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Abstract
Short-term global health volunteerism is on the,rs students and health care professionals
seek short-duration volunteer experiences in logonme settings. Given the potential for
ethical transgressions in such situations, prettiegaethics training is essential. We have
developed a very short ethics training regimen votlr dimensions: (1) an overview of the
history and major challenges with respect to gldizlth and ethics; (2) a simplified global
health ethics framework for the non-specialist; égamples of ethical crises experienced in
the field; (4) a proposed simple strategy for adsirey new crises as they arise. We feel our
training model can be modified and replicated fibreo groups in need of basic and brief pre-
departure ethics training.
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I ntroduction

In recent years, the phenomenon of short-term glbbalth volunteerism has accelerated,
presumably due to such factors as an increasedoéasgpid travel and the rise of 24-hour
news channels showing us disasters and sufferimg ficross the globe In addition to



Raywat Deonandagt al. 46

seasoned health care professionals, we now havécahedudents, residents, other allied
health professions students --and often undergtasluatoo—seeking global health
experiences in low income and resource-limited tesl. While motivations for seeking
such experiences are overwhelmingly altruistic,uafamiliarity with the history of global
health approaches, the legacy of neocolonialisngd #re fragiliies and nuances of
intercultural care combine to present prepondee#inical challenges for care-givers going
abroad. Good intentions are often not enough swrena positive experience and impact on
the health of the target community.

The scope of work in which medical volunteers ergeayies widely from direct medical care
to public health education and capacity buildingany medical schools and residency
programs offer opportunities for students to engegglobal health work via short-term

foreign placements, and have slowly begun to inm@ige mandatory ethics training as part of
students’ pre-departure training. In absence @h sethics training, the threat of doing
damage to community and individual health, andntitutional relationships, is real. This

paper describes the ethics training developed fiegang medical missions into the interior
of Guyana, based upon a model that has subsequeedly tweaked for presentation to
medical students at the University of Ottawa a$ ltheir regular pre-departure training.

Context

The Toronto-based NGO Vea’havta has been sendimlicatievolunteers into the interior of
Guyana forl4 years . Each mission lasts two weeksis made up of 5-20 physicians,
nurses, pharmacists, physiotherapists, other dilgadth professionals and support staff. The
numbers vary with the aim of each specific missi@ut each team visits under-serviced and
impoverished Amerindian communities in the deepd$grand provides direct clinical care, as
well as public health education and limited capabitilding through the education of, and
resource support for, local caregivers. Most & tolunteers have never been to Guyana
before, and many have never before visited an dedetoped country or engaged in any
kind of global health work.

Pre-departure training is unfortunately limited dosingle day and is dominated by the
necessary briefing on logistics and mission detailsile the ethics component is only, at

most, a couple of hours in duration. Ethics tragnihas been implemented for two years now,
and consists of: (1) an overview of the history amgjor challenges with respect to global
health and ethics; (2) a simplified global healthies framework for the non-specialist; (3)

examples of ethical crises experienced in the fi¢fj a proposed simple strategy for

addressing new crises as they arise.

The Humanitarian M odel vs. the Political M oddl

In our training model, the pertinent aspects of hiory of ethics in global health have
mostly to do with the legacy of colonialism. Peigants are encouraged to recognize that
power and wealth disparities between Northern amati®rn countries often have at least
partial origins in a history of conquest and ecomopnedation. The relevance of this lesson is
that it encourages humility in that emphasis ic@thconceptualizing volunteers’ motivation
through a political model rather than the humaratamodel, based upon the definitions of
Lowry, Schuklenk and Hall et%l

The humanitarian model holds that one seeks toldbab health work through altruism.
Such fervor can quickly devolve into arroganceoas must necessarily adopt an attitude
reflective of superior education, skill and knowdedrelative to that of the population one
seeks to serve. The political model, on the othand, holds that individuals and
organizations from the Global North must do glohehlth work as a kind of reparation for
the damages done by Northern societies in the figelonialism and via other imbalanced
economic, political and military relationships asmtounters.
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Our training model holds that while individuals detio seek volunteer experiences for reasons
more concordant with the principles of the humaratamodel, the realities of the field are
best served by appreciating the political moddiisTs especially true for work in the interior
of Guyana, where many of the health issues thainteérs will encounter are directly related
to the industrial activities of Canadian, Americamd European mining adventutewhich
can be considered to be manifestations of neoallent. An introduction to the
perspectives of the political model is often a fatagy experience for volunteers unfamiliar
with the history of global health and development.

Ethical Paralysisvs. Righteous Seizure

Based upon the terminology and definitions of Asderand Mashdii our ethics training
asks volunteers to recognize the tension betwesmttremes within the ethical behavioural
continuum, with “ethical paralysis” at one end, &nghteous seizure” at the other.

Righteous seizure is presented as the initial nehdmbraced by most novice volunteers,
many of whom see suffering and injustice in theldvand who are impatient to “solve” those
problems. Righteous seizure is best exemplified quote from Sir Bob Geldof referring to
the African famine: “Something must be done; amghmust be done, whether it works or
not”’. The sense is that one seeking to do “somethingthing” may overlook the ethical
consequences of doing the wrong thing, or of migdiing scarce resources on an activity that

had a known low probability of success.

Ethical paralysis, on the other hand, describestat of someone who has considered that
every intervention necessarily carries the thréatemative consequences, thus rendering a
volunteer unable to pursue an interventionist sgyatthat is purely and absolutely ethical.
The training seeks to encourage volunteers to ifgethieir place on the continuum between
these two extremes, and to recognize that eithtezrar is counter-productive.

Examplesfrom the Field

Any ethics training for global health volunteersaninclude scenarios, both hypothetical and
historic, for demonstrating the application of theoExamples were sought which

demonstrated cultural differences, communicatiorriéra, challenges to individual moral

precepts, and power imbalances. Attendees weread dsbw they would respond in each

scenario, then asked to rate their response ocdhgnuum between righteous seizure and
ethical paralysis.

One such example was the story of a health educ#étiam visiting a remote Guyanese
community with fundamentalist Christian beliefsheTcommunity suffers from a high rate of
unwanted teen pregnancy and is at risk for expemgnspikes in STl and HIV/AIDS
infections. The community’s leaders have permitted team to talk about sex and
contraception, but not to give out condoms. If tdem does give out condoms, they will be
asked to leave the community and may not ever\agethback. Surreptitiously, some of the
community’s teens ask team members to give thendaror. Team members must now
decide whether to give the condoms or to adhetiecio promise to the community leaders, or
to fashion a third option.

Attendees are then asked to explore the scenaditoamork through the possible behaviours
and choices of the health education team; ideritiy power disparities at play and the
cultural and communication barriers that may contbproper understanding of the situation;
predict the possible and likely outcomes of anyoast taken, both short- and long-term; and
to develop a strategy for identifying the actiorleafst harm.

The lesson is that some in-field ethical crises bananticipated, but many more cannot.
However, some of the characteristics of most crisesbe expected, such as communication
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gaps, power imbalances and competing world viedusy resulting standard strategy cannot
be a simple recipe for conflict or crisis managenthat would be too specific or inflexible
for the unpredictable scenarios, but rather a géregproach for team management and
consolidation.

Suggested Strategy

The in-field ethical crisis-management strategy eee developed is a simple two stage
process: (1) establish an objective and (2) agrelebate every ethical crisis.

Each team is advised to agree upon a single missipective during the pre-departure
training session. The team leader facilitates dheidation of such an objection. In the
absence of a clearly defined leader, the team dsucted to nominate one. The defined
objective will then serve as the stop against wiaich proposed activity will be evaluated. If
the activity is not simpatico with the stated ol then the activity is deemed
inappropriate and likely unethical. Activities carclude the regular conduct of the team’s
medical mission or the proposed solution to arcathurisis that may arise in-field.

The agreed-upon objective in this case is unlijecilves defined for research or evaluation
purposes; it is typically immeasurable. It musidistinct from mission outputs (for example,
the number of patients treated) and from expectéssiom outcomes (for example, a
decreased prevalence in a specific disorder).edistin ethics objective is relationship based
and takes into account the grander goals of thgrane, not just of the mission. A standard
objective to consider is, “To sustain good will gauthat future missions will be able to
contribute to incremental positive change].”

The requirement to debate every ethical crisis afgpeommonsensical on its face, but in the
heat of a crisis, the tendency towards righteoimuse often precludes challenge to one’s
personal moral framework. By introducing the regoient for debate in the pre-departure
setting, it is hoped that participants will be @egd to err on the side of restraint in the
moment of crisis. Debate, then, serves to calrtigizeints, delay the taking of unconsidered
action, allow all team members some input, andeiase the chances of at least one team
member remembering to apply their agreed-upon tbgeto whatever action is eventually
decided upon.

Discussion

Our ethics training model was developed from someh@ existing literature on volunteers’
and students’ typical responses to global healfpeeences. Other published frameworks
were considered, such as that of Crump &t alhrough the Working Group on Ethics
Guidelines for Global Health Training (WEIGHT) atuke University, they developed a
template for appropriate global health pre-deparaihics training. The WEIGHT process is
more comprehensive than our approach in that itsidens the roles of sponsors,
governments, competing institutions and licensinogli®és. However, the aspects of their
system that are most pertinent to the specificviiets and behaviours of short-term
volunteers are in concordance with our pervasividopbphy, which is that any mission’s
burden on the host nation and community must bk bohimized and measured relative to
the potential contribution of the mission.

The WEIGHT system also focuses on the clarificatbrgoals, much like our in-field crisis

resolution strategy, but goes further by recommegdhat goals be institutionalized and
formalized through explicit written statementswyaedl as being defined differently for various
stakeholders (for instance, sponsors, traineestargretc.).

Pre-departure ethics training is unavoidably subjedo an extent. It tends to be based on
previous personal experiences of the trainers, mode limitedly on published training
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frameworks and norms. One of the reasons for éisipointed out in the paper describing the
WEIGHT guidelined is the dearth of published data both on varioueld ethical crises in
global health and on tried strategies for addrgssimd assuaging such crises. Clearly, as
global health volunteerism increases in popularibe need for ethics training will also
increase. It is incumbent upon the scholarly comitgito share more of our experiences and
training regimens, in hopes that a somewhat urev@ducational standard may emerge.
Such a standard will necessarily depend upon raglegal frameworks, prevailing moralities
and, more subtly, on the cultural ethical framewdting considered. The underlying
assumption to all reviewed training processesas tine Western liberal ethics framework is
at play. This is a rational assumption, givenrible of that framework in helping to define
critical Western medical constructs, such as inemfngonsent and patient decision-making
autonomy.

As more nations with varied cultural philosophiegee the global health milieu, it will
become increasingly important to revisit the asdionp of the Western liberal framework.
A commenter on the WEIGHT guidelines pointed out tthe role of South-South trainee
exchanges is not considered in the existing ethigsing regimens alluding to the implicit
imperialistic notions of the prevalent North-Sowtkchanges, and lending credence to our
concern for the unquestioned supremacy of the \WeBberal framework.

However, the need of medical schools and NGOs dakge#ron short-term volunteerism is for

concise, potent and practical ethics training whizg@is is on crisis resolution skills and

techniques, and not so much the larger scholastitussion of relevant frameworks and

philosophies. To that end, we feel that our tregrsystem can be modified and replicated for
use by medical schools and NGOs in need of sudh had rapid ethics training.
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