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 I n t r o d u c t I o n

 Approaching Ethical Issues 
 in International Medicine

A 
woman and child are brought to a small hospital staffed by 
medical aid workers in Afghanistan with injuries resulting 
from a suicide bombing at the market where they were shop-
ping. They both have extensive injuries requiring blood prod-
ucts, emergency pharmacologic resuscitation, and surgery. 

Unfortunately, there is only one surgeon at the hospital. He is a general 
surgeon from the United States on a one- month medical mission. He 
must quickly make a decision about which patient to treat, knowing that 
the other will probably die without his intervention.
 The surgeon in this case is faced with a very challenging decision, un-
like any decision he has had to make in his home practice in the United 
States. The factors that complicate his decision include limited resources, 
limited facilities, and a lack of other health care workers. In addition, he 
is probably unfamiliar with the cultural values of these patients and does 
not speak their language. Without a method for addressing this and other 
ethical issues during his time in Afghanistan, the surgeon will have diffi-
culty making decisions in these challenging situations.
 As illustrated by this case, the ethical issues that medical aid workers 
experience in developing countries are often different from those they 
have encountered in their home practice. This book discusses how the 
context of international medicine creates unique clinical ethical issues. 
It provides a method for medical aid workers to use in addressing these 
ethical issues and then, in a series of case presentations of common ethi-
cal issues in international medicine, illustrates how the method can be 
used.
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International Medicine
 International medicine, broadly defined, is the provision of medical 
care outside of a practitioner’s home country. Each year, countless physi-
cians, residents, medical students, and other health care providers par-
ticipate in international medical missions, mostly in developing coun-
tries. Removed from the luxury and familiarity of home, these medical 
aid workers give their time and expertise to help the sickest and most 
impoverished people in the world. They encounter patients who have 
different beliefs about disease, have different expectations for medical 
care, hold unfamiliar cultural and individual values, and subscribe to 
different legal and ethical norms. They are faced with significant limita-
tions in medical personnel, infrastructure, and medical supplies. More-
over, medical aid workers have only a few weeks or months in the areas 
where they are serving, preventing them from developing long- term re-
lationships with patients or providing continuity of care for patients 
with chronic medical conditions. Not only do these factors complicate 
the ability of medical aid workers to provide health care for patients in 
developing countries, but they also create or contribute to ethical issues 
that differ from those common in the developed world.
 In this book, international medicine refers specifically to medical mis-
sions in which providers from developed countries participate in short- 
term medical aid work in developing countries. The cases in this book 
discuss ethical issues encountered by medical aid workers who are physi-
cians, residents, or medical students. However, many of the case presen-
tations, as well as the general approach to addressing ethical issues, are 
applicable to other medical aid workers, such as nurses and therapists, 
who do clinical work in developing countries.
 The intended audience for this book is primarily physicians, residents, 
and medical students preparing to participate in medical aid work in the 
developing world. The cases are meant to introduce readers to ethical 
issues they may encounter, and provide analytic guidance. In addition, 
more- experienced medical aid workers can use this book to reflect on 
their experiences, improve their ability to address the ethical issues they 
encounter, and to teach new medical aid workers about clinical ethics 
for international medicine. The methodology and case studies may also 
serve as additional material for clinical ethics professionals, educators, 
and students.
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 The purpose of this book is twofold: to provide a method for approach-
ing ethical issues in international medicine, and to illustrate how this 
method can be used to approach real- life cases. It is divided into an intro-
duction and four chapters. The introduction explains a method for iden-
tifying, analyzing, and resolving ethical issues in international medicine. 
The method focuses on five essential elements of ethical issues in inter-
national medicine: medical facts, goals and values, norms, limitations, 
and stakeholders. After identifying these important elements in each 
case, the method follows with a systematic exploration and justification 
of options. The method is used throughout the remainder of the book to 
analyze the cases that are presented. Chapters 1 through 4 each focus on 
an essential element of ethical issues in international medicine: medical 
facts, goals and values, norms, and limitations. Because the identifica-
tion of stakeholders does not contribute to or create ethical issues, this 
element is not the topic of a chapter. Rather, it is considered throughout 
all the chapters. Each chapter describes how the element creates or con-
tributes to ethical issues in international medicine, discusses core topics 
in clinical ethics related to the element, and presents and analyzes cases 
that illustrate how the element contributes to common ethical problems 
in international medicine.
 This book aims to illustrate the complexity of international medicine. 
The case presentations show how the context of international medicine 
creates a challenging environment for both the provision of health care 
and the resolution of ethical issues. The limitations and differences that 
medical aid workers encounter should not be seen as unconquerable bar-
riers but rather as contributors to the complexity of international medi-
cine. The purpose of this book is not to disparage international medi-
cine by exposing the ethical issues that medical aid workers encounter, 
but rather to critically analyze these issues and provide a framework for 
medical aid workers to identify, analyze, and resolve them.

the context of International Medicine
 The context of international medicine is different from that of West-
ern biomedicine (that is, allopathic medical practice in the developed 
world). The contextual features that dominate Western biomedicine are 
the abundance of technology and the legal environment of medical prac-
tice. Within this context, common ethical issues that arise include de-
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cisions about withholding and withdrawing treatment, end- of- life care, 
transplant allocation, and disclosing genetic diagnoses.
 The dominant contextual features of Western biomedicine are mar-
ginal if not absent in international medicine, because new technologies 
are often not available, and the legal environments of developing coun-
tries are generally not focused on litigation against medical practition-
ers. Instead, the context of international medicine is dominated by dif-
ferences (for example, between medical aid workers and their patients 
or between local medical providers and medical aid workers) and limita-
tions such as time, resources, facilities, and personnel. As demonstrated 
by the cases in this book, the unique contextual features of international 
medicine create ethical issues that are different from those commonly 
encountered in developed countries. In addition, the contextual features 
inform the way in which these issues should be analyzed and resolved. 
The following introduction develops a method for medical aid workers 
in developing countries to approach the ethical issues they encounter. 
It uses the contextual features of medical aid work in developing coun-
tries to build upon existing case analysis methods, creating a tailored 
approach for identifying, analyzing, and resolving ethical issues in inter-
national medicine.

What Is an Ethical Issue?
 Before discussing ethics for international medicine, it is important 
to define a few terms. A moral dilemma occurs when an agent must de-
termine whether or not to perform one action that has seemingly equal 
elements of right and wrong, or what action to perform when there is 
a choice of multiple, mutually exclusive actions that each appear to be 
obligatory. When a moral dilemma arises, the agent must make a choice 
about which action to pursue. If there are truly no alternatives to an 
action (including nonaction), then there is no dilemma, because there 
is no choice. Ethical issues arise when an agent or agents are faced with 
a moral dilemma and there is uncertainty or disagreement about which 
course of action to choose.
 There are three basic types of moral dilemmas: volitional, cognitive, 
and social (DuBois 2008). When an agent has a volitional dilemma, he 
knows what the right action is, but is not sure if he will actually perform 
the action. Cognitive dilemmas are those in which the actor is unsure 
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about which action is the right choice. Social dilemmas occur in cases 
where there are multiple actors who disagree about what the right choice 
is. The ethical issues addressed in this book are focused on cognitive and 
social moral dilemmas.

Approaching Ethical Issues
 Most physicians use a systematic approach to identify, analyze, and 
resolve medical problems. They gather data about each patient’s present 
illness, medical history, past surgeries, current medications, family his-
tory, and social history. They continue to gather data through physical 
examination, laboratory testing, and imaging. Finally, they interpret re-
sults, make a diagnosis, and identify options for intervention.
 Similarly, a systematic approach can be used for the identification, 
analysis, and resolution of ethical issues in clinical medicine. Several 
methods for approaching ethical issues in clinical medicine are available 
( Jonsen, Siegler, and Winslade 2010; Lo 2005). These methods provide 
systematic approaches that focus on the common features that create 
or contribute to ethical issues in Western biomedicine. While these ap-
proaches are theoretical in the sense that they have not been empirically 
tested, they are grounded in the context of Western biomedical ethics 
and are used widely by ethics consultants and committees. The method 
developed in this book builds on existing approaches by incorporating 
features unique to international medicine that create or contribute to 
ethical issues in this setting.

caSe aNaLySIS uSINg the fIve eSSeNtIaL eLeMeNtS
 Ethical issues in clinical medicine arise in predictable ways. First, 
medical practice involves a myriad of people, including patients, their 
families, doctors, nurses, and therapists. Whenever a serious medical 
decision must be made, there are bound to be differences in the opin-
ions, values, or goals of the stakeholders. When an ethical issue arises in 
international medicine, it is essential that all the important stakeholders 
are identified and consulted when appropriate. For example, medical aid 
workers may need to consult local medical personnel, other aid workers, 
family members of patients, or community leaders in order to gather the 
data that they need to adequately analyze and resolve ethical issues. Three 
common sources of ethical issues in clinical medicine are disagreements 
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or misunderstandings among stakeholders about medical facts; dis-
agreements about goals and conflicts among stakeholders’ values; and 
conflicts among ethical, legal, and professional norms (DuBois 2008). In 
international medicine, a fourth source or contributor to ethical issues is 
the limitations to the options available to medical aid workers and their 
patients: resources, personnel, infrastructure, and time often limit the 
choices that stakeholders have in international medicine. In summary, 
the five essential elements that should be explored when approaching 
every ethical issue in international medicine are stakeholders, medical 
facts, goals and values, norms, and limitations.
 Tables 1.1 and 1.2 at the end of this chapter provide assessment ques-
tions that can be used to guide medical aid workers and other stake-
holders through an exploration of each of the five essential elements of 
ethical issues in international medicine. When medical aid workers en-
counter ethical issues, they may find that not all of the assessment ques-
tions are relevant, or that they should ask additional questions about 
some of the elements. Just as a medical history can be tailored to address 
a specific medical problem (such as asking about birth history with a 
sick infant but not with an adult), the assessment questions can be tai-
lored to address a specific ethical issue (for example, omitting questions 
about the effect that an acute traumatic insult has had on a patient’s life). 
The following sections describe each of the essential elements of ethical 
issues in international medicine, describing how the context of interna-
tional medicine affects these elements and discussing the questions that 
medical aid workers should ask themselves, patients, and other stake-
holders when analyzing ethical issues.

Stakeholders
 The first element that should be identified in every ethical issue in 
international medicine is the stakeholders. It is important to identify 
stakeholders so that their interpretations of medical facts, goals, values, 
norms, and limitations can be determined. Sometimes it is not possible 
or not necessary to actually interview stakeholders (for example, if they 
are not present or if society is identified as a stakeholder). In these situa-
tions the primary stakeholders can use Table 1.2 as a guide to identify 
what is known about the interests of these stakeholders without person-
ally interviewing them. The assessment questions ask each stakeholder 
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if there are additional stakeholders important in the case so as to make 
sure that they are identified and consulted when appropriate.
 Conflicts can occur among any of the stakeholders, creating or con-
tributing to ethical issues. Commonly, disagreements or misunderstand-
ings occur between patients and medical personnel. However, there can 
also be disagreements or misunderstandings among medical personnel. 
In international medicine, there is a greater chance of this happening be-
cause there are often two groups of medical personnel—aid workers and 
local medical personnel—who are caring for patients. When disagree-
ments arise between these two groups, they must work toward a com-
promise, and if this cannot be achieved, they must determine who is ulti-
mately in charge.

Medical Facts
 It seems as though medical facts are just that—true, unambiguous 
statements about a patient’s medical problem. However, as anyone who 
has been a patient, health care provider, or member of a health care team 
is well aware, patients, their families, physicians, nurses, medical stu-
dents, social workers, and other stakeholders who are all involved in the 
same case often have different understandings, or lack a clear under-
standing, of the medical facts. These differences can damage trust if 
patients and their families hear different medical facts from different 
members of the health care team. They can lead to disagreements about 
treatment plans when each stakeholder forms an opinion based on dif-
ferent understandings of medical facts. Moreover, they can damage the 
process of informed consent when patients agree to procedures without 
understanding why they are consenting or what they are consenting to. 
In international medicine, several factors, namely language barriers, low 
health literacy, cultural differences, and different medical conditions, 
contribute to different understandings or lack of clarity regarding medi-
cal facts.
 One of the most common differences between medical aid workers 
and their patients is language. Language barriers can frustrate com-
munication during the short encounters between patients and medical 
aid workers (Bosenberg 2007; Sneag et al. 2007). Translators are often 
needed by medical aid workers to obtain information from patients. All 
too commonly, poor translation leads to inaccurate diagnosis and in-
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appropriate interventions. This is of special concern given the fact that 
medical aid workers often serve for a limited time and thus are unable to 
follow up with patients to determine whether interventions were effec-
tive. Language barriers also contribute to misunderstandings among 
stakeholders about the medical facts. When faced with language bar-
riers, medical aid workers must determine how much they can trust 
translated information that they get from patients. They must also de-
termine how much they can trust the information being given to patients 
by translators. In addition to language barriers, patients often have lim-
ited education and low health literacy. Even with appropriate translation, 
patients may not fully understand what medical aid workers are telling 
them. Without understanding, they may take medications incorrectly, 
agree to procedures that are not consistent with their goals or values, or 
not be able to follow through with treatment plans.
 Beyond language barriers and low health literacy, there are also cul-
tural differences between medical aid workers and patients. Many 
patients in developing countries believe in a supernatural etiology of 
disease, such as sorcery or witchcraft (Baskind and Birbeck 2005; Ekor-
tarl, Ndom, and Sacks 2007; Osborne 2006). These beliefs often influ-
ence the ways in which patients view disease and, more importantly, how 
patients adhere to treatment plans (Kleinman and Benson 2006). Medi-
cal aid workers cannot assume that patients are familiar with Western 
biomedicine, which is firmly grounded in the germ theory of disease, as 
they generally can in their practice in the developed world. They have to 
be prepared to encounter patients with vastly different cultures, to en-
gage in conversations about their patients’ beliefs about medical facts, 
and to negotiate treatment plans that do not conflict with their patients’ 
cultural beliefs and values. Cultural beliefs can influence patients to 
perceive medical facts differently than the medical aid workers who are 
serving them.
 The medical conditions of patients in developing countries also differ 
from those in the developed world. Many patients in developing coun-
tries have diseases such as tuberculosis, malaria, and intestinal parasites, 
which are infrequently seen in developed countries (Cappello, Gainer, 
and Adkisson 1995). Even when patients have familiar illnesses, they are 
often at more advanced stages of disease because they have little or no 
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access to health care in the absence of medical aid workers (Cappello, 
Gainer, and Adkisson 1995; Farmer 2007; Rinsky 2002). Moreover, mal-
nutrition and poor general health often compound the primary diseases 
of patients in developing countries (Dupuis 2004; Farmer 2007). These 
factors are not only medically challenging but are also ethically challeng-
ing. Poor health and advanced disease increase the risks and decrease 
the potential benefits of some interventions (Dupuis 2004). Medical aid 
workers, therefore, cannot assume that the outcomes for interventions 
in developing countries will be comparable to the outcomes for the same 
interventions in developed countries. Different medical conditions may 
lead to uncertainty among medical aid workers about how best to treat 
their patients and, from an informed- consent perspective, how best to 
discuss the risks and benefits of interventions with patients.
 The assessment questions about medical facts are designed for medi-
cal aid workers to gather information from all stakeholders. Because of 
language barriers, low health literacy among patients, and cultural dif-
ferences between stakeholders, it is important to determine what each 
stakeholder believes about the medical facts. In addition, because of 
differences in medical conditions, it is important for the medical aid 
worker to assess what he or she knows about the patient’s medical prob-
lem. The questions for medical aid workers clarify what is known about 
the medical condition, determine what treatment plans are possible, 
and ask about expected outcomes for possible interventions. The as-
sessment questions for patients determine what they know about their 
condition, what they have done for treatment (for example, used a tra-
ditional healer), what they believe will happen to them because of their 
condition, and what they fear most about their medical problem. The 
assessment questions for other medical personnel are similar to those 
for medical aid workers, and the assessment questions for other stake-
holders are similar to those for patients. The purpose of asking all stake-
holders about the medical facts is to determine if there are areas of mis-
understanding, lack of clarity, or different beliefs about these facts. If any 
of these issues exists, medical aid workers (and other stakeholders when 
appropriate) must determine how best to either clarify facts or address 
differences in stakeholder beliefs about the medical facts.
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Goals and Values
 A common source of disagreement among stakeholders faced with 
an ethical issue is the goal of the medical intervention. For example, a 
physician may aim for palliation, while a patient wants a cure. In inter-
national medicine, patients and physicians may have different expecta-
tions for medical care and different goals that reflect these expectations. 
Generally, in order for stakeholders to agree upon an option, they must 
first agree about the goal or goals of the intervention. The assessment 
questions about goals ask each stakeholder what his or her goal is for 
the intervention so as to determine whether or not disagreements exist. 
If disagreements do exist, stakeholders can work toward agreeing upon 
goals before determining which option to choose.
 In addition to disagreements about goals, stakeholders may have con-
flicting individual or cultural values that create or contribute to ethical 
issues. The assessment questions about values ask stakeholders to iden-
tify their individual and cultural values. Stakeholders should then com-
pare the identified values to determine whether or not they conflict with 
one another and if that conflict can be resolved. Often there are conflicts 
among values that cannot be fully resolved. In these cases, stakeholders 
should work together to minimize infringement upon values through 
negotiation and compromise.

Norms
 Norms are the standards of behavior derived from established profes-
sional, ethical, and legal guidelines. When an ethical issue arises, there 
is often a conflict among norms, which serves as either the source of 
the issue or a contributing factor to the issue. In the United States, the 
norms governing bioethics are commonly described in terms of four 
principles, namely respect for autonomy; beneficence; nonmaleficence; 
and justice (Beauchamp and Childress 2001). Respect for autonomy re-
quires that physicians give adequate information to patients and allow 
them to make medical decisions based on this information as well as 
their personal beliefs and values. Beneficence requires that physicians 
work to benefit their patients. It is practically applied when physicians 
and their patients identify the potential benefits and harms of a medical 
intervention in order to determine whether or not the intervention will 
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be sufficiently beneficial. Nonmaleficence requires that physicians and 
other medical personnel do not perform actions that exclusively cause 
harm to their patients. Finally, justice requires that the benefits and bur-
dens of medical care are fairly distributed at a societal level. A valuable 
addition to these four principles in the setting of international medi-
cine is the principle of relationality, which recognizes that relationships 
are important and should be respected (DuBois 2008). Throughout this 
book, bioethical norms are described in terms of these five principles. 
When actually analyzing ethical issues in international medicine, medi-
cal aid workers may find that their patients or other stakeholders are not 
familiar with these norms or describe ethical norms differently, requiring 
them to consider norms beyond the five principles or translate the iden-
tified norms into the language of the five principles.
 Professional norms are the standards of medical practice. Medical aid 
workers, while familiar with standards of practice in their home coun-
tries, may not be aware of different standards in the areas where they are 
serving. Alternatively, they may become aware of different standards of 
practice that conflict with professional norms from their home country 
and be unsure about which norm should be followed. In these situations, 
medical aid workers have to determine which norms are the appropriate 
standards to follow.
 Legal norms are especially complex in international medicine. Medi-
cal aid workers are often not familiar with the laws of the areas where 
they are serving, and they may break these laws unintentionally. They 
may also identify conflicts between local laws and international law that 
cannot be resolved. Alternatively, medical aid workers may find them-
selves in areas that are virtually legal vacuums, with no legal norms to 
use for guidance.
 The assessment questions about norms ask all stakeholders to iden-
tify the professional, legal, and ethical norms that they believe are im-
portant. After gathering this data, stakeholders may find that there are 
conflicts between the identified norms. If there is a conflict, they should 
first determine whether or not it can be resolved. As with values, there 
are often conflicts among norms that cannot be resolved. In these cases, 
it is the job of stakeholders to minimize infringement on the identified 
norms through compromise and negotiation.
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Limitations
 The limitations faced by medical aid workers and their patients in 
developing countries are striking. Patients have limited access to health 
care. Medical aid workers have limited resources, facilities, and time to 
treat the countless patients who come to them for help. These limita-
tions dictate the options available for intervention. When analyzing ethi-
cal issues in international medicine, it is important to thoroughly ex-
plore potential limitations so that feasible options for intervention can 
be identified.
 Some of the most striking limitations encountered in international 
medicine are those resulting from the extent and severity of poverty 
among patients. People living in poverty do not have the financial means 
to access health care even when facilities are available (Mukherjee et al. 
2006; Nijssen- Jordan 2007). Patients in poverty often have to choose be-
tween purchasing medications and purchasing food. In many cases, 
they are forced to forgo medications, which can lead to the development 
of drug resistance in diseases such as tuberculosis, aIDS, and cholera 
(Kim and Farmer 2006; Mukherjee et al. 2006; Okeke et al. 2007). When 
patients do receive appropriate care, their living conditions often make 
them vulnerable to contracting diseases all over again. For example, over-
crowding encourages the spread of respiratory infections such as tuber-
culosis and pneumonia (Isturiz and Carbon 2000). Similarly, contami-
nated water increases the risk of acquiring many infections, including 
cholera and amebiasis (Cavagnaro, Guzman, and Harris 2006; Chaignat 
et al. 2008). Poverty and poor living conditions significantly limit the 
ability of medical aid workers to care for patients. It is therefore impor-
tant that stakeholders identify the social, economic, and environmental 
factors that contribute to the poor health of their patients and limit pos-
sible interventions in order to identify realistic options for the resolution 
of ethical issues (DeCamp 2007; Dupuis 2004).
 In addition to the limitations imposed by poverty and poor living con-
ditions, medical aid workers have fewer resources to work with than they 
do in developed countries. Medications for treating common diseases 
including tuberculosis, malaria, and meningitis are chronically in short 
supply or not available at all (Anderson 2007; Buchman 2007; Goldring 
2006; Holmes 1996; Won et al. 2006). Equipment considered standard 
in the developed world, such as blood- pressure cuffs and glucometers, 
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is not always available in clinics in developing countries (Braico 2007). 
Even paper on which to document patient care notes can be a limited re-
source (Patterson 2007; Won et al. 2006).
 Limitations on medical resources are especially frustrating for sur-
geons. They often have to perform operations without preoperative imag-
ing (Agrawal et al. 2007; Won et al. 2006). Moreover, equipment consid-
ered disposable in the developed world, such as drapes, laparotomy 
sponges, and endotracheal tubes, is often washed and reused in oper-
ating rooms in the developing world, increasing the potential for post-
operative infections (Christman 2000; Patterson 2007). Steady electri-
cal power supplies are not guaranteed, so surgeons must be prepared to 
operate under flashlights and without the ability to electronically moni-
tor patients (Bosenberg 2007; Cappello, Gainer, and Adkisson 1995). 
Even after a successful operation, patients face significant obstacles to 
recovery. Resources for wound care are frequently unavailable in devel-
oping countries, so many postoperative patients die of simple infections 
(Berger 2006). Intensive care units for recovery are rare in developing 
countries, and those that do exist generally lack basic equipment such as 
ventilators and cardiac monitors (Abrams 1998; Clem and Green 1996). 
All these limitations increase the risks of morbidity and mortality of sur-
geries in international medicine, thereby changing the risk- benefit pro-
file of these interventions (Bosenberg 2007).
 Not only are medical resources limited in developing countries, but 
local medical personnel are also in short supply. Those who are available 
are often untrained or undertrained (Levin 2007; Nijssen- Jordan 2007; 
Pham and Tollefson 2007). This means that medical aid workers are 
often the most qualified general health care providers in the area where 
they are serving, even if they are specialists in their home countries. As 
such, they may be asked to perform interventions that are beyond the 
scope of their training because there is no one more qualified to inter-
vene (Clem and Green 1996). In addition, because local medical person-
nel are in short supply, they may not be available to provide continued 
care to patients after medical aid workers leave.
 The short- term nature of international medicine itself is a significant 
limitation. Medical aid workers serve for a finite period of time, usually 
weeks to months, leaving before all of their patients’ medical problems 
have been addressed. They are unable to provide continuity of care and 
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follow- up monitoring, which are standard in developed countries. They 
often have to limit their interventions to those that can be achieved in 
one visit (Beitler, Junnila, and Meyer 2006). With extremely short mis-
sions, laboratory testing that takes more than a couple of days to com-
plete is useless, because medical aid workers will be gone before the re-
sults are available (Won et al. 2006). Because medical aid workers often 
leave without following up with patients, they are unaware of the effec-
tiveness of their interventions. They are also unaware of complications 
that arise after they have left (Robinson 2006). One problem with the lack 
of follow- up care is that medical aid workers cannot be held responsible 
for the outcomes of their interventions, and they do not have to deal with 
the consequences of their actions. They are not always present to see 
patients die of postoperative wound infections, have adverse reactions 
to medications, or develop drug- resistant diseases.
 The overwhelming number of people in need of medical care com-
pounds the issue of limited time. Medical aid workers often feel that they 
must see as many patients as possible or perform as many procedures as 
possible, thereby limiting the amount of time that they spend with each 
individual patient. This body- count mentality is often the only way to 
quantify the impact that medical aid workers have in an area, because 
they leave before outcomes can be measured (Dupuis 2004). Medical aid 
workers can therefore claim that they saw or treated so many patients, 
but they cannot say how many of these treatments were successful. By 
emphasizing the mass delivery of medical and surgical care, medical aid 
workers may lower the quality of care afforded to each patient. In addi-
tion, when medical aid workers perform large numbers of surgical pro-
cedures, they can easily overwhelm local medical personnel who bear the 
responsibility for providing postoperative care after medical aid workers 
have left (Yeow et al. 2002). In order to best serve patients, medical aid 
workers must find a balance between the quality and quantity of the 
health care they provide. They must determine how best to benefit each 
patient, as well as how best to benefit the community overall, given limi-
tations in time, resources, personnel, and infrastructure.
 Because medical aid workers and their patients face numerous limi-
tations, these limitations should be identified whenever an ethical issue 
arises. The assessment questions ask all stakeholders to identify limita-
tions that might affect the treatment options. Specifically, medical aid 
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workers are asked about limited time and resources. Patients are asked 
if there are treatment options that they would not be able to comply with 
and what the constraints are on their ability to comply with treatment 
options. Using these assessment questions, stakeholders can determine 
which options are realistic, given the limitations of the situation.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 After the medical aid worker and other stakeholders gather data about 
the essential elements of the ethical issue through assessment questions, 
the next step is to analyze and justify the options. To determine which 
option or options are possible, the medical aid worker (with other stake-
holders when appropriate) should compare answers to the assessment 
questions in order to: (1) identify areas in which there is disagreement or 
different understandings about the situation (for example, medical facts, 
goals, values, norms); (2) identify the limitations to the options (for ex-
ample, medication availability and patient access to medical care); and 
(3) determine if any of the identified options fit into the identified limita-
tions.
 Next, stakeholders should go through a process of justification for 
each option that they have identified as feasible. The five criteria that 
should be used to determine whether or not an option is justified—and 
in the case of multiple options, which is most justified—are effective-
ness, proportionality, necessity, least infringement, and public justifi-
cation (Childress et al. 2002). For an option to be effective, it must be 
likely to achieve the desired goal. An option is proportional when the ex-
pected benefits outweigh the level of infringement upon the identified 
values and norms. Necessity refers to whether or not infringement upon 
the identified values and norms is necessary to achieve the desired goal. 
When infringement is necessary, it should be minimized so as to achieve 
least infringement. Finally, public justification for the purpose of clini-
cal ethics asks whether or not the stakeholders would be comfortable 
sharing their decision- making process with others in the community.
 At the conclusion of this process, it is hoped that one option will be 
more justifiable than the others (that is, it has the most potential to 
achieve the goal, the least amount of infringement on norms and values, 
and falls within the limitations identified by stakeholders). However, this 
method, just like other methods for case analysis, is not guaranteed to 
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achieve a solution in every case. It is meant to be a guide for identify-
ing the fundamental cause or causes of ethical problems in international 
medicine, determining the available options, and deciding which option 
is the most justified.

Applying the Approach
 The method for identifying, analyzing, and resolving ethical issues 
in international medicine presented here builds on existing methods 
in clinical ethics and is grounded in the context of international medi-
cine. It should serve as a guide for medical aid workers when they en-
counter ethical issues or encounter situations in which ethical issues are 
likely to occur. Throughout the remainder of the book, the method is 
used to analyze cases that represent common ethical issues in interna-
tional medicine so as to illustrate how medical aid workers can apply it in 
real- life situations. This book is purposefully repetitive in using the full 
method to analyze every case. In providing complete analyses for each 
case, the book clearly illustrates the technique in a wide variety of situa-
tions, giving the reader a sense of how to broadly apply the methodology. 
In addition, each case can stand alone as a self- contained unit, so readers 
can choose to focus on those cases that are of most interest to them (for 
example, surgeons my choose to read only the surgery cases).



Table 1.1. Assessment Questions for the Medical Aid Worker and Patient

Category Medical Aid Worker Questions Patient Questions

Stakeholders Is there local medical staff to consult 
about this case?

Are there other important stakeholders 
who should be consulted?

Does anyone help you make medical 
decisions?

Should anyone be told about your 
medical care?

Medical Facts What is the patient’s medical 
diagnosis?

What are the most prominent 
symptoms?

What is the cause of the patient’s 
health problem?

What can be done to treat this 
problem?

What is the prognosis for this patient?
What do you expect the outcome of 

treatment to be?

What do you call your medical problem?
What effect has this problem had on 

your life?
What is the cause of your medical 

problem?
What have you done to treat this 

problem? Has this intervention been 
successful? Do you know what else 
can be done by a doctor to treat this 
problem?

What do you think will happen to you 
because of this problem (if you get 
treatment and if you do not)?

What do you fear about this medical 
problem? What do you fear about the 
treatment of this problem?

Values What is your goal for medical 
intervention with this patient?

What values are important to you in 
this case (individual, cultural)?

What is your goal for medical 
intervention in your condition?

What values are important to you in this 
case (individual, cultural)?

Norms What ethical norms are important in 
this case?

What professional norms are important 
in this case?

What legal norms are important in this 
case?

What ethical norms are important in 
this case?

What professional norms are important 
in this case?

What legal norms are important in this 
case?

Limitations What constraints does time put on the 
treatment options?

What constraints do limited medical 
resources put on the treatment 
options?

Are there any other limitations to the 
treatment options?

Are there any treatment options that 
you would not be able to adhere to? 
Why?

What are the constraints on your ability 
to adhere to treatment options?

Are there any other limitations to the 
treatment options?

Source: This table is informed by DuBois (2008), Jonsen, Sigler, and Winslade (2010), Lo (2005), and 
Kleinman and Benson (2006).



Table 1.2. Assessment Questions for Medical Personnel and Other Stakeholders

Category Medical Personnel Questions Other Stakeholder Questions

Stakeholders Are there additional stakeholders who 
should be consulted?

Are there additional stakeholders who 
should be consulted?

Medical Facts What is the patient’s medical 
diagnosis?

What are the most prominent 
symptoms?

What is the cause of the patient’s 
health problem?

What can be done to treat this 
problem?

What is the prognosis for this patient?
What do you expect the outcome of 

treatment to be?

What do you call the patient’s medical 
problem?

What effect has this problem had on 
your life?

What is the cause of the patient’s 
medical problem?

Do you know what else can be done by a 
doctor to treat this problem?

What do you think will happen to the 
patient because of this problem (if 
the patient gets treatment and if the 
patient does not)?

What do you fear about this medical 
problem? What do you fear about the 
treatment of this problem?

Values What is your goal for medical 
intervention with this patient?

What values are important to you in 
this case (individual, cultural)?

What is your goal for medical 
intervention in the patient’s 
condition?

What values are important to you in this 
case (individual, cultural)?

Norms What ethical norms are important in 
this case?

What professional norms are important 
in this case?

What legal norms are important in this 
case?

What ethical norms are important in 
this case?

What professional norms are important 
in this case?

What legal norms are important in this 
case?

Limitations What constraints does time put on the 
treatment options?

What constraints do limited medical 
resources put on the treatment 
options?

Are there any other limitations to the 
treatment options?

Are there any treatment options that the 
patient would not be able to adhere 
to? Why?

What are the constraints on the 
patient’s ability to adhere to 
treatment options?

Are there any other limitations to the 
treatment options?

Source: This table is informed by DuBois (2008), Jonsen, Sigler, and Winslade (2010), Lo (2005), and 
Kleinman and Benson (2006).



 c h A p t E r  1

 Medical Facts

M
edical facts are not always clear, unambiguous statements 
of the truth agreed upon by all stakeholders involved in a 
particular case. Rather, each stakeholder has his or her own 
perception of the medical facts, which is based on the infor-
mation he or she has received, prior experience, and medical 

knowledge, among other factors. Oftentimes, when stakeholders do not 
agree or are unclear about the medical facts, ethical issues occur. For ex-
ample, the family of a patient who is intubated after undergoing a major 
surgery may request to have the ventilator discontinued because the 
patient had expressed his desire not to be dependent upon machines for 
survival. The surgical team would undoubtedly disagree with the family’s 
request, because the ventilator is an acute treatment that they will be 
able to safely discontinue when the patient is able to breath on his own. 
The lack of clarity about the purpose of the ventilator and the patient’s 
expected course is the root cause of disagreement between the family 
and the surgical team in this case. If the stakeholders are able to iden-
tify different understandings about the medical facts as causes of their 
disagreement, then they can clarify these facts and come to a consensus 
about the best treatment plan.
 Several contextual features of international medicine increase the fre-
quency and severity of differences among stakeholders’ perceptions of 
the medical facts. Medical aid workers encounter patients who have un-
familiar medical problems—either diseases that are not common in de-
veloped countries or conditions that are much further advanced than 
similar conditions in developed countries. In addition, medical aid 
workers almost always serve patients who speak a different language. 
They commonly rely on interpreters who do not have formal training in 
medical translation. Even when medical aid workers speak the same lan-
guage as their patients, low health literacy can create a barrier to commu-
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nication. Moreover, because many medical aid workers serve in cultures 
where people have spiritual interpretations of illness, there may be genu-
ine disagreements between them and their patients or local practition-
ers about what the medical facts actually are. The cases presented in this 
chapter illustrate how these contextual features contribute to misunder-
standings among stakeholders regarding medical facts and result in ethi-
cal issues. The case analyses demonstrate how medical aid workers can 
use the assessment questions as a tool to prevent ethical issues from aris-
ing, to identify ethical issues early, and to begin the process of addressing 
ethical issues that arise from misunderstandings or disagreements about 
the medical facts.

different Medical conditions
 Medical aid workers commonly encounter patients with medical con-
ditions that they are unfamiliar with or that are more advanced than 
what they see in the developed world (Farmer 2003; Graf 2003; Hennessy 
2003; Leo 2003). Diseases that have been virtually eliminated in devel-
oped countries, such as malaria, tuberculosis, and dysentery, are ram-
pant in developing countries (Tan- Alora and Lumitao 2001). In addition, 
conditions that are easily treated in developed countries are sometimes 
allowed to advance so far that standard treatments are more dangerous 
or ineffective. For example, Graf (2003) describes seeing patients with 
hernias the size of basketballs and uterine fibroids so large that women 
look pregnant.
 Because medical aid workers serve patients with significantly differ-
ent medical conditions from those common in developed countries, 
they often encounter medical problems that they have not been trained 
to treat. At the same time they are serving in areas of limited resources 
and high medical need, so patients may have no alternative options for 
receiving care. When faced with patients who have unfamiliar or very 
advanced medical conditions, medical aid workers must determine 
whether they have the knowledge and skills appropriate to treat these 
patients. They must realistically consider alternatives for intervention, 
especially the option of not intervening, balancing the risks and poten-
tial benefits of each option. In addition, medical aid workers should keep 
in mind that they have a limited ability to follow up with patients and try 
to avoid treatments or interventions that require this. The following case 
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illustrates one situation in which a medical aid worker realizes that he is 
not prepared to treat the patients whom he encounters.

case 1.1: Vesico- Vaginal Fistula repair Surgery
 A urogynecologist from the United States decides to go on a two- week 
medical mission to Ghana with a group of physicians to perform vesico- 
vaginal fistula repair surgeries. The urogynecologist has performed hun-
dreds of post- hysterectomy vesico- vaginal fistula repair surgeries in the 
United States, and the other group members are similarly experienced.1
 The area of Ghana where the group goes has staggering maternal and 
infant mortality rates because obstetric care is virtually nonexistent. 
There are many women in the area, particularly young women in their 
teens and early twenties, who have survived complicated pregnancies and 
now suffer from vesico- vaginal fistulae as a result of prolonged obstructed 
labor. Most of these women have been cast out of their communities or 
have left voluntarily because the urinary incontinence that results from 
vesico- vaginal fistulae is embarrassing and produces a foul odor.
 The day that the group arrives, hundreds of women line up for evalua-
tion. Some of the women have been living with vesico- vaginal fistulae for 
years and are desperate to have their problem fixed so that they can re-
turn to their communities and their families. Because of the overwhelm-
ing need, the team sets a goal of 10 surgeries per day for the remaining 
thirteen days, or 130 surgeries total. They base this goal on the time that 
it generally takes the physicians to perform routine post- hysterectomy 
vesico- vaginal fistula repairs in the United States.
 On the second day of the mission, the urogynecologist arrives at the 
hospital early to prepare for the first surgery. His patient is a twenty- 
year- old woman who developed a vesico- vaginal fistula as a result of pro-
longed, obstructed labor during her first pregnancy three years ago. The 
fetus did not survive, and her husband left her soon after because of her 
incontinence. The urogynecologist begins the procedure, confident that 
it will be relatively uncomplicated. However, when he finds the fistula, 
it is surrounded by extensive dense scar tissue that most likely resulted 
from necrosis caused by the fetal head pushing against the pelvis during 
labor. The urogynecologist does what he can to close the fistula, but with 
the extensive scar tissue and the limited resources he has to work with, 
he is not confident that the closure will be successful long term.
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 After the procedure, the urogynecologist asks the other medical aid 
workers if they had experienced similar difficulties, which they all had. 
None of the physicians had expected these difficulties, and they are all in-
experienced in dealing with extensive scarring around the vesico- vaginal 
fistulae. Several have suggestions about how best to perform the proce-
dure, given the surrounding scar tissue, but these suggestions are based 
on speculation rather than evidence or experience. The urogynecologist, 
aware that he is not fully competent to perform vesico- vaginal fistula re-
pairs on women with extensive scar tissue, wonders if he should continue 
with the surgeries, doing the best that he can with his level of training 
and the resources that are available.

caSe aNaLySIS
Stakeholders

 The urogynecologist in this case must determine whether or not he 
should continue doing vesico- vaginal fistula repair surgeries given that 
they are more complicated than he had expected. Because there are many 
stakeholders in this case, namely the urogynecologist, the other medical 
aid workers, local medical personnel, and the women who have vesico- 
vaginal fistulae, it would be impossible for the urogynecologist to ask 
each individual the analysis questions. Rather, he could begin by answer-
ing the questions himself, asking a few other medical aid workers, and 
asking local medical personnel if available. Local medical personnel are 
a great resource because they can give both their own perspective and the 
general perspective of the women. This analysis focuses on the urogyne-
cologist, but considers the other stakeholders where appropriate. While 
this chapter concentrates on misunderstandings or disagreements about 
medical facts as the source of ethical issues, each case analysis explores 
the five essential elements of ethical issues to illustrate how they affect 
the identification and justification of options.

Medical Facts
 This case illustrates a common scenario in international medicine: a 
medical aid worker encounters patients who have more- complex medi-
cal conditions than he is accustomed to treating. From the perspective 
of the urogynecologist, several medical facts are clear. The women have 
vesico- vaginal fistulae, caused by prolonged, obstructed labor. Their 
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most prominent symptom is urinary incontinence. In developed coun-
tries, this condition can be managed with adult diapers if an operation 
cannot be done or is not desired by patients. However, the definitive 
treatment for this condition is surgical repair. The urogynecologist is not 
sure about how best to perform the operation, given the extensive scar 
tissue surrounding the fistulae. In addition, he is not confident that the 
operations will be successful long term. While this case does not provide 
details about the women’s understanding of their condition, it is clear 
that it has significantly affected their lives, causing them to be cast out of 
their families and communities, and that without successful treatment, 
they will continue to be outcasts.

Goals and Values
 All of the stakeholders agree that the goal of the surgeries is to provide 
the women with definitive repairs of their vesico- vaginal fistulae. The 
individual and cultural values of the stakeholders are not explicitly stated 
in this case. However, the urogynecologist likely values his ability to im-
prove the lives of his patients through surgical intervention. The women 
clearly value the ability to return to their families and  communities.

Norms
 The bioethical norms central to this case are nonmaleficence, benefi-
cence, and relationality. Nonmaleficence requires that physicians do not 
perform procedures or provide treatments that exclusively cause harm 
to patients. The vesico- vaginal fistula repairs would be harmful if the 
women were subjected to the risks of surgery without the possibility of 
successful repair. If there is a potential for successful repair, then the 
norm of beneficence becomes important. Beneficence requires that the 
potential benefits and risks of an intervention are appropriately bal-
anced. While the urogynecologist is able to accurately determine the 
risks and benefits of post- hysterectomy vesico- vaginal fistula repairs, the 
obstetric vesico- vaginal fistula repairs do not have a well- defined risk- 
benefit profile. Therefore, he cannot confidently predict the likelihood of 
harm versus successful repair.
 The norm of relationality, which states that relationships are impor-
tant and should be respected, explains the women’s motivation for want-
ing operative intervention. The women’s relationships with their families 
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and communities have been disrupted because of the fistulae. The only 
way that the women will be able to return to these important relation-
ships is if they have successful repairs.
 The professional norm central to this case is competence. Medical 
professionals are expected to only perform procedures that they are com-
petent to do. The urogynecologist is not confident that his training in the 
developed world has prepared him adequately for the type of fistula re-
pair surgery that he has to perform on these women. At the same time, 
he is not in a position to refer the women to a more competent provider, 
as he would be able to do in the United States. Therefore, he must decide 
if he is competent enough to perform the operations.
 The legal norm that would be applicable in this case, if it were in 
the United States, is the question of whether or not performing these 
interventions would constitute medical malpractice. Medical malprac-
tice occurs when a physician fails to provide the quality of care required 
by the law and that failure results in injury to the patient (Furrow et al. 
2001, 165). For a medical practitioner to be found guilty of medical mal-
practice, four elements must be proven: a duty was owed, the duty was 
breached, the breach caused an injury, and damages occurred. In this 
case, the surgeries are elective rather than emergent, so a duty is only 
owed to patients whom the urogynecologist accepts for operative inter-
vention. The duty would be breached if the urogynecologist failed to 
comply with the accepted standard of care, which is not clearly defined. 
If patients sustain injury because of a breach in duty, then the urogyne-
cologist would be liable for damages under the law in the United States. 
While the legal concern of medical malpractice can be an important fac-
tor in surgical decision making in the developed world, it is often ignored 
in international medicine because patients do not generally sue medical 
aid workers. However, medical aid workers should still consider whether 
their actions would constitute medical malpractice in their home coun-
tries as a guide for appropriate decision making.

Limitations
 There are several limitations in this case. As already discussed, the 
medical aid workers have limited experience doing fistula repair opera-
tions on women with extensive scar tissue. In addition, the clinic where 
they are doing the operations has limited resources. Because the medical 
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aid workers did not realize that the operations would be so complex, they 
did not bring additional supplies to help with the repairs. Moreover, the 
group is in Ghana for only two weeks, meaning that its members will not 
be physically present to monitor the long- term outcomes of their inter-
ventions. This means that they will not be able to provide revisions if the 
fistula repairs break down.
 The women are limited in their options for fistula repair. They cannot 
afford to pay for an operation, so they must rely on medical aid workers 
to provide them free of charge. Moreover, because they are outcasts from 
their communities and have no source of income, the women would not 
be able to afford to buy adult diapers even if they were readily available, 
so this is not a viable alternative to surgical repair.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The two options for the urogynecologist are to offer operative inter-
vention or not to offer operative intervention. Either of these options 
is feasible, given the identified limitations, so the justification criteria 
can be used to determine whether one option should be chosen over the 
other.
 The first step in justification is to determine whether the options will 
be effective in achieving the goal, which is to repair the women’s vesico- 
vaginal fistulae. Operative intervention may be effective in achieving this 
goal, although the chance of a successful long- term repair is unknown. 
Not performing an operation will not be effective in repairing the fistu-
lae. Therefore, only one of the two options has the potential to be effec-
tive in achieving the goal, but the likelihood of success is unknown.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on the identified norms and values. 
The option of operative intervention has the potential to infringe on the 
bioethical norms of nonmaleficence and beneficence. If the operative 
intervention is ineffective in achieving the goal of fistula repair, then it 
would infringe on the norm of nonmaleficence because it would subject 
patients to significant risks without any benefits. If operative interven-
tion has a reasonable chance of being effective, then the stakeholders 
would have to determine whether or not this is consistent with the prin-
ciple of beneficence. The operations have the potential benefit of cor-
recting the fistulae and allowing the women to be reunited with their 
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families. However, the risks include failure to correct the fistulae, in-
creased scarring so that future procedures are more complicated, infec-
tion, bleeding, and the risks of anesthesia. If the operations are signifi-
cantly different from and more complex than those the urogynecologist 
has performed at home, then there may only be a small chance that the 
women will benefit, but an increased risk of harm resulting from opera-
tive intervention. If the operations are not significantly different and the 
urogynecologist judges that there is a high likelihood of success, then 
the benefits would likely outweigh the risks. In addition to potentially 
infringing on bioethical norms, the option of operative intervention may 
infringe on the professional norm of providing competent care because 
the medical aid workers have a limited scope of experience in obstetric 
vesico- vaginal fistula repairs. In addition, the medical aid workers might 
cross the legal boundary of medical malpractice if these procedures do 
not adhere to the standard of care and cause injury to patients.
 The option of not doing the operations has the potential to infringe on 
the bioethical norms of beneficence and relationality. If the risk- benefit 
profile of the operations is acceptable, then not doing them fails to maxi-
mize the benefits and minimize harm to patients. In addition, because 
this option leaves the women with vesico- vaginal fistulae, they will not be 
able to return to their communities and families to re- form the relation-
ships that have been severed by their condition. If the urogynecologist 
chooses this option because he is not comfortable performing the opera-
tions, then it is consistent with the professional norm of competence. 
In addition, this option would not infringe on the legal norm of medical 
malpractice, because the elective nature of these procedures means that 
the urogynecologist does not have a duty to perform operative interven-
tions.
 The next step in the justification of the options is to determine whether 
the options must necessarily infringe on identified norms and values. If 
operative intervention has an acceptable risk- benefit profile, a reason-
able chance of success, and the medical aid workers are comfortable with 
their level of competence, then this option would not necessarily infringe 
on any of the norms and values. The option of not operating necessarily 
infringes on the norm of relationality in the sense that it does not have 
the potential to allow the women to return to their families and commu-
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nities. However, if the likelihood of successful operative intervention is 
very low, they may be denied this opportunity either way.
 The next step in justifying the options is to determine how to mini-
mize infringement on the identified norms and values. Both options 
have the potential to infringe on the ethical norm of beneficence. The 
choice of operative intervention infringes on beneficence if the risks are 
significantly greater than the potential benefits. In order to minimize the 
risks of the procedures, the medical aid workers could decrease the num-
ber of operations that they plan to do, so as to spend more time doing 
each procedure. While not applicable in this case, medical aid workers 
planning surgical missions could communicate with previous volunteer 
groups or local medical personnel to determine what differences they 
should expect to encounter so as to prepare to manage these differences. 
The option of not doing the operations would infringe on beneficence 
if the benefits of the procedure outweigh the risks. If there is a question 
about the appropriate balance of risks and benefits, it would be impor-
tant to ask the women about their willingness to accept these risks, given 
the low likelihood of success versus the alternative of not having the pro-
cedure done.
 Finally, stakeholders should determine whether they are comfortable 
sharing their decision- making process with others. If the urogynecolo-
gist is realistic about the potential benefits, risks, and limitations of each 
option, he should be comfortable sharing his reasoning with others. In 
addition, after he has considered his position, it would be important to 
share his opinions with the other stakeholders, particularly other medi-
cal aid workers, local medical personnel, and some of the women, to 
determine whether or not they agree with his analysis, before he makes 
a final decision about whether to continue operating.
 In this case, either option may be justified, depending upon the risks 
and benefits of the procedures and the competence of the medical aid 
workers. If the risks of the procedures are not significantly increased, 
the potential for benefit is acceptable, and there is a plan for transfer of 
care and appropriate follow- up with local medical personnel after the 
group leaves, then the urogynecologist would be justified in continuing 
to offer operative intervention. On the other hand, if the stakeholders de-
termine that the risks are too significant and the potential for benefit is 
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too low, then the group should not continue doing the operations. While 
it is hard to travel to a developing country with the intention of providing 
meaningful interventions for desperately needy patients and then decide 
not to perform the intended procedures, it is important that medical aid 
workers consider this an option, especially with elective procedures, be-
cause providing substandard interventions can leave patients worse off.

caSe coMMeNtary
 Even though medical aid workers have been extensively trained in 
the developed world, they may encounter patients with unfamiliar con-
ditions or complications in developing countries. While medical aid 
workers may have a desire to intervene in these situations, they should 
assess their own limitations as well as the risks and potential benefits of 
the procedures that they are planning. It is especially hard to decide not 
to intervene when faced with desperate patients who have no alternative 
options. However, it is important that medical aid workers are aware that 
their interventions may leave patients worse off than they were before 
the intervention, and that they make decisions based on this consider-
ation. Doing something is not always better than doing nothing during 
medical aid missions, especially when the intervention has the poten-
tial to result in significant harm to patients. It is important that medical 
aid workers do not adopt the attitude that any care is better than no care 
at all, and that they are able to exercise prudent decision- making, even 
when confronted with patients who have no other alternatives.

Language differences
 Language differences often contribute to misunderstandings about 
medical facts in international medicine (Cappello, Gainer, and Adkisson 
1995; Ozao 2007; Sechriest and Lhowe 2008). Language barriers can lead 
to time- consuming patient visits and impede the collection of patient 
medical history (Albrecht 1992; Won et al. 2006). Moreover, poor trans-
lation may have serious effects on patient care. For example, one medi-
cal aid worker showed videotapes of interactions between medical aid 
workers and Haitian patients to a couple of Haitian doctors, who in-
formed him that the translation was not good and they had misdiag-
nosed several patients as a result (Grindeland 2003). The following case 
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illustrates how ethical issues can arise in the setting of language barriers 
in international medicine.

case 1.2: Informed consent for tubal Ligation Surgery
 A young woman, her husband, and their two small children visit a gy-
necology clinic in Guatemala. Through an interpreter, the husband tells 
the medical aid worker that his wife wants to have tubal ligation surgery. 
The medical aid worker explains the procedure to the couple through the 
interpreter and asks if they have any questions. The husband says that 
he understands the explanation. To make sure that they appreciate the 
outcome of the procedure, the gynecologist asks the interpreter to make 
sure that they understand that the woman will not be able to have chil-
dren as a result of this surgery. The husband tells the interpreter that they 
understand this, and the wife nods in agreement.2
 The gynecologist successfully performs the tubal ligation procedure. 
When the woman wakes up from the operation, the gynecologist speaks 
with her through a different interpreter. She tells the gynecologist that 
she is happy that the operation was successful because now she does not 
have to worry about having more children. She goes on to explain that 
only one of her breasts produces milk, and she does not have the money 
to buy the supplemental formula that would be needed if she had an-
other child. It is clear from this explanation that the woman decided to 
have the procedure not because she did not want to have any more chil-
dren, but because she did not think that she could afford to have another 
child and believed that this procedure was the only solution.

caSe aNaLySIS
 In this case, while the medical aid worker sought informed consent 
from the couple for the tubal ligation, he did not explore the reasons 
why they wanted to have the procedure done or the alternative options 
that they may have had for achieving their goals. The use of the trans-
lator may have hindered the medical aid worker’s ability to explore the 
reasons for the procedure and the alternative options. However, had the 
aid medical worker taken additional time and used the assessment ques-
tions for identifying ethical issues, he would have elicited the couple’s 
understanding of the medical facts and presented them with alternative 
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options. This case analysis illustrates how the assessment questions can 
be used prophylactically when ethical issues are likely to occur, either to 
identify them early or prevent them altogether.

Stakeholders
 The primary stakeholders in this case are the patient, her immediate 
family, and the medical aid worker. The translator is also a stakeholder. 
Other stakeholders may include the patient’s extended family, her reli-
gious community, and local medical personnel.

Medical Facts
 The medical aid worker’s initial understanding of the medical facts is 
that the couple want the tubal ligation because they do not want more 
children. While the woman does not have a medical problem per se, she 
desires permanent sterility, and the medical aid worker is confident that 
tubal ligation will be effective in achieving this goal. The medical facts 
according to the couple tell a different story. The woman’s primary prob-
lem is that she cannot produce milk with one of her breasts. The effect 
that this problem has had on their lives is that they fear having another 
child because the woman would be unable to provide adequate nutri-
tion for an infant and they cannot afford to supplement with formula. 
From the case, it is unclear whether or not she has tried anything to treat 
this problem, but if she has, nothing has been successful. She and her 
husband believe that her problem can be treated with a procedure for 
permanent sterility because they will not have to worry about having 
more children. If she does not have the tubal ligation, she risks having 
another child, which the couple will be unable to support. By exploring 
the couple’s understanding of the medical facts, the medical aid worker 
would have identified the woman’s reason for desiring a tubal ligation 
and been able to discuss alternative options. In addition, he could have 
discussed milk production with them.3

Goals and Values
 Both the physician and the couple share the goal of making the woman 
sterile, although the couple’s reasons for wanting this is not just that they 
do not want more children—it is that they cannot afford to have more 
children. The couple value the ability to provide for their children and 
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believe that tubal ligation is the way in which they can ensure that they 
are able to do this.

Norms
 The two bioethical norms important in this case are respect for au-
tonomy and relationality. In developed countries, the process of informed 
consent is the primary way in which physicians respect the autonomy of 
patients in making decisions about medical care. It is not only an ethi-
cal imperative, but also a legal imperative in the United States (Berg and 
Appelbaum 2001). There are five components required to achieve full in-
formed consent: competence, disclosure, understanding, voluntariness, 
and consent (Beauchamp and Childress 2001). In this case, the medical 
aid worker did not thoroughly explore the couple’s understanding of the 
medical facts during the informed- consent process. Because of this, he 
was unable to identify alternatives to the procedure that may have been 
more desirable to the couple or to discuss the benefits and risks of these 
alternatives.
 The norm of relationality is central to the couple’s decision to seek a 
tubal ligation. The couple identify the obligation to provide for their chil-
dren as important. They already have two children that they must provide 
for and are afraid that they will not be able to fulfill these obligations if 
they have another child, especially given the woman’s inability to pro-
duce milk with one of her breasts.

Limitations
 Because the medical aid worker did not discuss alternatives to tubal 
ligation with the couple, specific limitations to other treatment options 
are not clear in this case. In general, alternative ways to achieve the goal 
of contraception include condoms, oral contraceptive pills, hormone in-
jections, hormone patches, implantable devices, and intrauterine de-
vices. In addition, vasectomy is an alternative option for permanent ste-
rility. One of these alternatives might be available and more desirable for 
the couple. If the couple express an interest in a different form of contra-
ception, the medical aid worker would have to determine if that option is 
available and practical given resource limitations and the couple’s ability 
to access available resources. For example, the couple may not be able to 
afford oral contraceptive pills, or the clinic may not have a stable supply 
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of them. Alternatively, trained medical personnel may not be readily 
available to remove or replace implantable devices.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 Because the medical aid worker did not discuss alternatives to tubal 
ligation in this case, it is not clear whether alternative forms of birth con-
trol are available or desirable. After the medical aid worker establishes 
the couple’s reasoning for seeking tubal ligation surgery, it is important 
to determine what options for contraception are available and discuss 
them with the couple. The couple may prefer a temporary method of 
birth control that will allow them to have children in the future. Alterna-
tively, they may determine that the woman is actually producing enough 
milk for the infant, and decide that they do not want to use birth control 
because they want more children soon. The justification process for this 
case compares the potential options of tubal ligation, temporary contra-
ceptive methods, and no contraception. Vasectomy is not discussed be-
cause it would be an alternative to tubal ligation as a permanent form of 
contraception. For the purpose of this analysis, it can be considered in 
the same discussion as tubal ligation.
 The first step in justification is to determine the effectiveness of the 
option with respect to the goal. In this case, the medical aid worker and 
the couple must clarify the goal in order to determine the effectiveness of 
the options. If the couple does not want to have any more children, then 
tubal ligation would be the most effective option. If the couple wants 
to have the option of having children in the future, then a temporary 
form of birth control would be effective. If the couple wants to have more 
children soon, then not using contraception would be the most effective 
option.
 The next steps in the justification process are to determine if infringe-
ment on values and norms is proportional, necessary, and minimized. To 
achieve proportionality, the benefits of the option must outweigh its in-
fringement on values and norms. In giving the couple a choice between 
alternatives, the process will not infringe on the norm of autonomy iden-
tified as important by the medical aid worker, regardless of what option 
is chosen. However, infringement on norms and values may occur if the 
options are significantly limited. For example, if there are no temporary 
forms of contraception available (other than the rhythm method), then 
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the couple would have to choose between tubal ligation or natural birth 
control. Tubal ligation would infringe on their desire to have children in 
the future (if this is a desire of theirs), while natural birth control may 
lead to their having more children before they are ready, infringing on 
their obligations to their other children. Depending on the available op-
tions, some level of infringement on values or norms may be necessary. 
If infringement is necessary, the stakeholders should determine if it has 
been minimized, and if not, how it can be minimized.
 The final step in justification is to determine whether the stakeholders 
would be comfortable sharing their decision- making process with others. 
If the medical aid worker and the couple have an open discussion about 
tubal ligation versus alternative options, they should be comfortable 
sharing this process with others.

caSe coMMeNtary
 This case illustrates the importance of the process of obtaining in-
formed consent for procedures (especially those with significant conse-
quences) during medical aid work in developing countries. It also shows 
that a medical aid worker’s assumptions about a patient’s reasons for 
desiring a procedure may not be correct, so eliciting this reasoning is im-
portant for determining if alternative options are more desirable.
 If the medical aid worker had used the assessment questions dur-
ing the informed- consent process, he may have better understood the 
couple’s situation and provided them with alternative options. Not only 
are the assessment questions helpful in exploring ethical issues after 
they have arisen, but they also have the potential to prevent ethical prob-
lems from occurring or at least to identify ethical problems early in the 
patient encounter so that they can be addressed and minimized. While 
certain aspects of international medicine create barriers to informed 
consent (for example, language differences, cultural differences, time 
limitations), it is important that medical aid workers try to overcome 
or minimize these barriers in order to avoid situations like the one de-
scribed in this case. Taking additional time to explore patients’ under-
standing of the medical facts, their values, and their goals for procedures 
will help ensure that these patients choose interventions that are consis-
tent with their goals and values.
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communication Barriers
 Even when medical aid workers can speak the same language as 
their patients, miscommunication may still occur. Often, medical terms 
cannot be translated into the local language, so medical aid workers 
have trouble accurately explaining medical problems or procedures to 
patients. When medical aid workers are able to use appropriate terms, 
low health literacy among patients can still lead to misunderstandings. 
The following case illustrates a situation in which a misunderstanding 
results in a tragic outcome, which is complicated by further misunder-
standing.

case 1.3: Fall from a Mango tree
 A twelve- year- old Somali boy presents to a clinic staffed by medical aid 
workers after falling from a mango tree. The trauma surgeon at the clinic, 
who has been in Somalia for nine months and can speak the Somali lan-
guage, examines the boy and finds that he has a broken leg. She explains 
to the boy that he has a broken leg and that he will need to have it casted. 
The boy nods in understanding and allows her to cast his leg. Afterward, 
the surgeon tells him to come back to the clinic in ten days to have his 
leg evaluated again, or to come back to the clinic immediately if he is in 
significant pain.4
 Ten days later, the boy returns to the clinic in agony, accompanied 
by his mother. The surgeon removes the cast to find that the underlying 
tissue is dead and the boy’s leg has become infected. She tries to ex-
plain to the boy and his mother that the cast cut off the boy’s circulation 
and the tissue in his lower leg is now dead because of the lack of blood 
supply. The trauma surgeon believes that amputation is both necessary 
and urgent. She is concerned that, without amputation, the infection 
will get into his bloodstream, leading to sepsis and possible death. The 
mother thanks the medical aid worker for her help. She says that they 
are happy that the boy’s cast is off and that they do not want to have any-
thing else done to the leg because the boy needs to go back to his job of 
picking mangoes to sell at the market. The trauma surgeon wonders if 
she can better explain the necessity of the procedure to the mother, and, 
if the mother continues to refuse, whether she would be justified in doing 
the procedure anyway.
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caSe aNaLySIS
 In this case, the medical aid worker has learned that while she is able 
to speak the language, she is unable to communicate effectively with the 
patient and his mother. Obviously the boy did not understand that he 
should have come back to the clinic earlier when he was in pain, or he 
was not aware of the consequences of waiting to return to the clinic. Now 
that he needs the amputation, the medical aid worker cannot seem to 
adequately explain this to the mother. In this case, the assessment ques-
tions will help the medical aid worker establish a baseline for what the 
patient and his mother understand. She can use this knowledge to help 
her communicate with the patient and his mother so as to improve their 
understanding of the situation. In addition, she can explore their goals 
and values so as to provide an intervention consistent with them.

Stakeholders
 The boy, his mother, and the trauma surgeon are the primary stake-
holders in this case. Additional important stakeholders are the rest of 
the boy’s family as well as the other medical aid workers at the clinic. In 
addition, the entire community may become involved in this case if the 
physician decides to act against the wishes of the mother.

Medical Facts
 From the perspective of the trauma surgeon, the medical facts are 
straightforward. The boy has a necrotic, infected lower leg. His primary 
symptom is pain, and the leg is clearly infected, which could lead to sep-
sis and death. This medical problem resulted from the cast being too 
tight. Unfortunately, the only medically appropriate treatment in this 
case is amputation of the lower leg. Because the boy has suffered an 
ischemic injury and the leg is already infected, an attempt to medically 
manage the boy is a poor alternative to amputation, because the infec-
tion will undoubtedly spread, requiring a more extensive amputation in 
the future.
 The mother’s understanding of the medical facts is less clear. She 
understands that the boy had a broken leg, which needed a cast, and 
that the cast has been removed. The effect that the problem has had on 
their lives is that the boy has been unable to pick mangoes. Now that the 
cast has been removed, the mother believes that the boy does not need 
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any further treatment and that he can return to picking mangoes. She 
does not realize that the cast itself actually caused an additional serious 
medical problem that needs to be addressed. She does not believe that 
treatment is necessary and thinks that the boy is now better because the 
cast has been removed.

Goals and Values
 The goal of the trauma surgeon is to treat the boy’s infected leg so as 
to prevent him from progressing to life- threatening sepsis. She values 
correcting the complication that resulted from the cast being too tight. 
The goal of the patient and his mother is for the child to return to pick-
ing mangoes immediately. They value the boy’s ability to contribute to 
his family.
 In addition to their personal values, the patient and his mother may 
have religious or cultural beliefs that do not allow for amputation. It is 
important for the trauma surgeon to consider this possibility and explore 
their beliefs so as to determine what amputation would mean to the boy 
and his family in a spiritual or religious sense. If this is an issue, the 
trauma surgeon might consider consulting with a religious leader to clar-
ify what these beliefs mean and whether or not amputation is possible 
within their religious tradition.

Norms
 The two bioethical norms important to the trauma surgeon are non-
maleficence and beneficence. Because the boy has a high likelihood of 
progressing to sepsis, which could be lethal, it would be harmful to re-
frain from the amputation. In addition, there would be no benefit to wait-
ing and watching the boy’s progress, because the natural history of this 
type of complication is that it will become worse and require a more ex-
tensive amputation. The treatment option that best maximizes the bene-
fits and minimizes harm in the opinion of the trauma surgeon is an im-
mediate amputation. This will lessen the risks of the infection spreading 
and requiring a more extensive amputation or causing potentially lethal 
sepsis.
 The two bioethical norms important to the mother and boy in this 
case are relationality and respect for autonomy. The boy has an impor-
tant relationship with his family, and his ability to contribute to his 
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family through his job of picking mangoes is a very important aspect 
of this relationship. In pediatric medicine, respect for autonomy is gen-
erally accomplished by allowing parents to consent to procedures and 
treatments for their children, along with allowing children who are of 
appropriate capacity to assent. In refusing to have the child’s foot ampu-
tated, the mother is asserting her right to make decisions regarding the 
medical care of her son. She does not think that the operation is neces-
sary and is making a decision based on their need for him to return to 
picking mangoes.
 The attitude of the trauma surgeon illustrates a phenomenon similar 
to that of surgical buy- in, in which the surgeon negotiates a commitment 
to postoperative care with patients before high- risk surgical procedures 
(Schwarze, Bradley, and Brasel 2011). While casting a leg is not a high- 
risk surgical procedure, it does have serious risks, as illustrated in this 
case. The trauma surgeon believes that she has a commitment to treat 
the boy’s necrotic leg because the complication is a direct result of cast-
ing. In deciding to cast the boy’s leg, the surgeon has committed herself 
to treating any complications resulting from this procedure.
 The legal norm central to this case is the right of parents to make de-
cisions regarding the care of their children. In the United States, par-
ents are given a good deal of autonomy in making medical decisions 
for their children. However, there is legal precedent for superseding the 
decisions of parents in certain situations. Generally, when the child has 
a life- threatening condition and parents refuse the medically accepted 
standard of care, they can be found guilty of abuse or neglect, or homi-
cide in the case of the child’s death (Cohen and Kemper 2005). If physi-
cians in the United States believe that parents are making medical deci-
sions that put the child’s life at risk, they can get a court order to allow 
them to treat the child without parental consent. In this case, it would 
be important for the trauma surgeon to determine whether or not there 
is a legal mechanism for proceeding with the amputation if the mother 
continues to refuse treatment.

Limitations
 From the perspective of the trauma surgeon, time and medical re-
sources are not limitations to being able to provide appropriate treat-
ment for the boy. One limitation that the trauma surgeon should con-
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sider is the state of the operating room. In general, operating rooms in 
developing countries are less sterile than in the developed world. If the 
operating room or the instruments that will be used are not adequately 
sterilized, the risk of postoperative infection is increased. Therefore, the 
boy may still be at significant risk of subsequent infection requiring fur-
ther operations or inpatient intravenous antibiotic treatment even after 
a successful amputation. In addition, the postoperative care may not be 
the same as that available in developed countries. For example, the clinic 
may not have adequate antibiotics to treat postoperative infections when 
they occur, or it may not have an adequate supply of dressings, thereby 
limiting the number of dressing changes that can be done to keep the 
wound clean. These limitations may significantly change the risk- benefit 
profile of the amputation, making it less desirable even if it still seems 
necessary.
 Because the mother refused the amputation, it is not clear whether 
the boy and his family have limitations that would affect their ability to 
go through with an operation. While the operation itself would not take 
a considerable amount of time, the boy’s recovery would require an in-
patient stay, as well as physical therapy to teach him how to live with 
one leg and to provide him with a prosthetic leg if available. The family 
may not be able to afford this type of care and would have to rely on the 
clinic to provide it free of charge. In addition, the mother makes it clear 
that they need the boy to return to work, so they may not even be able to 
afford to have the boy out of work during the time it takes for him to re-
cover. Unfortunately, even with the amputation, the boy will not return to 
his baseline state of health and may never be able to climb mango trees 
again.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 At this point in the case, the most appropriate option is to use the 
mother’s answers to the assessment questions to continue communica-
tion about the boy’s condition and his need for urgent surgical interven-
tion. If possible, the medical aid worker should bring in local medical 
workers, translators, or community elders to help the mother understand 
the situation. Ideally, additional communication and negotiation will 
help the mother understand the medical facts and the need for inter-
vention so that she will consent to the amputation. However, she may 
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continue to refuse intervention. If this is the case, the trauma surgeon is 
faced with a very challenging situation. She is left with the option of not 
doing the operation, putting the boy at risk of more extensive infection, 
sepsis, and even death, or of doing the operation against the wishes of 
the mother. The justification of these two options is explored in the fol-
lowing section.
 The first step in justification is to determine whether the option will be 
effective in reaching the identified goals of the stakeholders. The goal of 
the trauma surgeon is to prevent the boy from developing more- serious 
complications from his infected, necrotic leg. The option of doing an 
operation has a greater likelihood of being successful with respect to 
this goal as compared with not doing an operation. However, if the oper-
ating room is in poor condition, the boy may still be at high risk of sub-
sequent infection, requiring further operative interventions. The goal 
of the mother is for the boy to return to picking mangoes. Amputating 
the boy’s leg will seriously limit his ability to climb mango trees, so he 
may not be able to return to his work following the operation. Not doing 
the operation may allow the boy to return to work immediately, but he 
might be hindered by pain and limited use of the leg. In addition, he 
could become seriously ill and require a more extensive operation if one 
is not done immediately. Therefore, the option of doing an operation is 
more consistent with the goal of the trauma surgeon, while neither of the 
options has a high likelihood of achieving the mother’s specific goal of 
having the boy return to work immediately.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on identified norms and values. The 
option of doing the operation has the potential benefit of preventing fur-
ther complications such as spread of the infection, sepsis, and death. It 
is most likely consistent with the norm of beneficence because the poten-
tial benefits should outweigh the risks of the surgery. This would not 
be the case if the state of the operating room significantly increases the 
risks of complications, especially postoperative infection, to the point 
that the operation itself has the same risks as not doing the operation. 
If the mother continues to refuse to consent to the operation, then this 
option infringes on respect for her autonomy as well as her right as a par-
ent to make medical decisions regarding the care of her child. The option 
of not doing the operation has the benefit of allowing the boy to return to 
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work immediately (if he is physically able to, given the current state of his 
leg). It is also consistent with respect for the mother’s autonomy and her 
parental right to make decisions about the care of her child. However, it 
likely infringes on the norm of beneficence because there are no medical 
benefits to delaying operative intervention, unless the operation has the 
same risk- benefit profile as this option.
 The next steps in the justification process are to determine if infringe-
ment on values and norms is necessary and minimized. Performing the 
operative intervention without the mother’s consent will infringe on her 
autonomy and her legal right to make decisions about her child’s care. 
If adequate explanations have been given to the mother, and additional 
stakeholders such as local medical personnel or community elders have 
been consulted and the mother still refuses, then it would be necessary 
to infringe on these norms in order to do the operation. Taking the time 
to better explain the situation, as well as bringing in local medical per-
sonnel and community elders, if possible and appropriate, would help 
ensure that infringement on these norms has been minimized. The 
option of not doing the operation necessarily infringes on the norm of 
beneficence if the risks of this option are significantly greater than the 
risks of the operation. If this option is chosen, the trauma surgeon can 
minimize infringement on beneficence by making plans to closely moni-
tor the boy’s medical condition through regular visits to the clinic.
 Finally, the stakeholders must determine whether or not they would 
be comfortable sharing their decision- making process with others in 
the community. If the trauma surgeon makes a strong effort to explain 
the necessity of operative intervention to the mother, bringing in other 
stakeholders for help, but the mother still refuses, then the surgeon 
would have to decide whether a unilateral decision to intervene is some-
thing that she would be comfortable sharing with others. If operative 
intervention is necessary, urgent, and has an acceptable risk- benefit pro-
file, then she would likely be willing to make a unilateral decision. How-
ever, if the mother continues to refuse and they are able to compromise 
on close monitoring with the potential of doing an operation if the boy’s 
condition deteriorates in the future, then this might be a more reason-
able option.
 One important factor to keep in mind in this case is that the trauma 
surgeon is an outsider in the community. If she intervenes in a way con-
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trary to the wishes of the mother, it could damage her reputation in the 
community and drive other community members away from seeking 
care in her clinic. Therefore, she must make sure that an operation is 
absolutely necessary and be willing to defend her actions publicly before 
proceeding without the mother’s consent.

caSe coMMeNtary
 Even when medical aid workers speak the language of the patients 
they are serving, there are still significant barriers to communication. 
In this case, the mother does not seem to understand the severity of her 
son’s medical condition and refuses an intervention that the medical aid 
worker believes is both necessary and urgent. If the mother continues to 
refuse the operation after additional explanations, then the trauma sur-
geon has a challenging decision to make. While operative intervention 
is clearly the medically indicated choice, the trauma surgeon has to con-
sider the effect that this choice will have on her relationship with the boy 
and his mother, as well as with the rest of the community. In addition, 
she would have to determine if she would be legally allowed to make a 
unilateral choice to intervene. Because of her position as an outsider, the 
trauma surgeon may have to compromise in this case and allow the boy 
to leave with close monitoring so that she can continue to work in the 
community and to intervene in the future if the boy’s medical condition 
worsens.
 Because miscommunication can result in devastating outcomes in 
international medicine, medical aid workers should take steps to mini-
mize the potential for communication barriers to adversely affect patient 
care. For example, patients who have the potential to develop complica-
tions soon after an intervention could be kept as inpatients for a couple 
of days for observation or scheduled for early follow- up, so as to identify 
problems early and remedy them before they cause irreversible damage. 
When medical aid workers cannot ensure that they are communicating 
clearly, it is important that they observe patients closely to help avoid 
complications.

different Medical Beliefs
 Patients in developing countries and the medical aid workers who 
serve them often have different understandings of diseases or medical 
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treatments. For example, many patients are not familiar with the germ 
theory of disease, so explanations regarding the purpose of antibiotics 
may not make sense to them. In addition, patients are often familiar 
with treatment regimens very different from those used in Western bio-
medicine. For example, patients may be accustomed to the application 
of herbs, splinting, and months of rest for broken femurs. In contrast, 
the Western standard of care for this problem is intramedullary nail 
fixation or traction (Sechriest and Lhowe 2008). Patients should be ex-
pected to have difficulty comprehending and accepting this radically dif-
ferent treatment modality. When medical aid workers and their patients 
have completely different understandings of medicine, the aid workers 
may have difficulty explaining why interventions are necessary or ensur-
ing that patients understand their treatment plans. The following case 
presents one such situation, in which the medical aid worker is unsure 
about initiating pharmaceutical treatment in a patient who believes that 
his illness is the result of sorcery.

case 1.4: Sorcery and tuberculosis
 A twenty- three- year- old man presents to a clinic in rural Haiti with 
a history of weight loss, fevers, night sweats, and a cough productive of 
bloody sputum. He has gotten so weak that he is unable to work in his 
fields. The medical aid worker clinically diagnoses him with tuberculosis 
and collects a sputum sample to send to the lab for confirmation and re-
sistance testing. When the man is told that he has tuberculosis, he says 
that he is sure that his neighbor gave it to him through a curse.5
 The medical aid worker explains to the man that there are medica-
tions available to treat tuberculosis, but they have to be taken every day 
for nine months in order to be effective. The clinic will provide him with 
these medications free of charge. The man agrees to take the medications 
but comments that what he really needs is for his neighbor to reverse the 
curse. The medical aid worker wonders whether it is appropriate to initi-
ate this intense treatment regimen, given that the man does not under-
stand the etiology of his disease or the purpose of the treatment, and if 
so, whether he should try to change the patient’s beliefs regarding the 
etiology of his condition.
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caSe aNaLySIS
 While rare in developed countries, tuberculosis (tB) is one of the most 
common infectious diseases worldwide. According to the World Health 
Organization (2003), over eight million people develop active tB each 
year, and two million of these people die from this disease. The develop-
ing world bears 95 percent of the global disease burden of tB, so medi-
cal aid workers in developing countries are likely to encounter patients 
with the condition. Because of different cultural constructions of ill-
ness, many of the patients whom medical aid workers encounter will 
have beliefs like those of the man in this case. The important question 
that medical aid workers should ask is if these beliefs will interfere with 
patients’ ability to adhere to treatment plans and if this interference will 
be  harmful.

Stakeholders
 The primary stakeholders in this case are the patient and the medical 
aid worker. In addition, all of the community members whom the patient 
has close contact with are stakeholders because they are at risk of acquir-
ing tuberculosis.

Medical Facts
 The medical aid worker and patient in this case are not in full agree-
ment about the medical facts. The medical aid worker diagnoses the 
patient with tuberculosis because the man has a classic clinical presenta-
tion of weight loss, fevers, night sweats, and hemoptysis. The aid worker 
knows that tuberculosis is caused by a mycobacterium and that the only 
proven treatment is directly observed therapy, short course (DotS) with 
a multidrug regimen (Who 2003). If the patient has susceptible tubercu-
losis, then his prognosis is good with DotS. If the patient has multidrug- 
resistant tB, then he may need to take different medications and will 
have a lower chance of recovery. However, if the patient is not treated, he 
is likely to get progressively worse and eventually die from tuberculosis. 
The patient’s perception of his disease is different from that of the medi-
cal aid worker. He is aware that he has tuberculosis and that it has hin-
dered his ability to work. He believes that the source of his condition is 
a curse put on him by a neighbor. He has not done anything to treat his 
condition yet, but believes that in order to be cured he needs his neigh-
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bor to reverse the curse. However, he is willing to try taking the medica-
tions as well. He has probably seen people die from tB and realizes that 
he could die if not treated.

Goals and Values
 The medical aid worker and patient both want the patient to get better. 
In being concerned over the patient’s beliefs regarding the etiology of his 
disease, the medical aid worker probably values having patients under-
stand their medical problems and the rationale behind treatment plans. 
The patient values being able to return to work.

Norms
 The bioethical norms important in this case are nonmaleficence, 
beneficence, and autonomy. The medical aid worker must make sure that 
the intervention will not be exclusively harmful to the patient. Antibiotic 
treatment for tuberculosis can be harmful if patients do not take it con-
sistently or stop taking it early, because this can lead to drug resistance 
and make future treatment more expensive and less successful. There-
fore, the medical aid worker should do what he can to ensure that the 
patient will be able to adhere to the full duration of the treatment. If the 
patient is likely to adhere to treatment, then the norm of beneficence is 
important. Beneficence requires that the benefits of treatment outweigh 
the risks. For tuberculosis treatment, the DotS regimen has proven to be 
very successful. While these medications do have some side effects, they 
significantly reduce the mortality rate of people infected with tB.
 Respect for autonomy is the other important bioethical norm. Respect 
for autonomy allows patients to make choices regarding their medical 
care. It requires that physicians inform patients about treatment alterna-
tives and ensure that they understand the consequence of their choices. 
The patient in this case is willing to take medications, even though he 
does not understand their mechanism with respect to the etiology of tB. 
Therefore, he does not fully comprehend the choice that he is making or 
the consequences of failing to adhere to the treatment plan. It is not clear 
whether the patient’s lack of understanding will affect his compliance 
with treatment.
 The professional norm important in this case is the standard of care. 
DotS is the worldwide standard of care for tB treatment and has been 
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made available for little or no cost in developing countries through 
donations to the World Health Organization as well as nonprofit orga-
nizations. If the physician refuses to provide the man with tuberculosis 
medications because of the man’s beliefs about the etiology of the dis-
ease, he would not be providing this patient with the standard of care. 
In addition to the professional norm of standard of care, the medical aid 
worker should consider whether or not denying the patient DotS would 
be considered medical malpractice. As discussed in Case 1.1, medical 
malpractice occurs when a physician fails to provide the quality of care 
required by the law and that failure results in injury to the patient (Fur-
row et al. 2001, 165). In this case, the patient presents to the physician 
with active tuberculosis, and the standard of care is DotS. If DotS ther-
apy is available, then the physician is legally required to offer this option 
to the patient. In the United States, if a physician did not offer DotS to 
a patient who subsequently suffered injury (in the form of further mor-
bidity or mortality), the physician would probably be liable for damages. 
While medical malpractice may not be a concern to the medical aid 
worker because of the legal environment in Haiti, he should consider 
this norm in his decision making.

Limitations
 One limitation to providing treatment for tuberculosis is time. The 
treatment regimen is at least nine months long, and medical aid workers 
often do not serve for a long enough period to see treatment through to 
the end. It is therefore important for medical aid workers treating tu-
berculosis to ensure that the infrastructure is in place for their patients 
to continue receiving treatment even if the aid workers are no longer 
present. This is especially important in the treatment of tB, because dis-
ruptions in treatment regimens can lead to drug resistance and make 
future treatments more difficult and less successful (Yong Kim et al. 
2005). Not only should the medical aid worker consider his own time 
limitations, but he should also consider the resource limitations of the 
clinic. If the clinic does not have a steady supply of tuberculosis drugs, 
then this could lead to interruptions in treatment regimens and drug re-
sistance among patients.
 Several limitations might affect the patient’s ability to adhere to DotS 
treatment. First, the patient would have to be able to come to the clinic 
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every day in order to take his medications or have someone from the 
clinic visit his house daily to administer them. In addition, adequate 
nutrition is very important in recovery from tuberculosis, and because 
the patient cannot work, he may not have the means to get adequate food 
during his recovery. Also, because the patient is not working, he probably 
cannot afford to pay for medications, so he may have to rely on the clinic 
to provide free treatment.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The two basic options that the medical aid worker has in this case are 
to start the patient on DotS therapy or to refrain from starting DotS. 
Because DotS therapy is the standard of care, is consistent with the 
norms of beneficence and nonmaleficence, and has been agreed to by 
the patient, this option is more desirable than the alternative. Instead of 
focusing on whether or not the medical aid worker should begin DotS, 
the justification process explores whether or not the medical aid worker 
should try to change the patient’s beliefs regarding the etiology of his 
disease.
 The fist step in justification is to determine whether or not the option 
will be effective in achieving the identified goal. Both the patient and 
medical aid worker want the patient to get better, and DotS therapy 
gives the patient the best chance of recovering. Intuitively, it would seem 
that making sure the man understands the etiology of his disease and 
the rationale for treatment would make him more likely to adhere to the 
treatment plan. If this is the case, then this option has a greater likeli-
hood of efficacy.
 The next step in justification is to determine if the benefits of the 
option outweigh infringement on the identified norms and values. Pro-
viding the man with medication is generally consistent with the norms 
of nonmaleficence and beneficence. In addition, because this option 
is the standard of care, the medical aid worker has both a professional 
and legal duty to provide the medications. The only case in which pro-
viding DotS could be harmful is if the patient fails to complete a full 
course of treatment and develops drug- resistant tuberculosis. If educat-
ing the patient about tB increases the potential for compliance, as com-
pared with merely giving the patient DotS therapy, then this option has 
a better risk- benefit profile. If the options have the same potential for 
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noncompliance, then they are equal with respect to beneficence and non-
maleficence.
 It could be argued that ensuring the patient’s understanding of his dis-
ease is essential to make sure he is asserting a truly autonomous choice. 
However, there are many situations in which patients do not fully under-
stand a treatment or procedure to which they are allowed to consent. For 
example, it is almost impossible to explain complex surgical procedures 
such as liver transplants to patients, because there are so many technical 
details. If physicians can get patients to understand the basic details of 
the transplant and the subsequent treatment plan, then they will accept 
patient consent. In this case, the medical aid worker must determine if 
giving the patient additional information regarding his medical condi-
tion will affect his treatment choice or his willingness to adhere to the 
treatment plan.
 The next step in justification is to determine if infringement on the 
norms and values is necessary and minimized. Providing the man with 
medications does not necessarily infringe on any of the norms or values 
in this case. The medical aid worker could minimize the potential for 
noncompliance by making sure that enough medications are available 
and that the man can come to the clinic daily to receive them or that 
someone from the clinic can bring medications to the patient. If en-
hancing the patient’s understanding of his condition will help with com-
pliance, then the option of further explanation is more consistent with 
beneficence and autonomy.
 The final step in justification is to determine whether or not the stake-
holders would be comfortable in sharing their decision- making process 
with others. If the medical aid worker provides the medications and does 
his best to ensure that the patient is able to adhere to the regimen, then 
he should be comfortable sharing this course of action with others.

caSe coMMeNtary
 It seems intuitive to argue that incorrect etiologic beliefs about tuber-
culosis are a primary reason that patients in developing countries do not 
comply with their medications. However, an interesting study by Paul 
Farmer (1999) in Haiti’s Central Plateau examined the beliefs of one hun-
dred tuberculosis patients regarding the etiology of their disease and 
their adherence to treatment regimens. All of these patients were offered 
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free and convenient care, and half of the patients were offered supple-
mental food and income in addition to care. The majority of patients in 
both groups believed that sorcery might have caused their illness. Ac-
cording to previous studies, these patients should have been less compli-
ant with their treatment regimens. However, this study found that these 
beliefs did not affect compliance with therapy. What did predict compli-
ance was whether or not patients had access to supplemental food and 
income. Rather than attempting to educate patients about the microbial 
etiology of disease, this study suggests that it is more effective to pro-
vide economic and nutritional support to encourage patients to adhere 
to medication regimens.

traditional healers
 For several reasons many people in developing countries visit tradi-
tional healers when they need medical care. Traditional healers are often 
more easily accessible than medical clinics (Baskind and Birbeck 2005). 
Traditional healers are generally less expensive than medical clinics or 
hospitals (Ekortarl, Ndom, and Sacks 2007). Because traditional healers 
live with and know the people in their communities, they are often more 
trusted than medical aid workers who are outsiders (Clem and Green 
1996). Traditional healers are aware of the cultural, social, and psycho-
logical context of disease within their communities, which allows them 
to design treatments that are consistent with cultural fears, supersti-
tions, and beliefs (Baskind and Birbeck 2005; Ekortarl, Ndom, and Sacks 
2007). Because people in developing countries often believe in super-
natural etiologies for disease, they tend to seek care from traditional 
healers who are sensitive to these beliefs and offer treatments that are 
consistent with them (Baskind and Birbeck 2005; Dotchin, Msuya, and 
Walker 2007; Epstein 2007, 141; Osborne 2006). Traditional healers, with 
their focus on the psychosocial factors affecting illness, have a lot to offer 
patients (Fadiman 1997, 266).
 While it is true that traditional healers can offer holistic interpre-
tations of illness and treatments that are culturally constructed, these 
treatments are not always beneficial or even benign. For example, one 
traditional healing approach to snake bites in northern Ghana involves 
incantations and entrance into the spirit world, along with the applica-
tion of some leaf ointment (Bishop 1986). This treatment may be margin-
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ally effective, but is not beneficial in cases of especially venomous snakes 
for which antivenin treatment is necessary for survival. Even when the 
actual procedures performed by traditional healers are medically benign 
or marginally beneficial, they can still have serious effects on patients. 
Although traditional healers are often less expensive than hospital visits, 
repeated interventions can become costly for patients (Baskind and Bir-
beck 2005; Ekortarl, Ndom, and Sacks 2007). In addition, individuals 
often seek the care of traditional healers before seeking care from medi-
cal clinics or hospitals, resulting in treatment delays, which can have 
devastating consequences (Abbey 1971; Birbeck 2000; Dotchin, Msuya, 
and Walker 2007; Ekortarl, Ndom, and Sacks 2007; Fleet 2007; Holmes 
1996). Chadney (2004) describes a situation in which a pregnant woman 
began to have complications at seven months gestation. Her husband 
brought her to two different traditional healers, the second of whom 
treated her with injections and herbs. During this treatment, the woman 
went into labor, and the traditional healer made an unsuccessful attempt 
to deliver the baby. At that point, the traditional healer sent her to seek 
medical care, but both she and the baby died before they arrived at the 
hospital.
 The use of traditional healers has the potential to create or contribute 
to ethical problems in international medicine. Traditional healers have 
different conceptions of health and disease than medical aid workers 
and may influence patients’ understanding of these concepts. Beyond 
affecting the beliefs of patients, traditional healers may actually perform 
procedures that medical aid workers perceive as harmful. The following 
case describes a traditional healing practice that the medical aid worker 
believes has harmed a patient.

case 1.5: Bush thoracotomies
 A patient with a fever, chest pain, cough, and shortness of breath goes 
to a hospital staffed by local doctors and medical aid workers in Papua 
New Guinea. Upon physical exam the medical aid worker sees that the 
man has a large purulent draining wound on his chest, consistent with 
an empyema. When asked about the cause of the empyema, the patient 
explains that he sought the help of a traditional healer in his village 
about two weeks earlier when he developed a persistent cough and sore 
throat. The healer informed him that he had pus in his chest that needed 
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to be drained. The healer performed a procedure in which he opened up 
the patient’s thoracic cavity and stuffed a mixture of leaves, mud, and 
cow dung into the pleural space. A couple of days later, the pus began to 
drain, confirming the healer’s diagnosis.6
 The medical aid worker, unsure about what to make of this situation, 
asks one of the local doctors about this practice. The local doctor tells 
him that traditional healers in surrounding areas commonly perform 
this procedure, which they term a “bush thoracotomy.” The empyemas 
caused by bush thoracotomies generally resolve on their own, although 
some patients require antibiotics to treat resulting infections. In addi-
tion, there have been several deaths from bleeding and septicemia as a 
result of this practice.
 The medical aid worker asks the local doctor about what they have 
done to stop bush thoracotomies, to which he responds: “We do not have 
much contact with traditional healers. They practice up in the hills and 
do not associate with this hospital. Our primary knowledge of their prac-
tices comes from patients who present to us with problems resulting 
from their treatments.” The medical aid worker is concerned about the 
continuation of this practice and other harmful procedures performed 
by traditional healers. He asks the patient where the traditional healer 
lives and decides to visit him the following day.
 The medical aid worker goes to the house of the traditional healer 
with a translator to discuss the practice of bush thoracotomies. He tells 
the traditional healer about the patient who came in with the draining 
empyema and describes his concerns about the medical effects of bush 
thoracotomies, emphasizing that these procedures are incredibly harm-
ful to patients and ineffective in treating upper respiratory infections. 
The traditional healer tells the medical aid worker that these procedures 
are very successful in draining illness- causing pus from the pleural cavity 
and that he does not think that the procedure is dangerous or harmful. 
The traditional healer says that as long as patients come to him with 
upper respiratory complaints, he will continue to use this procedure, as 
it is the most effective way of treating them.

caSe aNaLySIS
 In this case, the ethical issue that arises is whether or not the medical 
aid worker should engage the traditional healer in a dialogue about what 
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he sees as a harmful practice, and if so, how this conversation should 
happen. The assessment of this case focuses on how the medical aid 
worker should approach communication and negotiation with the tradi-
tional healer. Rather than immediately judging the procedure performed 
by the traditional healer as harmful and therefore wrong, it is important 
that the medical aid worker reflect on his own biases and elicit the beliefs 
and values of the traditional healer. Both of these can be achieved using 
the assessment questions.

Stakeholders
 There are several stakeholders in this case. The primary stakeholders 
are the medical aid worker, the patient, and the traditional healer. In 
addition, other medical aid workers, local medical personnel, other tra-
ditional healers, and the whole community have a stake in this case be-
cause it could positively or negatively affect the relationship among the 
different medical providers as well as between these providers and the 
patients they serve.

Medical Facts
 It is clear that the medical aid worker and the traditional healer have 
different understandings of the medical facts. While the medical aid 
worker is concerned about the patient’s empyema but not about the 
upper respiratory infection, the traditional healer is concerned about 
the upper respiratory infection but believes that the empyema is a sign 
of healing. The empyema and purulent drainage from the patient’s pleu-
ral cavity signify to the medical aid worker that the procedure performed 
by the traditional healer was harmful, while these same signs are an in-
dication to the traditional healer that his treatment is working. The tra-
ditional healer recognizes that his procedure caused the drainage but 
does not appreciate that the drainage is a sign of infection and a cause 
for concern. The problem that arises in this case is whether or not there 
is a way for the medical aid worker and traditional healer to agree upon 
the medical facts regarding the practice of bush thoracotomies.

Goals and Values
 While there is significant disagreement about the medical facts in this 
case, the medical aid worker and the traditional healer agree that the goal 
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of their interventions is to cure patients’ medical problems. The common 
goal of healing may be able to open up a dialogue between the medical 
aid worker and the traditional healer about different healing practices, 
including bush thoracotomies. One value important to both the medi-
cal aid worker and the traditional healer is promoting the health of their 
patients. In this case, the medical aid worker and the traditional healer 
share common goals and values but disagree about how to achieve them.

Norms
 Several bioethical norms are important in this case, including non-
maleficence, beneficence, relationality, and respect for autonomy. The 
most important norm for the medical aid worker is nonmaleficence. Be-
cause he perceives bush thoracotomies as dangerous, the medical aid 
worker believes that the traditional healer should discontinue the prac-
tice so as to avoid harming more patients. The traditional healer, on the 
other hand, believes that bush thoracotomies are beneficial procedures, 
which are consistent with his duty of beneficence. In addition, he rec-
ognizes that patients have a choice between traditional healers and the 
medical aid workers, so his services allow patients to assert autonomy in 
deciding where to receive their medical care.
 The relationships between patients, traditional healers, and medical 
aid workers are important in this case. The traditional healer lives in the 
community and has been there for his entire life. He understands the be-
liefs and customs of community members and has gained their trust. He 
has a long- standing relationship with the community that will continue 
after the medical aid worker leaves. Because community members have 
established relationships with the traditional healer, they may trust him 
more than the medical aid worker, so it is important that the medical aid 
worker try to work with the traditional healer rather than undermine him.
 The traditional healer and medical aid worker share the professional 
norm of providing patients with the standard of care. However, because 
they have significantly different training and understanding of diseases 
and their treatments, their standards of care are very different.

Limitations
 The most significant limitation of the medical aid worker in this case 
is time. He will eventually have to leave the area, whereas the traditional 
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healer lives in the community permanently. As a visitor, the medical aid 
worker is less likely to have strong relationships with his patients, so it 
may be hard for him to convince them that the traditional healing prac-
tices are harmful.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 After his initial dialogue with the traditional healer, the medical aid 
worker has several options for how to proceed with trying to discourage 
bush thoracotomies. He could determine that the beliefs of the tradi-
tional healer are so incompatible with his own beliefs about the medical 
facts that he will not be able to reach an understanding with the tradi-
tional healer and should discourage community members from seeking 
bush thoracotomies. On the other hand, the medical aid worker could 
determine that the conversation is just the beginning of a dialogue, and 
that because he and the traditional healer share common goals, values, 
and professional norms, he may be able to convince the traditional healer 
that bush thoracotomies are harmful. It should be noted that neither of 
these options guarantees that bush thoracotomies will stop, but each 
option provides the next step that the medical aid worker could take in 
the direction of achieving this goal.
 The first step in justifying the options is to determine whether the 
option is effective in reaching the identified goals of the stakeholders. 
The common goal of the medical aid worker and the traditional healer 
is promoting the health and well- being of the community. The specific 
goal of the medical aid worker in meeting with the traditional healer is to 
eliminate the practice of bush thoracotomies, which he believes is con-
sistent with their shared goal. The traditional healer does not share the 
medical aid worker’s goal of eliminating the practice of bush thoracoto-
mies because he does not think that they are harmful. The option of dis-
couraging community members from seeking bush thoracotomies may 
achieve the medical aid worker’s goal of stopping bush thoracotomies. 
However, it might backfire in that community members may choose to 
continue seeking care from traditional healers and refrain from visit-
ing medical aid workers. The other option of continuing the dialogue 
between the medical aid worker and the traditional healer encourages 
cooperation and may open up collaboration between these two parties, 
allowing them to provide care that is complementary. They may be able 
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to come to an understanding about what constitutes harm and benefit 
in medical care, and use this common understanding to assess practices 
such as bush thoracotomies.
 The second step in justification is to determine whether the benefits of 
the option outweigh its infringement on the identified norms and values. 
If the option of discouraging bush thoracotomies is successful, then it 
ensures that community members are no longer harmed by this practice. 
However, this option risks losing the trust of community members, driv-
ing them toward seeking care from traditional healers rather than medi-
cal aid workers. The option of continuing dialogue also has the potential 
to eliminate bush thoracotomies. However, because traditional healers 
will likely continue to offer these procedures during the dialogue, it will 
infringe on the norms of beneficence and nonmaleficence during this 
time.
 The third step in justification is to determine whether or not infringe-
ment is necessary to achieve the desired goal. The first option requires 
infringement on relationality because the medical aid worker would have 
to discourage community members from seeking care from their trusted 
traditional healers. The second option may eventually be consistent with 
all of the identified norms and values if it is successful in eliminating the 
practice of bush thoracotomies. However, it will necessarily infringe on 
the norms of nonmaleficence and beneficence as the dialogue proceeds.
 The fourth step in justification is to determine whether or not the 
level of infringement has been minimized. Of the two options, continu-
ing the dialogue infringes less on the identified values and norms. The 
more quickly that communication and negotiation can occur, the less in-
fringement there will be on nonmaleficence and beneficence.
 The final consideration in the justification of the options is whether 
or not the stakeholders would be comfortable sharing their decision- 
making process with others. The option of discouraging bush thora-
cotomies undermines the relationships between traditional healers and 
patients. The medical aid worker may not be comfortable sharing this 
decision with others, especially if no additional effort was made to com-
municate with traditional healers. The option of continuing dialogue is 
a more cooperative process. It could also bring other stakeholders, such 
as community members and local medical personnel, into the dialogue. 
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The medical aid worker and other stakeholders should be comfortable 
sharing this type of conversation with others.
 Of the two options for how to proceed after the initial meeting, con-
tinued communication and negotiation with the traditional healer 
about the practice of bush thoracotomies is more likely to achieve both 
the shared goal of promoting health and well- being and the medical 
aid worker’s goal of eliminating bush thoracotomies. If the traditional 
healer is unwilling to engage in a dialogue about bush thoracotomies, 
as the second option requires, then the medical aid worker may decide 
that the only viable option is to discourage patients from seeking these 
 procedures.

caSe coMMeNtary
 Communication between medical aid workers and traditional healers 
is important in international medicine. In many developing coun-
tries, individuals commonly visit traditional healers before medical aid 
workers for various reasons (for example, beliefs about spiritual causes 
of disease, trust in traditional healers, convenience, availability). If the 
patients of medical aid workers commonly visit traditional healers, it 
is essential that the aid workers learn about traditional healing prac-
tices and the effect that they have on patients. If medical aid workers are 
able to engage in dialogue with traditional healers, they can learn about 
the cultural constructs of disease and healing practices consistent with 
medical beliefs. In addition, medical aid workers can teach traditional 
healers about Western medical theory and treatments. This type of dia-
logue has the potential to positively impact patient care by both parties.
 While this case emphasizes the continuation of dialogue between the 
medical aid worker and the traditional healer, it does not require that 
the medical aid worker accept a traditional healing practice that he per-
ceives as harmful. Although dialogue and negotiation are important in 
interactions with traditional healers, these approaches do not require 
that medical aid workers ultimately accept traditional healing practices 
as valid. While it may be argued that traditional healers have different 
standards of evidence, any healing practice that claims to have a particu-
lar outcome should be judged against that outcome. When a medical aid 
worker determines that a traditional healing procedure, such as a bush 
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thoracotomy, is harmful to patients, he should work toward eliminating 
it. Permitting this practice and other similarly dangerous practices to 
continue allows patients to be harmed by traditional healers, even if this 
harm is unintentional.
 In attempting to eliminate harmful traditional healing practices, it 
is important for medical aid workers to realize that these practices are 
deeply rooted in society and that those who perform them often have 
high social status. It is unrealistic for a medical aid worker to think that 
he or she has the ability to change deeply embedded traditional healing 
practices in a couple of weeks or even a couple of months. However, it 
is realistic to begin a dialogue that may eventually lead to alterations in 
harmful traditional healing practices. By engaging traditional healers in 
conversations about their practices and emphasizing the joint obliga-
tions of medical aid workers and traditional healers to patients, medi-
cal aid workers will not only have the opportunity to alter harmful tradi-
tional healing practices, but also to learn about cultural constructions of 
illness and the treatments that support these beliefs.



 c h A p t E r  2

 Goals and Values

 different Goals

T
he goal of a medical intervention is basically the desired out-
come. Patients may have general goals for medical interven-
tions such as cure of disease, extension of life, improvement in 
quality of life, or the ability to return to normal activities. Alter-
natively, they can have very specific goals, such as regaining 

the ability to speak after a stroke. Patients in developed countries often 
have goals that reflect Western values, such as seeing a child graduate 
from college or being able to attend a professional sporting event. Simi-
larly, patients in developing countries may have specific goals reflective 
of their cultures. Goals provide the motivation for patients to undergo 
medical interventions and for medical personnel to provide them.
 Stakeholders often have different goals for medical care. For example, 
a patient who develops pneumonia may have the goal of returning to 
work quickly, while the physician has the goal of curing the patient. In 
this case, the same action, giving antibiotics, will likely be effective in 
achieving the goals of each stakeholder. Even though the patient and 
physician have different goals, there is not an ethical problem, because 
they can agree on a treatment plan. However, ethical issues can arise 
when stakeholders have different goals that directly conflict with each 
other. Using the same example, if the physician believes that the best 
way to cure the patient’s pneumonia is to admit the patient to the hos-
pital to administer intravenous antibiotics, but the patient wants to go 
back to work immediately, the goals can no longer be achieved with 
the same action. The patient and physician must now choose between 
two mutually exclusive actions. In this scenario, the stakeholders have 
to come to agreement regarding their goals before being able to decide 
upon the treatment plan.
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 In international medicine, patients and medical aid workers can 
have vastly different expectations for medical interventions. Medical aid 
workers come from medical systems in which patients rarely die from 
infectious disease, dehydration, or malnutrition. They formulate their 
goals based on experiences in the developed world, which may not be 
realistic given their circumstances in developing countries. Conversely, 
patients and local medical personnel in developing countries formulate 
their goals based on their experiences with medical care. They may not 
even realize that there is a cure for tuberculosis or effective treatments 
for dehydration. Their goals reflect the state of medical care in their com-
munities, which is often significantly less than what medical aid workers 
can offer. The following case illustrates an ethical issue that arises when 
medical aid workers and the local medical doctor have different goals in 
an emergency situation.

case 2.1: Aggressive neonatal resuscitation
 Two medical aid workers serving at a clinic in Haiti respond to calls 
for help from a local medical doctor when a pregnant woman arrives in 
active labor. The woman has been in labor for several hours and is now 
tiring. It appears that she tried to deliver the baby at home with a midwife 
but was unsuccessful. The medical aid workers quickly assess the woman 
and decide that they need to do an episiotomy in order to aid with the de-
livery. In addition, they ask the local medical doctor to have equipment 
on standby in case they need to resuscitate the infant, who may have 
been deprived of oxygen during the prolonged labor.1
 The local medical doctor has supplies that will allow the medical aid 
workers to suction, intubate, and manually ventilate the infant. How-
ever, the clinic does not have mechanical ventilators, oxygen tanks, or 
incubators, all of which will probably be needed to keep the infant alive if 
resuscitation is successful. Given the limitations in equipment, the local 
doctor does not want to attempt to resuscitate the infant, because they 
will be unable to meet the infant’s ongoing needs following resuscitation. 
He thinks that they should focus on preserving the life of the mother. The 
medical aid workers do not want to give up on the infant. They think 
that they should at least attempt resuscitation and then determine if the 
clinic can handle the infant’s ongoing needs.
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caSe aNaLySIS
 The medical aid workers and local doctor have a tough decision to 
make in this case. They can attempt resuscitation, which will likely be 
successful, and then attempt to meet the ongoing needs of the infant, 
which will likely be unsuccessful, or they can refrain from attempting 
resuscitation, which will probably result in the infant’s death shortly fol-
lowing birth.

Stakeholders
 The primary stakeholders in this case are the medical aid workers, 
the local doctor, the pregnant woman, and the infant. This case focuses 
on differences between the goals of the medical aid workers and of a 
local medical doctor. Other important stakeholders in this case are the 
patient’s family members.

Medical Facts
 The local medical doctor and the medical aid workers are in agree-
ment about the medical facts. The patient is in prolonged active labor 
and has been unable to deliver the baby. They believe that she will be able 
to deliver safely if they do an episiotomy. Without delivery the woman is 
at risk of serious morbidity and mortality, and the fetus will surely die. 
The medical aid workers and local doctor are concerned that the fetus is 
in distress and will need resuscitation following delivery. Because they 
are unsure of the duration of labor thus far, they cannot accurately pre-
dict the likelihood of fetal survival or the extent of anoxic brain injury. 
The local medical doctor and medical aid workers agree that they will 
probably be able to resuscitate the infant if needed, but they are not sure 
if they will be able to meet the infant’s needs following resuscitation.

Goals and Values
 The goals of the medical aid workers are survival of the mother and 
successful resuscitation and long- term survival of the infant. The local 
medical doctor is more reserved. His primary goal is to preserve the life 
of the mother. These goals are compatible with each other in the sense 
that delivery of the fetus is needed to preserve the life of the mother, 
and resuscitation of the infant following delivery will not be detrimen-
tal to the health of the mother. The disagreement in this case is over the 
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goal of the medical aid workers. The local medical doctor does not think 
that long- term survival of the infant is likely, because the clinic does not 
have the supplies to treat a seriously ill newborn, so resuscitation would 
merely prolong the infant’s dying.
 While not explicitly stated, the cultural values of the medical aid 
workers and the local medical doctor are apparent in this case. The medi-
cal aid workers come from a medical tradition in the developed world 
that values technology and the ability to save marginally viable lives. If a 
patient like this presented to a hospital in the United States, there would 
be no question about whether or not to attempt to resuscitate the infant. 
Physicians would automatically attempt resuscitation and, if successful, 
send the infant to a neonatal intensive care unit. The medical culture in 
Haiti is less aggressive with respect to neonatal resuscitation. Because of 
the lack of resources, coupled with the large burden of disease in Haiti, 
the local medical doctor is more accustomed to patients dying of condi-
tions that would not be fatal in developed countries. He cannot attempt 
to resuscitate every marginally viable life or to sustain the lives of all 
seriously ill patients because he does not have the resources to do so. 
Therefore, his medical culture values realistic victories, such as saving 
the life of the mother, rather than heroic saving of marginally viable 
lives. In addition to exploring their own goals and values, the medical 
aid workers and local medical doctor should assess the goals and values 
of the woman and her family, if time permits, to get a sense of what they 
want done.

Norms
 The main bioethical norms important in this case are nonmaleficence 
and beneficence. Nonmaleficence requires that physicians do not per-
form interventions that exclusively cause harm to patients. The medical 
aid workers would infringe on this principle if the resuscitation attempt 
is likely to be harmful to the infant without any hope of benefit. If the re-
suscitation attempt promises benefits, then the norm of beneficence is 
important. The stakeholders would have to balance the risks and poten-
tial benefits of resuscitation to determine whether or not they should at-
tempt this intervention.
 In addition to nonmaleficence and beneficence, the bioethical norm 
of respect for autonomy and its legal correlate of parental rights to make 
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decisions regarding their children are important in this case. Pregnant 
women have the right to make decisions regarding their care and the care 
of their fetuses. In addition, parents have the right to make decisions re-
garding the medical care of their children. If the woman is able to make 
a decision regarding the resuscitation of the infant, then this decision 
should be considered. Alternatively, if the woman cannot make a deci-
sion but family members are present, they should be consulted. The chal-
lenge with allowing the patient or her family to make a decision in this 
case is that there may not be time to consult them given the emergent 
nature of the situation.
 The cultural differences between the medical aid workers and the 
local medical doctor dictate different professional norms in this case. In 
the developed world, resuscitation of an infant in this type of situation is 
the standard of care, based on the professional duty of physicians to pre-
serve the lives of viable infants. Aggressive neonatal resuscitation is not 
generally considered extraordinary treatment in the developed world. 
Decisions about withholding or withdrawing treatments for seriously ill 
newborns tend to be made in neonatal intensive care units after inter-
ventions have been tried and tests have been done to determine the prog-
nosis of these infants. This allows families to make decisions in a more 
controlled and less emergent manner. On the other hand, aggressive neo-
natal resuscitation is not a standard of care in Haiti. In the absence of 
the medical aid workers, the local medical doctor would not attempt to 
resuscitate the infant because he would not be able to support the in-
fant with oxygenation, ventilation, or incubation following successful re-
suscitation.
 While the medical aid workers would have to rely on the local medi-
cal doctor to determine if there are any applicable local legal norms, they 
would be able to consider the legal norms from their home country. The 
United States began setting legal precedents and statutes regarding the 
care of seriously ill newborns in 1982, following the case of Baby Doe 
(Furrow et al. 2001, 1419). Baby Doe was born in Indiana with Down syn-
drome and a tracheoesophageal fistula. His parents refused to consent to 
surgical repair of the fistula, and he died six days after birth. The physi-
cians did not do the surgery because of the parents’ refusal, and the par-
ents’ refusal was largely based on the fact that Baby Doe had Down syn-
drome. After this case was reported in the media, several political groups 
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were outraged. The Department of Health and Human Services issued 
emergency regulations to assure that no hospitals would deny care to 
seriously ill newborns. Through a series of iterations, these regulations 
became part of the Child Abuse Amendment Act of 1984. This act defines 
medical neglect as “the withholding of medically indicated treatment 
from a disabled infant with a life- threatening condition.” It qualifies this 
statement by saying that there is no obligation to provide care to an in-
fant who is comatose when the treatment would merely prolong death 
and not correct the underlying problem or when the treatment would 
be futile. Using this law as a guide, it would be important to determine 
whether or not resuscitation would merely prolong death or be futile be-
cause of the limited resources for sustaining the infant’s life.

Limitations
 There are several limitations that complicate the ability of the medi-
cal aid workers and the local medical doctor to provide adequate care for 
the infant. Time is a limiting factor in the sense that they must make a 
decision about whether or not to attempt resuscitation quickly. In addi-
tion, the clinic is lacking several supplies necessary for supporting a seri-
ously ill newborn. It does not have a mechanical ventilator, incubator, or 
oxygen tank available. It is unclear whether antibiotics, laboratory facili-
ties for blood testing, or ultraviolet lamps, all of which might be needed, 
are available. One important factor for the stakeholders to determine is 
whether or not there is a hospital with adequate supplies and facilities 
that they can transfer the newborn to after resuscitation. If a hospital 
were available, they would also have to determine if there is a means for 
safe transportation, if the hospital will accept a transfer, and whether or 
not the family would be able to afford to have the infant cared for at the 
hospital.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 At this point in the case, it is important to keep in mind that the neo-
nate may not need resuscitation. Because the medical aid workers and 
local doctor do not know if the fetus is in distress or how long the fe-
tus has been in distress, the extent of injury and potential for perma-
nent disability are also not known. Assuming that the neonate will re-
quire resuscitation for survival, the two main options are to attempt to 
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resuscitate the newborn or not to attempt to resuscitate the newborn. 
The justification of options examines both of these choices, taking into 
account the possible preferences of the patient and her family as well as 
the potential for the infant to need ongoing care for survival.
 The first step in justification is to determine whether the options will 
be effective in achieving the goals of the stakeholders. The goal of the 
local medical doctor is to preserve the life of the mother. Regardless of 
what the stakeholders decide with respect to the neonate, the goal of the 
local medical doctor will likely be achieved by delivery. The option of at-
tempting resuscitation might achieve the ultimate goal of the medical 
aid workers, which, besides survival of the mother, is long- term survival 
of the infant. However, the local medical doctor does not believe that 
this goal is realistic, given the limited supplies at the clinic. He believes 
that successful resuscitation will merely prolong the infant’s death. The 
option of not attempting to resuscitate the infant will definitely not 
achieve the goal of the medical aid workers.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on identified norms and values. The 
primary benefit of attempting resuscitation is that the infant will be 
given the chance to survive, at least in the short term. After the initial 
resuscitation, the infant may be able to survive without ongoing care. 
However, given the circumstances, it is likely that the fetus has been de-
prived of oxygen and will need ongoing support, which the clinic cannot 
guarantee. This option infringes on the professional norm of the local 
medical doctor, who does not routinely attempt to resuscitate infants be-
cause of the limited resources to provide ongoing support. It would also 
infringe on the autonomy of the mother and her family to make decisions 
regarding the care of her infant if they decide against attempting to re-
suscitate. This option would infringe on nonmaleficence if resuscitation 
merely prolongs the death of the infant, thereby being harmful without 
providing benefits. If there is some potential for benefit, then the stake-
holders have to weigh the risks and potential benefits of resuscitation in 
order to determine whether or not it is warranted. If the infant is likely 
to require interventions that cannot be provided at the clinic and there 
is no hospital available, then resuscitation would most likely infringe on 
beneficence. However, if the infant has a reasonable chance of being able 
to survive without ongoing interventions or can be transferred to a hos-



64 ethIcS for INterNatIoNaL MeDIcINe

pital that will provide ongoing care, then this option may not infringe on 
beneficence. One significant challenge in this case is that medical per-
sonnel cannot accurately predict what the infant’s needs will be immedi-
ately following birth or successful resuscitation, so they cannot defini-
tively determine the potential for long- term survival or disability.
 The option of not resuscitating the infant would have the benefit of 
not putting the infant through resuscitative measures without a reason-
able chance of long- term survival. This option would infringe on the stan-
dard of care that the medical aid workers are accustomed to. In addition, 
it would infringe on respect for autonomy if the woman or her family 
requested resuscitation attempts. This option would infringe on benefi-
cence if the alternative of attempting resuscitation offered more poten-
tial benefits and fewer harms. Although medical neglect, as defined by 
the Child Abuse Amendment of 1984, is not part of Haitian law, the medi-
cal aid workers could at least use this norm for guidance. Not attempting 
resuscitation infringes on medical neglect if resuscitation is medically 
indicated.
 The next step in justification of the options is to determine if the option 
must necessarily infringe on identified norms and values. Attempting re-
suscitation would necessarily infringe on the standard practice of the 
local medical doctor by going beyond what is usually done. Because re-
suscitation goes beyond the standard rather than being substandard, in-
fringement would not necessarily be negative. This option would also 
necessarily infringe on autonomy if the woman or her family refuse re-
suscitation. It would only necessarily infringe on nonmaleficence if there 
were no potential benefits, and on beneficence if this option had an un-
acceptable risk- benefit profile. The option of not attempting resuscita-
tion would necessarily infringe on the standard of care practiced by the 
medical aid workers in their home country. It would also necessarily in-
fringe on autonomy if the woman or her family request resuscitation. It 
would necessarily infringe on beneficence if the risk- benefit profile were 
less acceptable than that of attempting resuscitation.
 The next step in justification is to determine if infringement on the 
norms and values has been minimized. Contacting a local hospital, if 
available, and arranging for transfer of the infant and payment for the 
hospital’s services in advance could minimize the infringement of at-
tempting resuscitation on beneficence. If there is no hospital available, 



goaLS aND vaLueS 65

the medical aid workers could attempt resuscitation and then evalu-
ate the infant to determine if further care is required and possible. This 
would give them a better sense of the needs of the infant before making 
a decision about withholding or withdrawing medical care. The option 
of not attempting resuscitation has a set risk- benefit profile, so infringe-
ment on beneficence would be minimized if the alternative option were 
less attractive.
 The final step in justification of the options is to determine whether 
or not the stakeholders would be comfortable sharing their decision- 
making process with others. In order to be comfortable sharing their 
decision, it would be important for the medical aid workers and the 
local medical doctor to ask the woman and her family what they believe 
should be done. In addition, they should contact a local hospital, if avail-
able, to determine if transfer is a feasible option before attempting re-
suscitation. In reality, when faced with an emergent situation, the medi-
cal aid workers may not have time to consult family members or a local 
hospital, so they would have to make a decision without involving all of 
the important stakeholders.
 In this case, the medical aid workers have to quickly make a decision 
because of the emergent nature of the situation. Given the limited infor-
mation about the woman, her preferences, and the possibility for trans-
fer to a local hospital, it would be reasonable for the medical aid workers 
to default to attempting resuscitation. This would give them time to 
gather needed information, assess the infant’s needs, and make deci-
sions regarding further interventions in a more controlled environment. 
Afterward, it would be important for them to discuss the case with local 
medical personnel so as to determine how best to address situations like 
this in the future.

caSe coMMeNtary
 Neonatal resuscitation and intensive care are standard practices in the 
developed world because the resources and technology to achieve them 
are readily available. However, this is not generally the case in develop-
ing countries, so medical aid workers cannot assume that aggressive neo-
natal resuscitation is a standard practice where they are serving. It is very 
hard for medical aid workers to lower their expectations when working 
in the developing world because it is instinctual for them to set the same 
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goals as they would in their home countries. However, the reality of lim-
ited resources, facilities, and funding can make the goals of medical aid 
workers unachievable. Attempting heroic measures to save the life of a 
patient may ultimately be a futile act if resources are not available to sup-
port the patient’s ongoing needs.
 One lesson that medical aid workers can learn from this case is that 
it is important for them to be aware of the local standards of care and 
resource limitations before emergent situations arise. Rather than wait-
ing for emergencies to occur, they should determine the common emer-
gencies they need to be prepared for, discuss protocols with local medi-
cal personnel, and take inventory of the resources available to them. If 
medical aid workers are aware of their limitations in advance, they will 
be better able to make informed decisions in emergency situations and 
they will more likely set goals that are compatible with those of local 
medical personnel. In addition, it is essential that medical aid workers 
recognize that they are guests serving under local medical personnel. As 
guests, medical aid workers should be guided by the goals, values, and 
standard practices of local practitioners.

different organizational Goals
 Because of the various needs of developing countries, there are often 
multiple humanitarian aid organizations working with the same com-
munity. Medical aid workers are likely to encounter groups working to 
improve infrastructure, public health, and education. In general, the 
goals of each group either do not overlap with, or are compatible with, 
the goals of other groups. However, sometimes these goals or the actions 
required to achieve these goals conflict with each other. The following 
case illustrates one such situation in which researchers want to conduct 
a clinical trial in a community where a medical aid worker is serving.

case 2.2: research participation
 A group of researchers from the United States arrives in a small town 
in Gambia where a medical aid worker is developing a project to eradi-
cate malaria. The researchers would like to study the efficacy of a new 
antimalarial drug in this community because malaria is prevalent in the 
area, and the population has no access to antimalarial medications. The 
medical aid worker meets with the researchers to learn about the study. 
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She finds out that it is a randomized controlled trial, with the new drug 
being tested against a currently available drug. The new drug that the 
researchers are studying will be cheaper than currently available anti-
malarials, and the researchers believe that it will also have less- serious 
side effects. The research trial is scheduled to last for six months. Sub-
jects who enroll in the trial will receive comprehensive medical exams 
along with the malaria treatments. They will also have blood tests to 
monitor the efficacy of the drugs during the trial. The researchers ask the 
medical aid worker if she will refer her malaria patients with malaria to 
participate in the study.

caSe aNaLySIS
Stakeholders

 In this case, the medical aid worker has to determine whether or not 
the goal of the research study is compatible with her goal of eradicating 
malaria in the community. In addition to the medical aid worker and re-
searchers, the community is a major stakeholder in this case, so eliciting 
their goals would be essential in order for the medical aid worker to be 
able to make a decision about what to do. This analysis focuses on the 
medical aid worker and the researchers, but comments on the commu-
nity stakeholders when appropriate.

Medical Facts
 The medical facts in this case are clear. Many community members 
have been infected by malaria, and this trend will likely continue. In 
order to eradicate malaria, patients who have contracted the disease 
need to be treated, and preventive measures should be instituted for 
those who have not contracted the disease. Patients with malaria can 
be effectively treated with pharmaceuticals. Without treatment, they are 
at risk of lapsing into a coma and dying. In addition to treating patients 
with active disease, measures should be taken to prevent those who do 
not have malaria from contracting it. Pharmaceutical prophylaxis and 
mosquito nets can be used to prevent infections in areas of high risk. The 
research study promises patients access to needed antimalarial drugs, 
which they do not currently have. However, it does not have provisions 
for instituting preventive measures that would be necessary for the even-
tual eradication of malaria in the community.
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Goals and Values
 The medical aid worker’s goal in this case is to eradicate malaria in the 
community, while the researchers’ primary goal is to develop generaliz-
able knowledge about the medications that they are studying. The indi-
vidual and cultural values of the medical aid worker and the researchers 
are not apparent in this case. In addition to defining their own goals and 
values, the researchers and medical aid worker should consult commu-
nity leaders and community members to get a sense of their goals and 
values before making a final decision.

Norms
 With respect to bioethical norms, Emanuel and colleagues (2004) pro-
pose eight conditions that are required to make research trials in devel-
oping countries ethical: collaborative partnership, social value, scientific 
validity, fair selection of study populations, favorable risk- benefit ratio, 
independent review, informed consent, and respect for recruited popu-
lations and study communities. To form a collaborative partnership, re-
searchers should partner with local researchers and community mem-
bers so as to share the responsibilities of research, design a trial that 
respects community values, and ensure that the research participants 
and communities benefit from the research trial and its results. Social 
value requires that research is valuable to the community through the de-
velopment of knowledge, products, continuing collaboration, or health 
system improvement. A scientifically valid trial is of sound design, is fea-
sible given the setting of the developing world, and has objectives impor-
tant to research participants. Fair selection of research subjects requires 
that vulnerable populations are protected from exploitation. The ratio of 
risks to benefits should be favorable as compared with the health risks 
of the study population. Independent review ensures that the research-
ers are held publicly accountable for their research and that the trial is 
transparent. Informed consent requires that potential participants are 
given information about the trial, given a choice about whether or not to 
participate, and allowed to withdraw from the trial at any time. Finally, 
respect for recruited participants requires that privacy and confidenti-
ality are respected, participants are provided with information that arises 
during the trial, and participants are monitored and treated for medical 
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conditions that they develop during the trial. If these conditions are met, 
the trial should be considered ethically acceptable.
 The primary professional interest of the medical aid worker is her 
fiduciary duty to her patients. This means that her decisions should be 
based on what is in the best medical interests of her patients. The pri-
mary professional interest of the researchers is to generate generalizable 
data that will hopefully prove the efficacy of the new antimalarial drug. 
These two interests are not necessarily at odds with each other. It might 
be in the best medical interests of patients with malaria to enter the trial 
because this is the only way in which they can receive treatment. How-
ever, it is important for patients to understand that researchers have an 
interest in generating reliable data, so their treatment decisions are dic-
tated by study design rather than by individual patient needs.
 There are many legal guidelines governing human- subject research 
worldwide. The Belmont Report governs the protection of human re-
search subjects in the United States (uSNcphSBBr 1979). It requires that 
researchers adhere to the basic ethical principles of respect for persons, 
beneficence, and justice. The Declaration of Helsinki lists eighteen basic 
principles for medical research, which include ensuring informed con-
sent, respecting the integrity of research participants, ensuring that re-
search subjects participate voluntarily, and providing a reasonable likeli-
hood that the population upon whom research is done will benefit from 
the results of research (WMa 1964). In addition, the Nuremberg Code 
(1947), which was the first international guidance document for research 
ethics, has ten recommendations for human- subject research, includ-
ing informed consent, societal value, basis in animal models, a knowl-
edge of the natural history of disease, avoidance of unnecessary suffer-
ing, and conduct of research only by scientifically qualified persons. In 
assessing the research protocol, the medical aid worker and researchers 
should determine if the clinical trial is in accordance with international 
human- subject research guidelines as well as with any legal guidelines in 
 Gambia.

Limitations
 One significant limitation in this case is the lack of antimalarial medi-
cations available in the community. The research trial may be the com-
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munity’s best option for securing access to antimalarial medications as 
part of a malaria eradication program. However, the research trial is lim-
ited to six months, so it only guarantees that the community will have 
access to antimalarial drugs temporarily. This time constraint may also 
factor into the researchers’ decision about where to conduct the trial. If 
they are met with significant resistance from community members or 
the medical aid worker, they may decide to find a new location for the 
study. While not discussed in the case, other limitations might include 
lab facilities to test for malaria or inpatient hospital beds to care for seri-
ously ill patients. If facilities are not available, the researchers may not be 
able to conduct the trial, or they may need to develop this infrastructure 
before they can begin research.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The medical aid worker has the option of referring patients to partici-
pate in the research trial or refusing to refer patients to participate in the 
research trial. It would be important for her to involve community mem-
bers or community leaders before making a final decision. In addition, 
community involvement would be important for researchers to ensure 
that the trial design will meet the needs of the community, is culturally 
appropriate, and has social value.
 The first step in justification of the options is to determine whether 
or not the option will be effective in achieving the goals of stakeholders. 
The researchers’ goal of determining the efficacy and side- effect profile 
of the new antimalarial medication will only be met if they are able to do 
the clinical trial. The medical aid worker’s ultimate goal is to eradicate 
malaria in the community. One essential element in a program to eradi-
cate malaria is to effectively treat patients who have already contracted 
the disease. This has to be coupled with other initiatives such as provid-
ing mosquito nets to community members to decrease their risk of be-
coming infected. Because community members do not currently have 
adequate access to antimalarial medications, the research trial would be 
one way in which they could ensure steady access, at least temporarily. 
Therefore, it would help the medical aid worker achieve her goal of eradi-
cating malaria but would not be sufficient to do so alone. The medical 
aid worker should keep in mind that there may be alternative options for 
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ensuring access to antimalarial medications, such as nongovernmental 
organizations or foundations that will fund a pharmaceutical purchase 
program, so the option of not participating in the trial might still allow 
the medical aid worker to achieve her goal.
 The next steps in justifying the options are to determine whether the 
benefits of the option outweigh its infringement on the identified norms 
and values, if infringement is necessary, and if infringement has been 
minimized. The primary benefit of the research trial, from the commu-
nity’s perspective, is that patients will be guaranteed access to antima-
larial medications for six months. The risks of the study include random-
ization to a treatment regimen and standardized treatment plans that 
cannot be tailored to the individual medical needs of the subjects. In 
addition, the new drugs may not be as effective at treating malaria as the 
current standard of care, so subjects in the experimental group risk inef-
fective treatment. Subjects in the experimental group will also be at risk 
of experiencing greater side effects than those receiving the current stan-
dard of care. Moreover, the researchers have not guaranteed the com-
munity access to antimalarial drugs after the trial has been completed. 
Therefore, the community risks being left in the same situation of not 
being able to access antimalarial medications after the trial is complete.
 In order to prevent infringement on bioethical norms, the research 
trial should be designed so that it is consistent with the eight conditions 
proposed by Emanuel and colleagues (2004). If the researchers involve 
community members in study design and implementation, they will en-
sure collaborative partnership and social value. While it is important to 
involve community members in designing the study, the researchers are 
ultimately responsible for designing a scientifically valid trial. The re-
searchers should work with the community and the medical aid worker 
to make sure that their choice of research subjects does not exploit this 
vulnerable population. Because community members with malaria do 
not have an alternative treatment option to trial participation, they may 
feel that they have no choice but to participate, even though participa-
tion entails greater risks than clinical care. On the other hand, the trial 
would provide a much- needed service, so rather than feeling pressured to 
participate in the trial, community members may welcome having access 
to antimalarial medications. The researchers should also have the study 
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reviewed by a local independent review committee (if one exists) and by 
their home Institutional Review Board so as to ensure that the trial is 
both legally and ethically valid.
 There are two considerations in creating a favorable risk- benefit ratio. 
First, the researchers should make sure that the study is favorable for 
research participants. Second, they should make sure that the commu-
nity as a whole will benefit from the research. One way in which to do 
this is for the researchers to provide study medications to the commu-
nity after the trial has been completed so that they will continue to have 
access to antimalarial medications. The researchers should also work 
with community members to design a consent process that is culturally 
and linguistically appropriate. Finally, in order to respect participants, 
the researchers should design mechanisms to protect privacy and confi-
dentiality, to monitor patients for complications, and to distribute infor-
mation about trial results to study participants. The medical aid worker 
would be able to play an instrumental role in helping community mem-
bers assess the research trial, facilitating communication between re-
searchers and community members, and ensuring that the research 
meets ethical and legal standards. Even if the research trial meets these 
standards, participants will still be randomized to treatment groups 
based on trial protocol rather than on their personal medical needs. The 
risks of randomization could be minimized by closely monitoring data to 
determine if any trends arise during the trial that suggest that one treat-
ment is more effective or less dangerous than the other.
 The benefit of not participating in the clinical trial is that it avoids 
exposing community members to the additional risks of research. This 
option might also allow the community and the medical aid worker to 
focus on securing long- term access to antimalarial medications through 
nonprofit organizations or the health care system in Gambia rather than 
settling for this temporary solution. The risk of this option is that the 
community might not be able to secure access to antimalarial medica-
tions without the research trial.
 The option of refusing trial participation would necessarily infringe 
on the goal of malaria eradication if there is no alternative for ensuring 
patient access to antimalarial drugs. If there are alternatives, then the 
medical aid worker and community should explore the risks and bene-
fits of these options, as well as the timeline for implementing them. They 
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may find that it is better for the long- term success of malaria eradication 
to partner with a nonprofit or government organization rather than rely 
on the research trial to gain access to antimalarial drugs.
 The final step in justifying the options involves determining whether 
or not the stakeholders would be willing to share their decision- making 
process with others. In this case, it is important to involve community 
members in a conversation about participation in the research study. 
If the community members, researchers, and medical aid worker have 
an open discussion about the research trial, they should be comfortable 
sharing their decision.
 If the conversation between the medical aid worker, community mem-
bers, and researchers is open and transparent, the trial is designed so as 
to meet community needs, and the research meets ethical and legal stan-
dards, then participating in the trial would be justified. Conversely, if the 
medical aid worker and community feel that their needs would be better 
served through an alternative approach to malaria eradication and pre-
vention, then they would be justified in refusing to participate in the trial.

caSe coMMeNtary
 In 1997, medical research in developing countries became a hot topic 
of debate in bioethics when Peter Lurie and Sidney Wolfe questioned 
the ethics of using placebo controls in a study of short- course zidovu-
dine (aZt) therapy to decrease the rate of hIv vertical transmission in 
Uganda. This debate highlighted concerns that populations in develop-
ing countries are vulnerable to exploitation, that researchers are subject 
to less oversight in developing countries, and that the outcomes of some 
clinical trials may not be of any benefit to the populations being studied 
because those populations cannot afford to buy study treatments after 
the trials have been completed (Angell 1997; London 2000; Lurie and 
Wolfe 1997; Macklin 1999b; Resnik 1998).
 Though medical aid workers do not generally conduct clinical trials 
in the areas where they are serving, they may encounter researchers who 
would like to work with their patient population. As advocates for their 
patients, medical aid workers should be aware of research studies and 
be available to help patients and communities decide whether to par-
ticipate. In order to do this, medical aid workers should be familiar with 
ethical and legal requirements for research. Even though medical aid 



74 ethIcS for INterNatIoNaL MeDIcINe

workers and researchers have fundamentally different goals, properly de-
signed research trials may be able to achieve the goals of all interested 
parties.

conflicting Values among Stakeholders
 Along with conflicts among stakeholders regarding the goals of medi-
cal treatment, there can also be conflicts among their values. Stake-
holders can value qualities, states of being, ideas, objects, and other 
people, among other things. These individual values often influence 
medical decision making. As an example, a college athlete who sustains 
a shoulder injury can be temporarily treated with a steroid injection or 
definitively treated with an operation and several months of rehabilita-
tion. If the athlete is a senior who has a couple of games left, he would 
likely choose the steroid injection, because he values being able to par-
ticipate in upcoming competitions. Conversely, if the athlete is a fresh-
man who values the ability to compete for several more years, he would 
likely choose to have the operation.
 When multiple stakeholders are involved in a case, they often have dif-
ferent individual values. As with goals, different values do not necessarily 
create ethical issues. It is only when these values, or the options most 
consistent with these values, conflict with each other that ethical issues 
arise. The following case presents one situation in which the option most 
consistent with the values of the medical aid worker conflicts with the 
option most consistent with the values of a sick infant’s mother.

case 2.3: An Infant with cholera
 A woman arrives at a rural clinic in Nepal with her six- month- old in-
fant. She left her village early in the morning and walked for two hours 
with the child on her back to get to the clinic. The mother tells the medi-
cal aid worker that the child has been experiencing severe diarrhea and 
vomiting for the past three days and has not been feeding during this 
time. On physical exam, the child is obtunded and has prolonged capil-
lary refill. The medical aid worker immediately begins intravenous fluids. 
He does not have equipment to test the child for infectious diseases, but 
because there is a widespread epidemic of cholera in the area, he is com-
fortable making a clinical diagnosis of cholera and empirically starts the 
infant on antibiotics.2
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 By the end of the day, the infant has improved significantly. After a few 
more days of treatment the medical aid worker expects that the child will 
make a full recovery. He communicates this to the mother through an in-
terpreter, telling her that he will keep the child in the clinic, monitoring 
him closely for the next few days. Upon hearing this, the mother gets very 
upset. She needs to return to her village to take care of her three other 
children, whom she left with her sister. She also does not want to leave 
her infant in the clinic alone. The medical aid worker pleads with the 
mother to allow her child to stay, assuring her that he will take good care 
of the infant. Eventually the mother reluctantly gives what is interpreted 
as verbal assent. She stays with the child through the evening, and even-
tually the medical aid worker leaves the clinic to get some sleep. When 
he arrives at the clinic the next day, the woman has left with her infant.

caSe aNaLySIS
Stakeholders

 The mother, the infant, and the medical aid worker are the central 
stakeholders in this case. In addition, the other children and the mother’s 
sister are important stakeholders to remember in analyzing this case. 
While they cannot be consulted because they are two hours away, they 
should be considered in deciding what to do. Rather than reviewing the 
case at the point after the mother has already left, this analysis focuses 
on the interaction between the medical aid worker and the mother in 
which they are discussing the treatment plan.

Medical Facts
 The infant’s medical problem is most likely a cholera infection. His 
most prominent symptoms are dehydration, diarrhea, and vomiting. The 
infant’s prognosis is good with treatment, but he could easily die of de-
hydration if not treated. The medical aid worker wants to treat the in-
fant with intravenous fluids and antibiotics at the clinic. With this care, 
he believes that the infant will be well enough to go home in a few days. 
The case does not discuss what the mother calls this medical problem, 
what she thinks the cause is, and what she has done to treat the infant 
so far. She has, however, left her other children and traveled a significant 
distance to the clinic to seek care. She clearly believes that the infant’s 
condition is serious enough that she needed to walk for two hours to the 
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clinic. Since there is a cholera epidemic in her village, she has probably 
seen others die from this disease, and it is very likely that she is afraid 
that her child will also die. Her fear about the treatment of the problem, 
as evidenced by her reluctance to leave her child in the clinic, is that it 
will either keep her away from her other children or force her to abandon 
her infant, neither of which she is comfortable doing. In coming to the 
clinic, she was hoping that the medical aid worker would be able to give 
her something to use to treat the child at home rather than keeping him 
as an inpatient.

Goals and Values
 Both the medical aid worker and the mother share the goal of re-
covery of the infant. The medical aid worker’s primary value in this case 
is the ability to directly monitor the child throughout his recovery. On 
the other hand, the mother’s primary value is being able to care for her 
entire family. In particular, she values taking care of her children her-
self. The medical aid worker should spend the time to find out why the 
mother does not want to leave her infant in the clinic so as to determine 
whether or not these fears can be overcome. For example, she may fear 
that the child will be taken away from her if she leaves him at the clinic. 
Ultimately, the medical aid worker and the mother both value the health 
and well- being of the infant; they just disagree about how best to care for 
the infant.

Norms
 From the medical aid worker’s perspective, beneficence is the most 
important bioethical norm in this case. Beneficence requires that physi-
cians maximize the benefits and minimize the harms of medical inter-
ventions. The medical aid worker believes that inpatient treatment with 
intravenous fluids and antibiotics is most consistent with his duty of 
beneficence. One significant benefit of inpatient treatment is that the 
infant can be closely monitored for deterioration of his condition and 
treated quickly and appropriately if things go wrong. If the medical aid 
worker allows the infant to go home, the infant could decompensate and 
die before his mother would be able to get him back to the clinic.
 From the mother’s perspective, the bioethical norms of relationality 
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and respect for autonomy are important. According to the principle of 
relationality, relationships are important and should be respected. The 
mother has relationships with all of her children and has important obli-
gations to them because of these relationships. If she stays at the clinic 
with the infant, she will not be able to fulfill her obligations to her other 
children. If she leaves the infant in the clinic, she will not be able to ful-
fill her obligations to him. Respect for autonomy in the case of an infant 
requires respect for the decisions of parents regarding the infant’s medi-
cal care. In this case, the mother wants to bring the child home and care 
for him there. If this option is medically acceptable, then the medical aid 
worker should respect her decision to do so.
 The professional norm important in this case is the standard of care. 
If the only adequate treatment for the infant’s condition is intravenous 
fluids and antibiotics, then the medical aid worker would have to deter-
mine if providing a substandard treatment is appropriate given the con-
founding factors. If, on the other hand, providing oral fluids rather than 
intravenous fluids is an acceptable treatment, then there is an alternative 
option consistent with the standard of care.
 There are two legal norms to consider in this case. Beyond the bioethi-
cal norm of respect for autonomy is this legal right of parents to make de-
cisions regarding their children’s health. In the United States, this right 
has limits, in that parental decisions that physicians feel are not in the 
best interests of children can be challenged in court. If the mother’s de-
cision is within the medically acceptable options, then she is within her 
rights to make it. In addition, the medical aid worker should consider 
the legal norm of medical malpractice in determining what options are 
acceptable. Medical malpractice occurs when a physician fails to provide 
the quality of care required by the law and that failure results in injury 
to the patient (Furrow et al. 2001, 165). For a medical practitioner to be 
found guilty of medical malpractice, four elements must be proven: a 
duty was owed, the duty was breached, the breach caused the injury, and 
damages occurred. The standard of care dictates the duty that physicians 
owe patients. In this case, it is essential to determine what treatments 
are medically acceptable so as to know what options would legally be al-
lowed in the medical aid worker’s home country and then use this knowl-
edge as guidance for making a decision.
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Limitations
 There are several limitations in this case. The mother cannot leave her 
other children with her sister, especially because there is no way to con-
tact the sister to let her know what is going on. The mother is also not 
comfortable with leaving her infant in the clinic, even for just a few days. 
The limits to acceptable treatment options from the mother’s perspec-
tive are those that can be done as an outpatient.
 The medical aid worker is not limited by time. He may, however, be 
limited by resources. While he has the supplies necessary to provide 
intravenous fluids and antibiotics, it is unclear whether he has oral fluids 
that could be given to the mother for outpatient treatment of the infant.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 At this point in the case, there are two possible options: keeping the 
child in the clinic for treatment or sending the child home with a treat-
ment plan. Rather than making a unilateral decision, it is important that 
the medical aid worker fully explore the values and goals of the mother 
and explain his own goals and values to her. Hopefully, through open 
communication and negotiation, the mother and medical aid worker can 
come to a shared agreement about how to care for the infant.
 The first step in justification of the options is to determine whether 
the option or options will be effective in achieving the goals of stake-
holders. The shared goal of the medical aid worker and the mother is 
the full recovery of the infant. Keeping the infant in the clinic for intra-
venous fluids and antibiotics is likely to achieve this goal. Because alter-
native treatment options were not discussed in the case presentation, it 
is not clear whether oral rehydration and antibiotics would be effective 
in treating the infant. If this alternative is also likely to be effective with 
respect to the goals of the stakeholders, it should be considered as a pos-
sible intervention.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on the identified values and norms. 
The option of inpatient treatment has the benefits of medical efficacy 
and allowing the medical aid worker to intervene immediately if the in-
fant’s condition deteriorates. It infringes on the norm of relationality be-
cause it will force the mother to either leave her infant alone in the clinic 
or leave her other children under the care of her sister, neither of which 
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she is comfortable doing. It also infringes on respect for autonomy in 
that the mother would clearly prefer to take the infant home. The option 
of sending the infant home on oral fluids and antibiotics may be a medi-
cally acceptable alternative. The benefit of this option is that it does not 
infringe on the values of the mother or the norms of relationality and re-
spect for autonomy. It may, however, infringe on the principle of benefi-
cence, because the physician believes that the best way in which to maxi-
mize the benefits and minimize harm to the infant is through inpatient 
treatment.
 The next step in justification is to determine whether or not it is nec-
essary for the option or options to infringe on the identified values and 
norms. It is necessary for the option of keeping the child in the clinic to 
infringe on relationality, because the mother cannot stay in the clinic 
with the infant and go home to care for her other children. This option 
will only infringe on respect for autonomy if the mother does not agree 
to it or is pressured into choosing it. If the medical aid worker feels that 
it is the only medically acceptable option, he should communicate this 
to the mother, stating his concerns about the child and listening to her 
concerns about the rest of her family. Through open communication and 
negotiation, they may be able to come to a shared decision. The option 
of sending the child home with oral rehydration and antibiotics will nec-
essarily infringe on the norm of beneficence if the risk- benefit profile of 
this option is less medically favorable than inpatient treatment. If it is 
likely to be effective in achieving the goal of the medical aid worker and 
mother, then it will not infringe on the professional and legal duties of 
the physician to provide appropriate medical care to the infant.
 If the stakeholders determine that infringement on the norms and op-
tions is necessary, the next step in justification is to determine whether 
this infringement has been minimized, and if it has not, how it can be 
minimized. Some creative thinking could overcome infringement on the 
norm of relationality by the option of keeping the child in the clinic. For 
example, if there is a vehicle available to the medical aid worker, he could 
bring the mother home to inform her sister of the situation and either 
arrange for care of her children or bring them to the clinic so they can 
be together there. Or the medical aid worker could arrange to stay in the 
mother’s village so that he would be close by if anything happens to the 
infant. Infringement on the norm of respect for autonomy can be mini-
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mized through communication and negotiation. Infringement of the 
option of sending the infant home with oral rehydration and antibiotics 
on beneficence could be minimized by scheduling either a follow- up visit 
in the clinic or a home visit, as well as by educating the mother about con-
cerning signs and symptoms for which she should bring the infant back 
to the clinic.
 The final step in justification is to determine whether the stakeholders 
would be comfortable sharing their decision- making process with others. 
If the medical aid worker and the mother are able to openly communicate 
and negotiate a compromise on one of the options, they should be com-
fortable sharing this with others. The advantage of this process is that it 
might encourage others from the village to seek care at the clinic because 
of the respect that the medical aid worker showed for the mother’s values 
and needs.
 Even if the outpatient treatment plan would not have been effective 
for the infant in this case, the process of engaging the mother in a dia-
logue about values may have led to a better outcome. Through this dia-
logue, the medical aid worker would have been able to better understand 
the values of the mother and acknowledge their importance. From the 
starting point of discussing and acknowledging important values, the 
medical aid worker could then have explained why the option of allowing 
the child to go home would be ineffective in meeting their mutual goal 
of the child’s recovery. This dialogue may have allowed for a compromise 
on a treatment plan that the mother was willing to adhere to.

caSe coMMeNtary
 In the case as it is presented, the medical aid worker insisted on in-
patient treatment for the infant. He did not encourage the mother to dis-
cuss her values. When the mother raised her concern about needing to 
return to her village and take care of her other children, rather than ex-
ploring this issue the medical aid worker responded by pushing his own 
perspective. The medical aid worker’s insensitivity to the mother’s con-
cerns and the mother’s unresolved obligation to her other children ulti-
mately led her to abandon care.
 By pleading with the mother to leave the infant at the clinic, which led 
to their departure before treatment was complete, the medical aid worker 
created a situation in which the infant received inadequate care. As a re-



goaLS aND vaLueS 81

sult, the infant was put at high risk of dying from the untreated cholera 
infection, especially because the mother would be unlikely to return to 
the clinic if the child’s condition worsened. Alternatively, through com-
munication and negotiation, the medical aid worker and the mother may 
have been able to reach a compromise on short inpatient treatment or 
home treatment with oral rehydration and antibiotics. In order to moni-
tor the infant, the physician could have asked the mother to return to the 
clinic for a follow- up appointment. This compromise is more favorable 
than no treatment, even though it is less medically favorable than the in-
patient treatment desired by the physician. Even if the infant had to be 
kept at the clinic, an open discussion about the mother’s concerns and 
values may have made her more comfortable with this treatment plan.

conflicting Individual Values
 Not only can the values of different stakeholders conflict with each 
other, but the individual values of a single stakeholder can also conflict. 
When these values conflict in such a way that different options are more 
consistent with the different values, ethical issues can arise. As an ex-
ample, a physician schedules his appointments to end early so that he 
can make his son’s baseball game. At the end of the day, he gets an urgent 
request from a patient who wants to be seen immediately. If the physi-
cian sees the patient, he will miss his son’s game. Alternatively, if he goes 
to his son’s game, then the patient will have to wait to be seen or go 
to an urgent care center or emergency room. Obviously, the physician 
would have to take into account factors such as the patient’s condition 
and the availability of alternative sources of care in making his decision. 
In making this decision, he will either have to infringe on the value of 
watching his son play baseball or of being available to see a patient who 
is in need. The following case presents a situation in which the medical 
aid worker’s individual values conflict with each other.

case 2.4: Evacuating a dangerous Area
 A medical aid worker has been running a clinic in a small village in 
Kenya for six months. Early one morning, a man from the village comes 
to her tent to warn her that armed men from a rival tribe are heading 
their way. He tells her to go to community’s shelter, where she will be 
safe. While in the shelter, the medical aid worker radios the local United 
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Nations base for help. When the attack is over, she leaves the shelter to 
begin taking care of injured villagers. A few hours later, a uN jeep arrives 
in the village. The uN peacekeepers tell the medical aid worker that they 
expect more attacks to follow and that she is not safe staying in the vil-
lage. They insist that she leave with them immediately. There are still nu-
merous wounded villagers in need of medical attention, and if the medi-
cal aid worker leaves, they will not get appropriate treatment. She is torn 
between leaving these patients in order to ensure her own safety or stay-
ing to treat them and putting her life at risk.3

caSe aNaLySIS
 Medical aid workers often serve in areas of conflict. Sometimes they 
are aware that they will be entering war zones, while at other times vio-
lence occurs unexpectedly. Because medical aid workers are tempo-
rary volunteers, they have the option of leaving the areas where they are 
serving at any time. At the same time, they have a responsibility to care 
for patients in the communities where they are serving. When faced with 
threats to their own lives, medical aid workers must determine the extent 
of their responsibility to patients in developing countries. In this case, 
the medical aid worker must make a challenging decision, which is com-
pounded by the urgency with which she needs to make it.

Stakeholders
 The stakeholders in this case are numerous. The medical aid worker 
and the wounded villagers are the central stakeholders. The other vil-
lagers who are at risk of harm from subsequent attacks and who will 
be left to care for the wounded villagers if the medial aid worker leaves 
are also stakeholders. The United Nations peacekeepers, the United Na-
tions, and the organization that the medical aid worker is representing 
are stakeholders as well.

Medical Facts
 The important medical facts in this case are related to the number and 
extent of injuries as well as the resources and personnel available to treat 
the wounded. There are many injured villagers currently in need of medi-
cal attention. The medical aid worker has been able to treat some of the 
victims, but more are in need of her care. While there are no details about 
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exactly how many people have been injured or the extent of their injuries, 
it is likely that some of the victims will die or suffer significant disability 
without medical intervention. The only medically trained person in the 
village capable of treating the injured villagers is the medical aid worker.

Goals and Values
 The immediate goal of the medical aid worker is to treat the wounded 
villagers. After serving in the village for six months, the medical aid 
worker has probably developed strong relationships with villagers and 
been accepted into their community. She values these relationships as 
well as the lives of the villagers. At the same time she values her own life 
and has the goal of preserving it. In addition, she has relationships with 
family and friends at home, which she also values.

Norms
 The central bioethical norm in this case is relationality. The medical 
aid worker has forged important relationships with villagers during her 
six months in the community. On the other hand, she also has important 
relationships with her patients, family, and friends at home. The obliga-
tions that come with all of these relationships make the decision about 
whether to leave challenging.
 The professional norm that the medical aid worker must consider in 
this case is whether leaving constitutes patient abandonment. Patient 
abandonment occurs when a physician relinquishes care of a patient 
without ensuring that the patient has an alternative source of care. If the 
medical aid worker leaves, the wounded villagers will not have anyone to 
care for their medical needs. However, because she is a temporary vol-
unteer, the villagers understand that she will be leaving at some point, 
even if there is no one to replace her. In international medicine, patient 
abandonment is, in a sense, a norm. If the medical aid worker decides to 
leave immediately, she may not be perceived by villagers as abandoning 
them. However, given the acuity of the injuries, they may at least expect 
her to stabilize the injured before leaving the village.
 The legal norm important in this case is the duty of physicians to treat 
patients. In general, physicians are only expected to treat patients with 
whom they have a prior relationship. The medical aid worker has been 
in the village for six months, which means that she has a professional re-
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lationship with community members, all of whom might be considered 
potential patients. However, as with the norm of patient abandonment, 
this duty is different in international medicine because the villagers 
understand that the medical aid worker is a visitor who will eventually 
leave their community. They do not believe that she has an unending 
duty to care for them.

Limitations
 The most significant limitation in this case is time. The uN peace-
keepers want the medical aid worker to leave immediately. It is unclear 
whether or not they would allow her to stay long enough to stabilize the 
wounded villagers. An additional constraint on time is the threat of an-
other attack. If another attack comes soon, then the medical aid worker 
will have to seek shelter again and leave the wounded villagers behind. 
A further limitation is the lack of trained medical personnel. The village 
does not have anyone who can take over for the medical aid worker if she 
leaves. If she stays and is injured or killed in a subsequent attack, the vil-
lagers will also be unable to treat the wounded.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The medical aid worker has three possible options at this point: to 
leave the village immediately, to treat the wounded villagers before 
leaving, or to stay in the village. The second option is only possible if 
the uN peacekeepers are willing to wait for her to treat the wounded. All 
three options are examined below with the justification criteria.
 The first step in justification is to determine whether the option will be 
effective in achieving the goals of the stakeholders. The two goals of the 
medical aid worker are to preserve the lives of the wounded villagers and 
to preserve her own life. The option of leaving immediately does not give 
the medical aid worker the opportunity to achieve her goal of preserving 
the lives of the wounded villagers. However, it does give her the best op-
portunity to preserve her own life. The option of treating the wounded vil-
lagers before leaving may allow her to achieve both goals. However, she 
will only be able to provide acute interventions, without any follow- up 
care. In addition, if another attack occurs after she leaves, she will not be 
able to treat the newly wounded villagers. If the medical aid worker elects 
to stay in the community, she may also have the opportunity to achieve 
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both of her goals. However, she will significantly increase the risk to her 
own life, and if she dies or is severely wounded, she will not be able to 
treat wounded villagers.
 The next step in justification is to determine whether the benefits of 
the option outweigh its infringement on the identified norms and values. 
The option of leaving immediately has the benefit of ensuring the medi-
cal aid worker’s safety from subsequent attacks on the village. It does, 
however, infringe on the ethical norm of relationality, because the medi-
cal aid worker has developed relationships with the villagers. Leaving 
them when they are in acute need of her care could greatly damage these 
relationships as well as relationships between the villagers and medical 
aid workers who serve them in the future. In addition, she may infringe 
on the professional norm of patient abandonment, as well as the legal 
duty to care for her patients. This depends on whether or not her position 
as a temporary volunteer obligates her to care for patients in this situa-
tion. Patients in developing countries are aware that medical aid workers 
are going to leave after a given period of time, regardless of whether or 
not all of their health care needs have been addressed. The duty of medi-
cal aid workers to care for patients is limited to the time during which 
they are serving. In this case, the villagers may believe that the medical 
aid worker has a duty to them following the attack and that she is aban-
doning them if she leaves immediately. On the other hand, they may not 
expect her to stay and risk her own life to care for them.
 The option of treating the wounded before leaving has the benefit of 
allowing the medical aid worker to fulfill her duty to the villagers in need 
of acute care as well as to maintain her own safety if the village is at-
tacked again. Similar to the previous option, this option may infringe on 
relationality in that it could strain the relationships that the medical aid 
worker has with villagers. In addition, it could infringe on the norms of 
patient abandonment and the duty to treat patients if the villagers per-
ceive her departure as a breach of her duty to them. Specifically, while 
she is able to treat the acute needs of the villagers, she will not be able to 
provide follow- up care.
 Finally, the option of staying in the village is beneficial in that it allows 
the medical aid worker to treat the wounded villagers in need of emer-
gent care, provide follow- up, and treat villagers who are injured in sub-
sequent attacks. This option has the potential to infringe on the norm of 
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relationality in a way opposite to that of the previous two. If the medical 
aid worker stays and puts her own life in significant danger, she may be 
infringing on her obligations to family, friends, and patients at home. 
Moreover, if she is killed or wounded she cannot help the villagers in the 
future.
 The next steps in justification are to determine whether infringement 
on the identified values and norms is necessary and has been minimized. 
The option of immediately leaving the community necessarily infringes 
on the relationships that the medical aid worker has with villagers. In 
addition, it most likely infringes on patient abandonment and the duty to 
treat patients, because it would be reasonable for the villagers to expect 
the medical aid worker to stay and treat the wounded. One way in which 
the medical aid worker could minimize the infringement on her duty to 
care is to leave all of her supplies with villagers who can use them to treat 
the wounded. In addition, she may be able to return to the village after 
the situation has stabilized. However, if leaving hurts her relationship 
with the villagers, then returning may not be a possibility. The option of 
treating the wounded villagers before leaving has less of a risk of infring-
ing on the norms of relationality, patient abandonment, and the duty 
to treat patients than the previous option. As with the previous option, 
the medical aid worker could minimize infringement on the norm of re-
lationality by returning to the village after the situation has stabilized 
in order to provide follow- up care. She could minimize infringement on 
patient abandonment and a duty to treat by teaching villagers how to 
treat the wounded and leaving them her supplies. The option of staying 
in the village necessarily infringes on the medical aid worker’s relation-
ship with friends, family, and patients at home only if she puts herself 
into a dangerous situation that could easily disrupt these relationships. If 
she can ensure that she will be able to find adequate shelter during sub-
sequent attacks, or is able to create an escape plan, this will minimize 
infringement on the norm of relationality.
 The final step in justification is to determine whether stakeholders 
would be willing to share their decision- making process with others. 
Given the emergent nature of this case, the medical aid worker may not 
have a lot of time to go through the full process of assessing the situa-
tion, justifying the options, and deciding on a plan of action. Ideally, she 
would be able to get the uN peacekeepers to stay for a while so that she 



goaLS aND vaLueS 87

can continue treating the wounded and make a decision. If she then de-
cides to leave, she would have time to explain her choice to the villagers 
and teach them how to treat the wounded. Also, parting with an explana-
tion may make returning to the village easier than if she leaves immedi-
ately. If she decides to stay, she may have time to plan an evacuation with 
the uN in the case of escalating violence.

caSe coMMeNtary
 Many areas of the developing world are plagued by wars and violence. 
When medical aid workers agree to serve in dangerous areas, they should 
prepare themselves for violence and unrest. Rather than waiting for an 
emergency situation like the one described in this case, medical aid 
workers should establish community expectations for their actions in the 
case of an attack. Medical aid workers should determine when it is ap-
propriate for them to leave and if they should return when the situation 
stabilizes. Medical aid workers should also teach community members 
how to intervene in traumas so that if they must leave, the community 
can still care for wounded individuals.

competing cultural Values
 In addition to personal values, cultural values can influence medical 
decisions. Cultural values are the ideals, customs, and institutions of a 
group that members collectively regard as important. The cultural values 
of medical aid workers and their patients in developing countries can dif-
fer greatly. Often, medical aid workers are not familiar with the cultural 
values, traditions, and rituals of the population they are serving. Differ-
ences in cultural values do not necessarily create ethical issues. However, 
when these differences conflict with each other or influence stakeholders 
to make opposing decisions, ethical issues can arise.
 A specific cultural difference that medical aid workers may encounter 
is a ritual that appears harmful to those who participate in it. One ex-
ample of an important cultural ritual in some developing countries, but 
widely condemned outside these societies, is female genital mutilation 
(fgM). fgM has been documented as a traditional practice in twenty- 
eight countries, twenty- two of which are categorized as least developed 
countries by the World Trade Organization (uNctD 2006). More than 
one hundred million women and girls have undergone some form of 
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fgM (ohchr 2008). fgM is often a central part of cultural identity, and 
it encourages cultural continuity and solidarity (Nussbaum 1999, 125; 
ohchr 2008). It is also a rite of passage for girls into womanhood, allow-
ing them to join secret societies of women and learn about the roles of 
adult women (Gibeau 1998). Some cultures view this practice as a reli-
gious requirement as well as a requirement for marriage (Boyle 2006; 
Gately 2005; Lane and Rubinstein 1996).
 However, fgM can also be a harmful practice, causing significant 
morbidity and mortality. Immediate health consequences of this pro-
cedure include pain, hemorrhage, infection, and even death (Lane and 
Rubinstein 1996; Macklin 1999a, 67; ohchr 2008). Because anesthesia is 
not generally used, fgM can be incredibly painful for the girl. There are 
also long- term consequences associated with fgM, including abscesses, 
disfiguring scars, cysts, pain during intercourse, infertility, and chronic 
urinary tract infections (Macklin 1999a, 67). One of the most significant 
long- term consequences of fgM is an increased risk of adverse events 
during childbirth (ohchr 2008; Nussbaum 1999, 120). fgM increases 
the risk of obstructed and protracted labor, vaginal tearing, and fistula 
formation during childbirth (Macklin 1999a, 67; Nussbaum 1999, 120). 
While medical aid workers are generally not asked to participate in or 
perform rituals like fgM, they may come into contact with communities 
who practice these rituals. The following case shows how a medical aid 
worker has to confront the practice of female genital mutilation in the 
community where she is serving.

case 2.5: providing Supplies for Female Genital Mutilation
 A physician, after applying for a six- month medical aid experience, is 
notified that she will be working in a rural village in Mali, Africa. In the 
orientation session preceding her trip, the physician is told about the or-
ganization’s health initiatives in this village, one of which is handing out 
sterile scalpels to women who perform female genital mutilation (fgM). 
Another initiative in the village is providing tetanus shots to girls before 
they participate in fgM. In the orientation session, the organizational 
representative explains that they do not agree with fgM or allow medical 
aid workers to participate in these rituals, but they do want to make fgM 
safer for the girls who are subjected to it.4
 In preparation for the trip, the physician reads several articles about 
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fgM to gain an understanding of what it is and why it is so controversial. 
Through her readings, the physician is shocked by the barbaric nature of 
this ritual and by the significant immediate and long- term complications 
associated with fgM. She cannot understand why anyone would subject 
a child to this practice, and questions whether or not she should partici-
pate in initiatives that could legitimate or encourage it.

caSe aNaLySIS
 Before arriving in Mali, the physician can begin by reflecting on her 
own perceptions of female genital mutilation using the assessment ques-
tions. Because this case addresses an ethical issue that arises before she 
arrives on location, the analysis focuses on the physician’s perceptions 
of the practice. Before making a final decision, it is important that the 
physician learns more about the community’s practice of fgM, because 
there can be wide variations in this ritual, some of which are not exces-
sively harmful to participants.

Stakeholders
 The physician is the central stakeholder at this point in the case be-
cause she is in the process of considering how to address a cultural prac-
tice in the community where she will be serving. After she gets to Mali, 
she will have to identify the other main stakeholders, which will likely in-
clude community leaders, women who perform fgM, girls who have had 
or who are planning to have fgM, and community members who oppose 
this practice.

Medical Facts
 From what the physician has read about fgM, it can lead to serious 
medical problems, such as bleeding, infection, and complications in 
childbirth. These potential medical problems may not be prevalent in 
the community where the physician will be serving, depending upon how 
extensive the local fgM procedures are. So it is important for her to learn 
about the adverse medical effects of fgM in the community before judg-
ing it as dangerous. If the women and girls in the community do not ex-
perience the adverse effects associated with fgM, then their ritual may 
not be as dangerous and barbaric as the physician perceives it to be.
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Goals and Values
 Assuming that the practice of fgM in the community does result in 
serious adverse medical outcomes, the physician would have the ulti-
mate goal of ending this practice. However, given that she is only serving 
for six months, she would also need to have realistic short- term goals 
such as making fgM safer and opening up communication about fgM 
with community members. Through communication with community 
members, the physician could learn about their goals for fgM and the 
values that make this practice important. The main value of the physi-
cian in this case is improving the health of the community members. She 
also values protecting her own moral integrity by not encouraging the 
harmful practice of fgM.

Norms
 The central ethical norm in this case is beneficence. The principle of 
beneficence aims to maximize benefits and minimize the harms that re-
sult from interventions. The primary potential medical benefit of the 
initiatives—handing out sterile scalpels and providing tetanus shots—
is a reduction of the rate of infections that result from fgM. An addi-
tional potential benefit is the encouragement of communication about 
the practice of fgM, which could eventually lead to its elimination. One 
potential harm of the initiatives is that they may encourage the continua-
tion of fgM and create the perception that the physician agrees with this 
practice. If the physician does not agree with fgM as it is practiced in 
the community because of the adverse medical effects of the procedure, 
handing out scalpels and providing tetanus shots may undermine her 
opposition to the practice. She will ultimately need to get more informa-
tion about fgM from the community before she can accurately balance 
the risks and potential benefits of the initiatives.
 The professional norm important in this case is that of performing 
interventions and providing treatments that are medically indicated and 
promote health. These initiatives are medically indicated in that they de-
crease the girls’ risk of developing an infection following fgM. As preven-
tive measures, they promote health. However, they do not address other 
adverse consequences of fgM, especially risks during childbirth, which 
can be very serious. If the initiatives legitimate fgM and encourage its 
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continuation, then they may not be promoting the long- term health of 
community members.
 Legally, it is important for the medical aid worker to know that female 
genital mutilation has been outlawed by the United Nations. While she is 
not directly participating in the fgM rituals, she should make sure that 
her opposition to this practice is known and that the initiatives are not 
perceived to be encouraging fgM.

Limitations
 The main limitation for the physician in this case is that she is only 
staying in the community for six months. This may not be adequate time 
to gather information about fgM, become trusted within the commu-
nity, and begin encouraging community members to stop this practice. 
The physician also may not have adequate time to assess whether or not 
the initiatives are effective in achieving the goals of making the practice 
of fgM safer and encouraging communication. One significant limita-
tion within the community is that community members lack health care 
resources. They have been relying on the medical aid organization for 
tetanus shots and sterile scalpels. Without these initiatives, the commu-
nity will continue to practice fgM, but will do so in a way that is less safe 
for the girls who undergo the procedure.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The question that the physician is trying to answer in this case is 
whether she should participate in initiatives to hand out scalpels for fgM 
procedures and provide tetanus immunizations to girls planning to par-
ticipate in these rituals. There are several things she needs to learn from 
the community before making a final decision. For example, she should 
investigate the adverse medical effects of fgM in the community, as well 
as the impact of the initiatives on these effects so far. She should also 
determine if the initiatives encourage communication with community 
members about the practice of fgM. In addition, she should learn about 
the values of the community members with respect to this ritual so that 
she can try to understand the cultural benefits of this practice. While all 
these facts will be important in her final decision, the physician can pre-
liminarily examine her options. This justification focuses on the physi-
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cian’s options without specific knowledge of the community’s fgM ritu-
als. Her two basic options at this point are to continue the initiatives or 
to stop them.
 The first step in justification is to determine whether the options will 
be effective in achieving the goals of the intervention. There are two 
short- term goals for the initiatives: medical effectiveness and communi-
cation. In order to determine if the initiatives are medically effective, the 
physician could speak with local medical personnel about whether they 
have experienced a decrease in infection rates since the initiatives have 
been in place. She could also ask them if she will be allowed to commu-
nicate with the girls who are planning on participating in this procedure, 
their families, and the women who perform fgM. If the physician cannot 
ask someone about effectiveness, she could continue the initiatives for 
a trial period to determine if they are effective with respect to the goals 
that she has identified. Not participating in the initiatives may achieve 
the goals of the physician. She may still be able to communicate with 
community members, discouraging fgM, thereby improving the health 
of women in the community in the future. However, not participating in 
the initiatives could negatively influence the relationship between the 
physician and the community, closing off communication and having no 
impact on the community’s practice of fgM.
 The next step in justification is to determine if the benefits of the op-
tions outweigh their infringement on the identified values and norms. 
The option of participating in the initiatives will likely be beneficial in 
that it will decrease the rate of infections following fgM procedures. This 
option has the potential to infringe on the physician’s value of protecting 
her own moral integrity if she feels that her participation is encouraging 
or legitimating fgM. This option may also infringe on the professional 
norm of providing interventions and treatments that encourage health 
because it will not affect some of the serious health risks of fgM. It could 
infringe on international law if perceived by authorities to be encourag-
ing fgM. The option of not participating in the initiatives has the bene-
fit of separating the physician from a practice that she disagrees with. 
In addition, if she chooses this option, she will not have to worry about 
infringing on international law. However, this option could infringe on 
beneficence in that the physician would not be minimizing harm to the 
girls who are going to have fgM procedures regardless of if there are teta-
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nus shots and sterile scalpels available. Similarly, it may infringe on the 
professional norm of providing interventions and treatments that en-
courage health, because it would not be protecting the girls who partici-
pate in fgM from infections. In addition, it may create a barrier to com-
munication between the physician and community members if they feel 
that she is judging their practice unfavorably. The physician has not yet 
identified the values and norms of the community, which may be one of 
the outcomes if the initiatives encourage communication. As community 
values and norms are identified, the physician should revisit the ques-
tion of proportionality to determine if the chosen option infringes on the 
values and norms of the community.
 The next consideration in justifying the options is whether infringe-
ment on values and norms is necessary, and if so, how it can be mini-
mized. If the option of participating in the initiatives is effective in open-
ing up communication between the physician and community members 
about their practice of fgM, then it may not infringe on the physician’s 
value of protecting her moral integrity or on international laws banning 
fgM. However, communication will take time to establish, so this option 
may initially infringe on these norms. The physician can minimize these 
risks by making her opposition to fgM known to the community from 
the beginning. The option of not participating in the initiatives will nec-
essarily infringe on the norm of beneficence, at least in the short term, 
because the girls who have fgM procedures will be at higher risk of in-
fection than they would be if the initiatives were in place. The physician 
could minimize infringement on this norm by making sure that she has 
adequate supplies for treating infections as well as the other complica-
tions that result from fgM.
 Finally, it is important to determine if the stakeholders would be com-
fortable sharing their decision- making process with others. The physi-
cian in this case is making a decision about whether or not to partici-
pate in initiatives that may encourage or legitimate a cultural ritual 
that she disagrees with. If she chooses the first option and it encour-
ages communication with the community, negotiation with those who 
practice fgM, and safety for the girls who participate in this ritual, then 
she would likely be comfortable sharing this decision with others. This 
option would allow the physician to walk the fine line between respecting 
a cultural practice and voicing concern about its harmful effects. If she 
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chooses to stop handing out sterile scalpels and giving tetanus shots be-
cause she believes that participating in these initiatives violates her per-
sonal integrity as well as professional and legal norms, then she should 
be comfortable sharing this decision. However, it is important for her to 
consider that this option will probably not be effective in discouraging 
fgM, because it has little likelihood of encouraging communication with 
community members.

caSe coMMeNtary
 Medical aid workers may encounter situations in which they disagree 
with a cultural value or practice in the area where they are serving. In 
cases like this, it is important that medical aid workers put the situation 
into perspective. Cultural rituals are often deeply ingrained in commu-
nity life and have been practiced for generations. It is unrealistic to be-
lieve that an outsider visiting a community for a few weeks or months 
would have the influence to significantly change or eliminate this type of 
practice.
 The United Nations, which has been working for more than a decade 
to eradicate the practice of fgM, emphasizes the need for sustained, 
community- led, multi- sector interventions for the successful elimina-
tion of this practice. The uN recognizes that the eradication of fgM is 
not something that will happen immediately or result from the interven-
tion of one medical aid worker. While medical aid workers have impor-
tant roles in raising awareness about the harms of traditional practices 
like fgM in the communities where they serve, they should not expect to 
be the only players in the effort to eradicate fgM. Participation in initia-
tives that make practices like fgM safer and allow for a conversation to 
begin about both the benefits and harms of the practice may be the best 
option for temporary medical aid workers, even if their ultimate goal is 
to eliminate the practice altogether.



 c h A p t E r  3

 Norms

N
orms are standards of behaviors derived from ethical, pro-
fessional, and legal guidelines. As illustrated in the previous 
cases, multiple norms are important in the analysis of every 
ethical issue. Norms can also serve as the source of, or con-
tribute to, ethical issues when they conflict with each other in 

such a way that they support different, mutually exclusive options. For 
example, a patient who presents to the hospital with abdominal pain 
and fever is found to have perforated appendicitis. The surgeon tells the 
patient that she needs surgery, but the patient refuses consent for an ap-
pendectomy. The norm of beneficence, or maximizing benefits and mini-
mizing harm to patients, is most consistent with doing the surgery. How-
ever, the norm of respect for autonomy supports not doing the surgery. 
The stakeholders in this case must determine if these two norms can be 
reconciled, or which norm should take precedence in order to make a de-
cision about what to do.
 The nature of international medicine increases the likelihood of con-
flicts among norms, because medical aid workers serve in areas with dif-
ferent legal and professional guidelines. In addition, patients and local 
medical personnel are often not familiar with Western norms of bioethics 
and may have their own bioethical norms or their own interpretations 
of Western bioethical norms. When faced with ethical issues in interna-
tional medicine, it is essential that medical aid workers not only iden-
tify their own norms, but also identify norms important to patients and 
local medical personnel so as to take these into account in the decision- 
making process.

disagreements about Bioethical norms
 The bioethical norms familiar to medical aid workers from developed 
countries are commonly described in terms of the principles of respect 
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for autonomy; beneficence; nonmaleficence; and justice (Beauchamp 
and Childress 2001). Respect for autonomy requires that physicians 
inform patients about their medical conditions and options for inter-
vention so that patients can make informed decisions about their care. 
Beneficence is the duty of physicians to maximize benefits and minimize 
harm to patients. In practice, beneficence requires physicians to deter-
mine the risks and potential benefits of interventions so that they and 
their patients can decide whether or not there is an appropriate balance 
between the two. Nonmaleficence requires that physicians do not per-
form procedures or prescribe treatments that exclusively cause harm to 
patients. Justice dictates that the benefits and burdens of medical care 
and research are fairly distributed at a societal level. In addition to these 
norms, relationality, which states that relationships are important and 
should be respected, is an important bioethical norm, especially in the 
setting of international medicine (DuBois 2008).
 While most people can agree upon the general idea of these principles, 
they often disagree about how these principles should be interpreted and 
applied in specific cases. For example, most people would agree that do-
nated organs should be distributed fairly among those who need them. 
However, there would certainly be disagreements about what constitutes 
fair distribution of organs. Some may believe that organs should go to the 
sickest patients, while others might believe they should go to those most 
likely to benefit or to those who have been waiting for the longest time.
 In international medicine, patients and local medical personnel are 
often unfamiliar with Western bioethical norms. Even when they are 
familiar with these norms, they may flatly disagree with them, or inter-
pret them very differently than do medical aid workers. The following 
case illustrates a situation in which the stakeholders disagree about the 
bioethical norm that should take precedence.

case 3.1: Veracity and the dying patient
 A medical aid worker from the United States is working in an oncology 
unit at a Russian hospital. The unit has two full- time Russian doctors 
and three nurses for forty patients. One of the patients on the ward is an 
eighty- year- old woman who was diagnosed with stage Iv bladder cancer 
several months ago. The nurse who has been attending to the patient 
tells the medical aid worker that they have admitted the woman to the 
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hospital for pain and symptom control several times, but have not told 
her about her diagnosis or prognosis. The medical aid worker asks why 
they have not told the woman this information, and the nurse replies 
that they do not disclose cancer diagnoses to patients because it can be 
emotionally damaging. They have informed the woman’s daughter of the 
diagnosis, and she is in charge of making medical decisions.1
 The medical aid worker goes in to see the patient. She is weak, but 
manages to engage in a conversation with him through an interpreter. 
They discuss her level of pain, which she says is manageable, and talk 
about the side effects that she has been experiencing from the medica-
tions—nausea and vomiting. She says that the side effects are tolerable, 
especially because she knows that she will be finished with the medi-
cations soon and can return home with her daughter. The medical aid 
worker believes that the woman will probably die in the hospital in the 
next couple of weeks rather than getting better and returning home.
 It is clear from their conversation that the woman is unaware of her 
diagnosis and prognosis. In the United States, patients are usually told 
about their diagnoses and prognoses, unless they specifically request not 
to know. The medical aid worker thinks that informing patients with can-
cer about their condition is the right thing to do, and he wonders whether 
or not he should disclose the diagnosis and prognosis to this patient 
while she is under his care.

caSe aNaLySIS
 In this case, the medical aid worker wants to inform the patient about 
her diagnosis and prognosis in order to allow her to make decisions 
about her care. The local medical personnel do not want him to do this, 
because they do not routinely inform cancer patients about their diag-
noses and prognoses. The medical aid worker must decide whether he 
should inform the patient based on the Western norm of respect for au-
tonomy or continue to keep the prognosis and diagnosis from the patient 
based on the Russian conception of beneficence.

Stakeholders
 The four central stakeholders in this case are the medical aid worker, 
the patient, the nurse, and the patient’s daughter. Additional stake-
holders include the Russian doctors and the other nurses in the clinic.
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Medical Facts
 The medical aid worker, the nurse, and the patient’s daughter are 
aware of the patient’s medical condition. She has terminal bladder can-
cer and will die soon. She has failed attempted treatments and now is 
being treated for comfort rather than cure. The medical staff recognizes 
the patient’s daughter as the medical decision maker in this case. The 
daughter is likely in agreement with the nurse in fearing that the woman 
will become emotionally distraught if she is informed of her diagnosis 
and prognosis, and that the stress of this information will hasten the 
patient’s death. The patient does not know what her medical condition is 
or why she is being treated. It is unclear whether she wants to know more 
about her prognosis and diagnosis.

Goals and Values
 The goal of the medical aid worker, the nurse, and the daughter is 
to do what is best for the patient as she is dying. The patient’s goal is to 
return home with her daughter, which the other stakeholders know is 
unlikely, given her condition. The medical aid worker values informing 
patients about their medical conditions so that they can make decisions 
about the course of their care and prepare for death. This is a reflection 
of the culture of Western biomedicine, which values patient knowledge 
and decision making. The nurse and daughter both focus on the value of 
preventing emotional distress to the patient. This reflects the culture of 
Russian medicine, which values the protection of fragile, dying patients. 
The patient’s values are not clear from the case presentation but would 
be important for the other stakeholders to elicit in their analysis.

Norms
 The bioethical norms of respect for autonomy, nonmaleficence, 
beneficence, and relationality are all important in this case. Respect for 
autonomy requires that physicians disclose diagnoses and prognoses to 
competent patients unless patients express a desire not to know. The 
default position in Western biomedicine is to inform patients about 
their medical conditions. Nonmaleficence requires that physicians do 
not intervene in ways that are exclusively harmful to patients. Benefi-
cence requires that physicians maximize benefits and minimize harm 



NorMS 99

to patients. Because stakeholders disagree about the potential harms of 
informing versus not informing the patient, it is especially challenging 
to determine which option is most consistent with the norms of benefi-
cence and nonmaleficence in this case. The norm of relationality is also 
important in this case. The relationship of the daughter to the patient as 
her child as well as her medical decision maker should be respected.
 The professional norm important in this case is that of therapeutic 
privilege. Therapeutic privilege allows medical personnel to withhold 
medical information from a patient if they believe it will negatively im-
pact the patient’s medical condition. Therapeutic privilege is a norm 
in the Russian hospital, where they do not disclose cancer diagnoses to 
patients. It is no longer an accepted norm in Western medical practice. 
Currently, the norm of Western biomedical practice is disclosure of diag-
noses and prognoses to all patients, even those with cancer or other ter-
minal conditions, unless the physician is specifically asked not to do so 
by the patient. In addition to professional guidance, legal guidance from 
the United Nations states that therapeutic privilege should no longer be 
supported as a norm of professional behavior (IBc 2008).

Limitations
 One limitation in this case is time, because the patient is probably 
going to die in the next couple of weeks. The medical aid worker is also 
limited by the peripheral role that he is playing at the hospital as a tem-
porary volunteer rather than a permanent physician. If he is only serving 
for a week or two, it is unlikely that he will develop a strong relationship 
with this patient that is similar to those she has with the Russian doctors 
and nurses. He is also limited in his understanding of the culture of Rus-
sian medicine.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 There are a few options for the medical aid worker in addressing his 
concern about the woman not being aware of her diagnosis and progno-
sis. At the extremes, he could either inform her or continue to keep her 
diagnosis and prognosis a secret. An intermediate option would be to 
speak with the nurse and the daughter to learn more about why they do 
not want to inform the patient and to determine if they will allow him 
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to speak with the patient about whether or not she wants to know more 
about her condition. The justification of these three options is explored 
in this analysis.
 The first step in justification is to determine whether the option will 
be effective in achieving the goal. In this case, the general goal could 
be defined as doing what is best for the patient. The problem with this 
goal is that there is disagreement among stakeholders about how best to 
achieve it. If the medical aid worker decides not to inform the woman, 
his action would be effective from the perspectives of the nurse and the 
daughter. If he does inform her, his action would be effective from his 
perspective. If he decides to continue the discussion, the stakeholders 
may be able to come to an agreement about the most effective way to 
achieve their goal.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on the identified norms and values. 
According to the nurse, the option of not informing the patient has the 
potential benefit of avoiding emotional distress. It infringes upon re-
spect for autonomy as interpreted by the medical aid worker, because 
the patient is not being given the information needed for her to partici-
pate in decisions regarding her care. It may infringe on beneficence if 
the potential harms of withholding information outweigh the potential 
benefits. In addition, it infringes on the professional norm of the medical 
aid worker, which requires physicians to tell patients about their condi-
tion unless patients request not to be given this information.
 The option of informing the patient has the potential benefit of giving 
the patient knowledge about her condition and letting her make deci-
sions about her medical care, if there are any to be made, as well as to 
make other decisions in preparation for death. If she does not want to 
know about her diagnosis or prognosis, then telling the patient about 
her condition would infringe on respect for her autonomy. This option 
also infringes on relationality because the medical aid worker would be 
informing the patient against the wishes of her daughter, who is also her 
medical decision maker. Making the unilateral decision to inform the 
patient would fail to respect the relationship between the mother and 
daughter. This option may also infringe on the norms of beneficence and 
nonmaleficence if giving the woman information about her condition 
does in fact cause emotional distress with little or no benefit.
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 The third option of talking to the nurse and daughter about why they 
do not want to inform the patient and determining if they will allow the 
medical aid worker to speak with the patient about what she may want 
to know about her condition has the potential benefit of achieving con-
sensus among the stakeholders. It may also be a step in the direction of 
changing the professional norms at the hospital to encourage greater dis-
closure of medical information to patients. This option respects relation-
ality by involving the daughter in the discussion. It also allows the medi-
cal aid worker to explain to the other stakeholders why informing the 
patient may be important and for the nurse and daughter to explain why 
not informing the patient may be important. Moreover, it respects the 
autonomy of the patient by allowing her to be involved in the conversa-
tion about whether or not to be informed about her condition. Finally, it 
allows the stakeholders to discuss the benefits and burdens of disclosure 
and determine what action is most consistent with the norm of benefi-
cence.
 The next steps in justification are to determine whether infringement 
is necessary and, if so, whether or not it can be minimized. The option of 
not informing the patient necessarily infringes on respect for autonomy. 
This could be minimized if the medical aid worker elicits the patient’s 
values and goals for treatment and encourages the daughter to make 
medical decisions consistent with them. It infringes on beneficence only 
if the risk- benefit profile is less acceptable than that of the other options. 
The option of informing the patient necessarily infringes on relation-
ality because it fails to respect the relationship between the patient and 
her daughter. It also necessarily infringes on the Russian professional 
norm of therapeutic privilege. These infringements cannot be minimized 
if this option is chosen. The final option of engaging the stakeholders in 
a conversation about informing the patient has the potential to avoid in-
fringing on any of the identified norms and values. If this option does re-
quire infringement on an identified norm or value, part of the discussion 
among the stakeholders should involve determining how best to mini-
mize that infringement.
 The final step in the justification process is determining whether the 
stakeholders would be comfortable sharing their decision- making pro-
cess with others. If the medical aid worker chooses the first or second 
option, he has made a decision not to involve the other important stake-
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holders in the process. This may not be something that he is comfortable 
sharing with others, especially if he makes the decision to inform the 
patient, thereby infringing on the ethical and professional norms identi-
fied by the other stakeholders. The third option, of the medical aid worker 
discussing his concerns about informing the patient with the nurse and 
daughter and attempting to speak with the patient about her desires re-
garding disclosure, is a process that he should be comfortable sharing 
with others. It encourages communication and negotiation, and it has 
the potential to avoid infringing on the identified norms and values.

caSe coMMeNtary
 In this case, the medical aid worker encounters a practice that is not in 
accordance with his values or the norms of Western biomedicine. While 
it may be tempting for the medical aid worker to make the unilateral de-
cision to inform the patient of her condition because this is consistent 
with the ethical, professional, and legal norms that he identifies, there 
are a couple of reasons why this may not be appropriate, beyond the 
fact that it infringes on the values and norms of the other stakeholders. 
First, the medical aid worker does not have a long- standing relationship 
with this patient and is therefore unaware of her personal values. She 
may actually not want to know about her condition and be comfortable 
leaving her daughter in change of making medical decisions. In addition, 
the patient may not be receptive to hearing her diagnosis and prognosis 
from a physician she does not know. Without a prior relationship with 
the patient, it may not be the place of the medical aid worker to disclose 
this sensitive information to her.
 In addition to affecting the care of the individual patient, the medical 
aid worker may undermine the more general goal of changing the profes-
sional norms about informing patients of their conditions in this hospital 
by informing the patient without first consulting with the local medical 
personnel. A unilateral decision may anger the local medical personnel, 
making them less willing to inform dying patients of their diagnoses and 
prognoses in the future. It may also discourage local medical personnel 
from allowing the medical aid worker to interact with dying patients. 
When medical aid workers encounter practices that conflict with their 
values or norms, it is important that they engage the local stakeholders 
so as to learn more about the sources of conflict and negotiate about 
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which action to take. If, after careful consideration, medical aid workers 
feel that local norms should be changed, communication and negotia-
tion with local medical providers are the best ways to address not only 
the immediate situation but also to encourage permanent changes in 
policy. Because medical aid workers only serve temporarily, they should 
recognize that the local medical personnel have to be involved in deci-
sion making in order for permanent changes to occur.

the challenge of Justice
 Justice takes on an entirely different character in international medi-
cine. In developed countries, decisions about the distribution of medi-
cal goods and services are generally made on a governmental or organi-
zational level. Physicians in clinical practice are rarely confronted with 
having to make a decision about how to distribute needed medications 
or procedures to their patients. The relative abundance of medical goods 
and services in the developed world allows physicians to make deci-
sions about what care patients require without worrying about whether 
or not resources to provide that care are available. However, in develop-
ing countries, scarcity and lack of access to medical care are a norm. Be-
cause clinics and hospitals in developing countries are limited in what 
they can offer patients, medical aid workers must often make decisions 
about how best to distribute these limited resources. The following case 
illustrates a situation in which what is medically indicated may not be 
consistent with the norm of justice.

case 3.2: A Young Boy with AIdS
 A medical aid worker is spending six months serving in rural Zam-
bia. He is helping run a new home- based care program for children with 
hIv/aIDS. This program is designed to identify children with hIv/aIDS 
through screening and diagnostic work- up and then treat them with anti-
retroviral therapy and antibiotic prophylaxis. The reason for the home- 
based care is that members of the community have no sustainable, reli-
able way to get to clinics or hospitals that treat patients with hIv/aIDS.2
 During her first week in Zambia, the medical aid worker is called to 
the home of a family in the community because their ten- year- old son is 
getting progressively sicker. He has not yet been screened by the home- 
based care program, but after examining him, the medical aid worker 
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is certain that he has aIDS and is suffering from pneumonia. Without 
prompt antibiotic and antiretroviral treatment, this boy will certainly 
die. Because the boy is so sick, the medical aid worker believes that he 
should be hospitalized immediately. She knows that she can find some-
one in the village who has a vehicle to bring the boy to the hospital and 
that she can pay for his hospitalization. However, she wonders if she 
should send the boy to the hospital, because she might be undermining 
the home- based hIv/aIDS treatment program and setting an unsustain-
able precedent for care.

caSe aNaLySIS
 This case illustrates a common ethical issue that medical aid workers 
encounter when serving in developing countries. Medical aid workers 
have the resources to work around the health care system, getting 
patients access to a higher level of care than they would otherwise be 
able to receive. However, going around the health care system is not a 
sustainable way to ensure that patients have access to the health care 
they need in the future. Moreover, it can set expectations that medical 
aid workers will consistently do this with all patients in need. In these 
situations, medical aid workers have to decide whether or not it is fair for 
them to work around the health care system, knowing that they cannot 
do this for all patients.

Stakeholders
 The central stakeholders in this case are the medical aid worker, the 
boy, and his family. Additional stakeholders include other children in the 
community with hIv/aIDS, the people who are running the home- based 
hIv/aIDS treatment program, and community leaders.

Medical Facts
 While the medical aid worker has not run any diagnostic tests, she 
is sure that the boy has aIDS and pneumonia. The boy has lost weight 
and is experiencing fevers, chills, and a cough. The underlying cause of 
his medical problem is likely the human immunodeficiency virus, which 
has weakened his immune system and made him susceptible to infec-
tion. In order to get better, he needs treatment with antibiotics and anti-
retrovirals. He probably also needs supplemental nutrition and Iv fluids. 
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His prognosis is poor without treatment and hospitalization. With treat-
ment, he will most likely be cured of the pneumonia. He will require life-
long antiretroviral therapy to control his aIDS. The case does not discuss 
the effect that the illness has had on the boy and his family, what they 
believe is wrong with him, or whether they have done anything to treat 
him. However, the family is obviously concerned enough about the boy’s 
condition that they have called on the medical aid worker for help. They 
likely fear that the boy will die without intervention, because deaths from 
aIDS and aIDS- related illnesses are common in Zambia.

Goals and Values
 The medical aid worker has two goals in this case. The first is to cure 
the child’s pneumonia and stabilize his hIv infection. The second is 
to create a sustainable, effective home- based hIv/aIDS treatment pro-
gram. The goal of the family is for the child to get better. The medical aid 
worker values both the life of this child and the life of all the children in 
the community with hIv/aIDS. The family values the well- being of this 
child above that of other children in the community because of the re-
lationship that they have with him.

Norms
 The two bioethical norms important in this case are justice and benefi-
cence. Justice requires that the benefits and burdens of medical care are 
fairly distributed at a societal level. In this case, the home- based hIv/
aIDS program is designed to respond to the community’s limited access 
to health care by bringing antiretroviral drugs to patients rather than 
bringing patients to hospitals and clinics. By giving this child access to 
the hospital, the medical aid worker will be working outside the home- 
based program. The medical aid worker cannot hospitalize every child in 
the community who has aIDS and pneumonia, so she must determine 
whether or not it is fair for her to hospitalize this child. Beneficence is a 
competing norm to justice in this case. Beneficence is the duty of physi-
cians to maximize benefits and minimize harm to their patients. Obvi-
ously, hospitalizing the boy to treat him with antiretrovirals, antibiotics, 
fluids, and nutrition is more consistent with the principle of beneficence 
than not hospitalizing him.
 One professional norm important in this case is the duty of physicians 
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to be advocates for their patients. Physicians in the United States are gen-
erally expected to make decisions that are in the best interests of their 
patients without considering the impact that these decisions have on 
other patients. Due to the constraints on resources in developing coun-
tries, however, decisions about how to treat one patient may have a real 
and immediate effect on the care of another patient. In this case, sending 
the child to the hospital will not take resources away from another child 
in need, but it might set a precedent that the medical aid worker cannot 
continue during her six months in Zambia.
 The legal norm important in this case is the duty of physicians to treat 
patients. The medical aid worker has an obligation to treat this patient 
with the standard of care or to transfer him to a place where he can re-
ceive the standard of care if she cannot provide it. The standard of care in 
the community is home- based treatment or no treatment. However, the 
standard of care in the developed world would be hospitalization. The 
medical aid worker must determine if she has a duty to transfer the child 
to the hospital or if trying to treat him at home is acceptable.

Limitations
 The medical aid worker has just started a six- month medical aid mis-
sion in Zambia, so she is not limited by time in the treatment of this 
patient. She is, however, limited by resources. She believes that the boy 
needs a higher standard of care than she can provide in the commu-
nity. The community, as a whole, has limited access to medical care. The 
medical aid worker could get around this limitation for this patient, but 
would not be able to permanently secure reliable access to hospitals and 
clinics for all community members.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The medical aid worker has a really tough decision to make in this 
case. She can either send the boy to the hospital or try to treat him at 
home. In the developed world, she would send the boy to a hospital with-
out question, because that level of care is both available and standard. 
Moreover, it would be rare to see a child with advanced aIDS in the de-
veloped world, because children with hIv/aIDS are treated with anti-
retroviral drugs and monitored for infections so as to keep their medical 
condition under control. The facts that the patient in this case is a child 
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and that the medical aid worker is new in the community compound 
the complexity of the decision. This analysis focuses on the medical aid 
worker as the central decision maker but recognizes that there are addi-
tional important stakeholders, including local medical personnel, the 
patient and his family, and community members who are involved in 
the home- based hIv/aIDS treatment program. The two general options 
for the medical aid worker are to send the child to the hospital or treat 
the child at home.
 The first step in justification is to determine whether the option has 
the potential to be effective in achieving the goals of the stakeholders. 
The two goals of the medical aid worker are recovery of the child and 
sustainability of the home- based hIv/aIDS treatment program. The goal 
of the family is recovery of the child. The option of sending the child to 
the hospital has the greatest potential to achieve the goal of patient re-
covery. However, it might undermine the home- based program by going 
around it to get this child health care. The option of attempting to treat 
the child at home is likely going to be less effective with respect to his 
recovery. However, because this option adheres to the home- based hIv/
aIDS treatment program, it might encourage the program’s long- term 
sustainability, especially if the child recovers.
 The second step in justification is to determine if the benefits of the 
option outweigh its infringement on the identified norms and values. 
The primary benefit of sending the child to the hospital is that he will 
have the best chance for recovery there. However, this option infringes 
on the norm of justice, because not every child in this condition from 
this community would have the opportunity to be transported to a hospi-
tal for treatment. The community has recognized this deficiency and set 
up the home- based treatment program so that children can get the care 
that they need without going to a hospital. The main benefit of treating 
the child at home is that this option stays within the parameters of the 
home- based treatment program. If he is treated effectively at home, this 
will show that the program has the potential to work even with seriously 
ill children. However, this option has the potential to infringe on the bio-
ethical norm of beneficence, because it has greater risks and less poten-
tial for benefits than hospitalization. It may also infringe on the duty of 
the physician to advocate for patients. In the absence of the home- based 
treatment program, the medical aid worker would undoubtedly make all 
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possible attempts to get this child to a hospital for treatment, because 
that is the most medically appropriate option. This option may also in-
fringe on the legal duty of the physician to provide her patient with the 
standard of care or transfer if that standard is not available. The medi-
cal aid worker would have to determine if the standard of care in the 
community, namely home- based treatment, is acceptable, given that she 
could transfer the child to the hospital for a higher level of care.
 The next steps in justification are to determine if infringement on 
norms and values is necessary and whether this infringement has been 
minimized. The option of sending the child to the hospital necessarily 
infringes on the norm of justice because there is no reliable, sustainable 
way to send children with hIv/aIDS to surrounding hospitals when they 
get sick. If the medical aid worker could set up a reliable, sustainable am-
bulance service and contract with the nearest hospital to accept patients 
from the community for treatment, then this option would not infringe 
on justice, because all patients in a similar condition would receive the 
same care. If this cannot be done, offering the option of hospitalization 
to other similarly ill children while relying on the home- based treatment 
program for care of most of the children with hIv/aIDS could minimize 
infringement on justice. However, the home- based treatment program 
was developed to respond to the community’s inability to access hos-
pital care, so there may not be a way to set up a hospital transportation 
 system.
 The option of treating the child at home would only necessarily in-
fringe on beneficence if the risk- benefit profile were significantly worse 
than that of hospitalization. If the risk- benefit profiles are comparable, 
then not only does this option not infringe on beneficence, but it is also 
in line with the standard of care and the duty of the physician to be a 
patient advocate. However, the medical aid worker does not believe that 
the two options have comparable risk- benefit profiles, so this option 
would most likely infringe on these norms. This infringement could be 
minimized if the physician attempts to treat the boy at home while re-
serving the option for hospitalization if he gets significantly worse.
 The final step in justification is to determine whether stakeholders 
would be comfortable sharing their decision- making process with others. 
In this case, not only should the family be involved, but the medical aid 
worker should also consult with local medical personnel and leaders in-
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volved in the home- based care program if there is time to do so. It is im-
portant that the medical aid worker does not make the decision unilater-
ally, if possible. If she does, she could either unintentionally undermine 
the home- based program by hospitalizing the child or her own credibility 
as a caregiver by treating the child at home.

caSe coMMeNtary
 The norm of justice, or fairly distributing the benefits and burdens of 
medical care, takes on a different character in international medicine. 
First, medical aid workers are often the people who have to decide which 
patients will receive the limited medical goods and services that they can 
provide. This often means turning away sick patients. Second, medical 
aid workers have the resources to work outside the infrastructure of the 
health care system. There are many reports of medical aid workers bring-
ing patients from developing countries back to the developed world to 
have medical procedures that they could not get at home, or, as in this 
case, medical aid workers pulling together resources to get a patient to a 
nearby hospital or clinic. The central ethical issue in these types of cases 
is determining whether or not providing short- term unsustainable inter-
ventions or onetime ways around the medical infrastructure is accept-
able, given that these actions infringe on the bioethical norm of justice.

competing professional norms
 Professional norms are the standards of practice and behavior agreed 
upon by members of the medical profession. These norms are often tricky 
to identify and, even more frequently, tough to agree upon. There are, 
however, several sources for professional norms that are well respected. 
These include guidelines from professional societies such as the Ameri-
can Medical Association (aMa) and specialty societies such as the Ameri-
can College of Surgeons (acS). It should be noted that not every member 
of the aMa or acS agrees with all of the professional norms developed by 
these organizations and that there are frequent debates regarding these 
norms, often resulting in changes being made to them. However, these 
types of norms are generally respected and followed by medical profes-
sionals. If nothing else, they provide a starting point for identifying pro-
fessional standards of practice.
 In international medicine, local professional norms can differ greatly 
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from the professional norms of developed countries. Reasons for this 
include a practice setting with limited resources, different medical tra-
ditions based more on cultural practices than on scientific evidence, 
and a lack of basic facilities for the provision of care. When medical aid 
workers either disagree with the standards of practice in the areas where 
they are serving or insist on adhering to their own standards of practice, 
ethical issues can arise. The following case illustrates how professional 
norms can compete with each other in international medicine.

case 3.3: Medical Student Involvement
 A group of six fourth- year medical students and an attending family 
medicine physician visit a clinic in Haiti for a three- week medical aid 
mission. The main focus of the group is providing primary medical and 
obstetric care. All of the medical students have clinical experience in 
both internal medicine and obstetrics. The clinic where they are volun-
teering has a small staff of two local nurses and a local doctor. The clinic 
provides the only medical care for patients in the vast surrounding area, 
serving an average of one hundred patients per day. The local medical 
personnel welcome the extra help provided by the medical students and 
their attending physician. It allows them to make house calls while the 
aid workers staff the clinic.3
 After spending the first day learning about the common diseases in 
the area as well as the appropriate and available medications for treating 
these diseases, the medical students are prepared to begin working in 
the clinic. They start seeing patients, making diagnoses and developing 
treatment plans. The attending physician signs off on the diagnoses and 
treatment plans made by the medical students without independently 
examining the patients. Because the medical problems that the patients 
have are routine, the attending physician is comfortable giving this level 
of responsibility to the medical students.
 When a woman arrives at the clinic in labor, the attending physician 
is seeing another patient and tells two of the medical students to get her 
into a room and examine her to see if she is ready to deliver. After wrap-
ping up with his patient, the attending physician checks in with the stu-
dents, who think that the patient is ready to deliver. The attending physi-
cian examines the woman and agrees. It looks like the delivery is going 
to be routine. Since the medical students have some experience in ob-
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stetrics, the attending physician asks them if they want to take charge 
of the delivery while he continues to see the other patients. While this is 
an exciting prospect for the students, they are not confident that they are 
adequately trained to do the delivery and are unsure whether or not they 
should handle this patient without direct oversight.

caSe aNaLySIS
 Medical students doing aid work are often given significantly more au-
tonomy in caring for patients than they have in their training programs 
at home because of the large volume of patients, less strict regulations 
for clinical oversight, and the limited number of trained medical person-
nel to provide oversight. Less oversight can be positive in the sense that 
medical students are given the opportunity to gain practical experience. 
However, it can also put patients at greater risk of harm because inex-
perienced providers are treating them. The medical students are unsure 
about whether or not they should attempt to deliver the baby without 
oversight, given their limited experience doing this type of procedure.

Stakeholders
 There are several important stakeholders in this case, including the 
medical students, the patient, the attending physician, and local medi-
cal aid workers from the clinic. This analysis focuses on the medical stu-
dents but considers the other stakeholders when appropriate. In addi-
tion to the central stakeholders, the entire community is a stakeholder, 
as are the institution where the medical students are being trained and 
the organization for which the group is working.

Medical Facts
 The medical facts in this case are straightforward. The woman is in 
labor and seems to be progressing appropriately. The attending physi-
cian believes that the delivery will be uncomplicated. He thinks that the 
medical students will be able to perform the delivery without his assis-
tance or oversight. The medical students have some experience with ob-
stetrics but have never delivered a baby without oversight. They are un-
sure about whether or not they are adequately prepared to attempt the 
delivery by themselves.
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Goals and Values
 The primary goal for the intervention is to successfully deliver the in-
fant. The stakeholders value both the health and well- being of the infant 
and the mother. In addition, the attending physician and the students 
value the educational opportunity that this case presents for the students 
to gain hands- on experience, which they have not gotten at their home 
institution.

Norms
 The three bioethical norms important in this case are beneficence, 
respect for autonomy, and justice. In addressing the norm of benefi-
cence, the potential benefits of the procedure can be defined narrowly or 
broadly. In a narrow sense, the benefits to the mother and infant would 
be maximized if the attending physician, who has the most experience 
in labor and delivery, performs the procedure. More broadly, the medical 
students’ education should also be considered a benefit. The more in-
volved they are in the procedure, the greater potential they will have for 
educational benefit. The risks of the procedure will naturally be greater 
the more that the medical students are involved because they are less 
experienced in labor and delivery than the attending physician. Respect 
for autonomy, or allowing patients to make decisions regarding their 
care, is also important in this case. The woman is an important stake-
holder who should be consulted about medical student participation in 
the procedure. In the United States, patients are asked if they will allow 
trainees to be involved in their care and can request that trainees not be 
involved. Justice, or fair distribution of the benefits and burdens of medi-
cal care, is another important bioethical norm in this case. The reason 
that patients allow medical trainees to be involved in their care, from the 
perspective of justice, is that they are willing to bear the burden of lower- 
quality care for the benefit of continuing the medical enterprise into the 
future. Patients ultimately benefit from trainee involvement in their care 
because they ensure that high- quality medical care continues in the next 
generation of physicians. In international medicine, the patients who 
bear the burden of medical trainee involvement do not necessarily bene-
fit from the trainee’s medical education because the trainees are more 
likely to base their professional practice in their home country rather 
than in the developing world.
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 There are two competing professional norms in this case. The first is 
that physicians and medical trainees are expected to only do procedures 
that are within the scope of their medical training. In the United States, 
medical students are often involved in deliveries and sometimes do the 
procedures themselves. However, they do so under the strict oversight of 
attending physicians and residents. The woman in this case, by virtue of 
being poor and living in a developing country, might be subject to a dif-
ferent standard of care than a woman in the United States. Importantly, 
a different standard of care is not necessary in this case, because there is 
an attending physician who could perform the delivery, or at least over-
see the medical students. However, because there is a large volume of 
patients, and regulation is less strict, the attending physician is willing 
to let the medical students do the delivery without oversight. The second 
professional norm is that physicians have a duty to educate the next gen-
eration of physicians in order to continue to be able to provide patients 
with high- quality medical care. The attending physician sees this deliv-
ery as a good hands- on learning opportunity for the medical students.
 With respect to legal norms, laws governing the participation of medi-
cal trainees in the provision of medical care to patients often are less 
strict in developing countries. However, this does not change the ethi-
cal and professional obligations that medical providers have to their 
patients or to their trainees.

Limitations
 One significant limitation in this case is the students’ relative lack of 
training in obstetrics as compared with their attending physician. An-
other limitation is that local medical personnel are not staffing the clinic, 
so they cannot help the students or provide oversight.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 There is a spectrum of options for this case, ranging from allowing the 
medical students to take full control of the delivery to having the attend-
ing physician take charge and not involve the students at all. The justifi-
cation focuses on how to come to a compromise between these two ex-
tremes.
 The first step in justification of the options is to determine whether 
or not the option will be effective in achieving the goal. The goal in this 
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case is successful delivery of the baby. An ancillary goal is to further the 
practical training of the medical students. The more that the attending 
physician is involved in the delivery, the more likely it is that the goal of 
successful delivery will be achieved, but the less likely it is that students 
will gain practical experience. The more that the medical students are 
involved in the delivery, the less likely it is that the goal of successful de-
livery will be achieved, but the more likely it is that the students will gain 
practical experience. Because they expect that the delivery will be un-
complicated, there may still be a high likelihood of successful delivery 
with significant medical student involvement.
 The next step in justification is to determine if the benefits of the 
option outweigh its infringement on the identified norms and values. 
Allowing the medical students to deliver the baby without oversight in-
fringes on beneficence because the students lack experience, which in-
creases the risks of the delivery. If the attending physician leaves to go 
see other patients, then there is no backup if something goes wrong 
during the delivery. This option may infringe on respect for autonomy 
if the patient is either not informed of the medical students’ involve-
ment or does not want the medical students to be involved. In addition, 
the option may infringe on the professional norm of performing medical 
interventions within the scope of medical training because the medical 
students would not do this procedure unsupervised at their home insti-
tution. This option may also infringe on justice because the woman will 
take on increased risk by allowing the medical students to do the delivery 
in order for future patients, most likely in the United States, to benefit 
from their medical training. The option of having the attending physi-
cian doing the delivery has the benefit of maximizing the potential for a 
successful outcome. It infringes on the professional norm of educating 
medical students through practical experiences if they are not involved 
in the delivery at all.
 The next step in justification is to ask whether or not it is necessary to 
infringe on the identified norms and values. Whenever medical students 
or residents perform procedures, their lack of experience increases the 
likelihood of harm. If the medical students perform the procedure, it 
would be necessary to infringe on the principle of beneficence, because 
the risks would be greater than they would be if the attending physi-
cian were to perform the procedure. It would also necessarily infringe on 
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justice as well as the norm of performing procedures within the scope 
of training. If the attending physician decides to perform the procedure 
himself, he would necessarily infringe on the professional norm of edu-
cating medical students through practical experience.
 The next step in the justification process is to determine how infringe-
ment can be minimized. Neither of the extreme options discussed in this 
section minimizes infringement on the identified norms and values. In 
order to minimize infringement on the identified norms and values, a 
balance should be reached that involves medical students in the pro-
cedure at a level consistent with their training. Rather than leaving the 
medical students in charge of the delivery, which could result in harm 
to the patient, the attending physician should take an active role in the 
procedure, allowing the students to be involved while at the same time 
supervising them.
 The final step in the justification procedure is to determine whether 
the stakeholders would be comfortable sharing the decision- making pro-
cess with others. If the stakeholders are able to agree on an option that 
involves the medical students in the procedure while having them super-
vised by the attending physician, they should be comfortable sharing this 
decision because it balances their obligations to both the patient and to 
medical education.

caSe coMMeNtary
 The involvement of medical trainees in patient care requires balancing 
the obligations of attending physicians to patients and the obligations of 
attending physicians to their trainees, regardless of whether this train-
ing occurs in developed or developing countries. In developing countries, 
additional factors may encourage an increased level of medical trainee 
involvement during clinical experiences. These factors include laws that 
are less strict, numerous patients, an overwhelming amount of medical 
need, and a lack of medical providers in the areas where medical stu-
dents and residents are serving. Even though legal norms are different in 
developing countries, professional and ethical norms should remain the 
same. Attending physicians have an obligation to ensure that patients re-
ceive competent care from their trainees. They also have an obligation to 
ensure that medical trainees are involved in care at an appropriate level. 
In general, medical professionals should strive to maintain the same 
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standards of practice with respect to trainee involvement in developing 
countries as they would do in the developed world.

different professional norms
 Not only do medical aid workers encounter situations involving com-
peting professional norms, but they also face situations in which they 
hold themselves to different professional standards while in developing 
countries. This is often necessitated by limited resources and facilities. 
However, sometimes the mentality of medical aid work creates these dif-
ferent professional norms. For example, medical aid workers often leave 
the place where they are serving before all medical needs have been ad-
dressed and without ensuring the transfer of care to another medical 
provider or medical aid group. If this were done in their home countries, 
medical aid workers would likely be accused of patient abandonment. 
However, the temporary nature of international medicine has created 
a culture in which medical aid workers are not responsible for address-
ing patient complications, ensuring follow- up, or transferring patients to 
new providers. The following case illustrates a situation in which a medi-
cal aid worker questions a professional norm common in international 
medicine.

case 3.4: rural outreach clinics
 A group of medical aid workers goes to Guatemala for a two- week 
rural medicine mission. They coordinate their visit with a local church 
that runs a clinic in the area. The medical aid team plans to do twelve 
rural medical outreach clinics while in Guatemala. The team members 
bring boxes of medications with them from the United States so that they 
will be able to treat patients. About half of the ten medical aid workers 
are fluent in Spanish, but none speak the Mayan language of many rural 
Guatemalans, so they have to bring translators with them for the out-
reach clinics. As the aid workers are driving up to the first clinic site, they 
see a line of at least two hundred people standing outside the door wait-
ing to be seen.4
 They start seeing patients, making diagnoses and giving out prescrip-
tions. By lunch time they have seen about 120 patients and have run out 
of antibiotics for treating amebic dysentery, which is by far the most 
common diagnosis among these patients. They decide to continue see-



NorMS 117

ing patients and offering those with infections prescriptions that they 
can fill at the clinic, which is ten miles away. At the end of the day, they 
have seen a total of three hundred patients and have run out of almost 
all of the medications they brought with them.
 That evening, several of the group members are talking about how 
much of an impact they were able to make in just one day by seeing so 
many patients. One medical aid worker says that he is not so sure that 
they are intervening in a meaningful way, because they have no way to 
follow up with patients to determine if their interventions were success-
ful or to intervene in the future if these patients get sick again.

caSe aNaLySIS
 The medical aid worker who questions the meaningfulness of the 
work in this case brings up a couple of important points. The workers 
cannot follow up with the patients they have seen, so they will not know 
whether or not their interventions have been successful. In addition, they 
will not be able to treat patients who have adverse effects from the medi-
cations that they were given. Using the framework of the case analysis 
method, modified to address the structure of medical aid interventions, 
the following discussion focuses on the ethical issues associated with 
this model for medical aid work.

Stakeholders
 There are many stakeholders in this case. The medical aid workers 
and their patients are the central stakeholders. The organizational stake-
holders are the local church and the aid organization or medical institu-
tion that the medical aid workers represent.

Medical Facts
 There are some important general medical facts in this case. First, 
as evidenced by the line of people, there is great medical need among 
people living in rural Guatemala. The medical aid team has minimal re-
sources with which to address that need. They have medications but no 
diagnostic equipment. Even if they were to take blood or urine samples 
back to the clinic, there would be no mechanism for following up with 
patients. In addition, they have no medical records that would give them 
insight into patients’ medical histories. Basically, the rural outreach 
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clinic model is one of interviewing, examining, diagnosing, and treating 
patients in one visit without any scheduled follow- up.

Goals and Values
 From the discussion among the medical aid workers, it seems that 
the primary goal of this group is to see as many patients as possible in 
the rural outreach clinics. They are focused on what has been termed the 
body- count mentality (Dupuis 2004). Because there is no reliable mecha-
nism for following up with patients and tracking outcomes, medical aid 
groups have adopted this mentality as a proxy for quantifying the im-
pact of their work. However, the goal, more broadly defined, is to help as 
many patients as possible.

Norms
 The important bioethical norms in this case are beneficence and jus-
tice. Beneficence is the duty of physicians to maximize the benefits and 
minimize the harm to their patients. In the case of medical aid work, 
beneficence is sometimes viewed in a collective manner. Medical aid 
workers aim to maximize the benefits and minimize the harm to the 
group of patients they are serving. In addition, because outcomes are so 
hard to track, the number of patients treated is often used as a proxy for 
the amount of benefit provided by medical aid teams. Justice is the fair 
distribution of the benefits and burdens of medical care and research at a 
societal level. In this model of medical aid intervention, patients are seen 
on a first- come, first- served basis. The medical aid workers are unable 
to triage patients due to the shear volume. Therefore, while distributing 
medical care on the basis of a line might be one way to ensure fairness, 
some may argue that a more appropriate approach would be to triage by 
acuity of illness or the potential for cure.
 The professional norms important in this case are the body- count 
mentality of international medicine and the outcomes- based mentality 
of medical care in the developed world. As discussed above, the body- 
count mentality is the practice of quantifying the benefit or impact of 
medical aid work using the number of patients treated. It is a numbers 
game, with the basic idea being that the more patients seen, evaluated, 
and treated, the more the impact on the overall health of the area where 
a medical aid group is serving. The body- count mentality does not mea-



NorMS 119

sure outcomes or complications. On the other hand, medical practice in 
the developed world is very focused on outcomes and quality improve-
ment. Morbidity and mortality are closely monitored. For example, many 
surgery departments in the United States participate in the National 
Surgical Quality Improvement Program (NSQIp), which quantifies risk- 
adjusted morbidity and mortality rates in participating institutions (Itani 
2009). Through quality improvement initiatives such as NSQIp, medical 
providers in developed countries are continuously changing their prac-
tices to improve the quality of patient care and patient outcomes.
 An important legal consideration in this case is the level of responsi-
bility that medical aid workers have for the outcomes of the patients they 
treat in rural outreach clinics. In this model of international medicine, 
medical aid workers see patients once and treat them without any plans 
to follow up. If a patient has an adverse reaction to a medication or takes 
a medication inappropriately, the medical aid workers have no way of 
knowing this or of intervening to resolve the issue. Because of the tempo-
rary nature of medical aid work and its location in developing countries, 
which are less litigious toward physicians, medical aid workers may not 
be considered legally responsible for their patients’ complications.

Limitations
 There are several limitations to consider in this case. The first limita-
tion is time. The medical aid workers are spending only a couple of weeks 
in Guatemala, so they will not be able to provide long- term care for the 
patients they see. Second, the patients the medical aid workers encounter 
have limited access to health care. This may be their only opportunity to 
see a doctor for several years. Another important limitation is the ability 
of the medical aid workers to communicate with patients. Because many 
of the patients speak Mayan, the medical aid workers need translators 
for Mayan to Spanish and then from Spanish to English, which makes 
taking a history very challenging. Information can be lost or changed in 
translation, especially when translators are not trained in medical termi-
nology and when multiple translations are needed.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The medical aid workers in this case have two basic options: either 
to continue their current model of medical intervention or to redesign 
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the model. The group already has its itinerary and is in the country for 
only two weeks, so redesigning the model at this point in the mission 
might not be appropriate. However, the medical aid workers could work 
toward changing the model for future medical aid groups. This analysis 
compares the body- count mentality model to an alternative model that 
focuses on infrastructure, record keeping, community involvement, and 
outcomes monitoring. An alternative model could be designed so that 
medical aid workers help in an established clinic, keep paper records 
or set up a computerized record system, train local people to be health 
liaisons to the community, and implement a system for monitoring out-
comes.5
 The first step in justification is to determine whether or not the option 
will be effective in achieving the goals of the intervention. In this case, the 
goal of the medical aid workers is to help as many patients as possible. 
The body- count model is effective in achieving this goal in the sense that 
it maximizes the number of patients that the medical aid workers see and 
treat. The basic logic behind this model is that the more patients seen 
by medical aid workers, the more patients who are helped. The alter-
native model will decrease the number of patients that the medical aid 
workers are able to see, because those workers will have to spend more 
time documenting medical records, training community members to 
be health liaisons, and developing a system for monitoring outcomes. 
On the other hand, because it increases the amount of time spent with 
each patient, it has the potential to improve the quality of care on a per- 
patient basis. This option might be effective in achieving the goal of the 
medical aid workers in a different way than the body- count model. Over 
the long term, this model has the potential to create a sustainable infra-
structure for the delivery of health care, so patients will continue to be 
seen and helped even after the medical aid workers leave. In addition, 
it will allow clinics to monitor the quality of interventions and develop 
ways to improve the quality of patient care.
 The second step in justification is to determine whether or not the 
benefits of the intervention outweigh its infringement on the identified 
norms and values. The primary benefit of the body- count model is that 
medical aid workers can maximize the number of patients they see and 
treat. This gives them a concrete indicator of how many people they are 
potentially benefiting. This option may, however, infringe on the bioethi-
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cal norms of beneficence and justice. Beneficence requires maximizing 
the potential benefits and minimizing the risks of interventions. In the 
body- count model, the focus of patient care is on quantity rather than 
quality. Rushing to see hundreds of patients per day increases the risk 
that more patients will be misdiagnosed and incorrectly treated. This 
model may infringe on justice, which is the fair distribution of medical 
care, because it makes the choice of whom to treat based on a patient’s 
place in line. It is likely that many of the patients seen by medical aid 
workers have minor problems that could be addressed by local medical 
personnel or health liaisons in the community (if they exist). A more just 
approach may be for medical aid workers to see patients with complex 
medical problems that are difficult for local medical personnel to ad-
dress while deferring the straightforward cases to the existing medical 
system. The body- count model also infringes on the professional norm 
of outcomes- based monitoring. In the developed world, physicians and 
medical systems focus on patient outcomes to drive continuous quality 
improvement and evidence- based medicine. The body- count model does 
not monitor outcomes, so it is unable to improve interventions or patient 
care in this way. In addition, without measuring outcomes, this model 
cannot truly quantify how many patients benefit from interventions and 
to what extent they benefit. Finally, the body- count model may infringe 
on the legal responsibility of physicians to treat complications that arise 
from their medical interventions. Medical aid workers who see patients 
one time, without any plan for follow- up monitoring, currently have no 
responsibility for addressing the complications that arise from adverse 
events (such as an allergic reaction to a medication). This practice would 
not be acceptable in the developed world.
 One benefit of the alternative model for medical aid work is that it 
will likely result in higher- quality care for each patient seen by medical 
aid workers. In addition, if the medical aid workers focus on building 
infrastructure and training local health liaisons, their model will be sus-
tainable after they leave, so more patients can be helped over the long 
term. This option could infringe on the medical aid workers’ value of 
helping those in need, because spending more time with each patient, 
documenting encounters, and training local health liaisons means that 
the medical aid workers will have to turn patients away. This model also 
infringes on the body- count mentality of international medicine. If the 
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medical aid workers see and treat fewer patients, then they may be per-
ceived by their organization or by donors as doing less good than groups 
who see more patients. By deviating from this professional norm, the 
value of their work could be questioned.
 The next steps in justification are to determine whether it is necessary 
for the option to infringe on the identified values and norms, and if so, 
how to minimize that infringement. As discussed above, the body count 
model necessarily infringes on beneficence and justice. If it is logistically 
impossible to change the intervention model in the midst of the trip, 
then the medical aid workers have no choice but to continue with the 
rural outreach clinics. This option necessarily infringes on the outcomes- 
based professional norm of medical practice in the developed world be-
cause it does not even try to monitor or improve patient outcomes. In 
addition, it infringes on the legal responsibility of medical practition-
ers to address adverse events in patients resulting from treatments and 
interventions. Infringement on the outcomes- based mentality could be 
minimized if medical aid workers are able to implement an outcomes 
monitoring system in each community where they hold a clinic. This 
would be very challenging, given the lack of medical infrastructure in 
these areas. Infringement on professional responsibility could be mini-
mized by having the medical aid workers return to the villages and follow 
up with patients either during their mission or on subsequent missions. 
Alternatively, they could coordinate follow- up with the next medical aid 
group that visits the area.
 The alternative option necessarily infringes on the professional norm 
of the body- count mentality in international medicine. The medical aid 
workers will have to see fewer patients and spend more time on building 
infrastructure and training community members to be health liaisons. 
Infringing on the body- count mentality in order to create a sustainable, 
higher- quality health care system is a reasonable trade- off, so the medi-
cal aid workers should not try to minimize this infringement. It is impor-
tant for them to keep in mind that they have the ability to improve the 
health of more people by creating a sustainable system that is available 
to patients after they leave than if they work outside of the health care 
system, providing onetime interventions without follow- up or outcomes 
monitoring.
 The final step in justification of the options is to determine whether 
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the stakeholders would be comfortable sharing their decision- making 
process with others. In particular, the medical aid workers would have to 
justify their decision to their organization and ultimately to the people 
who fund their work. The option of continuing with the body- count 
model would be easy to justify in the sense that it is one of the most 
common models of medical aid work. It is very easy to quantify the num-
ber of patients seen each day and report this back to the organization 
and donors, so as to show that the medical aid workers are helping a lot 
of patients. The alternative option may actually be harder to justify to 
both the organization and donors because the quantification of impact 
is not as straightforward or as immediate. If the medical aid workers de-
cide to change their model, they will have to develop a long- term plan 
that includes building infrastructure, tracking outcomes, and training 
community members as health liaisons. They will have to justify seeing 
and treating fewer patients during their mission with the prospect of a 
sustainable health care system that will benefit more patients over the 
long term. If an alternative option is designed well and communicated 
effectively, the medical aid workers should be comfortable sharing this 
decision with others and defending their deviation from the body- count 
model.

caSe coMMeNtary
 Many international medical missions strive for the body count. They 
have the explicit goal of treating as many patients as possible (Dupuis 
2004). The body count provides a tangible outcome measure for medical 
aid workers and the organizations they serve. Medical aid workers in de-
veloping countries serve in areas of immense need, and they are gener-
ally not able to help all of the patients who need their services. The body 
count allows them to conceptualize the impact that they have made dur-
ing their missions. The body count does not, however, measure patient 
outcomes. It is based on the number of patients seen in clinic, the num-
ber of patients given medications, or the number of operative interven-
tions performed. It says nothing about the number of patients who were 
successfully treated. It is not, therefore, a measure of benefit, but rather 
a proxy estimate of benefit. The body- count mentality may reflect a belief 
that the more patients that medical aid workers encounter, the more that 
they will benefit, even if some treatments fail.
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 Beyond the limited use of the body count as a tool for measuring bene-
fits, an emphasis on the body count may contribute to negative patient 
outcomes. The body- count mentality encourages speed and efficiency 
rather than efficacy in patient care. Medical aid workers encounter 
patients who have different cultural beliefs, speak different languages, 
and often have limited education, all of which make communication dif-
ficult. The emphasis that the body- count mentality puts on efficiency en-
courages medical aid workers to limit the time spent with each patient, 
thereby further frustrating communication. This may increase the num-
ber of misdiagnoses, misunderstandings, or ineffective treatment plans.
 In surgical missions, the body- count mentality can also have signifi-
cant adverse effects on patients. It can encourage surgeons to work ex-
ceptionally long hours, leading to fatigue and reduced concentration 
(Cappello, Gainer, and Adkisson 1995; Patterson 2007; Souers 2007). 
Moreover, in order to reach their body- count goals, surgeons may choose 
to operate on patients who are not good candidates for surgery, thereby 
increasing the likelihood of morbidity and mortality (Dupuis 2004).
 Because of the potential adverse effects that the body- count mentality 
has on patient outcomes, several medical aid workers have suggested a 
change in focus. For surgical aid missions, Dupuis (2004) suggests con-
centrating on performing a few operations well and using the opportu-
nity to train local medical providers who can continue the work after 
the medical aid team leaves. This model encourages sustainable local 
care that will eventually achieve more interventions than a short- term 
medical mission. Yeow and colleagues (2002) suggest modifying the goal 
of surgical teams from benefiting the maximum number of patients to 
achieving the maximum benefit for each patient. Rather than having 
the explicit goal of treating as many patients as possible, medical aid 
workers should adjust their focus to comprehensive patient care, health 
personnel education, and medical infrastructure development so as to 
maximize the benefits to the patients they encounter and create sustain-
able, lasting change in the areas where they serve.

different Legal norms
 In addition to different bioethical and professional norms, medical 
aid workers encounter different legal norms. Differences in legal norms 
do not necessarily create ethical issues. However, when local legal guide-
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lines conflict with either legal guidelines from the medical aid worker’s 
home country or international legal guidelines, ethical issues can arise.
 In some cases, these legal norms are based on religious law. In the 
United States, physicians are generally obligated to respect medical de-
cisions based on the religious beliefs of patients, even when those beliefs 
conflict with the ability of physicians to care for patients ( Jonsen, Siegler, 
and Winslade 2010, 76–80). For example, competent adult Jehovah’s Wit-
nesses have the right to refuse blood transfusions, even in cases of im-
minent death from blood loss (Beauchamp and Childress 2001, 187). 
Physicians are not, however, required to perform surgeries on Jehovah’s 
Witnesses if those physicians are uncomfortable with not being able 
to give a blood transfusion if necessary. The following case describes a 
situation in which a patient requests a procedure that is in accordance 
with religious law but is not medically indicated.

case 3.5: Amputation for Sharia Law
 Two police officers bring a man to a hospital in Afghanistan where 
an American surgical aid team is stationed. They explain to one of the 
attending surgeons that the man has been convicted of robbery and that 
under Sharia law his punishment is amputation of the right hand. They 
tell the surgeon that the man has requested that the amputation be done 
at a hospital and ask if she will perform the procedure. If she does not 
agree to do the procedure, they are going to bring him back to the police 
station and do it themselves that day. The surgeon is troubled by this re-
quest, because she is being asked to perform a medically unnecessary 
procedure that will cause significant and irreversible physical damage. 
However, if she does not perform the procedure it will still be done, in a 
less sterile environment without anesthesia by an untrained individual, 
and have a higher risk of morbidity and mortality.6

caSe aNaLySIS
Stakeholders

 The surgeon, the man, and the police are the primary stakeholders in 
this case. The man has come to the physician, albeit involuntarily, in an 
attempt to decrease the risks of serious adverse effects or death from the 
amputation that will be done regardless of the surgeon’s participation. 
While there is international legal guidance on this type of situation, it 
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still poses a challenging ethical issue for the surgeon. This analysis fo-
cuses on the surgeon’s moral dilemma in spite of clear international law.

Medical Facts
 In this case, the man does not have a medical problem, but rather is 
seeking a medical intervention to minimize the risks of harm from an 
amputation that is required for religious and legal reasons. The amputa-
tion would have fewer risks if performed by the surgeon rather than at 
the police station. The risks of amputation include hemorrhage, infec-
tion, permanent disability, and death. However, there is no medical indi-
cation for the surgeon to perform the amputation.

Goals and Values
 The goal of each stakeholder in this case is somewhat different. The 
surgeon does not want the man to have an amputation because it is not 
medically indicated. The man wants to minimize pain and complications 
from the amputation. The police simply want the amputation to occur 
and are not particularly concerned about minimizing the risks.
 The primary value of the surgeon is to use her medical skills only 
within the purview of legitimate medical practice. She does not believe 
that nontherapeutic amputation fits within this purview. The man either 
values adhering to Sharia law or at the least recognizes that he has no 
choice but to accept his punishment as determined by Sharia law. The 
man also values maintaining the functionality of his limb, avoiding 
serious adverse effects, and avoiding death. The police value observing 
Sharia law and carrying out punishments in accordance with it.

Norms
 The three bioethical norms important in this case are respect for au-
tonomy, nonmaleficence, and beneficence. Respect for autonomy re-
quires that physicians respect and follow the decisions made by patients 
regarding their medical care. Respect for autonomy also encompasses 
respect for the religious beliefs and values of patients and for decisions 
made based on these beliefs and values. However, there are limits to re-
spect for autonomy, one of which is that physicians are not required to 
perform procedures that are outside the purview of medicine. The norm 
of nonmaleficence requires that physicians do not perform procedures 
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that exclusively cause harm to patients without any medical benefit. In 
the absence of Sharia punishment, the physician would not even con-
sider performing an amputation on a perfectly healthy adult because the 
procedure itself is harmful and without any medical benefit. The differ-
ence in this scenario is that there might be medical benefit in the sense 
that having the amputation performed at the police station increases 
the risks of morbidity and mortality. This is why the bioethical norm of 
beneficence, or the duty of physicians to maximize benefits and mini-
mize harm, is important. The patient believes that he will benefit from 
having the amputation performed by the surgeon rather than by the 
police, because he will likely endure less pain, have less disability, and 
have a lower risk of infection and hemorrhage.
 The professional norm important in this case is the obligation of 
physicians to perform procedures that are within the purview of legiti-
mate medical practice. While some physicians disagree about whether or 
not certain procedures are within the purview of legitimate medical prac-
tice (abortion, for example), many would agree with this surgeon’s belief 
that a nontherapeutic hand amputation is outside the accepted practice 
of medicine.
 The different legal norms in this case contribute to the surgeon’s un-
certainty. Sharia law, which mandates amputation as a punishment for 
robbery, is the basis of legal norms in Afghanistan. However, interna-
tional legal guidelines prohibit physicians from engaging in certain pun-
ishments of prisoners (ohchr 1982). This case illustrates a situation in 
which the physician would not be allowed to participate in prisoner pun-
ishment according to international law.

Limitations
 There are no limitations to the man’s ability to adhere to the amputa-
tion. To the contrary, both the man and the police make it clear that the 
amputation is going to happen whether or not the surgeon performs it. 
The surgeon has access to the resources and facilities necessary to carry 
out a successful amputation.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The options that the surgeon has in this case are to perform the ampu-
tation requested by the man or not to perform it. The first step in justifi-
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cation of the options is to determine whether the option will be effective 
in reaching the identified goals. If the surgeon decides to perform the 
amputation, she will be able to achieve the goals of minimizing adverse 
effects, minimizing pain, reducing the risk of death, and amputating the 
hand. She will not achieve her own goal of not having the amputation 
performed at all. If the surgeon does not perform the procedure, then it 
will be left to the police. The amputation by the police will most likely 
result in more severe pain, more prominent disability, and more severe 
adverse effects. Moreover, the man has a greater likelihood of dying if the 
police do the amputation. By not performing the procedure, the surgeon 
will not achieve the goal of minimizing adverse effects, pain, or the risk 
of death, but will still be allowing the amputation to occur.
 The second consideration in justifying the options is whether or not 
the benefits of the option outweigh its infringement on the identified 
values and norms. If the surgeon decides to perform the amputation, 
she will benefit the patient by providing a safer, less painful procedure 
that has a lower risk of adverse effects and will probably result in less 
significant disability. Performing the procedure is also consistent with 
respect for autonomy because it allows the patient his choice of having 
the amputation performed by a surgeon rather than by the police. This 
option will, however, infringe on the ethical norm of nonmaleficence, 
because the amputation will result in harm to the patient without any 
medical benefit. It will also infringe on the professional norm of only 
performing procedures that are within the purview of medicine. Fur-
ther, this option infringes on international legal guidelines that prohibit 
medical professionals from being involved in prisoner punishment.
 The benefit of not doing the amputation is that the surgeon will not 
be performing a procedure that is exclusively harmful to the patient. This 
option adheres to the professional norm of only performing procedures 
that are within the purview of medicine. In addition, it is in line with 
international legal guidelines. Not performing this procedure may in-
fringe on the ethical norm of beneficence because allowing the ampu-
tation to occur in the police station will increase the risks of pain, ad-
verse effects, and significant disability as compared with performing the 
amputation in the operating room. It may also infringe on the norm of 
respect for autonomy—in particular, respect for the religious beliefs of 
the patient. However, one important limit to patient autonomy, with re-



NorMS 129

spect to this case, is the autonomy of the medical provider. Physicians 
are not obligated to perform procedures that contradict sound medi-
cal practices, even when these procedures are requested by competent 
patients ( Jonsen, Siegler, and Winslade 2010, 98). In this case, the physi-
cian would be justified in infringing on the autonomy of the patient to 
make medical decisions based on his religious beliefs for two reasons: 
the requested procedure contradicts sound medical practices, and the 
man will still be able to have his hand amputated without the surgeon’s 
intervention. This option does not infringe on the legal norms of Sharia 
law because the police will amputate the man’s hand regardless of the 
surgeon’s involvement.
 The third consideration for justification is whether infringement 
on the identified norms and values of the stakeholders is necessary to 
achieve the desired goal. Whichever option the surgeon chooses will nec-
essarily infringe on some of the identified norms and values. The only 
way to prevent infringement would be to convince the police and the 
man that the amputation should not be done, which seems unlikely in 
this case.
 The next consideration for justification of the options is whether or 
not the level of infringement is minimized. If the surgeon chooses to per-
form the amputation, there is nothing that she can do to minimize the in-
fringement on nonmaleficence or on the identified legal and professional 
norms. She will be harming the patient as well as violating professional 
and legal norms. If the surgeon chooses not to perform the procedure, 
she can minimize the infringement on the principle of beneficence by 
offering postamputation care to control bleeding and prevent infection.
 The final consideration for justification of the options is to determine 
if the surgeon would be comfortable in sharing her decision- making pro-
cess with others. If she chooses to perform the procedure, she would have 
to explain why she engaged in an activity that is outside the scope of ac-
cepted medical practice and prohibited by international law. If she deter-
mines that the benefits of participation are so great that they can justify 
these infringements, then she should be willing to share this reasoning. 
If she decides not to perform the procedure, her explanation for choos-
ing this option would rely on adherence to international law and profes-
sional norms. Of the two options, the one that better achieves the criteria 
for justification in this case is that of not performing the procedure.
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caSe coMMeNtary
 In addition to international legal guidelines, some medical aid orga-
nizations have policies regarding medical aid worker participation in 
Sharia punishment. For example, the International Committee of the 
Red Cross (Icrc) refuses to allow any medical aid workers to participate 
in this practice or even to provide logistical support for it (such as oper-
ating room space or sterile instruments) (Perrin 1999). Médecins Sans 
Frontières (MSf) also opposes amputations for the purpose of Sharia law. 
MSf, like the Icrc, does not totally oppose Sharia law, but only the cor-
poral punishment that is permitted under it, such as stoning and ampu-
tations. MSf aid workers are not allowed to participate in amputations 
for Sharia law in any capacity (for example, preparations, provision of in-
struments, or the procedure itself ) (Nolan 1999).
 The surgeon’s decision in this case is challenging because she knows 
that if she does not perform the amputation, then it will still happen, 
and will happen in much less satisfactory conditions. In cases like this, 
the medical aid worker should familiarize himself or herself with both 
international laws and the guidelines of the medical aid organization for 
which he or she is working. Because both international guidance and the 
guidance of well- respected medical aid organizations clearly state that 
physicians should not be involved in Sharia amputations, even in situa-
tions when the participation of the medical aid worker will limit the com-
plications of the amputation, it would be challenging for the physician 
to justify participation in this procedure. It is, however, acceptable, and 
even obligatory in emergent situations, for medical aid workers to treat 
any complications that result from Sharia amputations.
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ne of the most striking characteristics of international medi-
cine in developing countries is the vast array of limitations 
faced by medical aid workers and their patients. Many medi-
cal aid workers serve in clinics that are barely functioning and 
have little to offer in the way of supplies. Limitations in facili-

ties, supplies, and equipment in developing countries often force medi-
cal aid workers to perform procedures or prescribe treatments that de-
viate from the standard of care they would adhere to in the developed 
world. In addition, medical aid workers often have an explicit need to 
ration medications because the demand is much greater than the supply.
 Beyond limitations in resources, medical aid workers in developing 
countries often serve patients who otherwise have little or no access to 
health care. The majority of people in developing countries live in severe 
poverty, with many surviving on less than one dollar a day (Who 2008). 
Moreover, developing countries are plagued by a higher burden of dis-
ease than developed countries. An additional factor that contributes 
to patients’ limited access to health care is the paucity of well- trained 
health care providers in developing countries.
 Beyond the limitations of developing countries, medical aid work itself 
has inherent limitations, the most apparent of which is time. Medical aid 
workers only serve temporarily, for weeks or months, before returning to 
their home practice. The nature of international medicine requires medi-
cal aid workers to leave the areas where they are serving before they can 
treat all the patients in need of care, or follow up with the patients they 
have already treated.

Limited resources
 The limitations encountered in international medicine create, or con-
tribute to, a myriad of clinical ethical issues. One issue that comes up 
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 Limitations
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repeatedly in narratives by medical aid workers is the limited supply of 
medical resources with which they have to work. Medical aid workers 
often have to decide on how to distribute the limited supply of resources 
to a patient population with great medical need. In developed countries, 
there is a relative excess of available medications, so physicians can make 
diagnoses and give patients prescriptions for their medications with the 
reasonable expectation that the medications will be available at a phar-
macy. However, in developing countries, physicians must make tough 
decisions about whom to give medications to because they cannot treat 
every patient who needs them. The following case illustrates how limited 
medical supplies can create ethical issues in international medicine.

case 4.1: chronic hypertension
 A forty- five- year- old man presents to a clinic in El Salvador where 
medical aid workers are providing free health screenings and medica-
tions. This is the first time the man has seen a physician in four years. 
A medical aid worker examines the man and finds that his blood pres-
sure is 160/100. This is well above the normal range, so the medical aid 
worker diagnoses the patient with essential hypertension. The medical 
aid worker asks the man about lifestyle factors that may be contributing 
to his hypertension. The man reports that he eats a high- salt diet with 
few fruits and vegetables. He is also a smoker, averaging one pack of ciga-
rettes a day for the past twenty years.1
 The medical aid worker believes that changes in the patient’s lifestyle 
would have a measurable effect on his blood pressure, but when he sug-
gests that the man quit smoking or change his diet, he is met with resis-
tance. The patient tells the medical aid worker that he enjoys smoking 
and that all his friends smoke, so it would be impossible to quit. He says 
that he cannot change his diet because he cannot afford healthy foods 
like fruits and vegetables. Without lifestyle changes, pharmaceutical 
intervention is necessary to control the patient’s hypertension.
 The medical aid worker has a six- month supply of blood- pressure 
medication that he can give to the patient. Because the patient relies 
on medical aid groups like this one for care, the medical aid worker is 
not sure whether a six- month supply of medicine is going to be enough 
to treat him until the next medical aid group visits. The local pharmacy 
sometimes carries the blood- pressure medicine, but it is very expensive, 
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so the patient would not be able to afford to buy more if he runs out. The 
medical aid worker is unsure about whether he should start this patient 
on antihypertensive medication without knowing if the patient will be 
able to continue this treatment regimen when the initial supply runs out.

caSe aNaLySIS
 The medical aid worker in this case must decide whether or not to 
give a patient with hypertension a six- month supply of antihypertensive 
medications. This case is complicated by the fact that the patient has 
limited access to health care and will be unable to refill his medications 
unless another medical aid groups brings more to the area. The two cen-
tral stakeholders in this case are the medical aid worker and the patient. 
In addition, the community as a whole can be seen as a stakeholder, be-
cause the lack of healthy food and the culture of smoking in the commu-
nity are contributors to the patient’s hypertension. It is likely that many 
other community members have hypertension, heart disease, or diabetes 
because of the same risk factors.

Medical Facts
 The patient visited the clinic for a general medical checkup and has 
not been having any symptomatic medical problems. On exam, the medi-
cal aid worker found that the patient has high blood pressure. Techni-
cally, the diagnosis of essential hypertension would need to be verified at 
a follow- up visit, but the medical aid worker will not be in the area long 
enough to follow up with the patient. The medical aid worker wants to 
treat the patient’s hypertension because this condition puts him at risk 
of myocardial infarction and stroke, both of which are life- threatening 
conditions. The two general ways to manage essential hypertension are 
lifestyle modifications and pharmaceutical interventions. One essential 
element of hypertension treatment in developed countries is follow- up 
monitoring of blood pressure to determine whether or not lifestyle modi-
fications or pharmaceutical interventions are effective. Often, patients 
require additional or different medications in order to control their blood 
pressure, and close monitoring is the only way to determine when this is 
necessary.
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Goals and Values
 The goal for the medical intervention in this case is to lower the 
patient’s blood pressure so as to decease his risk of stroke and myo-
cardial infarction. The patient values maintaining his current lifestyle, 
which eliminates one of the two identified treatment options. He also 
values his health, but because he is asymptomatic, he probably does not 
believe that his condition is worrisome.

Norms
 The ethical norm of beneficence—maximizing the benefits of an 
intervention and minimizing the risks—is important in this case. Phar-
maceutical interventions have the potential to be effective in control-
ling the patient’s hypertension. However, they can also have unpleasant 
side effects such as dizziness, nausea, and frequent urination. More-
over, if these medications are taken sporadically, they are not effective 
in decreasing blood pressure. They can also cause medical problems if 
stopped abruptly (for example, rebound hypertension).
 The professional norm of ensuring that patients are able to adhere to 
treatment plans is also important in this case. Physicians in developed 
countries discuss diagnoses, prognoses, and treatment options with 
patients, and allow patients to decide which option is most consistent 
with their values and limitations. The same approach to treatment plans 
should be taken in developing countries, because if physicians unilater-
ally impose treatment regimens, patients may not want to or be able to 
adhere to them.
 The legal duty to treat patients with the standard of care is an im-
portant norm for the medical aid worker to consider in this case. The 
patient has a chronic, but controllable, medical condition. The medical 
aid worker has antihypertensive medications that he could give to the 
man for six months’ worth of treatment. In the developed world, if a 
patient is unable or unwilling to implement lifestyle modifications, then 
the standard of care is to use an antihypertensive medication and moni-
tor blood pressure at follow- up visits. Although the medical aid worker 
should not be worried about legal repercussions, he should consider if he 
would be legally obligated to provide the antihypertensive medications 
to this patient if he were in his home country, and whether or not the con-
text of the situation changes his legal responsibility.
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Limitations
 There are significant limitations to both of the treatment options for 
the patient’s hypertension. The patient is not willing to quit smoking or 
change his diet, meaning that he will not comply with lifestyle modifi-
cations to lower his blood pressure. The medical aid worker only has six 
months’ worth of antihypertensive medications. He is not sure that this 
will be enough medicine for the patient until the next medical aid group 
arrives or if the next group will even have the same medication avail-
able. Furthermore, the patient cannot afford to buy more medication if 
he runs out before the next group arrives. In addition to limited supplies, 
the medical aid worker has limited time. This means that he cannot fol-
low up with the patient to determine if the medications are working.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The realistic options that the medical aid worker has in this case are 
either to give the patient a six- month supply of hypertension medica-
tion, hoping that he will be able to get more before it runs out, or not to 
give him the medication. The medical aid worker could try to counsel the 
patient further on the importance of lifestyle modifications, but this is 
unlikely to be effective, since the patient is not motivated to make these 
changes, and the medical aid worker cannot follow up with the patient to 
hold him responsible for the changes.
 The first step in justification is to determine whether the options will 
be effective with respect to the goal. The goal in this case is control of 
the patient’s blood pressure. The option of providing the patient with 
the six- month supply of medications may result in short- term blood- 
pressure control. However, essential hypertension is a chronic disease 
that requires long- term control to effectively decrease the risks of myo-
cardial infarction and stroke. Not giving the patient the medications 
will not result in blood- pressure control, even in the short term. Neither 
option available in this case is guaranteed to achieve the goal of long- 
term blood- pressure control.
 The next step in justification of the options is to determine whether 
the benefits of the option outweigh its infringement on the identified 
norms and values. The option of giving the medications has the poten-
tial benefit of controlling the patient’s hypertension for a couple of 
months. It infringes on the norm of ensuring that patients can adhere to 
treatment plans, because the medical aid worker is not sure whether or 
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not the patient will be able to continue the treatment for more than six 
months. This option may also infringe on the norm of beneficence. The 
risks of giving the hypertension medication include side effects such as 
dizziness, hypotension, and electrolyte abnormalities, as well as adverse 
effects from abruptly stopping the treatment, such as rebound hyperten-
sion. If the patient takes the medications sporadically in order to make 
them last longer, they will not be effective in controlling his blood pres-
sure. Not only are there risks to giving the patient the medications, there 
is also no mechanism for following up with the patient to determine if 
he is taking the medications, if he is experiencing side effects, or if the 
medications are effective in controlling his hypertension.
 The option of not treating the patient has the benefit of not exposing 
him to the risks of antihypertensive medications. It may, however, in-
fringe on beneficence. By not giving the patient the medications, there 
is no potential short- term benefit of blood- pressure control. At the same 
time, this option does not pose the same risks of adverse effects as giving 
the medication. This option may also infringe on the legal norm of pro-
viding the standard of care, because antihypertensive medications are 
considered standard for essential hypertension in patients who cannot 
modify their lifestyle or whose blood pressure does not respond to life-
style modifications.
 The next steps in justification are to determine if infringement on 
the identified norms and values is necessary, and if so, how it can be 
minimized. The option of giving the medications necessarily infringes 
on beneficence in the sense that the treatment is suboptimal. The medi-
cal aid worker cannot maximize the benefits and minimize the harm to 
the patient in the same way that he would be able to in the developed 
world. He could minimize infringement by explaining the potential side 
effects to the patient and instructing him to discontinue the medications 
if they occur. In addition, the medical aid worker could train commu-
nity members to check blood pressure so that the patient can follow up 
with them to see if the medications are working. This option also neces-
sarily infringes on the professional norm of making a treatment plan that 
patients can adhere to. Infringement on this norm could be minimized 
by communication with the next medical aid group about what medica-
tions it should bring and which patients need follow- up.
 The option of not giving the medication to the patient necessarily in-
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fringes on beneficence because it has a relatively unfavorable risk- benefit 
ratio. Without hypertension control, the patient is at risk of myocardial 
infarction and stroke, both of which can be life threatening. Infringe-
ment could be minimized by encouraging small lifestyle changes, such 
as decreasing salt intake or getting more exercise, so as to try to improve 
the man’s blood pressure. The problem with this approach is that the 
patient may agree to change his lifestyle, but without follow- up the medi-
cal aid worker will not be able to determine if the patient has made these 
changes or if the changes have had an effect on the patient’s blood pres-
sure. This option does not necessarily infringe on providing the standard 
of care, because the medical aid worker cannot provide the standard of 
care with either option. Hypertension is a chronic disease, so there is not 
much difference between controlling blood pressure for six months ver-
sus not controlling blood pressure at all with respect to the risks of stroke 
and myocardial infarction.
 The final step in justification is to determine whether or not the stake-
holders would be comfortable sharing their decision- making process 
with others. Because the medical aid worker cannot make a plan for the 
patient to receive blood- pressure medications over a prolonged period, 
and there is no capacity for monitoring the patient for medication adher-
ence, side effects, and efficacy, he should be reticent about starting the 
patient on the blood- pressure medication. A six- month course of treat-
ment without any follow- up is useless for the chronic control of blood 
pressure. If the medical aid worker cannot ensure that the patient will be 
able to continue an antihypertensive medication regimen with regular 
clinic follow- up, then he should be comfortable sharing with others his 
decision not to start antihypertensive medications.

caSe coMMeNtary
 This case illustrates one of the major shortcomings of temporary 
medical aid experiences: they are not designed to address the needs of 
patients with chronic medical conditions. Because some medical aid 
missions aim to see patients who do not have reliable access to health 
care, medical aid workers cannot guarantee that the patients will con-
tinue to receive medications and monitoring after they leave. While 
medical aid workers can offer curative treatments for acute conditions, 
they cannot provide a lifetime’s supply of medications to control chronic 
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diseases. Medical aid workers should recognize these limitations, con-
sider the risks of providing temporary treatment for chronic diseases, 
and decide whether or not limited interventions will truly help patients.
 If medical aid workers find that a particular chronic disease is rampant 
in the community where they are serving, they may be able to take steps 
toward providing appropriate and continued treatment. For example, a 
medical aid group could return to the same area regularly, bringing sup-
plies of medications that will allow patients to continue treatment. If 
the individual medical aid workers cannot return to the area, they could 
work with local medical personnel to provide essential medications for 
chronic disease management. This can be logistically difficult because it 
requires a steady supply of medications and education of local medical 
personnel about these medications. Medical aid workers could, alterna-
tively, bring this need to the attention of their organization so that the 
organization can arrange regular medical aid missions to the area that 
ensure a continuous supply of medications to meet the needs of patients 
with chronic conditions.

Limited Access to health care
 The patients whom medical aid workers encounter in developing 
countries often have little or no access to health care. To complicate this 
situation, developing countries bear a higher burden of disease than de-
veloped countries. Limited access to health care creates many medical 
problems. Patients are often sicker or have advanced diseases by the time 
they are seen by medical aid workers. In addition, they generally have 
more comorbid conditions, which can affect or complicate treatment 
plans. Patients who have limited access to health care often have lim-
ited access to other resources such as clean water, adequate shelter, and 
food. These poor living conditions can contribute to the medical prob-
lems of patients and put constraints on treatment options. The following 
case illustrates a situation in which a patient has limited access to health 
care and subsists in poor living conditions, both of which complicate the 
medical aid worker’s ability to provide her with optimal treatment.

case 4.2: treating tuberculosis
 A twenty- eight- year- old woman complaining of a persistent cough 
with intermittent hemoptysis, fever, and weight loss presents to a clinic 
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staffed by medical aid workers in Peru. The medical aid worker that she 
sees suspects the woman has tuberculosis (tB) and collects a sputum 
sample. The laboratory confirms that the woman has tB, but that it is a 
strain susceptible to all first- line medications. In accordance with World 
Health Organization standards, the medical aid worker plans to start the 
woman on directly observed treatment, short course (DotS). He tells her 
that she must come back to the clinic three times each week for the next 
six to eight months to receive medications to treat her tB. He also tells 
her that she needs to sleep in an open room away from others in order to 
make sure that she does not spread the disease.2
 The woman tells the medical aid worker that she lives in a small one- 
room house with her husband and four children and that she does not 
have an open room to sleep in away from the rest of the family. She also 
works most days during the hours that the clinic is open, so she can only 
come to the clinic once a week to take her medications. She cannot give 
up her job to follow the treatment plan, because she has to help sup-
port her family. Given these limitations, the medical aid worker wonders 
whether or not he should begin treating her for tuberculosis, since it is 
likely that she will not be able to adhere to the treatment plan.

caSe aNaLySIS
Stakeholders

 The two primary stakeholders in this case are the patient and the 
medical aid worker. In addition, the patient’s family and close contacts 
are stakeholders because they are at risk of contracting tB. The medical 
aid worker has identified a couple of limitations to the woman’s ability 
to receive optimal treatment for tB. First, she will not be able to comply 
with DotS because of her work schedule. Second, she cannot keep her-
self quarantined from the rest of her family, meaning that she will be 
putting them at risk of infection and herself at risk of reinfection if they 
are not treated appropriately. The decision that the medical aid worker 
and patient must make is whether to implement the standard DotS 
treatment plan given the patient’s limitations.

Medical Facts
 The medical facts in this case are straightforward. The woman has 
susceptible tB, confirmed by lab testing. DotS is an effective treatment 
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regimen for susceptible tB. Without adequate treatment, the patient 
is at risk of dying. In addition, her family members and close contacts 
are at risk of contracting tB. The risk of incomplete treatment is that 
the patient could develop drug- resistant tB, which is more expensive to 
treat, has a greater likelihood of treatment failure, and has a higher risk 
of morbidity and mortality. In addition to making sure that he knows all 
the medical facts, it is important for the medical aid worker to elicit the 
patient’s understanding of her medical condition, because it might differ 
significantly from what he expects her to believe. Many patients in de-
veloping countries believe in supernatural etiologies of disease and use 
traditional healing practices. The patient’s beliefs regarding her disease 
may impact her willingness to adhere to the DotS regimen.

Goals and Values
 The goal of the medical aid worker and patient in this case is cure of 
the patient’s tB. The patient values her job as a means to support her 
family. While not discussed in this case, the patient’s family likely values 
her not only as a provider but also as a person they love and want to have 
around them.

Norms
 The ethical norms of nonmaleficence, beneficence, and relationality 
are important in this case. Nonmaleficence requires that physicians re-
frain from interventions that are harmful to patients, without a potential 
for benefit. If the medical aid worker is sure that the patient will not be 
able to adhere to DotS, then giving her the medications puts her at risk 
of developing a drug- resistant infection without the potential for curing 
her tB. If the medical aid worker is unsure about the patient’s ability to 
adhere to DotS, he should consider the risks and benefits of starting 
treatment, trying to maximize the potential for benefits and minimize 
the risks in order to be consistent with the norm of beneficence. The 
ethical norm of relationality is important in this case because the rela-
tionship that the woman has with her family members is important. She 
works so that she can help provide for her children. Without her job, she 
would be unable to fulfill this obligation.
 The professional and legal norms important in this case center on the 
duty of the physician to provide a standard of care. Professional guide-
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lines from the Who emphasize that DotS is the worldwide standard of 
care for susceptible tB. In addition, several international initiatives have 
made DotS readily available to patients in developing countries. Because 
DotS is the standard of care, the physician should consider whether or 
not he has a legal obligation to begin therapy in this patient, given that 
she may not be able to successfully complete it.

Limitations
 There are two significant limitations to the treatment options in this 
case. First, the patient lives in a one- room house with five other family 
members. She cannot separate herself from the rest of the family while 
they sleep, which increases their risk of contracting tB. In addition, the 
patient’s work schedule will not allow her to visit the clinic three times a 
week to take her medications.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The options in this case range from starting the patient on the DotS 
regimen and insisting that she come into the clinic three times a week, 
to refusing to treat her because of the likelihood that she will be non-
compliant. Neither of these extreme options will be effective in achiev-
ing the goal agreed upon by the stakeholders in this case, so they must 
determine if they can negotiate a compromise that allows the patient to 
get treatment and continue to work.
 The most important determination to make in justifying a treatment 
plan in this case is to decide whether it will be effective in achieving the 
goal of successfully treating the patient’s tB. In order for the plan to be 
effective, it must be medically appropriate, meaning that the patient 
must get the correct medications at the correct intervals. In addition, the 
plan must be sensitive to the patient’s work obligations. If a treatment 
plan can be formulated to be both medically appropriate and sensitive to 
the patient’s work schedule, then the option will not only be effective, but 
it will be consistent with the norms and values identified by the stake-
holders, so infringement will not be necessary.
 If the medical aid worker and the patient cannot agree upon a treat-
ment plan that will be effective, then the medical aid worker will have 
to decide between providing partial treatment, which might provide 
some symptomatic relief but not be curative, or not providing any treat-
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ment. If these are the only two options for the stakeholders, they should 
go through the process of justification to determine which one they 
should choose. The first step is to determine whether either option has 
the potential to achieve the desired goal. Unfortunately, neither of these 
two options has the potential to achieve the goal of curing the patient’s 
tB. Both will most likely result in eventual death from tB, although par-
tial treatment may help her to survive for longer or control some of her 
 symptoms.
 The next step in justification is to determine whether the benefits 
of each option outweigh its infringement on the identified norms and 
values identified in the case. Beginning with the patient’s obligations 
to her family, neither of the options will immediately infringe on the 
patient’s ability to fulfill her obligations to support her family by work-
ing. However, her disease will eventually progress to the point where she 
cannot work any longer, which will probably happen more quickly if she 
is not treated at all. In addition, she risks infecting both her family and 
her co- workers by continuing to work and not getting appropriate treat-
ment. The norms of beneficence and nonmaleficence require that the 
stakeholders determine the risks and potential benefits of the options. 
The benefits of partial treatment include an increased life expectancy 
and symptom control. If the patient receives partial treatment, there is 
a risk that she will develop drug- resistant tB, which is more difficult to 
treat than susceptible tB. And if she develops drug- resistant tB, there is 
also a risk that she will spread this infection to her family and other close 
contacts in the community. If she is not treated, she will continue to ex-
hibit the symptoms of tB and will likely die from the infection. She will 
continue to put her family and other community members at risk of con-
tracting tB, but not of contracting drug- resistant tB. Both of the options 
present significant risks to the patient and her family, so neither is ideal 
with respect to the norm of beneficence.
 The next step in the justification process is to determine whether in-
fringement on the norms and values is necessary, and if so, how it can 
be minimized. Because both of the options will most likely result in 
the woman’s death, they will both eventually infringe on relationality 
because the woman will not longer be able to support her family. In 
addition, neither has a favorable risk- benefit profile. While the option 
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of partial treatment has marginal potential benefits, it also has more- 
significant risks because of the likelihood that the woman will develop 
drug- resistant tB, putting her family members and other close contacts 
at risk of contracting this disease. The option of not treating the woman 
does not have the potential for even marginal benefits, but it also does 
not have the risk of creating a drug- resistant infection. Both of these 
options infringe on beneficence, and this infringement cannot be mini-
mized, given the limitations.
 The final step in the justification process is to determine whether or 
not the stakeholders would be comfortable sharing their decision- making 
process with others. Because neither of the options that the stakeholders 
have to choose from is ideal, neither will be easy to share with others, 
especially the patient’s family. However, if there is truly nothing that can 
be done to negotiate an effective treatment plan (such as changing the 
clinic hours to accommodate patients who work), then the medical aid 
worker and patient have to make a decision between two marginal op-
tions. If they have an open and honest discussion about the options, they 
should be comfortable sharing with others the negotiation process, its 
failure, and the rationale behind their ultimate choice.
 Of the two marginal options discussed in this analysis, the option of 
no treatment would be a better choice in this case versus that of partial 
treatment, for several reasons. First, if the woman infects others with tB, 
they will more easily be treated because their infection will not be drug 
resistant. Second, when she reaches the point of being too sick to work, 
she can still be treated with the DotS regimen rather than second- or 
third- line drugs, which are more expensive and less available. By holding 
off on treatment, the medical aid worker will increase the likelihood that 
the woman can successfully be treated in the future and that others who 
contract the disease can also be successfully treated.
 This case takes an extreme position in that it recommends not pro-
viding a standard treatment to a patient who has a serious illness. In 
real situations like this case, medical aid workers should focus on figur-
ing out how to get the patient appropriate treatment, only choosing not 
to provide treatment if this is absolutely the sole option. There are sev-
eral strategies that aid workers can implement to provide needed medi-
cations, such as having a health care liaison bring medications to the 
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patient daily or having the patient come to the clinic weekly for a full 
week’s worth of medicine. If the clinic has the supplies to provide treat-
ment, medical aid workers should be able to work with patients to pro-
vide appropriate treatments.

caSe coMMeNtary
 Socioeconomic and environmental factors can significantly impair 
patients’ ability to access health care and comply with treatment plans 
in developing countries. This case illustrates how medical aid workers 
may be left with unsatisfactory options in the face of patient limitations. 
The complicating factor in this case is that ineffective treatment not only 
puts the patient at risk of developing drug- resistant tB but also puts her 
family and other close contacts at risk. In this scenario, drug- resistant tB 
could spread through the community, exponentially increasing the costs 
of treatment and decreasing the potential for effective treatment. Par-
tial treatment is not only ineffective at achieving the goal of treating the 
patient’s tB, but is also potentially harmful to the patient and to others 
that she comes into contact with.
 If medical aid workers recognize that treatment noncompliance is a 
common problem in an area where they are serving, they may be able to 
make changes that help patients adhere to treatment plans. For example, 
Partners in Health employs community health workers to visit the homes 
of patients with aIDS and tB, bringing them their medications so as to 
ensure compliance (Lyon and Farmer 2005). In addition, this organiza-
tion has shown that providing food aid along with medication is corre-
lated with a high rate of patient compliance (Farmer 2005; Mukherjee 
et al. 2006).
 When medical aid workers encounter patients who require long- term 
treatments, it is important that they are aware of the barriers to adher-
ence and that they work with patients and communities to minimize 
these barriers. They should also recognize that partial treatment can 
cause significant harm when it has the potential to create drug- resistant 
strains of diseases that are less easily treated. The notion that any treat-
ment is better than no treatment is not an appropriate mind- set in inter-
national medicine, especially when patients risk developing more seri-
ous problems with substandard treatments.
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Limited Medical personnel
 In addition to limited medical resources and limited patient access 
to health care, developing countries are plagued by a shortage of trained 
medical personnel. Measured by the standards of developed countries, 
the most highly trained medical personnel in developing countries are 
often untrained or undertrained, having been exposed to medical work 
through apprenticeships rather than through formal education (Camp-
bell 2003; Leo 2003; Nijssen- Jordan 2007). This problem is magnified 
because many of the best- trained health care professionals in develop-
ing countries move to developed countries to work. This leaves respon-
sibility of providing medical care and performing surgical procedures to 
less trained personnel such as nurses, clinical officers, and medical assis-
tants (Levin 2007; Nijssen- Jordan 2007; Pham and Tollefson 2007).
 Ethical issues can arise as a result of limited, or inadequately trained, 
medical personnel. For example, the lack of medical personnel, or their 
lack of training, can create situations in which medical aid workers are 
the most qualified individuals to perform procedures, even if they would 
not be considered qualified to do this at home. Especially in emergent 
situations, medical aid workers may be the only people able to intervene. 
Given the unfamiliarity that medical aid workers have with some of the 
interventions they are asked to perform, they must determine when it 
is appropriate to intervene. The following case illustrates an emergent 
situation in which a medical aid worker is asked to provide care beyond 
the scope of his training.

case 4.3: protracted and obstructed Labor
 An emergency medicine physician from the United States, serving 
in Zambia, hears a large commotion outside of the clinic door. When 
he checks on what is happening, he sees two men running toward the 
clinic carrying a pole with a blanket tied to it. As they near, he sees that 
there is a woman lying in the blanket, moaning. The men tell the physi-
cian that the woman has been in labor for two days. She seems to have 
grown weaker and is in a lot of pain, so they decided to bring her in. At 
the physician’s home institution, all pregnant women who present to the 
emergency department are immediately sent to the obstetrics service, 
and the only training that the physician has received in labor and delivery 
was during medical school and one month during his residency. The last 
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time that he delivered a baby was fifteen years ago. There are no other 
physicians at the clinic, so he cannot get help or bring in someone more 
experienced.3
 Using what little knowledge he has of emergency obstetrics, the physi-
cian examines the woman. She has a fever, indicating possible infection. 
Using his stethoscope, the physician is unable to detect a fetal heart-
beat. He does not have a Doppler machine to better assess fetal heart-
beat, but he suspects that the fetus is already dead. In order to save the 
woman’s life, the physician determines that the fetus must be removed 
immediately. Transporting the woman to the local hospital would take 
three days, during which she would surely die. The physician has access 
to a textbook of primary surgery, which explains how to perform a cru-
ciate craniotomy, a procedure that he thinks will be necessary to allow 
him to remove the fetus. He believes that this procedure is the only hope 
that the woman has for survival, but at the same time, his lack of experi-
ence decreases the likelihood that it will be successful.

caSe aNaLySIS
 In this case, the medical aid worker must quickly make a decision, so 
it is unlikely that he will be able to go through the entire case analysis 
process. However, this book provides the opportunity to fully analyze the 
case without the time constraints of an actual emergency situation. This 
section presents a thorough analysis of the case, recognizing that this 
would not be practical during a real emergency.

Stakeholders
 The primary stakeholders in this case are the medical aid worker, the 
woman, and the fetus (if it is viable). Other stakeholders to consider in-
clude the woman’s family, community members who will learn about the 
outcome of the case, and the medical aid worker’s organization.

Medical Facts
 The important medical facts in this case are that the woman is in seri-
ous danger of dying, and the only way to prevent this is by delivering the 
fetus. From his limited physical exam and the history provided, the medi-
cal aid worker believes that the fetus is already dead. The medical aid 
worker wants to intervene in an attempt to save the woman’s life. How-
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ever, his lack of experience in emergency obstetric procedures limits his 
competence to perform the necessary intervention.

Goals and Values
 The goal of the men in bringing the woman to the clinic is to get her 
medical help. They likely desire successful delivery of the fetus as well 
as preservation of the life of the mother. The medical aid worker, on the 
other hand, believes that the fetus is already dead, so his goal is to pre-
serve the life of the mother. It is essential that the medical aid worker 
communicate this to the men and the patient, because if he goes forward 
with the procedure and delivers a dead fetus, they may believe that he 
caused the death during the craniotomy.

Norms
 Beneficence is an important ethical norm in this case, because the 
medical aid worker has to weigh the risks and potential benefits of inter-
vention versus nonintervention. A fetal cruciate craniotomy followed by 
removal of the fetus has the potential to save the woman’s life, or at least 
to be the first step in this process. The risks of the intervention include 
pain and the potential to hasten the woman’s death. Additionally, the 
men who brought the woman in, or other community members, may not 
understand that the fetus is already dead and may assume that the medi-
cal aid worker killed the fetus during the procedure. Unless the fetus is 
removed, the woman will not survive.
 Two professional norms important in this case are a duty to rescue 
and a duty to provide competent care. In situations where a physician 
has the ability to help an individual in need of emergency medical care, 
he generally has a duty to intervene, unless there is someone more quali-
fied to provide the care or there are significant risks to the physician. At 
the same time, physicians should generally limit their interventions to 
those that they have been trained to do in order to ensure that patients 
receive competent care.
 The legal norm of interest in this case is Good Samaritan legislation, 
which protects health care professionals who provide emergency care 
from civil liability for damages for any injury they cause or enhance dur-
ing the provision of that care. The idea of Good Samaritan legislation is 
that if a physician comes across a person in need of emergency medical 
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care outside of his clinic or hospital, and he provides the best care he can, 
given the situation, then he is legally protected from malpractice litiga-
tion. While this generally applies to physicians outside of the hospital or 
clinic, there is case precedent in the United States to support the appli-
cation of Good Samaritan laws to emergency situations within a hospi-
tal (Furrow et al. 2001, 231–34). While Good Samaritan legislation is not 
likely to be part of the Zambian legal code, the medical aid worker could 
at least consider whether or not he is able to act in good faith to provide 
emergency care or if the necessary care is too far beyond his comfortable 
scope of practice even in an emergency.

Limitations
 The most apparent limitation in this case is the lack of trained medi-
cal personnel available to respond to this emergency. In addition, there 
is no nearby hospital available for patient transfer. In the United States, 
the medical aid worker would be able to transfer the patient to the care 
of a trained obstetrician. Unfortunately, the medical aid worker does not 
have this luxury in Zambia, so he must decide whether or not it is appro-
priate for him to intervene personally. While the case does not describe 
the state of the clinic, there may be resource limitations that make it dif-
ficult or even impossible for the medical aid worker to successfully per-
form a cruciate craniotomy.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The medical aid worker has two options, which are to intervene, at-
tempting the cruciate craniotomy and removing the fetus, or to re-
frain from intervening, letting the woman die. If the medical aid worker 
chooses not to intervene, he could aid with transfer to the nearest hospi-
tal, hoping that the patient does not die en route. This analysis assumes 
that the patient’s death is imminent, so transfer is not a realistic option.
 The first step in justification is to determine whether the options will 
be effective in achieving the goal identified by the stakeholders. As dis-
cussed above, the medical aid worker and other stakeholders may have 
different goals for intervention. Before deciding on an option, the medi-
cal aid worker should communicate his belief that the fetus is already 
dead and the best that they can hope for is to save the woman’s life, which 
might not even be realistic. The option of intervening has the potential 
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to achieve the goal of saving the woman’s life, while not intervening will 
not. Even though the option of intervening has the potential to achieve 
the goal of saving the woman’s life, the medical aid worker’s lack of ex-
perience, coupled with limited resources in the clinic, may make this 
potential very small.
 The next steps in justification are to determine whether the benefits of 
the option outweigh its infringement on the identified values and norms, 
and if the infringement is necessary. The option of intervening has the 
potential benefit of saving the woman’s life. This is a significant benefit, 
especially because there is no alternative way to achieve it. The interven-
tion also has the risks of causing or hastening the woman’s death. This 
option is consistent with the professional norm of physicians’ duty to 
rescue, but infringes on the professional norm of providing competent 
care. However, it is important to recognize that, in this case, the medi-
cal aid worker is the most competent individual to intervene and that a 
Good Samaritan law would theoretically protect this intervention, if this 
type of law exists in Zambia. The option of not intervening has the bene-
fits of not creating a more traumatic situation for the woman and of not 
hastening her death, but she will certainly die if this option is chosen. 
This option, while not infringing on the norm of competence, might in-
fringe on the duty to rescue. Because of the limitations in this case, both 
options infringe on the identified norms and values in some way.
 The next step in the justification is to determine whether infringe-
ment on the identified norms and values has been minimized, and if 
it has not, what can be done to minimize it. If the medical aid worker 
decides to intervene, this choice will infringe on the professional norm 
of providing competent care. However, if the medical aid worker is the 
most competent person to intervene and there is no option to transfer 
the patient or to bring in a more competent provider, then infringement 
on this norm has been minimized. If the medical aid worker decides not 
to intervene, this choice will infringe on the professional norm of a duty 
to rescue. However, if the medical aid worker believes that he is truly un-
able to intervene in a way that has a meaningful chance of benefiting the 
patient, then he would not have a duty to rescue.
 The final step in the process of justification is to determine whether 
the stakeholders would be comfortable sharing the decision- making pro-
cess with others. In reality, the medical aid worker would not have the 
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time to go through the assessment questions and make a decision after 
thinking through the justification. However, a quick accounting of the 
risks and potential benefits of the intervention and the limitations of 
the case should help the medical aid worker determine whether or not 
to take action. If he makes a decision based on this brief assessment, it 
should be something that he is willing to share with others. Either option 
could be justified in this case, with the main considerations being the 
level of confidence that the medical aid worker has in the success of the 
intervention, the availability of resources for performing the interven-
tion, and the wishes of the patient and other important stakeholders. 
If the medical aid worker does not believe that intervening will be suc-
cessful, then the option of not intervening would be appropriate. On the 
other hand, if there is an acceptable chance of success, given that the 
alternative is death, then the option of intervening would be appropriate.

caSe coMMeNtary
 This case illustrates an ethical issue that would rarely occur in the de-
veloped world. The medical aid worker is not qualified to provide the care 
required by a patient, and he cannot call in a more qualified provider or 
transfer the patient to a more appropriate facility. In developed coun-
tries, when physicians are not qualified to intervene, they generally have 
the option of transferring care to a more appropriate provider. In this 
case, consultation and transfer are not realistic options, so the medical 
aid worker must determine whether or not he is competent enough to 
perform the intervention.
 One element that complicates this case is the emergent nature of the 
woman’s medical problem. The medical aid worker does not have the 
luxury of postponing the intervention until a more competent provider 
is available. The imminence of death changes the balance of risks and 
potential benefits. While patients may not be willing to risk death to have 
an elective procedure, they may be willing to take on more risk in a situa-
tion in which they will surely die without intervention. Patients may also 
be willing to accept a lower likelihood of benefit when death is immi-
nent than they would if they had a condition that was not acutely life 
 threatening.
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Limited time
 An inherent limitation of international medicine is the limited time 
that medical aid workers have to spend working in developing countries. 
Medical aid workers are often frustrated by having to go home knowing 
that they have left behind numerous ailing patients. Because medical aid 
workers have limited time, they must determine what interventions and 
treatments are appropriate, given their inability to provide long- term 
follow- up. Often this means providing quick- fix treatments, such as anti-
biotics for infections, vitamins for malnutrition, and analgesics for pain. 
The problem with quick fixes is that medical aid workers are only able to 
give patients short- term relief from their acute conditions. When medi-
cations or vitamins run out after a couple of weeks or months, patients’ 
problems will return. Quick fixes often do not address the root causes 
of patients’ medical problems, and the limited time that medical aid 
workers have often prevents them for working toward providing more 
permanent solutions.
 Considering that medical aid workers are generally unable to provide 
long- term solutions with medications and vitamins during short- term 
medical aid missions, these missions seem to be the ideal setting for rou-
tine elective surgeries that provide definitive cures, such as cleft- lip and 
palate repairs, vesico- vaginal fistulae repairs, and orthopedic surgeries. 
Surgeries can fix the root causes of patients’ conditions, unlike quick- fix 
medical treatments. While the temporary nature of international medi-
cine lends itself to curative surgical procedures, limited time can also 
have negative effects on surgical patients. Because medical aid workers 
are only available to perform operations for a couple of days or weeks, 
some surgeries are done under less- than- ideal conditions. For example, 
surgeons may see their patients for the first time when they are brought 
into the operating room (Albrecht 1992). In addition, limited time may 
also encourage surgeons to operate on patients who are not ready to be 
operated on (Lehnerdt, van Delden, and Lautermann 2005). Surgeons 
may also choose to perform staged procedures more rapidly than they 
would if they were not limited by time (Sechriest and Lhowe 2008). Lim-
ited time can also negatively affect the management of patients following 
an operation when medical aid workers leave postoperative care in the 
hands of local medical personnel who may not have the training or re-
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sources necessary to appropriately provide care. The following case illus-
trates a situation in which medical aid workers have to decide whether or 
not to perform elective surgeries on patients who are not good surgical 
candidates.

case 4.4: Ear camp
 A medical aid group travels to Uganda for a two- week mission focused 
on performing tympanoplasties on children with chronic ear infections 
and deafness. Before leaving for Uganda, the group communicates with 
local medical personnel, asking them to identify children who they think 
need tympanoplasties. Because the children that they plan to treat suffer 
from chronic ear infections, many will have to be treated for active infec-
tions before surgery is performed.4
 When the medical aid workers arrive in Uganda, their equipment 
and medical supplies are held up in customs for a couple of days, which 
delays antibiotic treatment for children with active infections. When the 
supplies arrive, the medical aid workers immediately start the children 
with infected ears on antibiotics. They also start performing procedures 
on children who do not have active infections. Within a week, the chil-
dren with mild infections have cleared them and are ready for operative 
intervention. Two days before the end of the trip a couple of children, 
those who started with the most severe infections, still have not cleared 
their infections. The medical aid workers only have one more day of oper-
ating scheduled, so they must decide whether or not to perform tym-
panoplasties on the children who still have infections.

caSe aNaLySIS
 In this case the medical aid group must decide whether or not to per-
form the tympanoplasty operations on the children with active ear in-
fections. In their home country, the medical aid workers would just wait 
until the infections resolve before performing the tympanoplasties. 
However, because of the time constraints of the mission, the medical aid 
workers must either do the surgeries immediately or not do them at all.

Stakeholders
 The primary stakeholders in this case are the medical aid workers, the 
children with active infections, their families, and local medical person-
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nel. Other stakeholders to consider are other community members and 
the aid organization that the medical aid workers represent.

Medical Facts
 The two children suffer from recurrent ear infections, and they cur-
rently have active infections. There are two treatments available for the 
children. The first is to continue using antibiotics to clear the infections. 
This will address the acute problem of the active infections but will do 
nothing to prevent future infections. The other treatment option is to 
perform the tympanoplasties even though there is still active infection. 
This treatment has the potential to prevent future ear infections but 
could be complicated by the active infections because of the risk that the 
infections will spread intracranially.

Goals and Values
 The overall goal of the medical aid group in this case is to prevent 
future ear infections and further ear damage in the children that they 
treat. They are trying to achieve this by performing tympanoplasties, 
which are onetime curative interventions. The goal of the children 
and their parents is relief from chronic ear infections. The medical aid 
workers value doing as many tympanoplasties as they can, because the 
number of children treated serves as a proxy for the number of success-
ful outcomes, since they will not be able to follow up with the children to 
determine if the interventions were actually successful.

Norms
 The bioethical norms of beneficence and nonmaleficence are impor-
tant in this case. Nonmaleficence requires that the medical aid workers 
do not harm patients without a compensating medical reason to do so. 
Beneficence requires that the benefits of the procedure are maximized 
and the harms are minimized. The potential benefit of tympanoplasty 
is the prevention of future ear infections. This can provide a permanent 
fix for the children. They would no longer suffer from the pain or further 
permanent damage of chronic ear infections. This benefit is especially 
important in an area where access to antibiotics for ear infections is lim-
ited. The risks of the procedure include failure of the graft, bleeding, in-
fection, and hearing loss. While these are also the risks of a tympano-
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plasty in an uninfected child, the risks of failure and infection are greater 
in patients with active infections.
 The professional norm important in this case is the duty of physicians 
to provide the standard of care to their patients. Tympanoplasties in chil-
dren with active infections would not be done in developed countries 
because of the increased risk of failure and intracranial infection. It is 
standard to wait until patients do not have active infections before per-
forming elective surgeries on them.
 One important legal question in this case is what level of responsi-
bility the medical aid workers have for the postoperative care of patients 
and for complications that occur as a result of their interventions. In de-
veloped countries, surgeons are responsible for the postoperative care 
of their patients, as well as for the care of complications that arise fol-
lowing surgery. If surgeons cannot provide this care, they are respon-
sible for transferring patients to a qualified provider. Because medical 
aid workers are temporary volunteers, they are often not present to treat 
postoperative complication or revise failed interventions.

Limitations
 There are several limitations to consider in this case. The most appar-
ent is the amount of time that medical aid workers have in Uganda. In 
addition, the medical aid workers should be aware of the resources avail-
able at the clinic for postoperative care, as well as the availability and 
capability of local medical personnel to provide it. From the children’s 
perspective, they have limited options for having their chronic ear infec-
tions treated. This may be their only opportunity for a long time, or ever, 
to have a tympanoplasty.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 The two options that the medical aid workers have are to offer the tym-
panoplasty procedure to the children with active infections or not to offer 
the procedure. If they choose to offer the procedure, it is important that 
they seek individual informed consent from the parents or guardians of 
these children, making clear the additional risks of performing this pro-
cedure on children with active infections.
 The first step in the justification of options is to determine if the 
option will be effective in achieving the desired goal. The goal identified 
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by the medical aid workers is to prevent future ear infections and further 
damage to the children’s ears. The first option of offering the procedure 
might be effective in achieving this goal. It may, on the other hand, result 
in more damage to the children’s ears or cause the infection to spread 
intracranially, which would leave the patients worse off than they were 
before the procedure. The option of not offering the procedure will not 
be effective in achieving the goal, but it does not risk leaving the children 
worse off than they were when the group arrived.
 The second consideration for justification is whether the benefits of 
the option outweigh its infringement on the identified values or norms. 
The most significant potential benefit of doing the operations is that 
they might permanently resolve the children’s chronic ear infections. 
This option would infringe on nonmaleficence if the children’s active 
infections make successful tympanoplasty impossible. If the infections 
will increase the risks, but the operations will still have the potential 
to benefit the children, then medical aid workers would have to deter-
mine if this is acceptable as compared with the option of not doing the 
tympanoplasties. The option of operative intervention infringes on the 
professional norm of adhering to the standard of care, because elective 
operations are not generally done in patients with active infections. In 
addition, this option may infringe on the legal responsibility of physi-
cians to transfer the care of their patients to qualified providers when 
they can no longer care for them, because the medical aid workers will 
be leaving the day after doing the operations.
 The option of not doing the tympanoplasties has the benefit of ensur-
ing that the children will not be left worse off than they were when the 
medical volunteers arrived. It may infringe on beneficence if the alterna-
tive option offers a more favorable risk- benefit ratio. It may also infringe 
on the professional norm of providing patients with the standard of care, 
because tympanoplasties are standard interventions for children with 
chronic ear infections. After the medical aid workers leave, there may 
not be another medical aid group following them that can do these pro-
cedures, so the children may never again have the opportunity to receive 
these interventions.
 The next considerations for justification are whether infringement on 
the norms and values is necessary and, if so, how it can be minimized. 
Regarding the option of offering the procedure, the time constraints re-
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quire that medical aid workers infringe on the standard of care. With 
both of the options, there may be ways to minimize infringement on the 
identified norms or values. If the medical aid workers decide to offer the 
procedure, they should consider how far they are away from the stan-
dard of care. Because they have been trying to achieve the standard of 
care by giving antibiotics, they may not be radically deviating from the 
accepted approach to tympanoplasties. They would also be able to mini-
mize infringement on the standard of care by ensuring that the children 
continue antibiotic therapy after the procedure, and that local medical 
staff are competent and willing to provide high- quality postoperative 
care and follow- up. If they choose not to offer the procedure, the medi-
cal aid workers could provide extra antibiotics to the children to be used 
for future ear infections. They could also plan another medical mission 
in which they would have local medical personnel begin the antibiotic 
treatments before the team arrives, to increase the chances that the chil-
dren with the most severe infections will clear them in time for opera-
tive intervention. This option is obviously costly and may not be realistic 
for the medical aid workers. If the medical aid workers cannot person-
ally plan another trip, they could ask their organization to plan future 
trips with other medical aid workers who can do these procedures. If this 
is possible, the medical aid workers could make the two children with 
active ear infections a priority for the next group.
 The final consideration for justification is to determine whether the 
stakeholders would be comfortable sharing their decision- making pro-
cess with others. Whichever decision they make, the medical aid workers 
will have to discuss it with the parents of the children awaiting the tym-
panoplasties. If the aid workers decide not to offer the procedures, they 
should expect to be faced with disappointment and be ready to explain 
their reasoning. They should still provide the children with antibiotics to 
treat the acute infections and try to return to the area or to send another 
team to the area to address the continued needs of these children. If 
they decide to offer the procedures, they should be prepared to explain 
the additional risks to the parents who will ultimately make the decision 
about whether their children will undergo the procedure. In this case, 
determining which option to choose is largely dependent on the poten-
tial risks and benefits of the procedure. While medical aid workers, and 
medical personnel in general, have a desire to intervene to help patients, 
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it is important that they realize that interventions may do more harm 
than good, and they must be willing to refrain from potentially harmful 
interventions.
 In this case, either of the options may be justified, depending on 
which additional contextual features are present. If the risks of the pro-
cedures are not significantly increased, there is adequate postoperative 
care available, and there is no other aid group scheduled to visit the area 
to perform more tympanoplasties, then the medical aid workers would 
be justified in offering the procedure. If, on the other hand, the risks of 
the procedures are significantly increased, there is limited postoperative 
care available, and there is another group scheduled to come to the area 
to perform tympanoplasties, then the medical aid workers should not 
offer the procedure, but rather make these children a priority for the next 
medical aid group.

caSe coMMeNtary
 Time is one of the most apparent limiting factors in international 
medicine. Medical aid workers often have to leave the area where they 
are serving without meeting even a small fraction of the medical needs of 
patients. This case illustrates one of the most challenging decisions that 
medical aid workers encounter: whether it is appropriate to do a proce-
dure that has the potential to provide permanent benefits but also carries 
significant risks. The desire to intervene is especially strong in medical 
aid work because this may be the only opportunity for patients to have 
a procedure done. Intervention is not, however, the only option in situa-
tions like the one described in the case. The intervention that is being 
offered is an elective procedure, meaning that it does not need to be done 
immediately. Risky interventions may significantly harm patients who 
have to live with these consequences long after medical aid workers have 
returned home. It is essential that medical aid workers are aware that 
their interventions may cause harm and that there may be situations in 
which it is better for patients that medical aid workers refrain from pro-
viding these procedures.

Multiple Limitations
 Each case in this chapter focuses on one limitation that medical aid 
workers might encounter while serving in a developing country. In reality, 
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however, medical aid workers are more likely to encounter multiple limi-
tations in trying to provide care to their patients. They often find that they 
are working with limited resources and facilities, surrounded by local 
medical personnel who have limited training, and treating patients who 
are victims of severe poverty. The following case illustrates the myriad 
limitations that medical aid workers must consider when deciding 
whether or not to provide medical interventions in developing  countries.

case 4.5: postoperative care for cleft Lip and palate Surgery
 A medical aid group travels to Guatemala for a ten- day cleft lip and 
palate surgical mission. The team coordinates its trip with the medical 
personnel at the hospital where the operations will be done. The local 
doctors identify people with cleft lips and palates who would be good 
surgical candidates before the team arrives so that the team can quickly 
evaluate these individuals and get started with surgeries immediately. 
This is essential for the mission to reach its goal of performing at least 
fifty operations.5
 On the final day of the mission, the team identifies one particularly 
challenging case of a twenty- six- year- old man with a cleft lip and palate. 
He was cast out of his community because of his appearance and forced 
to beg on the streets for survival. Overcome by sympathy for this man’s 
predicament, and knowing that if they do not do the procedure the man 
will be left waiting for the next team to show up (which could be months, 
years, or not at all), the team members decide to go ahead and do the 
operation.
 The procedure itself goes well, and the man is sent to the ward for re-
covery. The surgical team instructs the local medical personnel about 
how to care for the man postoperatively, changing bandages frequently 
and giving antibiotics to help avoid infections. The medical team, having 
performed seventy surgeries, exceeding the mission’s goal, gets on the 
plane the next day with a sense of pride and accomplishment. Mean-
while, the doctors at the clinic realize that they do not have enough ban-
dages to change the wound dressings as often as suggested by the medi-
cal aid workers. They also have a limited supply of antibiotics, which has 
been overwhelmed by the needs of all the postoperative patients.
 Because of the limited antibiotics, the local doctors decide to give all of 
the postoperative patients half of the course of antibiotics recommended 
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by the medical aid workers. Over the next couple of days, the twenty- six- 
year- old man’s wound becomes severely infected and dehisces. The local 
doctors do not know how to manage a ruptured wound and decide that 
they cannot do anything else for the patient. In addition, there are many 
sick patients in need of beds in the ward. So, the local doctors discharge 
the patient from the clinic without antibiotics or dressing supplies.

caSe aNaLySIS
Stakeholders

 The main stakeholders in this case are the medical aid team, the 
patient, and the local medical personnel. While the team members de-
cided to do the operation in this case, the ethical question is whether they 
should have done the surgery. Therefore, this case analysis focuses on the 
point at which the medical aid workers are deciding about whether or not 
to intervene.

Medical Facts
 The patient has a cleft lip and palate that are not causing medical 
problems but have made him an outcast from his community. The medi-
cal aid workers believe that he can be treated successfully with an opera-
tive intervention. The risks of the operation include poor wound healing, 
wound rupture, and infection. Because he is older than a typical patient 
who has cleft lip and palate repair, the operation will be more technically 
difficult. However, if the operation is successful, it should correct his ap-
pearance and potentially allow him to return to his community.

Goals and Values
 The goal for the intervention is to correct the patient’s cleft lip and 
palate. The medical aid workers value helping patients in need who may 
not otherwise get treatment. The patient values being part of his commu-
nity and being able to work.

Norms
 The bioethical norms important in this case are beneficence and rela-
tionality. The stakeholders should weigh the potential benefits and risks 
of the procedure in order to determine if it should be done. The patient’s 
cleft lip and palate are not causing any medical problems at this point, 
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so the primary potential medical benefit is cosmetic improvement. The 
patient believes that cosmetic improvement will allow him to rejoin his 
community and get a job. The risks of the operation are bleeding and 
infection. In addition, there is a chance that the operation will not be 
successful in improving the patient’s appearance. The norm of relation-
ality states that relationships are important and should be respected. The 
patient’s appearance has made him an outcast. The patient is unable to 
have meaningful relationships with his family and community because 
of his appearance. He believes that if his cleft lip and palate are repaired, 
he will be able to form the relationships that he has been missing and 
become a contributing member in his community.
 The professional norm important in this case is ensuring that patients 
who undergo operative intervention get appropriate postoperative care. 
In developed countries, surgeons manage the care of their patients post-
operatively. They follow patients while they are in the hospital and then 
see them in clinic after discharge. Because medical aid missions are so 
short, surgeons cannot personally oversee postoperative patient care, so 
they have to ensure that local medical personnel can competently pro-
vide it.
 The legal norm important in this case is that of avoiding patient aban-
donment. Legally, patient abandonment occurs when a physician, with-
out giving timely notice, ceases to provide care for a patient who is still in 
need of medical attention (Jonsen, Siegler, and Winslade 2010, 99–100). 
The time- limited nature of international medicine makes patient aban-
donment a norm for medical aid workers. Medical aid workers often have 
to leave before all patients in need have been treated or all patients who 
have been treated have recovered. Because medical aid workers cannot 
personally oversee patient care forever, it is important that they are able 
to ensure that patients are able to follow through with treatment plans 
and that appropriate postoperative care is provided. While there is no 
legal responsibility for physicians to ensure transfer of care, this should 
be considered a professional norm in international medicine because of 
the temporary nature of medical aid in developing countries.

Limitations
 This case illustrates a scenario in which there are numerous limita-
tions to consider in the decision- making process. First, the medical aid 
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workers have limited time. They will be leaving Guatemala the follow-
ing day. Second, the local medical personnel are not trained to manage 
postoperative complications such as wound dehiscence. In addition, the 
clinic has limited medical resources, specifically antibiotics and ban-
dages, for the provision of adequate postoperative care.
 The patient has limited options for intervention. He is poor and an 
outcast from his community, so he cannot afford to pay for an operation. 
His only option for cleft lip and palate repair is to rely on a medical aid 
group that will do the surgery for free. Because the medical aid workers 
did not ask local medical personnel about their ability to manage post-
operative complications or the resources available for patient care, they 
did not recognize all of these important limitations.

aNaLySIS aND JuStIfIcatIoN of optIoNS
 There are two options for the medical aid workers at the point at 
which this case is being analyzed. They can either perform the cleft lip 
and palate surgery or not. While the medical aid workers decided to do 
the surgery in the case presentation, this analysis discusses the justifica-
tion of both options.
 The first step in justifying the options is to determine whether the 
option will be effective in achieving the identified goal. In this case, the 
goal is to correct the patient’s cleft lip and palate. Operative intervention 
has the potential to achieve this goal, although the likelihood of effec-
tiveness is not clear, and there are several risks associated with the proce-
dure. If the team members decide not to perform the procedure, they will 
not achieve the goal of correcting the man’s cleft lip and palate. While 
only the option of operative intervention has the potential to achieve 
the goal, it is important for the medical aid workers to recognize that the 
man’s medical condition is not acutely life threatening, so there is no im-
mediate medical need for an operation.
 The next step in justification of the options is to determine if the bene-
fits of the option outweigh its infringement on the identified values and 
norms. The greatest potential benefit of operative intervention is that it 
may result in the correction of the man’s cleft lip and palate. However, it 
may infringe on beneficence if the risks of the procedure outweigh the 
potential benefits. It may also infringe on the professional norm of en-
suring adequate postoperative care. In addition, it could infringe on the 



162 ethIcS for INterNatIoNaL MeDIcINe

legal norms of not abandoning patients. While medical aid workers do 
not generally risk legal repercussions for abandoning patients in devel-
oping countries, it is important for them to consider whether they are vio-
lating this norm. The time- limited nature of medical aid work requires 
that medical aid workers leave before all patients have been treated or 
have recovered, so there is an expectation of patient abandonment in 
international medicine. Nevertheless, medical aid workers still have a 
professional obligation to transfer patients still in need of care to appro-
priate medical personnel.
 The option of not performing the operation has the benefit of not 
leaving the man worse off medically than he was before the medical aid 
workers arrived, although it is unclear whether the man thinks that a 
failed procedure is better than no procedure. This option would infringe 
on beneficence if the risk- benefit profile of the alternative is more favor-
able. This option infringes on relationality because it does not give the 
patient an opportunity to return to his community.
 The next steps in the justification of the options are to determine 
whether infringement on the identified values and norms is necessary, 
and if so, how it can be minimized. The option of operative interven-
tion will infringe on beneficence to some extent because the medical 
aid workers cannot personally oversee the patient’s postoperative care, 
which would be the best way to minimize the risks of postoperative com-
plications. Because the medical aid workers are on a two- week mission, 
they have already set the expectation that they will be leaving before their 
surgical patients have fully recovered. Therefore, they will not techni-
cally infringe on the legal norm of patient abandonment. However, if 
the aid workers do the operation on the last day of the mission without 
having planned for appropriate postoperative care, they will infringe on 
the professional norm of ensuring adequate transfer of patients. If they 
had planned ahead by preparing local medical personnel to provide ap-
propriate postoperative care and ensuring that they had the resources to 
do so, the medical aid workers would not have to infringe on this norm.
 There are several strategies to minimize the infringement created by 
the option of operative intervention in cases like this. Because some of 
these strategies require planning ahead, they are not applicable in this 
particular case, but they would be applicable to help minimize the ethi-
cal issues encountered in similar cases or to prevent these issues from 
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occurring. First, the medical aid workers could make sure that part of 
their mission involves training local medical personnel in how to provide 
competent postoperative care to patients after cleft lip and palate surger-
ies. Second, they could take training a step further and teach local medi-
cal personnel how to do cleft lip and palate procedures so that the com-
munity is not reliant upon medical aid groups. Third, they could make 
sure that they bring enough wound care supplies and antibiotics for their 
postoperative patients. Conversely, they could limit the number of proce-
dures that they do to match the availability of supplies. Fourth, medical 
aid workers could make themselves available by phone or e- mail to local 
medical personnel after they return home, in order to help local medi-
cal personnel if complications occur. Finally, medical aid workers could 
plan longer trips that build in time to provide postoperative care, or send 
another medical aid team to provide this care if the local medical person-
nel are unable to do so.
 The option of not performing the operation infringes on the norm 
of relationality because it precludes the possibility of the patient being 
able to return to his community. It is important to keep in mind that it 
is not clear whether or not the man will actually be accepted back into 
his community even if his cleft lip and palate are repaired. As discussed 
above, the need for operative intervention is not acute. So the medical 
aid workers could minimize their infringement on this norm by plan-
ning a return trip in which they will do the procedure. Alternatively, if 
they know that other groups are planning to visit the area to do cleft lip 
and palate procedures, then they could make this man a priority for the 
next medical aid group. While it is not an option in this case, they could 
also make the purpose of their mission to train local medical personnel 
in cleft lip and palate surgeries so that the community is not dependent 
upon medical aid workers for these procedures. This type of option may 
be difficult to accomplish in some settings, particularly when local medi-
cal personnel have limited education and experience in surgical proce-
dures.
 The final step in justification of the options is to determine whether 
the stakeholders would be comfortable sharing their decision- making 
process with others. By involving local medical personnel and being real-
istic about the risks, potential benefits, and limitations of performing 
the procedure, the medical aid workers should be comfortable in sharing 
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their decision- making process with others. In this particular case, be-
cause the medical aid workers cannot ensure that the patient will re-
ceive adequate postoperative care because of limited supplies and lim-
ited medical personnel training in postoperative management, there is 
an increased risk of morbidity and failure of the surgery. In addition, the 
surgery is not emergent, so medical aid workers should not feel obligated 
to do it immediately.

caSe coMMeNtary
 Because of the temporary nature of their work, medical aid workers 
often leave before they are able to see the final results of their interven-
tions. Although they do not see these results, it is important that they are 
aware of the possibility that complications may occur as a result of their 
interventions, and that they take steps to avoid these complications. If 
medical aid workers’ interventions do result in complications after they 
have left, this could significantly compromise future medical aid inter-
ventions in the community. Patients may distrust future medical aid 
groups. Additionally, local medical providers may be unwilling to work 
with these aid groups because they were left to deal with the unfortunate 
consequences of pervious medical aid interventions.
 Medical aid work has the potential to significantly change the lives of 
patients in developing counties. It is important that medical aid workers 
ensure that this change is positive and that future interventions are wel-
comed. While it is understandable that medical aid workers are moti-
vated to intervene whenever possible, it is important that they consider 
the risks, benefits, and limitations of their interventions, especially when 
these interventions are not immediately medically necessary. There are 
so many limitations encountered in international medicine, ranging 
from time to resources to the availability of trained medical personnel. 
In each case, it is essential that medical aid workers are aware of all the 
limitations that could affect patient care so that they are able to intervene 
appropriately. While it is a hard concept for medical aid workers in inter-
national medicine to come to terms with, not intervening is sometimes 
a better option than intervening.



 EpILOGuE

the complexity of International Medicine

I
nternational medicine is not a simple undertaking. Medical aid workers 
leave their homes and families to serve patients who are in dire need 
of medical care. They do this with limited resources, facilities, time, 
and help. Moreover, they work with patients and local medical person-
nel who speak different languages, have different cultures, adhere to 

different laws, and even have different understandings of medicine. It 
should not be a surprise that these circumstances contribute to and cre-
ate both medical and ethical challenges.
 Not only is the context of international medicine different from that 
of Western biomedicine in general, but the context of every international 
medical mission is unique, creating diverse ethical issues. For example, 
short- term surgical aid workers have to consider the necessity, risks, and 
benefits of their interventions, as well as the capability of local medical 
personnel to care for postoperative patients, while medical aid workers 
in war zones are often confronted with threats to their own safety, as well 
as decisions about which patients to treat, given limited resources and 
facilities. While each medical aid experience brings its own context and 
challenges, medical aid workers can be sure that they will encounter ethi-
cal issues and can use the case analysis method in this book to identify, 
analyze, and address these issues.

practical use of the case Methodology
 While the cases in this book highlight common ethical issues in inter-
national medicine, they cannot illustrate every ethical issue that medical 
aid workers might encounter. This is why understanding the rationale 
behind the methodology and how to apply it in a wide variety of cases is 
essential for all medical aid workers. When medical aid workers recog-
nize that an ethical issue has arisen or is likely to arise, they should im-
mediately start analyzing the situation, using the essential elements of 
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ethical issues in international medicine as a guide. While the analysis 
questions are a helpful road map, every question may not be necessary 
in every situation (for example, asking a boy who has just broken his leg 
what effect this has had on his life). Medical aid workers may also find 
they need to ask additional questions to better understand the situation. 
Therefore, the case analysis questions should be used as a guide, along 
with the clinical judgment of the medical aid worker, in the assessing 
ethical issues.
 It is also important for medical aid workers to remember that cases 
evolve over time. Medical facts can change, different options for inter-
vention can become possible, and new stakeholders can enter into a 
case. As situations evolve, medical aid workers and other stakeholders 
should reassess ethical issues to determine if anything has changed and 
if these changes affect their options or the justification of their options.

preparation and reflection
 Beyond using this methodology during international experiences, 
medical aid workers can use it for both preparation and reflection. Just 
as medical aid workers can prepare to address the medical problems they 
will encounter in developing countries, they can also prepare for the ethi-
cal issues they are likely to encounter. Medical aid workers can ask those 
who have worked in the area before them about any ethical issues that 
they encountered and how these were addressed. They can also learn 
about the culture of the patients they will be serving so as to identify 
potential areas of disagreement. In addition, they can find out about the 
facilities and resources that will be available to them so as to prepare for 
the limitations they are likely to encounter. By preparing for potential 
ethical issues, medical aid workers will be in a position to identify these 
issues early and address them before they grow into more serious prob-
lems.
 After their international experiences, medical aid workers can use the 
case method to review their approach to the ethical issues that they en-
countered. In doing so, they should identify areas for improvement and 
determine if they missed any key elements during their analysis so as to 
improve their approach in future cases. Reflection is especially impor-
tant after emergent cases in which medical aid workers do not have time 
to go through a thorough analysis. It allows them to revisit the situa-
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tion without time constrains and create a plan for how to address similar 
situations in the future.

A note on organizational Structure
 Medical providers who are considering doing an international medical 
experience have a variety of choices with respect to medical aid organi-
zations. It is important that they make an informed decision about their 
aid group, because organizational structure can have a role in creating 
or contributing to ethical issues. Organizational approaches to provid-
ing aid, measuring success, and interacting with the existing health care 
infrastructure vary. For example, some organizations focus on directly 
providing medical aid, while others focus on preventive care, while still 
others focus on training local medical personnel. If medical aid workers 
choose organizations with models that are in line with their goals and 
share their values, there is a lower probability that ethical issues will 
arise between medical aid workers and their organizations.
 One organizational aspect of international medicine that medical aid 
workers should consider is how they will receive information about the 
area where they will be serving and the patients they will be taking care 
of. Good patient care requires continuity, accurate record- keeping, and 
strong communication among providers. For medical organizations to 
provide high- quality care, they should have an infrastructure in place 
to track the patients whom their aid workers care for and to encourage 
continuity from one aid worker or aid group to the next. This way, the 
organization can ensure that medical aid workers are not starting from 
scratch each time there is a transition. Not only will this allow medical 
aid workers to provide better care for patients, but it will also allow them 
to learn about the ethical issues that previous groups have encountered, 
thus enabling them to prepare to address similar situations and work 
toward avoiding them.

the promise of International Medicine
 Recognizing that ethical issues are prevalent in the practice of inter-
national medicine should not discourage medical aid workers from these 
experiences, but rather they should see this as an opportunity to improve 
the care of patients. If medical aid workers pretend that ethical issues do 
not arise, or ignore them when they occur, they are doing a disservice to 
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themselves and to their patients. Medicine is a human endeavor bathed 
in a context of suffering, disability, and death. When limited resources, 
time, facilities, and vast differences between providers and patients are 
added to this context, ethical issues are certain to occur. Medical aid 
workers should embrace all of the challenges of international medicine, 
including the ethical issues, in order to provide the best care that they 
can for their patients.



 NOTEs

chAptEr 1: MEdIcAL FActS

 1 This case is based on a journal article by Lewis Wall and colleagues (2006).
 2 This case is based on a narrative written by Elizabeth Mullin (2003).
 3 Breast- feeding is often very stressful for mothers, and one common concern 

with breast- feeding is whether the mother is producing an adequate supply 
of milk for the child (Conti 2008). Just because a woman is producing milk in 
only one breast, it is not necessarily the case that her infant will have an inade-
quate supply of milk. If the breast- feeding infant is gaining weight and sleep-
ing well, it is likely that the mother is producing enough milk. Further, even if 
a woman is not producing milk in both breasts currently, this does not mean 
that she will be unable to produce milk in both breasts after having another 
child. There are techniques that women can use to promote milk production in 
both breasts, such as having the infant nurse on both sides during each feed-
ing and emptying the breasts after each feeding, as the main deterrent to con-
tinued milk secretion is overfilling of the breasts (Lipscomb and Novy 2007).

4 This case is based on a narrative by Humphery Birley (2001).
 5 This case is based on narratives written by Paul Farmer (1999).
 6 This case is based on a narrative by Kathleen Clem and Steven Green (1996).

chAptEr 2: GoALS And VALuES

 1 This case is based on a narrative by Kathleen Braico (2007).
 2 This case is based on a narrative by Douglas Sill (2003).
 3 This case is based on a narrative by Douglas Clement (1997).
 4 This case is based on a journal article by Eric Berger (2006).

chAptEr 3: norMS

 1 This case is based on a journal article by Robert Becker (1999).
 2 This case is based on a narrative by Sandy Buchman (2007).
 3 This case is based on a narrative by James Cobey (2002).
 4 This case is based on a personal experience in international medical aid work.
 5 An example of an organization that models its international medical practice 

like this is Partners in Health (www.pih.org).
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 6 This case is based on journal articles by Pierre Perrin (1999) and Hannah Nolan 
(1999).

chAptEr 4: LIMItAtIonS

 1 This case is based on a narrative by Ben Leo (2003).
 2 This case is based on narratives by Paul Farmer (1999).
 3 This case is based on a narrative by S. Y. Ho (2004).
 4 This case is based on a journal article by Goetz Lehnerdt and colleagues (2005).
 5 This case is based on journal articles by Vincent Yeow and colleagues (2002) 

and Adam Wolfberg (2006).
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