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3 '_f_j-under ‘a- prohibition” aga_mst dehb ately __klllmg-__:_ L
: k does ‘not récognise -any. special or = -another, but one is not necessarily ‘under an .
quahtatwe ink between the agenf and the act.or. ... “obligation to prolong his or her life: ‘Andifoneis.
. -omi ; ' not-so. ‘Obliged, then- the ‘death which" may-well.
_‘ensue more quackly because one reframs from%l_:‘;few :










freatment of the sick because of the finitude of
health care resources. Such considerations as a
patient’s prognosis may be relevant to such
Iimitations. In this regard, HIV+ patients are on
the same footing as other categories of patient.

HIV+ status in itself is no reason to deny access fo-

needed health care.

Fu_rther, alongside their expert knowledge and
the social prerogatives of their professional status,
health care professionals have an obligation to
treat to the best of their ability those who need
care even in the face of nosocomial risks?. This

generally requires a “professional courage” not
required of people who are not posqeqsed of the

necesqary expertlse

Ccmsiramts on the Mode cf Health Care
oo Delivery.

Given that we can develop an argument in
favour of ensuring access to health care to HIV+

patients, we need next to determine the proper o

mode of prowdmg such heath care,

: There are constraints on the way:_a patient may
-be treated arising from the competent patient’s

‘right to respect for his autonomy. The right to
autonomy is the Iight to be self-determining with . =
respect to decisions pertaining to one’s health care -

within the scope of respect for other moral values
that may be at stake in the case. This important
‘right extends (in general) to information about

the patient: it is in general the right of the patient .
to make decisions concerning the dissemination

of information concerning himself

‘This right is not absolute. However, it is all too
easy nol to take with proper seriousness the
privacy or confidentiality due to-members of

groups which are not generally esteemed in -
-society. In particular, this puts homosexuals at
risk .of relatively light-minded breaches of. "
_' confidentiality. Such breaches need to be guarded
~against. In addition, the relationship between the
professional and. the. patient is a fiduciary one .
~ whose integrity needs to be protected. Hence, itis -
_arguable that. mandatory testing policies or the
~like are unacceptable. Such policies are likely to -

~erode the trust necessary in this relationship, and

“have the bad consequences of forcing sectors of -

the HIV population out of the health care system.

Thus, great care is needed in order to implement -
a “needs to know” policy of informing health care -

workers of a patient’s HIV status. In particular,
the professional’s knowledge of a patient’s
-condition is for the sake of better caring for the

 patient rather than to give the professional the

- _chance to refuse to treat the patient.

”'Finally, any policy concerning infectious

- disease must be compelent to manage risk

appropriately. Given the mechanisms of HIV

. transmission, we need to distinguish between
- different groups of persons working and
- otherwise involved in the health care system

. whose risk exposure should be managed properly:
- (1) other patients; (i} health care professionals
- especially special groups such as orthopaedic

- surgeons, theatre nurses or those who handle .

- body substances which may carry the virus -such .

persons will have maximal opportunity to pick
up the virus; (iii) other workers at health care
facilities such as orderlies and cleaners whose.

work may expose them to some risk; (iv) workers '

- who have little if anything to do directly with .

- HIV infected or potentially .infected body
- substances, such as kitchen staff and ground staff; L

(v} the general pubhc, and (va) the HIV»« pattent
-hlmself - :

_ " Not all these groups are exposed to .ri_sk to f:he -
. same degree, barring freaky states of affairs, In -
‘general, given the mechanisms of fransmission
of the virus, mainstreaming cannot be any worse -
_than isolation for the people in groups (iii)-{vi).
- The defensibility of mainstreaming in terms of =
- 1isk management turns on the risks for thme in. .
: 3groups (1) and (11) ' T

| antatmns on the Obhgatmn tu Toleraie

~ Risk of Nosocomial Infection |
B have accepted the idea that health care

‘professionals are under an obligation to tolerate

tisks to their own welfare beyond the level of

- risk-taking required by ordinary courage in order

; to treat the sxck This obhgauon is not, however, :
- unlimited. : L =

There is distinction between the risk which

- the professional is duty bound to run and the
- risk she runs in which she exhibits a level of -
. moral excellence beyond. the call of duty. While
_‘the professmnal is obliged to tolerate exposure to -
~some risk in order to care for the sick, she is not .-
~ thereby obliged to tolerate exposure to every rigk,
- Perhaps she ought to help those suffering with -
. cholera; but ar guably the risk she runs by caring
- long-term for sufferers of an unknown air-born -
- and tactually transmitted fatal infectious disease
~-is supererogatory. And again, we allow that the -
professional has.an obligation to treat the sick
. but not if the required intervention is contrary to

her conscience (within reason). And, finally, we
often in practice permit the health care
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o proféssxonal ‘ emptlon fromthe bhgatmn.to trea
e for much less -"Wexg )t- reasons, for: mstance, l:h_




Copymght }992 rticlesmaybe quoted in fullorin
: All other rights
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