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Department of Health Services Research, University of Copenhagen, Øster Farimagsgade 5, P.O. Box 2099,

DK-1014 Copenhagen K, Denmark

Available online 25 April 2005
Abstract

Tensions over ethics in research occasionally arise when anthropologists and other social scientists study health

services in medical institutions. In order to resolve this type of conflict, and to facilitate mutual learning rather than

mutual recrimination, we describe two general categories of research ethics framing: those of anthropology and those of

medicine. The latter, we propose, has tended to focus on protection of the individual through preservation of

autonomy—principally expressed through the requirement of informed consent—whereas the former has attended

more to political implications. After providing few examples of concrete conflicts, we outline four issues that

characterise the occasional clashes between social scientists and medical staff, and which deserve further consideration:

(1) a discrepancy in the way anthropologists perceive patients and medical staff; (2) ambiguity concerning the role of

medical staff in anthropological research; (3) impediments to informed consent in qualitative research projects; and (4)

property rights in data. Our contention is that enhanced dialogue could serve to invigorate the ethical debate in both

traditions.

r 2005 Elsevier Ltd. All rights reserved.
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Social scientists entering medical settings

An increasing number of social scientists, notably

anthropologists and sociologists, are conducting re-

search on health services in medical institutions, using

medical staff and researchers at these institutions as

informants in their projects. These encounters occasion-

ally create tensions or even conflicts around ethical

issues: tensions which we have come across in our own

work, as well. To gain a better understanding of the
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problems in these encounters, and to make the

collaboration between social science and medicine more

fruitful, we wish to explore the different notions of

research ethics in what we identify as two clusters of

research cultures: clinical medicine and socio-cultural

anthropology. Research ethics in the social sciences is

less codified than in medicine and we focus on

anthropological debates to avoid lengthy discussions of

minor disciplinary differences. We do believe, however,

that debates in other qualitative social sciences relying

on interpersonal relationships share a number of

research ethical challenges with anthropology.

Durkheim (1957) argued that a profession is con-

stituted partly through development of an ethical
d.
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tradition; hence, the research ethics debate lies at the

core of a professional identity. It is therefore important

to avoid evaluating one tradition by the standards of

another. Rather than encouraging the confrontation

between traditions, we hope to enlarge the scope of

ethical reflection in both traditions through increased

awareness of areas of concern particular to each

tradition.

There seem to be commonalities in the historiogra-

phies of the medical and anthropological traditions of

research ethics: a golden age of assumed beneficence at

the beginning of the 20th century; some ethical

awakening through the respective research contributions

of the two traditions during the second World War; an

intensified preoccupation with ethical issues from the

late 1960s onwards, and a current sense of predicament.

The two traditions have differed remarkably, however,

in their perception of ethical problems. Specifically, we

suggest that anthropology has come to view the political

implications of the research endeavour as a key concern,

whereas medicine has focused on respect for the

individual and the use of informed consent.

Firstly, we provide brief sketches of the development

of ethics and ethical reflection within the medical and

anthropological research traditions. Secondly, after

examining instances of conflict between the different

research ethics traditions, we tentatively outline four

issues that we believe characterise these clashes between

social scientists and medical staff. Finally, we use this

discussion as a stepping stone for suggesting ways in

which the two traditions might learn from one another.
The emergence of medical research ethics

The medical profession has often referred to the

Hippocratic Oath as its ethical foundation and has taken

the principle of benevolence as its starting point,

conditioned by the key restriction ‘‘Do no harm’’. As

medicine broadened its parameters to include research,

and as wider processes of democratisation changed the

perception of the relationship between doctor and

patient, the adequacy of the Hippocratic Oath was

questioned. For many, however, the oath still exempli-

fies the key virtues of a doctor in its emphasis on the

obligations towards the wellbeing of the individual

patient or research participant.

There were several early attempts to articulate codes

of ethics in medical research. In 1803, Thomas Percival

presented Medical Ethics; or, a Code of Institutes and

Precepts, adapted to the Professional Conduct of

Physicians and Surgeons (Lynöe, 1999, p. 30) and the

Weimar Republic in Germany passed a directive, in

1931, which included a demand for the informed consent

of research participants. On the whole, however, the

question of ethical regulation of medical science was
only of peripheral concern until World War II.

Following the experiments in Nazi concentration camps,

several German doctors were convicted in Nuremberg

for violations of human dignity, and informed consent

was codified on the principle that individuals must never

be sacrificed for the benefit of society. The Nuremberg

trial, however, did not have any major, practical

influence on research ethics in the rest of the world

(Rothman, 1991). Indeed, a push for greater patient

autonomy seemed only to emerge in the US in the 1960s.

Various national policy changes in 1953, the 1954

Resolution on Human Experimentation, and the Jewish

Chronic Disease Hospital case in 1963, lead to the

World Medical Association’s Declaration of Helsinki in

1964 (Brody, 2001). The Declaration stressed the

importance of RECs (institutional review boards in the

US) and stipulated that researchers should not take

ethical responsibility entirely on themselves: a view later

sustained by Henry Beecher’s oft-cited whistle-blowing

article in the New England Journal of Medicine (1966).

The US has been described as a highly litigious society

(Nader, 2002): an inclination that probably motivates

interest in clear guidelines and rules. Several court

rulings have held that the individual holds the right not

only to know of, but also to accept or decline, risks

imposed on his/her body (Rothman, 1991). Informed

consent has thus gradually become a matter of key

importance in medical research, sustained and codified

by the Food and Drug Administration (FDA) and

major funding bodies (Rothman, 1991). Subsequent

cases where consent procedures were overruled only

underscore its dominance in medical research ethics.

Partly through the international spending of the

National Institute of Health (NIH), the demands of

the FDA, and the standardisation of publication

requirements, American ethical standards have influ-

enced Europe and the rest of the world, granting the

rights of the individual pivotal attention in medical

research ethical debates. This reflects what has been

described as the Western notion of individuality, which

also influenced the Human Rights Declaration. Thus,

medical research ethics has tended to take the protection

of the individual as its main objective irrespective of the

political or cultural context.

Interestingly, the emphasis on protection signifies an

important development in what we might term the

medical ethos. From the basic intention of beneficence,

the introduction of research necessitated balancing of

interests among various actors: present and future

patients, researchers, and the subjects of research. With

the Tuskegee syphilis study in 1972, and the resulting

Belmont report, the idea of non-maleficence gained

increasing importance, changing the understanding

among many clinical researchers of what medical ethics

is: it is now often reduced to doing no harm. In this

form, it is sometimes regarded as an obstacle to research
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and often devolves into tedious and sometimes ques-

tionable rules about informed consent and approval

procedures. Most medical researchers, however, are

conscientious in securing the rights of their research

participants. Informed consent is integral to these

aspirations, and it is now applied even in cases in which

the initial right to assess risks imposed on the body of

the individual is not necessarily at stake (e.g., biobank-

based research).
Debates on research ethics in anthropology: A recent

invention?

The social sciences hold a shorter history than

medicine and a less-established tradition of research

ethics. Modelled as it was on the natural sciences,

knowledge was for many social scientists an aim in itself;

and, in the case of British anthropology, early research

was stimulated by a sense of urgency to collect and

preserve information on what were believed to be

rapidly vanishing cultures (Kuper, 1999). More pro-

found concerns about beneficence, however, have come

to characterise anthropological research ethics during

the past few decades. Some instances of ethical dilemma

have been widely debated; for example, the political uses

of anthropology in Project Camelot during World War

II, the probable exploitation of the Yanomani, and the

release of the diary of the founding father of modern

fieldwork, Malinowski, which revealed an almost racist

view of the local population (see Mills, 2003). However,

unlike Nuremberg or the Belmont report, these debates

did not as systematically result in a codification of ethics

in anthropology. In fact, there has been a reluctance to

accept ethical oversight procedures in anthropology

(Marshall, 2003). The American Anthropological Asso-

ciation has adopted a code of ethics (last revised June

1998), as has the equivalent British association (ASA).

Also, the Economic and Social Research Council in the

UK has recently commissioned the development of an

ethical framework for all the social sciences (see http://

www.york.ac.uk/res/ref/), but the various associations

have not managed to agree on a set of universal rules. A

central argument against ethical rules has been that they

might serve as an impediment to political awareness

(Amit, 2000) and activism (Harrison, 1991). Recently,

one anthropologist even argued that ‘‘ethics, with its

impossible conceit of impartiality, only masks politics’’

(Pels, 1999, p. 103).

The mention of politics is a striking feature of the

anthropological debate on ethics, which might reflect a

trajectory of research ethics different from that of the

biomedical tradition. In early British anthropology,

research projects were allowed by colonial authorities,

because knowledge of indigenous forms of social

organisation was expected to be useful for British
colonial administrations operating under the principle

of indirect rule. American anthropologists were engaged

to a similar end by military authorities during World

War II. Unlike the exposure of individuals to the risk of

physical perils in medical research, the embarrassing

collective memory of the past in anthropology relates to

complicity in the execution of power over societies and

groups. Political unawareness has been viewed as the

major misdeed in this narrative, rather than infringe-

ment upon individual rights. The prominence of the

focus on political implications in anthropological debate

does not mean that no one has argued for impartiality

(D’Andrade, 1995). It indicates only that political

implications have become an integral part of the body

of literature used in the training of young anthropolo-

gists. Thus, at the expense of respect for the autonomy

of individuals, the methodological emphasis on partici-

pant observation seems to have amplified the ethical

concern with political implications.

The role of the politics has also run through debates

about relativism (Geertz, 2000), representation (Butt,

2002), participatory methods (Arnst, 1996), and even the

relationship between anthropologists and their infor-

mants. In the last case, anthropological reflections on

the level of trust between researcher and informant have

taken on a very different form from that in medical

research. Few researchers have promoted informed

consent in anthropology, for example (Fluehr-Lobban,

1994), and the proposition has been countered by

scholars preferring to give more weight to reciprocity

and rapport (e.g. Wax, 1995). In striking contrast to the

medical tradition, covert participant observation (e.g.

Humphreys, 1975) has been seriously discussed as a

reasonable method of ensuring access to research

settings that otherwise avoid scrutiny (Bulmer, 1982).

In place of informed consent, confidentiality and

anonymisation have been the standard approach to

protection of informants. The reluctance to embrace an

informed consent requirement might also be related to

anthropologists having so many different contacts

throughout fieldwork, of varying intensity and impor-

tance, that consent from everyone is regarded as a

practical impossibility.

The political ambition in social science, and its related

attacks on the discipline’s past, matured in the 1970s.

Group solidarity and alliances with weaker parts of the

population became important markers of professional

identity. Simultaneously, more anthropologists began to

follow the appeal from Laura Nader to study people in

power, and not only marginalised people around the

world: as Nader put it, to ‘‘study up’’(Nader, 1972). As

anthropologists, concurrently with the growing aware-

ness of patients’ rights in medical research (Caplan,

2003), began turning their attention to medical settings

in their home countries, they brought along the

inclination to view their task as partly political: to

http://www.york.ac.uk/res/ref/
http://www.york.ac.uk/res/ref/
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reveal the work of power and side with patients against

presumably more powerful doctors (Gabe, Calnan, &

Bury, 1991).

Anthropologists and other social scientists using

personal interaction in their research depend heavily

on good rapport and have therefore traditionally been

concerned not to infringe upon their individual in-

formants. However, as anthropologists deal with groups

of people with conflicting interests, it has been viewed as

futile by most ethnographers to expect that everyone will

support the social scientific endeavour. It has further-

more been argued that if particular, powerful infor-

mants are given the right to decide what types of

research projects are to be performed, social science will

have nothing to offer but a reproduction of the images

that elite groups wish to present (Scheper-Hughes,

2000). In sum, a politically informed concern about

the overall beneficence of the research endeavour has

become central to most practitioners’ understanding of

their task as social science researchers.
Conflicting notions of research ethics?

As with the social sciences in general, ethical

deliberation in anthropology has shown greater empha-

sis on group commitment and political effects of

research, whereas ethical deliberation in medical re-

search has tended to focus on the individual’s rights,

that is, on what should not be done to the research

participants. In our opinion, this type of simplified

outline of two particular forms of framing research

ethics can be helpful in understanding what we see as a

characteristic form of conflict: that between people

educated through the divergent traditions described

above. We wish to suggest that an increased awareness

of the differences between the ways of construing ethical

problems might prove helpful: firstly, when seeking to

understand the controversies emerging through their

confrontation, and secondly, when addressing new

challenges facing medical ethics today.

The tension created by the presence of anthropolo-

gists and other social science researchers in medical

settings is becoming generally acknowledged. In Scandi-

navia alone, at least three cases have made it to the

media and have affected the way social scientists are

being received in some medical research institutions. We

posit that these cases demonstrate a confrontation

between the divergent traditions of research ethics

framing outlined above. A characteristic feature of these

conflicts is that the projects involved have been

perceived by medical professionals as a breach of

confidence. We suggest that this is because the type of

research in question involves interpersonal relationships,

regardless of the methods employed.
The first of the cases receiving press coverage occurred

in the 1980s, when social scientists Rosmari Eliasson-

Lappaleinen and Pär Nygren studied a group of

psychiatrists in Sweden, using ethnographic methods.

They observed and interacted, also privately, with the

psychiatrists, who were later somewhat startled as

Eliasson-Lappaleinen and Nygren wrote critically about

their psychotherapeutic approach (Eliasson & Nygren,

1981, 1983). The psychiatrists felt that their offer of

friendship had been violated, and the sociologists were

accused of scientific misconduct, although they were

later vindicated by the Swedish Research Council

(Lappalainen, 1996). The Danish sociologist Lone

Scocozza also collided with the doctors she studied in

the 1980s. As they discovered that she was making what

they perceived to be misleading conclusions, they

unsuccessfully attempted to stop her from publishing

(Hansen, 2003; Scocozza, 1994). In a Dutch case, a book

was actually destroyed as a result of a court case (Van

der Geest, 1989). More recently, the case of anthro-

pologist Lisbeth Sachs has caused intense debate in

Swedish research institutions.

Sachs embarked on a study of five women seeking

cancer genetic counselling in the early 1990s, and the

counsellor, Annika Lindblom, co-signed the application

to the Research Ethics Committee (REC). As the work

progressed, Sachs presented drafts of her work to the

five women whose story she told, but not to the medical

counsellor. When a book aimed at the general public

was published with anonymised quotes from the

counselling sessions (Sachs, 1998), the counsellor filed

a complaint to the ethics committee at Karolinska

Instituttet (KI) where the study had taken place. She

found that the work presented the genetic counselling

unfairly: that she had been unjustly degraded from a co-

applicant and collaborator to an object of study; that

the study ran contrary to her motivation for participa-

tion, and that she, as any other research participant,

should have the right to withdraw from further research

and request that all tapes of the counselling sessions be

handed over. Sachs nevertheless proceeded to publish

using the tapes, whereupon Lindblom filed another

complaint (Örn, 1999). The ethics committee of KI

found that Sachs should have presented the material

also to the counsellor. They deemed, however, that

Lindblom had neither the right to prevent further

publications nor rights to the tapes (which contained

statements from the counselees, as well). The ethics

committee of the national research council supported

the KI committee in its verdict, albeit in general terms

only.

The debate over Sachs brought forward views typical

of the traditions outlined above, not least in the Swedish

Medical Journal, Läkartidningen (Hydle, 1999, 2000;

Lindblom, 1999; Terenius, 1999). On the one hand,

doctors were seen as lacking in ethical competence



ARTICLE IN PRESS
K. Hoeyer et al. / Social Science & Medicine 61 (2005) 1741–1749 1745
because they focused on minor controversies between

individuals, thereby sidestepping the wider social im-

plications of new technologies (Hydle, 2000). On the

other hand, social scientists and scholars from the

humanities in general were described as ‘‘more unaware

of research ethical issues than medical doctorsy [as]

medical doctors are, among other things, more accus-

tomed to provide information and acquire informed

consent in their studies’’ (Forsman in Örn, 1999, p. 4505,

our translation). The positions taken by the respective

parties in most of these conflicts also reflect an emphasis

on individual consent and information levels by people

trained in the medical tradition, as well as an emphasis

on societal implications and use of power among social

scientists. It is our contention, however, that this type of

conflict is inadequately addressed if seen simply as one

or the other tradition lacking in ethics.

In the following, an alternative approach is taken, as

we outline and comment upon four issues we believe to

be characteristic of the encounters between social

scientists and medical staff: (1) the notion that patients

and staff should be treated differently; (2) the ambiguity

of the status of the research type and the uncertainty of

the corresponding rights of research participants; (3) the

complexity of providing information about explorative,

qualitative research and its implications for participants,

and (4) the question of who holds what rights to the data

produced. The discussion of the four issues introduces a

turn in the style of the argument, as we, in addition to

describing different research ethical framings, seek to

suggest ways of balancing them in relation to the issues

discussed. Finally, we proceed to more general reflec-

tions on medical ethics, embracing insights from both

traditions.
Four issues concerning encounters between medical staff

and anthropologists

In her comments on the Sachs controversy, Hydle

articulated the widespread idea that patients and staff

have fundamentally different roles in social science

research (Hydle, 1999). In this view, patients are

perceived as weak (cf. studying down and advocating

the case of the poorer and weaker party), whereas

doctors, with their high social ranking, are perceived to

be strong (cf. studying up and revealing the work of

power), resulting in a discrepancy of rights. It is also

argued that, as employees in public institutions (in many

European countries, at least), doctors have an obligation

to let their practice be scrutinised: much as politicians

must face the scrutiny of journalists (Hydle, 1999). Thus,

the political awareness of the anthropological tradition

of research ethics would advise that public matters,

including public documents and professional perfor-

mance, be left open to debate and scrutiny. According to
this logic, it is important to remember that social

scientists (themselves publicly employed) would also be

obliged to allow unconditional scrutiny of their own

practice. The medical tradition, on the other hand,

would focus on the autonomy of the research subject

and attune our ethical sensitivity to the personal

concerns of medical professionals (or social scientists)

as individuals.

We contend that the crux of the matter is the

establishment of social relationships. Once a more or

less intimate social relationship is built up, social rank

and professional authority can be of minimal impor-

tance to the relative ‘power’ of the involved parties.

Doctors may feel infringed upon, just as patients would,

if they experience a breach of trust. In personal

relationships, people want to feel personally respected.

It is essential, therefore, to avoid duplicitous ‘friend-like’

behaviour (including acting friendly to get an interview)

performed solely to ‘gather’ data expected to serve the

honourable purpose of ‘revealing’ power. Social science

researchers most abandon ‘‘the Gothic Vision, [which]

proposes that, since evil is ruthless in pursuit of its

objectives, virtue must be ruthless in self-defence’’

(Cavan, 1977, p. 88). People in positions vested with

authority have an obligation, however, to let their

practice be examined, and should not be entitled to bar a

project altogether simply because they fear that it will

portray them unfavourably. What they should be

entitled to is a continuous renegotiation of the terms

of their participation, which takes us to the second

point, namely, the ambiguity of the status of research.

It is often unclear which rules and ethical guidelines

apply to the social study of medicine. Some anthro-

pologists are told that they should have medical ethical

clearance, some that they should not. Some, like Sachs,

find that it helps to have medical staff as co-applicants,

thus allowing the study to be presented as quasi-medical.

This, however, can create confusion concerning the roles

of the participating medical staff, as we have seen. To

pretend to be working toward the same ends might cause

distress and friction, also for the ethnographers, who

sometimes feel that they cannot produce the kind of

results desired by their medical collaborators (Bosk,

1992). It is perhaps only reasonable that staff co-signs

applications for studies taking place in their depart-

ments; but if they sign in the role of granting permission

and accepting the role of research subjects, this should

be clearly stated. Further, a signature can hardly be seen

as a guarantee of agreement on the research objectives.

As the study evolves, the terms of agreement must be

continuously renegotiated. In some cases, the social

scientist might encounter different forms of misconduct

(e.g., abuse of authority), the revealing of which runs

contrary to the interests of the participating staff. The

staff could, however, reasonably be given the chance of

responding to the accusations. This might also increase
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their willingness to consider using the study construc-

tively to improve their practices, which must be the

expected purpose of a critique. Total agreement on

research objectives, however, cannot be expected in

complex interactions among several parties with differ-

ent interests. It will remain an ethical quandary for the

social scientist to balance personal respect for medical

staff with honesty in reporting of research findings and

commitment to the interests of other, perhaps more

marginalised, stakeholders. It may become necessary to

stipulate clearly that the relationship with staff is purely

professional and that the anthropologist sees him or

herself as representing the interests of the patients/

society.

Thirdly, we suggest that it can be particularly difficult

to communicate an understanding of an ethnographic

study prior to its execution, because of its qualitative,

explorative character. In most medical studies, the

investigator can confer an understanding of the hypoth-

esis being tested, and of the possible physical implica-

tions for the participant. Anthropological studies, on the

other hand, rarely seek to test a hypothesis. There is no

protocol, and the idea of a full presentation of the

research endeavour is therefore implausible. The good

study is characterised by its ability to present new

questions and unrecognised connections. Furthermore,

in spite of widespread ideas about anthropology as

aiming for ‘the native’s point of view’, the goal is never

this view alone. There are always many different views at

play in any research context, and the goal would

typically be to describe such views from a third position

in order to place them in context and in relation to one

another (Hastrup, 1995). This automatically obscures

the goals from the immediate experience of the

informants, and no number of safeguards will be able

to guarantee that no one feels mislead. The psycholo-

gical reaction to seeing oneself and one’s ideas described,

objectified and relativised, is difficult to predict and,

thus, difficult to prepare for. Charles Bosk has argued

that informed consent, for these reasons, is effectively

impossible in ethnographic studies. He sees this as a

reason for abandoning ethnographic methods (Bosk,

2001). The differences between clinical medicine and

anthropology, however, might not be as overpowering

as this sketch suggests. The actual implications of a

clinical trial are also unknown, and to convey to

research participants in double-blinded trials that they

might or might not receive a drug is not without

complications either (see e.g. Joffe, Cook, Cleary, Clark,

& Weeks, 2001; Tattersall, 2001). Hence, we are less

inclined to abandon ethnography on these grounds.

While anthropological political awareness brings an end

to illusions about total consensus and harmony, ethical

respect for the individual, in the medical tradition,

would advise anthropologists to attempt a personal

dialogue with people they engage with in order to
discuss the type of knowledge they aim to produce and

the uncertain direction of the research. It is important,

however, not to recourse to a crude version of the

biomedical model of consent: the dialogue should not be

seen as merely a question of making the informant

understand and accept a predefined research package.

Once a conflict between medical and anthropological

researchers is exposed, the fourth issue outlined above

becomes central. Who holds what rights to the data

produced? Here, the medical research ethics tradition

might advise us to respect the right of the individual to

withdraw from the research project at any time,

implicitly giving participants (non-commercial) property

rights to the data. The anthropological tradition, on the

other hand, might advise us to beware of the depoliticis-

ing effect of letting the more powerful party in the

doctor/patient relationship posses the right, for example,

to decide on publication in cases of abuse of power,

however rare such cases might be. Also, given that most

anthropological data are constructed in complex social

relations with many people (in the case of Sachs, both

the counsellor and the counselees featured on the tapes),

who should have the right—and responsibility—to

dispose of the data if not the principal investigator?

Rather than giving medical staff the right to veto

publications they find unfavourable, we suggest limiting

objectionable publications by advising anthropologists

only to publish what they have already dared to present

to the people with whom there have been continuous

relationships. Preferably, the property issue should be

addressed right from the beginning as part of explicating

the type of study and the role of the staff in it.

In all these cases, we seem to encounter the recurring

concern for balancing respect for participating indivi-

duals against careful consideration of the political

implications of granting people in power the right to

bar scrutiny of the way they handle their mandate. The

two traditions merge, however, in notions of responsi-

bility and obligation. The researcher holds a responsi-

bility towards every single research participant, as well

as to society as a whole, and both traditions operate,

albeit tacitly, with notions of obligation to participate in

research. In the following, we wish to suggest that this

common ground might prove useful for medical

researchers as well, when facing new challenges to the

traditional focus on the rights of the individual, which

has been dominant in medical ethics.
Making the case for an invigorated medical ethics

In retrospect, Nuremberg and the Declaration of

Helsinki have been important in teaching the medical

community the need to safeguard and respect the

individual, notably by introducing informed consent

(World Medical Association, 2002). Helsinki, however,
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in contrast to the War Crime Tribunal, also introduced a

notion of proxy consent. In some situations, even in the

medical tradition, offering information was seen neither

as a way of showing respect, nor as a way of protecting

the individual.

Recently, Joan Cassall and Allan Young have argued

that health services research is a relevant example

(Cassell & Young, 2002): a focus on the rights of the

individual is misplaced because the interests of the

individual are not in conflict with those of society.

Another area in which the conflict between society and

the individual need not appear is in certain population-

based genetic databases. Despite emerging policies

focused on informed consent (Beskow et al., 2001),

individuals might have no particular interest in staying

informed about specific research projects, as they

experience no physical risk in relation to specific uses

of tissue. The possible harm incurred through participa-

tion concerns confidentiality, and would probably be

better addressed through institutional safeguards than

through consent (Ashburn, Wilson, & Eisenstein, 2000).

Another interesting new challenge to the notion of

individuals’ informed consent emerges in other forms of

genetic research where genetic information has direct

implications to patients’ kin. Genetics has also given rise

to new debates within medicine of the need to assess

group consent (Greely, 2001). Related issues include

benefit sharing and property control in population

genetics, where indigenous people have tried to retain

rights to DNA extracted from them (Marks, 2001). All

these instances serve to reintegrate the political into

medical research. This challenge is worth meeting, and

an awareness of both research ethical traditions might

prove helpful in coming to terms with it.
Conclusion

This article has suggested that conflicts between social

scientists studying the health services and the medical

professionals enrolled as informants in their projects

involve confrontations between two research ethics

traditions. Rather than measuring one tradition by the

standards of the other, we suggest facing the challenge of

combining the medical inclination towards respect for

the individual with the social scientific awareness of

political implications and informants’ conflicting inter-

ests. This approach also gives rise to a reconsideration of

the informed consent requirement so revered in medicine

and yet so criticised in anthropology. If we accept that

informed consent is merely a means of showing respect,

rather than an end in itself, we might also agree (1) that

the social sciences are not exempt from the demands of

informed consent when engaging in interpersonal

relationships, and (2) that sometimes this end could be

better attained by other means. This might facilitate a
less-procedural, juridical and ritualised perception of

informed consent than is often the case in medical

research, and a more transparent and respectful mode of

conduct than is often practiced in anthropological

research.

In preference to reliance on an once-and-for-all

informed consent form, we suggest that social scientists

and medical professionals who are about to commence

collaboration contemplate and negotiate the four issues

discussed above. For our part, we conclude that:
1.
 Medical staff should be treated with the same

sensitivity as patients, once the researcher has

engaged in an interpersonal relationship with them.

People in influential positions, however, have an

obligation to let their practice be scrutinised as long

as they are informed about how and when they are

studied.
2.
 It is essential that medical professionals are made

aware of their status as research subjects, rather than

research partners, when enrolled in social science

studies of the health services.
3.
 The complexities of informing subjects in explorative,

qualitative research should be mentioned as a project

is commenced. Preferably, researchers should estab-

lish an ongoing dialogue with the people they study

regarding the type of knowledge they aim to produce.
4.
 While research subjects should be given a fair

opportunity to comment on analyses of data they

have contributed to the production of, it must be

made clear that the researcher holds the rights to the

data produced and makes the final decision on

publications.
Proper consideration of these four issues does not

imply that consensus can or must be reached or that no

problems will arise. On the contrary, it could be seen as

an overall obligation resting on the anthropologists to

specify that informants will not be allowed to change

conclusions and that they might feel infringed upon.

In sum, we have outlined two traditions and argued

that they can help us in understanding a type of conflict

in which social scientists infringe upon medical practi-

tioners’ sense of reasonable ethical standards, and vice

versa. Rather than perceiving one or the other tradition

as simply being misguided, we suggest using both

traditions to clarify our aims, standards and limitations.

Furthermore, we suggest that public health studies,

genetic medicine, and other challenges facing medical

ethics today may be better addressed once medical

ethicists actively engage with the concerns articulated in

the research ethical tradition of the social sciences. This

constitutes a call for further collaboration in the

teaching of ethics to public health students, coming

medical professionals, and social scientists.
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