have been pushed (or pulled) into
managed care arrangements has increased. In the private insurance sectoﬂ, a
majority of Americans are not covered by such plans. In the public sector,
the majority of Medicaid patients now have such coverage, and an increasing
proportion of Medicare patients do as well. For many people this has meant
a disruption of long-standing relationships with particular physicians. [For
others, especially those with chronic health problems, there is reduced access

to specialty care and to choice among those providing such care. Because of

Federal laws exempting "self insuring" corporations from state regulations
regarding insurance, there is also less accountability to the public for the
quality and scope of benefits enjoyed by an increasing proportion of workers.
The loss of choice and of accountability mean these trends increase unfairness
as measured by other benchmarks we use (Benchmarks 8 and 10). James Sabiniand
I (Daniels and Sabin 1997%) have been examining ways in which accountabi#ity
for decisions about coverage of new treatments might be increased; the
lessons generalize to include broader questions about limit-setting in private
organizations. A revision of the benchmarks to cover privatization} in
developing countries should emphasize the importance of publicity |and
accountable in the procedures for limit-setting decisionms.

3) The dominant form of competition that has emerged has been on price
(premiums) and not on quality. Indeed, employers have found they have limited
technologies available for measuring the relative quality or efficiency of
competing health plans. There has been a push to develop some such measures
(e.g. HEDIS), but in their absence, the piece of market theory that says
informed consumers (here employers) can use competition to improve quality|and
not just price remains untested. Instead, we have considerable anecdotal
evidence of patient dissatisfaction with quality, and what survey information

we have suggests the dissatisfaction increases the sicker the patients are.
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This suggests we should worry about the degree to which these trends decrease
fairness on the criteria concerning the comprehensiveness and quality| of
services covered (Benchmark 3).

4) Though costs to large employers have stopped rising rapidly, and in
some cases may actually have decreased, there is also a growing concern about
cost-shifting. 1In the US, services to uninsured patients were often cr‘ss-
subsidized by increasing the premiums of insured payers. As room for this
form of cost-shifting is eliminated in the system, there is greater CTSt-
shifting to public budgets that support unreimbursed hospital care in public
hospitals. There is also considerable shifting of some costs to out-of-pocket
payments by patients, including private contributions to cover reduced
coverage for dependents provided by many employers. Thus unfairness increases
on some of the criteria governing fairness in the sharing of burdens for
financing health care (see Benchmarks & and 5).

5) Despite the slowing of the growth of premium costs to large
employers, there is evidence that the proportion of health care costs gqing
to profits and administrative costs -- rather than health services --| is
increasing, especially with the rapid growth of a for-profit health care
sector. These costs run well over 25% in some cases. To show that these
costs are justifiable, one would have to show that the quality and scope of
coverage was not reduced, and was even improved, while permitting scarce
public and private health dollars to be diverted in these ways. No one has

any evidence to show that (see Benchmarks 6 and 7).

B. Market Reforms in Europe: In the brief time I have today, I cannot review
in any detail the lessons from European "planned market" health reforms.
Fortunately, there are some excellent reviews of these reforms (Cassel 19953,
Saltman 1995%) on which I draw here:

1) With the exception of the Netherlands, among the European OQECD
countries, there has been little interest in introducing competition on the
finance side. The Dutch experience suggests considerable threats| to
solidarity, and that is in a country with a strong legacy of concern about
solidarity, but this is a lesson that could have been learned from the U.S.
context; a technical obstacle that faced the Clinton reform was the lack of
a good technology for risk-adjustment that would remove the incentive of

competing insurers to segregate risk pools. Using the benchmarks of fairness

we used to evaluate the Clinton and other proposals, we would have to mark



down the score of the Dutch experiment just as we did for the Clinton
proposal, since there were technical obstacles to assuring fairness even
though there is awareness of the importance of avoiding risk exclusions (The
issues arise with reference to Benchmark 4).

2) There is much more experience with planned market reforms that
involve allocative and production aspects of the health care system. &ew
contract relationships may replace command-and-control public bureaucracies;
patient choice can be made to play a new role on the demand side that affects
budgetary decisions; physician reimbursement schemes may be made to incl+de
competitive elements through new capitation or other incentive mechanisms.
One lesson learned from some of these measures is that transaction costs can
be much higher than expected (cf. Benchmark 7). Increased efficiency does rot
always accompany mimicry of market methods. A second lesson is that the goals
of some of these steps alter rather than really reduce the importance of £he
role played by the state. They call for increased state monitoring and
regulatory roles if there is to be any assurance that social goals in health
care are not being undermined. A detailed analysis of these reforms, using
modified versions of our benchmarks for fairness, would highlight their impact
on equity issues. I cannot undertake that analysis here, but a research
project to adapt the benchmarks for international use would have to examine

current experience carefully. ‘

ITTI. Implications for Developing Countries
A. Two contradictions: I advance these comments with consideraFle
trepidation because of my limited knowledge of developing countries. I trust

I will be corrected where I say foolish things and unhelpful things. |

There seems to be two key motivations for emphasizing the importance of

i
a private sector and market mechanisms as a component of health care reform
in developing countries. Each, I believe, leads us to a contradiction. et

me explain.

First, the grave scarcity of public material resources in many of khe
poorer developing countries means that it is tempting, even necessary, to look
to encouraging development in the private sector. By taking pressure off
public resources, it may be possible to target them better to meet the neFds

of the poorest sectors. The contradiction here -- revealed by the U.S. and



European experience -- is that some forms of growth in the private sector will
undermine the public sector rather than strengthen its ability to meet!the
needs of the poorest and most vulnerable groups. For example, low pu‘lic
salaries paid to primary care personnel in the public sector, combined jith
new opportunities to work part-time in the private sector, can lead to reduced
availability of public sector personnel and increased costs. It is also
important to keep in mind the different problems for which market reforms |are

introduced in wealthy, developed countries and poorer, developing ones.

Oversupply and overutilization of some resources in developed countries may
be corrected by some market mechanisms (if transaction costs do not prove
prohibitive), but that is a very different task from what is envisioned in

countries with scarcity of resources.

Second, entrenched, bloated bureaucracies, or ineffective and weak
government structures, complicated in some cases by widespread corruption, Jact
as significant obstacles to achieving primary health care and other health-
for-all objectives. The antidote that is promoted is the promise of much
greater efficiency and creative energy in private sector health markets. ‘The
contradiction here -- again illuminated by the European experience -- is that
planned market reforms do not reduce or eliminate the need for a strong state
role in planning, monitoring, and regulation. If the problem is| an
ineffective and weak public sector, then encouraging private market growth may

make it difficult both in the short and long run to preserve fairness in the

health care system.

The point of highlighting these as contradictions is not to imply ?hat
no attempt to increase private sector resources or market reforms| is
justified. We may well be driven to such steps out of necessity. Rather, the
point is that we must examine the implications of all such proposals for their
impact on the fairness of the system as a whole, and we should do so in a way

that is not blinded by market ideology.

IV. Extending the Benchmarks of Fairness

The CIOMS/WHO concern about equity in health care reform prompts me to propose
a research project aimed at modifying and extending the benchmarks of fairmess
methodology for use in monitoring ongoing health care reforms around |the

world. 1Ideally, such a project would involve a close look at a range of



|
particular countries at different levels of development that have been

undergoing diverse sorts of reform (e.g., Pakistan, Thailand, Finland,Ghan?).
In that way, criteria can be fine-tuned to reflect crucial features in that
broad range of contexts. The benchmarks developed for evaluating U.S. reforms
are limited because the types of reforms there envisioned had little to]do

with modification of public health, for example.

A brief glance at the case of Thailand (Sanguan Nitayarumphong énd
Supasit Pannarunothai 1996’) suggests that the benchmarks could be readily
modified to address the concerns that have arisen there about equitable
financing, universal coverage, equalization of benefits, equitable allocation,
geographical barriers, quality, clinical and financial efficiency. Alltof
these are already incorporated in the benchmarks, but revision of %he
criteria, including additions to them, are needed to make them capture
specific features of the Thai situation. Once criteria were refined,Lan

the

matrix could be attempted. The result might be a way to show that some types

appropriate scale could be adopted, and some inter-country applications of

of reforms undertaken in particular contexts tend to have a specific patt‘rn
of effects -- across a wide array of countries and conditions -- on equity or
fairness. We might then be in a better position to make evidence-based
arguments about the fairness of certain reforms. It might then become quite
clear how different market and public sector reforms contribute to a multi-
dimensional analysis of equity or fairness considerations. Using such a tool
may make it possible to avoid the simplistic "pro" or "con" debate that has
surrounded at least the earlier stages of proposals regarding market-orienFed

health care reform.
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Appendix 1
Table 3-2.

Benchmark 1:

Benchmark 2:

facilities

Benchmark 3:

Benchmark 4:

Benchmark 5:

Benchmark 6:

Benchmark 7;:

Benchmarks of Fairness for National Health Care Reform

Universal access - Coverage and Participation

Mandatory coverage and participation

Prompt phase-in: Coverage/participation not held hostage to

cost control
Full portability and continuity of coverage
Universal Access - Minimizing Nonfinancial Barriers

Minimizing maldistributions of personnel, equipment,

Reform of health professional education

Minimizing language, cultural, and class barriers

Minimizing education and informational barriers
Comprehensive and Uniform Benefits
Comprehensiveness: All effective and needed services deeAed

affordable, by all effective and needed providers. No

categorical exclusion of services, like mental health or

long-term care

Reduced tiering and uniform quality

Benefits not dependent on savings

Equitable Financing - Community-Rated Contributions
True community-rated premiums

Minimum discrimination via cash payments

Equitable Financing - By Ability to Pay

All direct and indirect payments and out-of-pocket expenses
scaled to household budget and ability to pay

Value for Money - Clinical Efficacy

Emphasis on primary care

Emphasis on public health and prevention

Systematic assessment of outcomes

Minimizing overutilization and underutilization

Value for Money - Financial Efficiency

Minimizing administrative overhead

Tough contractual bargaining

Minimize cost shifting

Anti-fraud and abuse measures
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Benchmark 8: Public Accountability
Explicit, public, and detailed procedures for evaluatin
services, with full, public reports
Explicit democratic procedures for resource allocation
Fair grievances procedures
Adequate privacy protection
Benchmark 9: Comparability
A health care budget, so it can be compared to other
programmes
Benchmark 10: Degree of Consumer Choice
Choice of primary-care provider
Choice of specialists
Choice of other health care providers

Choice of procedure

From: Daniels, N, Light D, & Caplan, R. Benchmarks of Fairness for Heal
Care Reform, p. 68, New York, Oxford University Press, 1996.
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By A Staff Reporter

BOMBAY, Nov 24
Secretary of the Association for
Consumer Action on Safety and
Health (ACASH) Dr Arun Bal,
whose services as honorary sur-
geon at the Dhanvatri Hospital
and Medical Research Centre
were terminated without as-
signing reasons, has ap-
proached the labour court un-
der the Unfair Labour Practices
Act.

Presidency officer of the 9th
labour court A P Deshpande has
granted an ad-interim injunc-
tion and ordered the secretary
of the Brahman Sahayak Sangh,
which runs the hospital at Shi-
vaji Park, to temporariiy with-
draw the termination order, af-
ter hearing the doctor’s
advocate, Chander Uday Singh.
Bal can thus look after his in-
door and outdoor patients for
the scheduled time.

The case is expected to come
up for hearing again tomorrow.
In his complaint made in his
capacity as an employee, Bal
said he had been appointed as a
honourable surgeon in Septem-
ber 1984 and had thus per-
formed his duties continuously

in the 50-bedded hospital which
is run by a public charitable
trust. Apart from Bal, there are
45 other doctors and surgeons
employed as honorarians.

Bal has further stated that
throughout his career, first as a
lecturer in surgery at JJ Hospi-
tal and as assistant professor in
surgery and later as a practic-
ing surgeon, he has had an out-
standing record. He also point-
ed out that his relations with his
patients as well as his col-
leagues were extremely genial.

Apart from his career, Bal has
enumerated his interests which
include social and public inter-
est causes, particularly on be-
half of cortisumers affected by
sub-standard drugs and medi-
cal malpractices. As founder-
secretary of ACASH, he had
been in the forefront of thator-
ganisation’s activities like tak-
ing up the ban on sale of harm-
ful drugs and filing of petitions
in the Bombay High Courtin this
regard. “However, the com-
plainant’'s aforesaid activities
has not made him very popular
with the establishment,” the
complaint says.

On November 7, the secretary
of the trust came to his resi-

dence at 9.45 pm and handed
over the letter terminating his
services to his “utter shock and
surprise”, says the complaint. It
adds that the secretary refused
to state the reasons or comment
on the late hour of delivery.

Bal pointed out that as sur-
geon he performed very critical
and delicate operations upon
his patients and a crucial aspect
was (post operative care. Any
shortcoming would thus result
in disastrous and life-threaten-
ing complications. Therefore,
any last moment change in the
doctor treating the patients can
have bad consequences.

The complaint says that the
termination was utterly mala
fide and smacked of victimisa-
tion. His termination was in ut-
ter disregard of natural justice
in as much as he was not given
the barest opportunity of a
hearing before the termination.
As his record had been out-
standing and there could be no
valid reason for terminating his
services in the surreptitious and
hasty manner, which shows
that it was effected for oblique
and collateral purposes and as a
measure of punishment for
some imagined grievances.
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Doetor’s services

&«;‘terminated
Y By A Suff Reporter
”ODOMBAY November 2¢: Dr Arun
m;:;‘"m’mmzﬁ
the medical profession, Wwas terminated
lf;:m thuan post of honourary n in

search Centre without any notice.
He bas filed a complaint in the
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labour court against the trustrun hos-'

pital at Shivaji Park for unfajr labour
practice.

Dr Bal has been sworking in the
hospital for the last four years reputed-
ly performing more operations than
most other surgeons.

He is an active member of the
Consumer Guidance Society of India
and the Association for Consumer
Action on Safety and Health (ACASH).

Dr Bal said he was served a notice of
termination of his service on Novem-
ber 7 night. The termination, he says,
is mala fide and would seriously affect
patients who ‘needed his care since he
alone knew of their problems.
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DEAKIN UNIVERSITY ETHICS COMMITTEE

Application for Ethics Approval

GUIDELINES

The University Ethics Committee

Deakin University has two institutional ethics committees; the Animal
Experimentation Ethics Committee which has its terms of reference composition
and procedures determined by The Prevention of Cruelty to Animals Act 1986, and
the Ethics Committee which operates according to guidelines established by the

National Health and Medical Research Council.

Research Projects which Require Approval

A principle contained in the NHMRC Statement on Human Experimentation is that
all research involving human experimentation should be submitted for approval to
an institutional ethics committee (IEC). The NHMRC Statement is to be read in
conjunction with the Supplementary Notes. Supplementary Note I refines the
principle and requires those research projects involving human subjects and relating
to health to be approved by an appropriately constituted ethics committee.

There is a tendency to give "health' a broad definition so that it encompasses all
research involving human participants. Therefore, projects which are not medical
and do not involve human experimentation will nonetheless need to be appraised
for their ethical acceptability if they involve human participants.

The need to conform to NHMRC principles is not restricted to research funded
under NHMRC grants as the University has entered into an agreement with the
NHMRC that all research within the University will be conducted in accordance
with these principles including research activities emanating from the teaching
program. However, the DUEC only conducts ethical reviews of research projects
undertaken by staff members and masters by research and doctoral students.
Application for ethical review of research projects/activities undertaken as part of
undergraduate, honours year, masters prelim., graduate diploma or masters by
coursework programs should be made to the relevant faculty ethics sub-committee.

The Application Form

Applications for ethical approval for a research project must be made on the
DUEC Protocol form and be in type format. Handwritten applications will not
be accepted. The application form is available on disk or via email from the
Secretary, Academic Administration Support, AASD, Geelong. Ph: 273412, fax:
272789, email: keithwil

1997
MP17
|



jb0023 2 March 20, 1997

If a research grant application has been submitted to a funding body such as
ARC/NHMRC, a copy should be attached to the ethics application. The grant
application will be used to provide further information on the project if required,
but copies will not be circulated to the members of Ethics Committee and the
Ethics forir: should be completed without reference to the grant application.

Timing of application

The Deakin University Ethics Committee meets six times per year and applications
for approvals should be submitted to the Secretary by the relevant agenda deadline.
Information on meeting dates and agenda deadlines is published annually in
NETWORK and is also available from School administrative officers and the
Secretary of the DUEC.

Staft/higher degree students whose research requires ethical clearance from an
external IEC as well as the DUEC should apply to both committees
simultaneously.

Staff members applying for research grants from funding bodies such as the
ARC/NHMRC should make sure that their applications are submitted to the
DUEC in time to obtain clearance by the required date. NB: It is advisable to
apply in advance of the granting body's deadline to allow for any amendments
which may be required by the DUEC.

Where ethical clearance is required for projects funded under the ARC Small
Grants Scheme, application should be made to the DUEC as soon as the grant is
announced as grant payments cannot commence until ethical clearance is obtained.

Ethical Issues

All research or teaching activities involving human subjects must conform to
generally accepted moral and seientific principles and to the NHMRC Statement on
Human Experimentation attached to these guidelines.* Researchers should also
note the relevance of codes of ethical practice developed by their professional
bodies.

The application should provide information on ethical issues including:
. the procedure for obtaining of informed consent of participants;

. degree of protection of privacy for personal information;

. source(s) of participants and sampling procedures;

. details of any praposed payment to be made, or course credit to be
granted to participants. (Payment may be made for inconvenience or time

spent, but should not be so large as to be an inducement to participate);

) det‘ails of research’methods;
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. use of invasive techniques or administration of drugs;
. details of any proposed communication of findings to the  participants;

. the benefits to be gained from the work as compared with any
discomfort  or risks involved (why this study is worth doing);

. safety of equipment and procedures;
. training of those conducting the research in handling contingencies.

Classification of Project

All research projects involving participation of human subjects are classifiable
under one of the categories described in Question 3 on the Ethics Protocol form
unless the information to be acquired is a matter of public record. Applicants who
answer all parts of Q3 negatively should be sure that they have done so correctly.

Procedures for Obtaining Informed Consent

a) The Plain Language Statement

Informed consent is based on the information provided in the plain language
statement. The statement should be addressed to the participants rather than the
DUEC and should be written in language which a layperson would understand. It
is permissible for the statement to take the form of a letter to the participant. What
is required is a short summary in simple language of the essential points which a
reasonable person would want to know before agreeing to participate. The
statement should include information on the following:

. aims of the project

. procedures involved

. time commitment expected of participants

. description of reasonably foreseeable risk or discomfort (if any)

. a statement describing the provisions to be made to preserve confidentiality of
records

. the researcher's name and contact details.

For examples of satisfactory plain language statements see examples provided.

b) The Consent Form

Participants are normally required to give written consent before participating in a
research study and three sample consent forms are attached to the Ethics Protocol
form. The first is suitable for more invasive research or "human experimentation",
the second for research involving surveys or questionnaires, and the third for
consent on behalf of a minor. In some cases, consent will need to be witnessed eg.
where the subject is blind/intellectually disabled. A witness must be independent of
the project and may only sign a certification to the level of his/her involvement. A
suggested format for witness certification is included with the sample consent

|
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forms. The form should also record the witnesses' signature, printed name and
occupation.

The consent forms may be changed to suit the research study but the information
contained in the pro forma must be included. The name of the person(s)
undertaking the study and the purpose of the research should be added to the form.
The latter does not constitute a plain language statement.

A copy of the plain language statement and the consent form(s) should be attached
to the Ethics application. The Plain Language Statement MUST include the
relevant contact names and numbers of the principal investigator. Where the
principal investigator is a student the Plain Language Statement MUST
ALSO include the contact name and number of the chief supervisor.

The plain language statement and consent form will normally be separate so that
the subject may keep the statement and return the signed consent to the researcher.
However, there will be occasions where it is appropriate to combine the two in the
one document eg. the consent form may be produced as a tear-off section.

The researcher is not required to obtain signed consents from the subjects before
applying for ethical clearance as the DUEC must consider the ethical implications
of the research before the subjects are asked to participate.

Where research involves video taping of classroom activities parental consent will
be required if the students could be identified from the video tape.

c¢) Informed Consent and Deceptive Research

There may be experimental procedures which would be defeated by the
participants knowing in advance what was happening. When assessing the
research protocol the DUEC will work to the following guidelines:

(i) the participants should not be subject in these situations to any procedure which
is reasonably likely to prove either physically harmful to them or of enduring
psychological harm (to be distinguished from mild alarm or temporary
embarrassment); and

(ii) they are to be fully informed at the close of the experiment as to its nature, the
disposition of results etc.

Permission to undertake Research in Schools

Where research is to be undertaken in a primary or secondary school, written
permission should be obtained from the School Principal, and if appropriate, from
the classroom teacher. Permission may be sought from the school before
application is made to the DUEC. However, permission from the principal does
not obviate the need to obtain parental consents where required by the DUEC.
(See Guidelines for approval for Research in (Ministry) Schools.)
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9. Interview Questions

Where a questionnaire has been developed this should be attached to the
application for ethical clearance. Otherwise, the researcher should provide
information on the nature of the interview questions and the way in which they will
be asked in order for the DUEC to determine what ethical issues, if any, are raised |
by the proposed research.

Confidentiality

Precautions should be taken to protect the identity and privacy of subjects in a
research project and it is not sufficient for a researcher to simply state that subjects'
names will not be used when the data is written up. The DUEC needs to be
satisfied with the provision made to preserve confidentiality of records. For
example, where information is to be obtained through taped interviews,
confidentiality is more likely to be preserved if the researcher numbers each tape
and keeps a separate list of corresponding numbers and names; given names only
or aliases should be used during taped interviews.

Storage of data

It should be noted the NHMRC procedures for the storage of data, make the
principal investigator of an approved project responsible for the storage and
_retention of original data pertaining to the project for a ‘
_minimum of five years.

Individual researchers should be able to hold copies of the data for their own use. |
However, original data should be retained in the School or research unit in which
they were generated wherever possible. |

Approved:

Deakin University Ethics Committee
9.8.1993

DUECGUID.ETH

* A copy may be obtained from the DUEC Secretary Ext. 273412
Fax 272789

email keithwil
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STANDING COMMITTEE ON ETHICS IN RESEARCH ON HUMANS (SCERH)
APPLICATION FOR ETHICAL APPROVAL OF A PROJECT USING HUITIANS

COVER PAGE
(This page MUST be fully completed)
DO NOT alter the formatting or pagination of this application form

APPLICATION NUMBER: ...t
i e i OFFICE USE ONLY
Project THLIE: ...ttt e s e e aa e a e s
(limit to ten words)
% | 1o Chiel Investigalor(s)/SUPErviSor: ... nmonisssmmsssonssammmersoassesysmnesssssisssssotsssimsisssamaion A
: ;\ (include title and department/location)
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3. Co-Investigator/Student Researcher: ...............cooooiiiiiiiiiiiiiiiii e
I RN T, p—
[00] 117 Lo 00 ] 1) | LU URION DU
(include department/full address/ telephone number/fax number) ‘
a) Ifapplicable plcase give previous Monash Universily project number: ...

b) Type of Research:

O Staff Research U Class Project L Other: oveeeieceeeceecee s S
0 Student Research - Name Of GEEICE: ..ooouvviiiiiiiiiiiiie ittt e ettt st s et siae s s eaar e e bae et e s enbneeeanees
~) Have you applied for external funding? O Yes 4 No
If YES, name granting Body/Dodies: .......ccommimimnimuisismsssismmnnsesarsosseiissrmsssssanensas snsssssasfonsssssnsnonses
(Please attach the relevant pages from the grant application to this ethics application)
Has the funding been approved? Q Yes U No U Pending
d) Has this project been submitted to any other Ethics Committees? O Yes U No U Pending
(see Question 4)?
IFYES, name of COMMIILECE: ..........coooiiiiiiiiiiiiiiiiiiicieeeee ettt e e e e e
Has approval been granted? U Yes U No U Pending
(Attach copy of the approval if available)
¢) Proposed Commencement Date for this Projects..............oooooiiii
Proposed Date of Completion for this Project:...............c.cooooiiiiiib s
f) Does the Privacy Act apply to this Project? (refer Question 19) U Yes U No
g) Does this Project involve the CTN Scheme clinical trials? U Yes 4 No

If YES, please contact the Secretary to obtain the CTN application form and further details.



MONASH UNIVERSITY |

AUSTRALIA

STANDING COMMITTEE ON ETHICS IN RESEARCH ON
HUMANS (SCERH)

GUIDELINES AND APPLICATION FORM
FOR ETHICAL APPROVAL OF A RESEARCH PROJECT
USING HUMANS AS SUBJECTS
(Revised - January 1998)
|

Monash University has a central ethics committee — the Standing Committee on Ethics in Research on
Humans (SCERH). All research conducted by Monash University staff or students involving humans must
receive clearance from SCERH before commencing.

Historically the Monash SCERH is an NHMRC Committee. However, SCERH acknowledges that thcr‘e are
other environments in which university research is conducted, and that research methodologies vary in
accordance with certain fields of study. The Committec has retained the NHMRC Principles in this
application form. They affirm fundamental rights for participants/subjects in research and provide guidance
in the conduct of research.

Although most research carried out by staff and students does not entail serious risks there may be some
research projects where these may be present. The questions on this form are intended to assist SCERH to
minimise risk to everyone, including the researcher(s) and the subject(s)/participant(s).

You will be able to begin your research after receiving official notification of ethical clearance by
SCERH. Please note that SCERH does not grant retrospective approval of projects. |

Instructions to applicants

* Please answer all the questions

* Do not alter the formatting or pagination of this application form. If you require further space
to answer any questions, please do so on p.13. T

* Read the checklist (p.15) to ensure that all relevant documentation is attached to the application

* The application must be word processed or typewritten. You can obtain a copy of the file on disk
in Word for Windows by contacting the Secretary on 9905 2052. A copy of the form is also available
on the World Wide Web at the following address http://www.monash.edu.au/resgrant/ \

See page 15 for further information concerning deadlines and submission procedures.



http://www.monash.edu.au/resgrant/

STANDING COMMITTEE ON ETHICS IN RESEARCH ON
HUMANS

ADMINISTRATION

Research must conform to generally accepted moral and scientific principles. To this end,
institutions in which human experimentation is undertaken should have a committee
concerned with ethical aspects and all projects involving human experimentation should be
submitted for approval by such a commitice.

Protocols of proposed projects should contain a statement by the investigator of the ethical
considerations involved. ‘

Rescarch should be conducted only by suitably qualified persons with appropriate
competence, having facilities for the proper conduct of the work; clinical research requires
not only clinical competence but also facilities for dealing with any contingencies that may
arise.

Subject to maintenance of confidentiality in respect of individual patients, all members of
research groups should be fully informed about projects on which they are working.

Do not alter the formatting or pagination of this application form. Il you rcquti
further space to answer any questions, please do so on p.13.

SHORT PROJECT TITLE

(10 words or less. This exact title must appear on your Consent Form and Explanatory Statement. Use
simple, non-technical words.)

APPLICANTS
Chiel Investigator/SUPECIVISOL: .........cccoiiiiiiiiiiiiiiiiiiic et e s e e b e e e sne e e sanee s
CCO-INVESHZAOI/SIUACIIL: ..o R

(Include your academic qualifications. SCERH assumes that the applicant
will be ultimately responsible for the ethical conduct of the research. In the
case of student research this responsibility is exercised by the supervisor.)

COMAMCEAAIIESSE ™= . ccomrecsmmommmmarsomnssomm s sexsnsnsnxssass ssnsrsssnss s S L ISORSHH BRI ISRV ST TO BRI
.................................................................... Postcode: .......cccoviviiifniiiinnnnnne.

Telephone BUMbErS: oo (WOTK) ey (Home)
(The applicant should be readily available to answer queries)

HOME CAMPUS: et re e e e s e b b e e s saba e e s s s bbb b e s s eabbbnessssanreessanadessennnenneas




RESEARCH SOURCE

Stalf Research a ‘
Have you applied for external funding? O Yes U No

Has funding been granted? U Yes 4 No U Pending
Name of Tulding BOAF wrousmuivmvemvsssisssismes svamss snommesnsises svsssosssssssssms asmvsvins onis o swssrsasmossanteossmrsans J .............
Student Research [ Towards which degree: ...  R———

Name and qualifications Of SUPETVISOI: .....cuiiiiiiiiiiiiiiiiiiiiiee ettt nae e

RESEARCH REQUIRING ETHICAL CLEARANCE FROM OTHER INSTITUTIONS

(e.g. research on hospital patients or staff will require approval from that hospital’s ethics committee)

Has this research project been submitted to any other ethics committees? QYes O I\Lo
If NO, go to QS.
If YES, please answer the following questions: ‘

a) Name of committee:

................................................................................................................................................. \

b) Has cthical approval been granted? Q Yes W No U Pending
(If YES, please attach a copy of the letter of approval) |

RESEARCH REQUIRING PERMISSION FROM OTHER ORGANISATIONS

If permission from an organisation is required, written advice must be submitted prior to commencement of
the project.
(e.g. the Ministry of Education where research in government schools is proposed, school principals, or

- within commercial or government organisations)

Is permission required? U Yes W No

If NO, go to Question 6.
If YES, please answer the following questions:

a) From whom should permission be sought?

b) Has permission been granted? O Yes W No U Pending
P Y !

(If YES, please attach a copy of the letter of permission)

(If PENDING, SCERH may grant provisional ethical clearance, whereby research procedures may
start as soon as permission documents have been officially received by SCERH)

PROPOSED DATE OF COMMENCEMENT OF PROJECT  ...... § sousane
ANTICIPATED DATE OF COMPLETION ...  [re— [ weienn



INTRODUCTION
BACKGROUND AND AIMS OF THE RESEARCH PROJECT

The research protocol should demonstrate knowledge of the relevant literature and wherever
possible be based on prior laboratory and animal experiments.

The investigator, after careful consideration and appropriate consultation, must be satisfied
that the possible advantage to be gained from the work justifies any discomfort or risks

involved.

7. GIVE A SUCCINCT DESCRIPTION OF THE BACKGROUND AND POTENTIAL
SIGNIFICANCE OF THE RESEARCH PROJECT

(250 words or less. Attach a separate reference list if relevant.)

.......................................................................................................................................................................

.......................................................................................................................................................................

.......................................................................................................................................................................

.......................................................................................................................................................................

CLEARLY STATE THE AIMS AND/OR HYPOTHESES OF THE RESEARCH PRO
(250 words or less)

B
m
(@)
—]

.......................................................................................................................................................................

.......................................................................................................................................................................

.......................................................................................................................................................................

.......................................................................................................................................................................
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.......................................................................................................................................................................
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.......................................................................................................................................................................



METHOD

SUBJECTS, MATERIALS AND PROCEDURES |
FOR THE RESEARCH PROJECT

9. DETAILS ABOUT THE SUBJECTS/PARTICIPANTS OF THE PROPOSED RESEALCH

In the conduct of rescarch, the investigator must at all times respect the personality, riglJls,
wishes, beliefs, consent and freedom of the individual subject.

Volunteers may be paid for inconvenicnce and time spent, but such payment should not be
so large as to be an inducement to participate.

a) How many people will be involved as subjects/participants?
(NB: give upper and lower limits of sample size.)

b)  What categories of people?
(e.g. teachers, undergraduate students, school children, epileptics, hospital patients, pensione# eic)

.............................................................................................................................................................

.............................................................................................................................................................

d) Criteria for exclusion: ‘
(e.g. under 18-year-olds, pregnant women, people who have already experienced an expeq‘imental
condition, etc., may be unsuitable participants in your research project)

¢) How much time are you asking of each subject/participant and when will the time be req*xircd?
( e.g. during school hours)

f) Are you offering any payment? U Yes U No
If YES, give details:



10. RECRUITMENT

a)

b)

©)

d)

€)

Who will be doing the recruitment of volunteers into the study?

Is there an external agent/external body/third person doing the recruitment for the researcher?
(e.g. professional associate, leisure group, church organisation)

Q Yes Qd No

What is the relationship between the recruiter and the subjects/participants?

Will any special relationship exist between the recruiter and the participants?
(A special relationship may exist if the person recruiting the participants holds some power|over the
participants in the research, e.g. counsellor/client, teacher/student, warder/prisoner, parzTnt/child,

customer/supplier, doctor/patient.)
O Yes O No

if YES, describe the nature of the relationship, and explain what special precautions will
preserve the rights of such people to decline to participate, or to withdraw [rom participation
once the research has begun:

...............................................................................................................................................
.............................................................................................................................................................

.............................................................................................................................................................

.............................................................................................................................................................



11. EXPLANATION PROCEDURES

Ethical practice requires the rescarcher to inform potential participants of all features ()IT the
rescarch that might reasonably be expected to influence their willingness to participate in the
project and to explain any other aspects of the project about which the potential participant
asks.

Researchers should refer to the document ‘Writing an Explanatory Statement’, which includes a checklist
and an example explanatory statement. This document can be downloaded separately from the web.
Additional examples of statements as a reference are available by contacting the Secretary.

a) Who will be explaining the project to potential subjects/participants?

b)  How and where will the explanation take place?
(The safety of all parties needs to be assured. SCERIT also needs to be assured that the participants

are not placed in a potentially coercive situation.)

©) Will subjects be fully informed about the true nature of the research?
(The researchers may not tell the participants the exact aim of the research. Certain|types of
research would be impossible if participants knew in advance what was happening.)

a Yes a No

IfNO, describe the procedure and explain why the real purpose needs to be concealed: ’



12.

INFORMED CONSENT PROCEDURES

Belore research is undertaken, the free consent of the subjects should be obtained. To this
end the investigator is responsible for providing the subject with sullicient information about
the purpose, methods, demands, risks, inconveniences and discomforts of the study at his or
her level of comprehension.

Consent should be obtained in writing unless there are good reasons to the contrary, and
these reasons must be clearly stated below. If consent is not obtained in wriling, l{hc

circumstances under which it is obtained should be recorded. ‘

It must be made clear that the subject is free to withdraw consent to further participation at
any time. , ‘

Special care must be taken in relation to consent, and to safeguarding individual rights and
welfare where the research involves children, the mentally ill and those in depcnd;ﬂnt
rclationships or comparable situations.

b)

Attach the Consent Form(s) as an attachment to this submission, or explain why one is

unnecessary, or inappropriate.

Researchers should refer to the document ‘Writing a Consent FForm’ for an outline of situations in

which consent forms are not required, and for guidance on writing the forms themselves,
document can be downloaded separately from the web. ‘

Consent Form attached? O Yes O No

ITNO, the reason is:

If the participants in your study will be unable to complete a Consent Form, explain h(\)W
intend to obtain the informed consent.
(For young children or incapacitated participants, explain who will give consent on their behalf.)

Who will be available to act as an independent witness to subject's/participant’s cons#nt? If

you feel that a witness is unnecessary, please explain why.

This

you

(Independent means someone not associated with the research project. A witness to the subject’s
signature is advisable where subjects will be exposed to any level of risk beyond that nfrmally

encountered in everyday life.)



13.

USE OF EXISTING RECORDS WHICH ARE NOT IN THE PUBLIC DOMAIN

Are you intending to use existing records, which identily individuals, but which are not in the ‘pul)lic

domain?
(e.g. medical records, personal diaries, computer data, or any other information not available in a public

library) O Yes U No |

If NO, go to Question 14. \
If YES, answer the following questions:

a)  Describe the type of records to be used.
(e.g. medical records, personal diaries, computer data, etc.)

b)  Which individuals or organisations control access to the information? ‘

.............................................................................................................................................................

) Is any organisation listed in (b) above a ‘Commonwealth Agency’?
(i.e. any Commonwealth government department, any statutory agency created by Commonwealth
legislation, any federal union or employer organisation, any non-statutory body set u)P by the
Commonwealth, federal and ACT courts, and the Australian Federal Police)

O Yes U No

d)  Has the organisation agreed to provide the information?
Q Yes U No U Pending
If YES, attach a copy of the letter.

¢) State any conditions imposed by the organisation on the release of information:

.............................................................................................................................................................

f) Will you have access to identifying information about any individual? |
(i.e. Will you be able, either directly or indirectly, to match names to the information or opinions
contained in the records?) U Yes U No ‘

If YES, will that individual's consent be sought by the researcher?

O Yes Q No
If NO, please give reasons, and show how such participants will be protected from having
identifying information made public.

NB: If you have answered YES to both 13(c) and 13(f), the Privacy Act WILL apply, so please answer
YES to Question 19.




14. COLLECTION OF DATA - MATERIALS AND PROCEDURES

a)

b)

d)

€)

Is there any special relationship between the person administering the test or procedure and the
participant? .
Q Yes U No ‘

If YES, describe the nature of the relationship:

What techniques or methods of data collection and other measurement will be used?

Researchers should brielly outline all research/control procedures to be used with each category
of subjects/participants? \

(e.g. questionnaires, interviews, video and taped interviews, observation, involvement in a clinical
drug trial as a subject or control)

.............................................................................................................................................................

Does the research involve the administration of any tests or other procedures that can only be

uscd by people with particular qualifications? }

(e.g. certain psychological tests, medical tests) U Yes U No

If YES, give details of the test or procedure, qualifications required, proposed admin!islrator
and qualifications:

Will radioactive substances, recombinant DNA techniques, toxins, mutagens, teratogens br
carcinogens be used? Q Yes 4 No
IT YES, specify which:

(If YES, submit evidence of clearance by University Radiation Protection Officer, and/or the Biosafety
Committee) |

Evidence submitted with application? Q Yes U No U Pending

10



15.

COLLECTION OF DATA - RISKS AND PROCEDURES |

|
New therapeutic or experimental procedures which are at the stage of early evaluation and

which may have long-term effects should not be undertaken unless appropriate provision
has been made for long-term care, obscervation and maintenance of records.

The investigator must stop or modify the rescarch program or experiment if it becomes
apparent during the course of it that continuation may be harmful. |

a)

b)

d)

€)

Define the risk of physical/psychological stress, inconvenience or discomfort beyond the rJormaI
expericnce of everyday lile, in cither the short or long term, [rom participation in the project.

.............................................................................................................................................................

Should serious events or emergencies occur during the conduct of the research what will you
do? What facilities are available to deal with such incidents?
(e.g. an adverse drug reaction, subject/participant becomes distressed during questioning)

.............................................................................................................................................................

What will the researcher do if, in the course of the research, highly sensitive information, or
information about the subject’s well-being is disclosed? ‘
(eg. subject suggests: domestic abuse, potential suicide, substance abuse, HIV +, involved in crime)

Is the project to be conducted by researchers who are mandated by law to report certain |
findings? (e.g. certain infections, child abuse, domestic violence) O Yes a No‘
If YES, this information must be included in the Explanatory Statement.

11



16.

17.

DEBRIEFING PROCEDURES

Is a debricfling appropriate or necessary [or the subjects/participants? O Yes Q N$
If NO, go to question 17.
If YES, answer the following questions: |

a)  How will information about results of any tests be communicated to subjects/participants?

.............................................................................................................................................................

|
b)  What arrangements will be in place to deal with subjects’/participants’ distress in the case of
adverse test results? ‘

.............................................................................................................................................................

............................................................................................................................................................

CONFIDENTIALITY AND SECURITY PROCEDURES |

(Researchers should avoid causing their subjects distress or harm from breaches of confidentiality.) |

The Monash University Code of Conduct for the Responsible Practice of Research places obligations upon
researchers ( refer Part 3, Research Policy Monash University Education and Research Policy).

a)  University regulations require the following procedures concerning storage of data:
i) Only the researchers will have access to the original data d |

ii)  Data will be retained in the Department for five years (]

iif)  Original data or electronically stored copies of the original
data, may be destroyed after five years a

b)  If the above regulations are not being adhered to, how will information be handled to salL:guard
confidentiality? \

©) Describe the procedures you will use to protect participants from any distress, embarmsémcnt
or other harm that might be caused when the data is reported.




18.

ARE THERE ANY OTHER ETHICAL ISSUES RAISED BY THE PROPOSED PROJECT?
WHAT IS YOUR RESPONSE TO THEM? |

In many research projects involving humans there is a trade-off to be made between the cost‘ of the
interventions to those participating in them (e.g. in terms of discomfort, health risk, loss of privacy, etc) and
the value to be achieved by carrying out the research. The Committee must be in a position to evaluate
clearly that trade-off.

.......................................................................................................................................................................

This space is to be used should you need to add further detail to any response made earlier on this
application form:

.......................................................................................................................................................................

........................................................................................................................................................................




19.

- 20.

SIGNATURES

STATUTORY PRIVACY PROTECTION |

If the data used are held or to be collected by a Commonwealth Agency (see Question 13(c)) AND co(lection

will or might enable identification of any individual (see Question 13(f)), then the Privacy Act| (1988)
applies.

Does the Privacy Act apply to the proposed data collection? O Yes U No
Signature of Chief Investigator/Supervisor Date T
\
DECLARATION

I/We, the undersigned, accept responsibility for the conduct of the research detailed above, the principles
outlined above and any other condition noted by the SCERH. If any changes to the protocol are proposed
after the approval of the Committee has been obtained then SCERH will be informed immediately. The
Associate Investigator will assume responsibility for the project in the absence of the Chief Investigator.

i
|
Signature of Chiefl Investigator/or Supervisor |

NAME: ¢ e e (please print) |

Signature/s of Co-Investigator(s)/Student Researcher

e WAMIBT coomoomvsuimmmme s i s R Ao A s SR RN (please print)

SIZNAIUTE: ..ottt e eae e | BT ({1 R —— ‘ ...........
e MBI conmssiiimuiniisisssinismosme e mssammmesents ssssmmsnsmensmmmsns (please print)

SIPRATUTES convessomsonsmmensusssmssiienymsvesysess s ins ssses asssss e o A E sy T

Signature of Head of Department

I certify that I am prepared to have this project undertaken within my Department. |

NAME: e (please print) |
SIFHAIE] osunamvmsssmimrosmmssssnes oo sms s ia s sos iR a5y Date: wornmssmsmnsssnmenssrobasismas
SECLOM: it s

14



21. CHECKLIST

Please ensure that those items listed below which are relevant to your application are attached to the application.
Failure to do so will hinder the approval procedure. This sheet must be submitted with the application.
Please type “N/A” if not applicable. Every box should be either checked or marked N/A.

O

Original plus three copies provided to the Secretary, SCERH (address below)

All details on SCERH Cover Sheet completed

If external funding is being provided, relevant pages from the grant application must be submitted |
Q.5 - Copy of written advice from other organisations from whom approval must be sought

Q.7 & Q.8 - Reference materials

Q.10 - Copy of posters/announcements to be used to recruit participants into the study

Q.11 - Explanatory Statement(s)

Q.12 - Consent Form(s)

Q.13 - Copy of written permission to use information in records which are not in the public domaini

. Q.14 - Copy of data collection materials (questionnaires, interview schedules or specifications of
instruments) should be attached

0 J 0000000

O

Q.14 - If radioactive subsiances, recombinant DNA techniques, toxins, mutagens, teratogens or
carcinogens are to be used, researchers should submit evidence of clearance by a University
Radiation Protection Officer, and/or the Biosafety Committee

O

Q.15 - Copy of written advice from other groups who have agreed to follow-up should any participant
require assistance due to taking part in the research.

Q.16 - Where post-research de-briefing is offered, a copy of this information should be provided.
Q.19 - If the Privacy Act applies (refer Q.13¢ & Q.13f), then the Privacy Declaration should be signed.

Q.20 - Have the researchers signed the Declaration concerning responsibility for the research project?

O 00O

Q.20 - Has the Head of Department/Faculty also signed this Declaration?

Mail or deliver the ORIGINAL PLUS THREE hard copies of your application to:

Secretary

Standing Committee on Ethics in Research on Humans (SCERH)
Rescarch Grants and Ethics Branch

Monash University

Wellington Road

CLAYTON VIC 3168

Deadlines |

SCERH will meet every three weeks from February to December in 1998 — 16 meetings are schcdulcd.i To be
considered at a particular meeting, applications should be received by the Secretary three weeks before that
meeting. However, applications may be forwarded at any time as deadlines are of little concern given the

frequency of meetings. Please contact the Secretary for meeting dates (Ph: 9905 2052).

15



Writing a Consent Form

Subjccts/participants under 18 ycars ol age should be asked to give written consent to involvement
in the project if they are of an age and/or intellectual ability where they can understand the
proposed procedures.

Where projects involve any level of risk to participants beyond that encountered in everyday life,
an independent witness should also be present to sign the consent form.

If any potential subjects are under 18 years of age or are people over 18 who are unable to reach an
informed decision about participation, additional, separate consent forms are needed for
parents/guardians.

(ie/ For research on children, the mentally ill, those in dependent relationships or comparable
situations, including unconscious patients).

Consent forms are only unneccessary where consent is implied (eg: anonymous return of
questionnaires by mail).

How to write your Consent Form(s) for your research project |
|

\
Consent Forms may be produced on plain_paper rather than letterhead, as they are collected and

retained by the researchers. Explanatory Statements, on the other hand, are kept by the subject, so
they need to be on Monash letterhead which provides corporate identity and address details.

Attached is a suggested format for consent forms. This is only intended as a guide, and variations
on this format are acceptable. |

REVISED 5/11/97 1



Informed Consent Form

Project Title: (Exactly as it appears on your SCERH Application Form)

I agree to take part in the above Monash University research project. 1 have had the project explained to me, and I
have read and understood the Explanatory Statement, which I retain for my records.

I understand that any information I provide is confidential, and that no information that could lead to the
identification of any individual will be disclosed in any reports on the project, or to any other party. |

I also understand that my participation is voluntary, that I can choose not to participate, and that I can Withdraw
my participation at any stage of the project.

NAME: oo (please print)

(11 10) § L T Date; qsssmmvmamins

|
Independent witness to participant’s voluntary and informed consent: |

T (PRt (plez{se print)

SIS scvnvncssmensnsassosissaiesy s s S R SRS NS T AR SR A S e B REES Diate: cossmsmsnmmmenarfessamsvns

Informed Consent Form for Parents/Guardians of Project Participants

I agree that .ousssmmmsmnmrmsssssosmsomssessse (full name of participant) may take part in the abovel Monash
University research project. The project has been explained to ................... and to me, and I have fread and
understood the Explanatory Statement, which I retain for my records.

inderstand that any information provided by ........cccoeiviiiiiiiiiiiiiiiinine. is confidential, and that no information
that could lead to the identification of any individual will be disclosed in any reports on the project, or to any other

party. \

I also understand that .............ccccceceeenes ’s participation in the project is voluntary, that s/he can refuse to
. participate, and that s/he can withdraw her/his participation at any stage.

Parent’s/GuUardian’s INAITIC: ...ouiuienii ettt e et e et ea e s e eaea e eaea s aeaeaetasessnanenananereneabananenaaanes

Your relationship to participant: |



Writing an Explanatory Statement

The explanatory statement should be designed so that potential participants of your research project can give
informed consent to participate in the project.

The items listed below should be used as a guide as to what information is required in the statement. }his
list is for your own reference. Do not submit this with the application form. See the following page fOT an
example of how to design an explanatory statement.

() Does you explanatory statement meet the following criteria:
[ Clear identification of the University as the responsible institution ( normally use letterhead)

[ The short title of the project exactly as it appears on your SCERH application form, name of chlef
investigator(s) and any other person who will have direct involvement with research subjects

[ A statement of the purpose of the study, the inclusion and exclusion criteria and alternative treatments
available (where appropriate)

[ A description of the possible benefits for participants and/or society in general ‘
O An outline of all methods or procedures involving the potential participant

O An indication of the expectations of the potential participant: time involved, level of inconveni$nce

and/or discomfort and any payment offered

[J A list of all possible or reasonably foreseeable risks of harm or possible side effects to the polchnial

participant (outlining likely incidence and severity) and contact details of someone who will answer any
inquiries about the research. \

O A statement about how you will discharge your responsibility to protect the subjects’ rights to privacy.
[ A statement of where the records will be stored and details of access and discard.

[0 A clear statement that participation is voluntary, that subjects may withdraw at any stage, or ayoid
answering questions which are felt too personal or intrusive, and an assurance that this will not affect
future treatment

[ An indication of whether participants will be informed of overall results, or any which might affect them
personally, and what debriefing procedures are available for those who withdraw (where appropriate)

"] The name and phone number of someone who can be contacted in an emergency or if the participanq has
any concerns (this should not normally be a home phone number)

[J The University complaints clause: \
Should you have any complaint concerning the manner in which this research is conducted, please do not
hesitate to contact The Standing Committee on Ethics in Research on Humans at the following
address:
The Secretary
The Standing Committee on Ethics in Research on Humans ‘
Monash University
Wellington Road ‘
Clayton Victoria 3168 - ‘
Telephone (03) 9905 2052  Fax (03) 9905 1420 ‘

0 Is it written in language that potential participants could reasonably be expected to understand?
O Is it free from coercive language or promises that cannot be kept?

REVISED 5/11/97



2

M O N A S H

AUSTRALIA

|
Project Title: (Exactly as it appears on your SCERH Application Form) ‘

Date

My name is and I am studying for my (eg GradDip, BSc
(Honours), MA etc) at Monash University. A research project is an important component of the course and I am
undertaking mine under the supervision of (eg Dr.......... ) a |

(eg lecturer/senior lecturer/professor etc) in the Department of

The aim of this project is to (cg explore the relationship between
a Quality Culture and job satisfaction. Quality Culture, sometimes referred to as TQM or TQC is becoming a
major part of business practice and it is important to be able to measure it and research its effectiveness. Employee
satisfaction is also critical to business performance). I believe that the findings of this research projjct will be

useful (eg in contributing to knowledge in these areas).
I am seeking (eg adults in full employment) who are prépared to
’ (eg fill out the attached questionnaire on their organisation’s practices and their own job
satisfaction).  (Consequently, if you are (eg under 18 years of age) or
(eg unemployed), you are unable to participate in this research project.) The procedure would
take approximately (eg thirty minutes) of your time, and would be undertaken at

(eg home, at your convenience).

No findings will be published which could identify any individual participant. Anonymity is assurfd by our
procedure, in which (eg you are not asked to provide either your name or the name of
your organisation on your questionnaire response sheet.) Access to data is restricted to my supervisor ?nd to me.
Coded data are stored for five years, as prescribed by University regulations.

Participation in this research is entirely voluntary, and if you agree to participate, you may withdraw your consent
't any time by (eg not returning the questionnaire) or decline to participate in any section
of the procedure, by (eg simply not marking a response).

\
If you have any queries or would like to be informed of the aggregate research finding, please contact telephone

fax (This must be a university address/telephone/fax not a personal contaﬂt number)

Thank you. |

Should you have any complaint concerning the manner in which this rescarch is conducted, please do not
hesitate to contact The Standing Committee on Ethics in Research on Humans at the following address:

The Secretary

The Standing Committee on Ethics in Research on Humans

Monash University

Wellington Road \
Clayton Victoria 3168

Telephone (03) 9905 2052  Fax (03) 9905 1420 |

(your signature) (Distribute photocopies to potential participants;
use of original letterhead is unnecessary)

(your typed name)

(your phone number)

REVISED 6.3.98 ‘
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NHMRC STATEMENT ON HUMAN EXPERIMENTATION

Aware of the Declaration of Helsinki, adopted by the 18th World Medical Assembly, \
Helsinki, Finland, 1964, revised by the 29th World Medical Assembly, Tokyo, Japan, 1975,
and the 35th World Medical Assembly, Venice, Italy, 1993 and of the Proposed
International Guidelines for Biomedical Research Involving Human Subjects published ‘by
the World Health Organisation and the Council for International Organisations of Medical
Sciences in 1982, the National Health and Medical Research Council issues the following
Statement on Human Experimentation. *These are intended as a guide on ethical matters
bearing on human experimentation, for research workers and administrators of institutions
in which research on humans is undertaken in Australia.

¢ * The Statement is associated with the following Supplementary Notes in a document
which is available from Administrative Officers in research institutions or from the NHMBC
Secretariat or Publications:

Supplementary Note 1- Institutional Ethics Committees |

Supplementary Note 2 - Research on Children, the Mentally ill, Those in Dependeht or
Comparable Situations (Including Unconscious Patients) ‘

Supplementary Note 3 - Clinical Trials

Supplementary Note 4 - In vitro Fertilisation and Embryo Transfer

Supplerhentary Note 5 - Research involving the Human Fetus and the Use of Human

Fetal Tissue

Supplementary Note 6 - Epidemiological Research

Supplementary Note 7.- Somatic Cell Gene Therapy ‘

NHMRC STATEMENT ON HUMAN EXPERIMENTATION ‘
(To be read in conjunction with the Supplementary Notes) ‘

The collection of data from planned experimentation on human beings is necessary for the
improvement of human health. Experiments range from those undertaken as a part of
patient care to those undertaken either on patients or on healthy subjects for the purpose of
. " contributing to knowledge and include investigations on human behaviour. Investigators
have ethical and legal responsibilities toward their subjects and should therefore observe
the following principles:

(1) The research must conform to generally accepted moral and scientific principles. To this
end institutions in which human expenmentation is undertaken should have a committee
concerned with ethical aspects and all projects involving human experimentation should be
submitted for approval by such a committee. (See Supplementary Note 1: Institutional
Ethics Committees).

(a) An application to the NHMRC for a research grant involving human experimentation iT
required to be certified by the ethics committee of the applicant’s institution as complying
with the NHMRC Statement on Human Experimentation and the Supplementary Notes
before the application will be considered for funding. ‘
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(b)Persons undertaking human experimentation who are not associated with an institution
should ensure that comments on their protocols are sought from an established ethics
committee eg. in a university or hospital.

(2)Protocols of proposed projects should contain a statement by the investigator of the eﬂ]ical
considerations involved.

(3) The investigator, after careful consideration and appropriate consultation, must be satisfied
that the possible advantage to be gained from the work justifies any discomfort or risks
involved. ‘

(4) The research protocol should demonstrate knowledge of the relevant literature and,
wherever possible, be based on prior laboratory and animal experiments.

(5)In the conduct of research, the investigator must at all times respect the personality, rights,
wishes, belief, consent and freedom of the individual subject.

(6)Research should be conducted only by suitably qualified persons with appropriate |
competence having facilities for the proper conduct of the work; clinical research requires
not only clinical competence but also facilities for dealing with any contingencies that may
arise.

(7)New therapeutic or experimental procedures which are at the stage of early evaluation ‘and
which may have long-term effects should not be undertaken unless appropriate provision
has been made for long-term care, observation and maintenance of records.

|
(8)Before research is undertaken the free consent of the subject should be obtained. To this
end the investigator is responsible for providing the subject at his or her level or
comprehension with sufficient information about the purpose, methods, demands, risks,
inconveniences and discomforts of the study. Consent should be obtained in writing unless
there are good reasons to the contrary. If consent is not obtained in writing the |
circumstances under which it is obtained should be recorded ‘

(9) The subject must be free at any time to withdraw consent to further participation. \

(10) Special care must be taken in relation to consent and to safeguarding individual right
and welfare where the research involves children, the mentally ill and those in dependant
relationships or comparable situations. [See Supplementary Note 2: Research on Children,
the Mentally ill and Those in Dependant Relationships or Comparable Situations (Including
Unconscious patients)].

(11) The investigator must stop or modify the research program or experiment if it becomes
apparent during the course of it that continuation may be harmful.

(12) Subject to maintenance of confidentiality in respect of individual patients, all member.‘s of
research groups should be fully informed about projects on which they are working.

(13)Volunteers may be paid for inconvenience and time spent, but such payment should not
be so large as to be an inducement to participate. |
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APPENDIX 3

STATEMENT ON ANIMAL EXPERIMENTATION

The policy of the National Health and Medical Research Council regarding animal
experimentation and the production, provision and care of experimental animals is set out in
detail in the publication Australian Code of Practice For The Care and Use of Animals For
Scientific Purposes which is sponsored jointly by the NHMRC, the CSIRO and the
Agricultural Council of Australia and New Zealand.

Applicants for NHMRC grants must accept the following guidelines and are referred to the
above publication for further details. These guidelines are based on the principle that
animals are to be treated with respect and care, and that consideration of their welfare is an
essential factor in determining their use in experiments. Accordingly, animal
experimentation should be performed only to obtain and establish significant scientific |
information relevant to the understanding of humans and animals, to animal production, to
the continued maintenance and improvement of the health and well-being of humans ahd

animals, or to achieve educational objectives where the use of animals is unavoidable.
|

GENERAL PRINCIPLES FOR THE CARE AND USE OF ANIMALS FOR SCIENTIFIC
PURPOSES

For the guidance of Investigators, Institutions and Animal Experimentation Ethics
Committees and all involved in the care use of animals for scientific purposes. |

Experiments on animals may be performed only when they are essential to obtain and ‘
establish significant information relevant to the understanding of humans or animals, to the
maintenance and improvement of human or animal health and welfare, to the improverﬁent
of animal management or production, or to the achievement of educational objectives. |

People who use animals for scientific purposes have an obligation to treat the animals with
respect and to consider their welfare as an essential factor when planning and conducting
experiments.

Investigators have direct and ultimate responsibility for all matters relating to the welfare of
the animals they use in experiments.

Technigues which replace or complement animal experiments must be used wherever
possible. |

Experiments using animals may be performed only after a decision has been made that
they are justified, weighing the scientific or educational value of the experiments against the
potential effects on the welfare of the animals.

Animals chosen must be of an appropriate species with suitable biological characteristics
including behavioural characteristics, genetic constitution and nutritional, microbio!ogicél

and general health status. |
Animals must not be taken from their natural habitats if animals bred in captivity are
available and suitable. \
Experiments must be scientifically valid, and must use no more than the minimum number
of animals needed. ‘

Experiments must use the best available scientific techniques and must be carried out only
by persons competent in the procedures they perform.

(10) Experiments must not be repeated unnecessarily. ‘

(11) Experiments must be as brief as possible.

(12) Experiments must be designed to avoid pain or distress to animals. If this is not possiqle,

nAain Ar AictrAace ot A minimicAaAd
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(13) Pain and distress cannot be evaluated easily in animals and therefore investigators must
assume that animals experience pain in a manner similar to humans. Decisions regaramg
the animals welfare must be based on this assumption unless there is evidence to the
contrary.

(14) Experiments which may cause pain or distress of a kind and degree for which anaesthesia
would normally be used in medical or veterinary practice must be carried out using
anaesthesia appropriate to the species and the procedure. When it is not possible to use
anaesthesia, such as in certain toxicological or animal production experiments or in animal
models of disease, the end-point of the experiments must be as early as possible to avoid
or minimise pain or distress to the animals. T

(15) Investigators must avoid using death as an experimental end-point whenever possible!

18) Analgesic and tranquilliser usage must be appropriate for the species and should at least
parallel usage in medical or veterinary practice. |

(17) An animal which develops signs of pain or distress of a kind and degree not predicted in the
proposal must have the pain or distress alleviated promptly. If severe pain cannot be |
allaviated without delay, the animal must be killed humanely forthwith. Alleviation of such
pain or distress must take precedence over finishing an experiment.

(18 Neuromuscular blocking agents must not be used without appropriate general anaesthesia,
except in animals where sensory awareness has been eliminated. If such agents are used,
continuous or frequent intermittent monitoring of paralysed animals is essential to ensrrre
that the depth of anaesthesia is adequate to prevent pain or distress.

(79) Animals must be transported, housed, fed, watered, handled and used under conditioﬁ's
which are appropriate to the species and which ensure a high standard of care.

(20) Institutions using animals for scientific purposes must establish Animal Experimentation
Ethics Committees (AEECs) to ensure that all animal use conforms with the standards of
this Code.

(?1) Investigators must submit written proposals for all animal experimentation to an AEEC
which must take into account the expected value of the knowledge to be gained, the validity
of the experiments and all ethical and animal welfare aspects.

(22)Experiments must not commence until written approval has been obtained from the AEEC.

(23) The care and use of animals for all scientific purposes in Australia must be in accord with
this Code of Practice and with Commonwealth, State and Territory legislation.
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_ _wMARY: On July 12, 1974, the
i National Research Act (Pub. L. 93-
i1348) was signed into law, there-by
creating the National Commission
“for the Protection of Human Sub-
jects of Biomedical and Behavioral
' Research. One of the charges to the
Commission was to identify the basic
ethical principles that should underlie
the conduct of biomedical and behav-
joral research involving human sub-
i jects and to develop guidelines which
should be followed to assure that
such research is conducted in
accordance with those principles. In
carrying out the above, the Commis-
sion was directed to consider: (i) the
_ boundaries between biomedical and
" - “havioral research and the accepted
_.d routine practice of medicine, (ii)
the role of assessment of risk-benefit
criteria in the determination of the
appropriateness of research involving
human subjects, (iii) appropriate
i % » .
guidelines for the selection of human
: subjects for participation in such
_research and (iv) the nature and
' definition of informed consent in
" _various research settings.

The Belmont Report attempts to
summarize the basic ethical princi-
ples identified by the Commission in
the course of its deliberations. Itis
the outgrowth of an intensive four-
day period of discussions that were
held in February 1976 at the Smith-
sonian Institution’s Belmont Confer-
ence Center supplemented by the
monthly deliberations of the Com-
mission that were held over a period
of nearly four years. It is a statement
of basic ethical principles and guide-
lines that should assist in resolving
the ethical problems that surround
the conduct of research with human
subjects. By publishing the Report in
the Federal Register, and providing
reprints upon request, the Secretary
intends that it may be made readily
available to scientists, members of
Institutional Review Boards, and
Federal employees. The two-volume
Appendix, containing the lengthy
reports of experts and specialists who
assisted the Commission in fulfilling
this part of its charge, is available as
DHEW Publication No. (OS) 78—
0013 and No. (OS) 78-0014, for sale
by thé Superintendent of Documents,
U.S. Government Printing Office,
Washington, D.C. 20402.

Unlike most other reports of the
Commission, the Belmont Report
does not make specific recommenda-
tions for administrative action by the
Secretary of Health, Education, and
Welfare. Rather, the Commission
recommended that the Belmont
Report be adopted in its entirety, as
a statement of the Department’s pol-
icy. The Department requests public
comment on this recommendation.
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Belmont Report

Ethical Principles and Guidelines for
Research Involving Human Subjects

Scientificresearch has produced sub-
stantial social benefits. It has also
posed some troubling ethical questions.
Public attention was drawn to these
questions by reported abuses of human
subjects in biomedical experiments,
especially during the Second World
War. During the Nuremberg War
Crime Trials, the Nuremberg code
was drafted as a set of standards for
judging physicians and scientists who
had conducted biomedical experiments
on concentration camp prisoners.
This code became the prototype of
many later codes! intended to assure
that research involving human subjects
would be carried out in an ethical
manner.

The codes consist of rules, some
general, others specific, that guide
the investigators or the reviewers of
research in their work. Such rules
often are inadequate to cover com-
plex situations; at times they come
into conflict, and they are frequently
difficult to interpret or apply.
Broader ethical principles will pro-
vide a basis on which specific rules
may be formulated, criticized and
interpreted.

Three principles, or general pres-
criptive judgments, that are relevant
to research involving human subjects
are identified in this statement. Other
principles may also be relevant.
These three are comprehensive, how-
ever, and are stated at a level of gen-
eralization that should assist scient-
ists, subjects, reviewers and interested
citizens to understand the ethical
issues inherent in research involving
human subjects. These principles

1ISince 1945, various codes for the proper
and responsible conduct of human experimen-
tation in mecdical research have been adopted
by different organizations. The best known of
these codes are the Nuremberg Code of 1947,
the Helsinki Declaration of 1964 (revised in
1975), and the 1971 Guidelines (codified into
Federal Regulations in 1974) issued by the
U.S. Department of Health, Education, and
Welfare Codes for the conduct of social and
behavioral research have also been adopted,
the best known being that of the American
Psychological Association, published in 1973,

cannot always be applied so as to
resolve beyond dispute particular eth-
ical problems. The objective is to
provide an analytical framework that
will guide the resolution of cthical
problems arising from research
involving human subjects.

This statement consists of a distinc-
tion between research and practice, a
discussion of the three basic ethical
principles, and remarks about the
application of these principles.

A. Boundaries Between Practice and
Research

It is important to distinguish
between biomedical and behavioral
research, on the one hand, and the
practice of accepted therapy on the
other, in order to know what activi-
ties ought to undergo review for the
protection of human subjects of
research. The distinction between
research and practice is blurred partly
because both often occur together (as
in research designed to evaluate a
therapy) and partly because notable
departures from standard practice
are often called “experimental” when
the terms “experimental” and
“research” are not carefully defined.

For the most part, the term “prac-
tice” refers to interventions that are
designed solely to enhance the well-
being of an individual patient or
client and that have a reasonable
expectation of success. The purpose
of medical or behavioral practice is

3Although practice usually involves inter-
ventions designed solely to enhance the well-
being of a particular individual, interventions
are sometimes applied to one individual for
the enhancement of the well-being of another
(e.g., blood donation, skin grafts, organ trans-
plants) or an intervention may have the dual
purpose of enhancing the well-being of a par-
ticular individual, and, at the same time, pro-
viding some benefit to others (¢.g., vaccina-
tion, which protects both the person who is
vaceinated and society gencrally). The fact that
some forms of pratice have clements other
than immediate benefit to the individual
receiving an intervention, however, should not
confuse the general distinction between
research and practice. Even when a procedure
applied in practice may benefit some other
person, it remains an intervention designed to
enhance the well-being of a particular individ-
ual or groups of individuals; thus, it is practice
and need not be reviewed as research.

\
to provide diagnosis, preventive

treatment or therapy to particular
individuals.? By contrast, the term

“research” designates 'ag activity '

designed to test an hypathesis, permit
conclusions to be drawn, and thereby
to develop or contribute to generaliz-
able knowledge (expressed, for
example, in theories, principles, and
statements of relationships).
Research is usually described in a
formal protocol that sets forth an
objective and a set of procedures
designed to reach that cibjcctivc.

When a clinician departs in a sig-
nificant way from staniard or
accepted practice, the innovation
does not, in and of itself, constitute
research. The fact that a procedure is
“experimental,” in the sense of new,
untested or different, does not auto-
matically place it in lhé category of
research. Radically new procedures
of this description should, however,
be made the object of formal
research at an early stage in order to
determine whether they are safe and
effective. Thus, it is thi responsibility
of medical practice committees, for
example, to insist that a major inno-
vation be incorporatcd‘ into a formal
research project.?

Research and practitc may be car-
ried on together when research is
designed to evaluate the safety and
efficacy of a therapy. 'this need not
cause any confusion regarding
whether or not the activity requires
review; the general rule is that if
there is any element of research in an
activity, that activity should undergo
review for the protection of human
subjects. ‘

B. Basic Ethical Princhles

The expression "bas‘ric ethical prin-
ciples” refers to those general judg-
ments that serve as a basic justifica-
tion for the many par*icular ethical

prescriptions and evaluations of

3Because the problems related to social
experimentation may differ substantially from
those of biomedical and behavioral research,
the Commission specifically declines to make
any policy determination regarding such
research at this time. Rather, the Commission
believes that the problem qught to be
addressed by one of its suTcssor bodies.

[
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human actions. Three basic princi-
ples, among those generally accepted
in our cultural tradition, are particu-
larly relevant to the ethics of research
involving human subjects: the princi-
ples of respect for persons, benefi-
cence and justice.

1. Respect for Persons.—Respect
for persons incorporates at least tWo
ethical convictions: first, that indi-
viduals should be treated as auto-
nomous agents, and second, that per-
sons with diminished autonomy are
entitled to protection. The principle
of respect for persons thus divides
into two separate moral require-
ments: the requirement to acknowl-
edge autonomy and the requirement
to protect those with diminished

itonomy.

An autonomous person is an indi-
vidual capable of deliberation about
pessonal goals and of acting under
‘the direction of such deliberation. To
respect autonomy is to give weight to
autonomous persons’ considered

" opinions and choices while refraining
from obstructing their actions unless
_they are clearly detrimental to others.
To show lack of respect for an auto-

- nomous agent is to repudiate that

"',pcrson’s considered judgments, to

‘ deny an individual the freedom to act
on those considered judgments, OF to

" withhold information necessary to
3. . .
l‘make a considered judgment, when
_there are no compelling reasons to do
- so.

However, not every human being
is capable of self-determination. The
capacity for sclf-determination
matures during an individual's life,

' and some individuals lose this capac-
. ity wholly or in part because of

illness, mental disability, or circum-

il T €4
: ' stances that severely restrict liberty.
'Respect for the immature and the

"incapacitated may require protecting

them as they mature Of while they

“'are incapacitated.
Some persons are in need of
_extensive protection, even to the
point of excluding them from activi-
' ties which may harm them; other

l persons require little protection

3 beyond making sure they undertake
: ' activities freely and with awareness
¢ of possible adverse consequences.

The extent of protection afforded
should depend upon the risk of harm
and the likelihood of benefit. The
judgment that any individual lacks
autonomy should be periodically ree-
valuated and will vary in different
situations.

In most cases of research involving
human subjects, respect for persons
demands that subjects enter into the
research voluntarily and with ade-
quate information. Jn some situa-
tions, however, application of the
principle is not obvious. The invol-
vement of prisoner§ as subjects of
research provides an instructive
example. On the one hand, it would
seem that the principle of respect for
persons requires that prisoners not be
deprived of the opportunity to volun-
teer for research. On the other hand,
under prison conditions they may be
subtly coerced or unduly influenced
to engage in research activities for
which they would not otherwise
volunteer. Respect for persons would
then dictate that prisoners be pro-
tected. Whether to allow prisoners to
“yolunteer” or to “protect” them
presents 2 dilemma. Respecting per-
sons, in most hard cases, is often 2
matter of balancing competing claims
urged by the principle of respect
itself.

2. Beneficence.—Persons are '
treated in an ethical manner not only
by respecting their decisions and pro-
tecting them from harm, but also by
making efforts to secure their well-
being. Such treatment falls under the
principle of beneficence. The term
“peneficence” is often understood to
cover acts of kindness or charity that
go beyond strict obligation. In this
document, beneficence is understood
in a stronger scnse, as an obligation.
Two general rules have been formu-
lated as complementary expressions
of beneficent actions in this sense: (1)
do not harm and (2) maximize possi-
ble benefits and minimize possible
harms.

The Hippocratic maxim “do no
harm" has long been a fundamental
principle of medical ethics. Claude
Bernard extended it to the realm of
research, saying that one should not

injure one person regardless of the
benefits that might come to others.
However, even avoiding harm
requires Jearning what is harmful;
and, in the process of obtaining this
information, persons may be exposed
to risk of harm. Further, the Hippo-
cratic Oath requires physicians to
benefit their patients “according to
their best judgment.” Learning what
will in fact benefit may require
exposing persons to risk. The prob-
Jem posed by these imperatives is to
decide when it is justifiable to scek
certain benefits despite the risks
involved, and when the bcncf’xts
should be foregone because be the
risks.

The obligations of beneficence
affect both individual investigators
and society at large, because they
extend both to particular research
projects and to the entire enterprise
of research. In the cas¢ of particular
projects, investigators and members
of their institutions are obliged to
give forethought to the maximization
of benefits and the reduction of risk
that might occur from the rescarch
investigation. In the case f scientific
research in general, members of the
larger society are obliged to recog-
nize the longer term-benefits and
risks that may result from the
improvement of knowledge and from
the development of novel medical,
psychotherapeutic, and social
procedures. ‘

The principle of beneficence often
occupies 2 well-defined justifying role
in many areas of research involving
human subjects. An exa ple is found
in research involving children. Effec-
tive ways of treating childhood dis-
eases and fostering healthy develop-
ment are benefits that serve to justify
research involving children—even
when individual rescar h subjects are
not direct beneficiaries. Research
also makes is possible to avoid the
harm that may result from the appli-
cation of previously accepted routine
practices that on closer investigation
turn out to be dangerqus. But the
role of the principle of beneficence is
not always so unambiguous. A diffi-
cult ethical problem remains, for
example, about research that pres-
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ents more than minimal risk without
immediate prospect of direct benefit
to the children involved. Some have
argued that such research is inad-
missible, while others have pointed
out that this limit would rule out
much research promising great
benefit to children in the future. Here
again, as with all hard cases, the dif-
ferent claims covered by the principle
of beneficence may come into con-
flict and force difficult choices.

3. Justice.—Who ought to receive
the benefits of research and bear its
burdens? This is a question of justice,
in the sense of “fairness in distribu-
tion” or “what is deserved.” An injus-
tice occurs when some benefit to
which a person is entitled is denied
without good reason or when some
burden is imposzd unduly. Another
way of conceiving the principle of
justice is that equals ought to be
treated equally. However, this state-
ment requires explication. Who is
equal and who is unequal? What
considerations justify departurz from
equal distribution? Almost all com-
mentators allow that distinctions
based on experiznce, age, depriva-
tion, competence, merit and position
do sometimes constitute criteria justi-
fying differential treatment for cer-
tain purposes. It is necessary, then, to
explain in what respects people
should be treated equally. There are
several widely accepted formulations
of just ways to distribute burdens
and benefits. Each formulation men-
tions some relevant property on the
basis of which burdens and benefits
should be distributed. These formula-
tions are (1) to each person an equal
share, (2) to each person according to
individual nzed, (3) to each person
according to individual effort, (4) to
each person according to societal
contribution, and (5) to each person
according to merit.

Questions of justice have long been
associated with social practices such
as punishment, taxation and political
representation. Until recently these
questions have not generally been
associated with scientific research,
However, they are foreshadowed
even in the earliest reflections on the

ethics of research involving human
subjects. For example, during the
19th and early 20th centuries the
burdens of serving as research sub-
jects fell largely upon poor ward
patients, while the benefits of
improved medical care flowed prim-
arily to private patients. Subse-
quently, the exploitation of unwilling
prisoners as research subjects in Nazi
concentration camps was condemned
as a particularly flagrant injustice. In
this country, in the 1940's, the Tus-
kegee syphilis study used disadvan-
taged, rural black men to study the
untreated course of a disease that is
by no means confined to that popula-
tion. These subjects were deprived of
demonstrably effective treatment in
order not to interrupt the project,
long after such treatment became
generally available.

Acgainst this historical background,
it can be seen how conceptions of
justice are relevant to rescarch
involving human subjects. For
example, the sclection of resecarch
subjects needs to be scrutinized in
order to determine whether some
classes (e.g., welfare patients, particu-
lar racial and cthnic minorities, or
persons confined to institutions) are
being systematically selected simply
because of their easy availability,
their compromised position, or their
manipulability, rather than for rea-
sons directly related to the problem
being studied. Finally, whenever
research supported by public funds
leads to the development of thera-
peutic devices and procedures, justice
demands both that these not provide
advantages only to those who can
afford them and that such research
should not unduly involve persons
from groups unlikely to be among
the beneficiaries of subsequent appli-
cations of the research,

C. Applications

Applications of the general princi-
ples to the conduct of research leads
to consideration of the following
requirements: informed consent,
risk/benefit assessment, and the
selection of subjects of resecarch.

1. Informed Consent.—Respect for

degree that they are capable, be given
the opportunity to choose what shall
or shall not happen to them. This'
opportunity is provided when ade-
quate standards for informed consent
are satisficed. :

While the importance of informed
consent is unquestioned, controversy
prevails over the nature and possibil-
ity of an informed consent. Noncthe-
less, there is widespread agreement
that the consent process can be ana-
lyzed as containing three elements:
information, comprehension and
voluntariness.

persons requires that subtccts, to the

Information. Most codes of
research establish specific itemns for
disclosure intended to assure that
subjects are given sufficient informa-
tion. These items gencrzllly include:
the research procedure, their pur-
poses, risks and anticipated benefits,
alternative procedures ({vherc ther-
apy is involved), and a statement '
offering the subject the opportunity
to ask questions and to withdraw at
any time from the research. Addi-
tional items have been ﬁroposcd,
including how subjects are sclected,
the person responsible for the
research, etc.

However, a simple listing of items |
does not answer the quislion of what
the standard should be for judging
how much and what sort of informa-
tion should be provided. One stand-
ard frequently invoked in medical
practice, namely the information
commonly provided by“praclixioncrs
in the field or in tne locale, is inade-
quate since research takes place pre-
cisely when a common understanding
does not exist. Another standard,
currently popular in malpractice law,
requires the practitioner to reveal the
information that reasonable persons
would wish to know in order to make
a decision regarding their care. This,
too, seems insufficient since the
research subject, being|in esscnce a
volunteer, may wish tol know consid-
erably more about risks gratuitously
undertaken than do patients who
deliver themselves into|the hand of a
clinician for needed care. It may be
that & standard of “the reasonable
volunteer” should be proposed: the




~

[

‘Page6

THE BELMONT‘REPORT

*  extent and nature of information

should be such that persons, knowing '

that the procedure is neither

. necessary for their care nor perhaps
fully understood, can decide whether
they wish to participate in the
furthering of knowledge. Even when
some direct benefit to them is
anticipated, the subjects should
understand clearly the range of risk
and the voluntary nature of
participation.

A special problem of consent arises
where informing subjects of some
pertinent aspect of the research is
likely to impair the validity of the
research. In many cases, it is
sufficient to indicate to subjects that
they are being invited to participate
in research of which some features
will not be revealed until the research

" is concluded. In all cases of research
_invplving incomplete disclosure, such
. research is justified only if it is clear

; that (1) incomplete disclosure is truly
,, necessary to accomplish the goals of

| .the research, (2) there are no

. undisclosed risks to subjects that are
; more than minimal, and (3) there is

. -an adequate plan for debriefing

. ,subjects, when appropriate, and for

g ;disscmination of research results to

, them, Information about risks should
never be withheld for the purpose of
eliciting the cooperation of subjects,
_and truthful answers should always
:,.bc given to direct questions about the
i;r.cscarch. Care should be taken to
distinguish cases in which disclosure
“would destroy or invalidate the

i‘

© " research from cases in which

" disclosure would simply inconven-
“jence the investigator.
i Comprehension. The manner and
;;‘c'ontcxt in which information is
L conveyed is as important as the
P ipformation itself. For example,
' presenting information in a
S disorganized and rapid fashion,
'\ allowing too little time for

Y} . —
. 'f“;:onsndcratlon or curtailing

: !-, '_' opportunities for questioning, all

t

| may adversely affect a subject’'s™
“ 4"’ ability to make an informed choice.
i ' Because the subject’s ability to
‘ "l understand is a function of
" intelligence, rationality, maturity and
';;\ language, it is necessary to adapt the

L
1a%

AL

presentation of the information to
the subject’s capacities. Investigators
are responsible for ascertaining that
the subject has comprehended the
information. While there is always an
obligation to ascertain that the
information about risk to subjects is
complete and adequately compre-
hended, when the risks are more
serious, that obligation increases. On
occasion, it may be suitable to give
some oral or written tests of
comprehension.

Special provision may need to be
made when compréhension is
severely limited—for example, by
conditions of immaturity or mental
disability. Each class of subjects that
one might consider as incompetent
(c.g., infants and young children,
mentally disabled patients, the
terminally ill and the comatose)
should be considered on its own
terms. Even for these persons,
however, respect requires giving them
the opportunity to choose to the
extent they are able, whether or not
to participate in research, The
objections of these subjects to
involvement should be honored,
unless the research entails providing
them a therapy unavailable
clsewhere. Respect for persons also
requires seeking the permission of
other parties in order to protect the
subjects from harm. Such persons are
thus respected both by acknowledg-
ing their own wishes and by the use
of third parties to protect them from
harm.

The third parties chosen should be
those who are most likely to under-
stand the incompetent subject’s
situation and to act in that person’s
best interest. The person authorized
to act on behalf of the subject should
be given an opportunity to observe
the research as it proceeds in order to
be able to withdraw the subject from

the research, if such action appears in .

the subject’s best interest.
Voluntariness. An agreement to
participate in research constitutes a
valid consent only if voluntarily
given. This element of informed
consent requires conditions free of
coercion and undue influence.
Coercion occurs when an overt threat

of harm is intentionally presented by
one person to another in order to
obtain compliance. Undue influence,
by contrast, occurs through an offer
of an excessive, unwarranted,
inappropriate or improper eward or
other overture in order to obtain
compliance. Also, inducem nts that
would ordinarily be acceptable may
become undue influences if the
subject is especially vulnerable.

Unjustifiable pressures usually
occur when persons in pos tions of
authority or commanding ‘nﬂuence——
especially where possible sanctions
are involved—urge a course of action
for a subject. A continuum of such
influencing factors exists, however,
and it is impossible to state precisely
where justifiable persuasion ends and
undue influence begins. But undue
influence would include a tions such
as manipulating a pcrson‘% choice
through the controlling influence of a
close relative and threatening to
withdraw health services to which an
individual would otherwise be
entitled. ‘

2. Assessment of Risks and
Benefits.—The assessment of risks
and benefits requires 2 careful
arrayal of relevant data, including, in
some cases, alternative ways of
obtaining the benefits sought in the
research. Thus, the assessment
presents both an opportunity and a
responsibility to gather systematic
and comprehensive info‘Fmation
about proposed researclp. For the
investigator, it is a means to examine
whether the proposed research is
properly designed. For a review
committee, it is a method for
determining whether t e risks that
will be presented to su jects are
justified. For prospective subjects, -
the assessment will assist the
determination whether or not to
participate.

The Nature and Scope of Risks
and Benefits. The requirement that
research be justified on the basis of a
favorable risk/benefit assessment
bears a close relation to the principle
of beneficence, just as}the moral
requirement that informed consent
be obtained is derived primarily from
the principle of respect for persons.
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Injustice may appear in the
selection of subjects, even if
individual subjects are selected fairly
by investigators and treated fairly in
the course of research. Thus injustice
arises from social, racial, sexual and
cultural biases institutionalized in
society. Thus, even if individual
researchers are treating their research
subjects fairly, and even if IRBs are
taking care to assure that subjects are
selected fairly within a particular
institution, unjust social patterns

- may nevertheless appear in the

overall distribution of the burdens
and benefits of research. Although
individual institutions or investi-
gators may not be able to resolve a
problem that is pervasive in their
social setting, they can consider
tributive justice in selecting

ot

research subjects.

Some populations, especially
institutionalized ones, are already
burdened in many ways by their
infirmities and environments. When
research is proposed that involves
risks and does not include a
therapeutic component, other less
burdened classes of persons should
be called upon first to accept these
risks of research, except where the
research is directly related to the
specific conditions of the class
involved. Also, even though public
funds for research may often flow in
the same directions as public funds
for health care, it secms unfair that
populations dependent on public
health care constitute a pool of
preferred research subjects if more
advantaged populations are likely to

w U.S.

be the recipients of the benchls.
One special instance of injustice
results from the involvemcny of
vulnerable subjects. Certain groups,
such as racial minorities, the
economically disadvantaged!, the very
sick, and the institutionalized may
continually be sought as I'CSF{erll
subjects, owing to their ready
availability in settings where research
is conducted. Given their dependent
status and their frequently
compromised capacity for free
consent, they should be protected
against the danger of being involved
in rescarch solely for administrative
convenience, or because they are easy
to manipulate as a result o their
illness or socioeconomic condition.

[FR Doc. 79-12065 Filed 4-17-79; 8:45 8m)
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