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Dr Kumar Bastia’s article (1) focuses on one of the important 
components of patient-physician interactions − ensuring 
that consent by a competent patient for therapy or surgical 
intervention is given voluntarily and after provision of 
relevant information that has been clearly understood by the 
patient. The author’s aim, a salutary one, is to alert physicians 
to the basic elements of an informed consent that are often 
overlooked or misunderstood by medical practitioners, 
and several good points are made in this article. However, 
perhaps intentionally or not, the author seems to transform 
the informed consent into primarily a legal contract between 
a “consumer” and an individual (doctor) who “has to render 
service”, and a tool of defence for physicians against malpractice 
suits. This approach runs the risk of reducing a critical 
component (the consent) of a fiduciary relationship grounded 
in the ethical duties of health care professionals towards the 
distressed who seek their help, to little more than a contract 
akin to one between a car owner and a mechanic.

In most societies law and ethics interact constantly, overlap 
at times, and frequently inform each other (2). Although the 
concept of an informed consent arose within the law, and 
is generally traced to the judgments in the Nuremberg trial 
of Nazi doctors after World War II, the underlying message is 
always an ethical one, namely, respect for the dignity of all 
persons and their right to make informed decisions about their 
bodies. It is with this background that the process of informed 
consent has come to be accepted as the plinth upon which 
ethical medical practice rests. Although a composite of the legal 
and the moral, it is the ethical ethos of the informed consent, 
rather than its legal aspects, that must remain central for health 
care professionals. It is important for health care professionals 
to understand that the ethical concept underpinning the 
informed consent is patient-centred, which then translates into 
legal protection against harm to patients. Informed consent is 
not physician-centred in the sense that, although it may help 
to protect physicians, it is to be understood primarily as an 
instrument to avoid lawsuits. 

If the latter were true, and the author seems to believe so, then 
the meticulously detailed and documented informed consents 
that are the norm in the United States would have resulted 
in the lowest, rather than among the highest, numbers of 
litigation cases by patients against physicians and hospitals. 
Lawsuits are more likely to occur when there is a breakdown 
in communication and trust between patients and their 

treating physicians, and these can occur despite “legally” 
sound consents. This is, of course, in line with the author’s 
own observation that “the ethics of trust between patient 
and doctor is gradually disappearing”. It is also the author’s 
(correct) belief that this is leading to an increasing number 
of malpractice law suits. It would seem to me then that, in 
order to tackle the problem systematically at its root, we must 
turn our attention as teachers and practitioners of medicine, 
to the reasons behind the increasing failing of health care 
professionals in their ethical duties towards patients, rather 
than assuming a defensive mode by only focusing on the 
“legal point of view” when it comes to the matter of informed 
consent. 

The next point I would like to make is about a common 
misconception that an informed consent is the physical act 
of signing a piece of paper (with relevant information listed 
and appropriate signatures in place) by the patient after the 
physician has informed him/her of the details of the proposed 
procedure, risks/benefits, etc. Such a document is neither 
legally nor ethically sound. An informed consent is a process 
and not a “one-off” event of signatures on paper. It means 
a two-way dialogue (and not a one-way information flow 
from physician to patient) as often as needed and whenever 
possible (depending on the nature of the illness), a respectful 
exchange of views and concerns, and an ironing out of 
differences if any exist between the patient and the physician. 
The aim should be to help patients make a considered decision 
regarding their therapy. This decision, in some instances, may 
be a refusal on their part. (It is documentation of these patient-
physician discussions in the medical chart, rather than a signed 
informed consent, that can provide the best “protection” for 
physicians in cases of litigation against them [3].) Above all, the 
process for an informed consent must rest on a respectful and 
compassionate relationship with a fellow human being made 
vulnerable by illness, and should not be understood in isolation 
from the rest of his/her health care plan (4).

The last point I will make is that many of us practise medicine 
in societies that differ in significant ways from those in which 
contemporary bioethics took shape, and we must remain 
sensitive to indigenous values and norms, family dynamics 
and local socio-economic realities. All these factors colour 
physician-patient interactions and relationships, sometimes to 
the benefit of patients and at others times to their detriment. 
It is beyond the scope of this commentary to explore the 
international variations in standards of practice related to 
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disclosure of information, the differing cultural understandings 
of what constitutes respect for persons and patient autonomy, 
or the role of families in medical decision making. However, 
these are areas receiving increasing attention by sociologists, 
bioethicists and physicians (5, 6), and should not be ignored. 

In the final analysis, the complex nature of illnesses and therapies 
is such that there is no “cookbook” that can provide a single, 
generic recipe for taking valid informed consent. What are 
available are broad legal and ethical frameworks that work best 
in the hands of caring, compassionate and ethical health care 
professionals. 
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Opportunities	for	internships	in	ethics

The Centre for Studies in Ethics and Rights (CSER) was set up in January 2005 by the Anusandhan Trust (AT) to undertake 
research in ethics and human rights. 

CSER is engaged in research and training in ethics and rights and for capacity building of voluntary organisations/NGOs. It 
organises training programmes in various fields, including research bioethics, clinical ethics and programme management. Our 
priority areas include professional ethics, research bioethics, public heath ethics, development ethics, law, human rights and 
ethics, comparative ethics, and exploring linkages between the discourses in ethics and rights in the Indian context. 

Specific areas in which research is planned and ongoing include ethics in reproductive health research and practice, ethical 
issues in clinical trials, poverty and ethics, and ethics in Indian systems of medicine. 

CSER faculty members include social scientists, medical professionals, bioethicists and public health practitioners. These 
include Dr Amar Jesani, Dr Nobhojit Roy, Dr Padma Prakash, Ms Padma Deosthali, Dr Narendra Kakade, Ms Sandhya Srinivasan, 
Ms Pranoti Chirmuley and Ms Neha Madhiwalla.

CSER offers internships to graduate, postgraduate and doctoral students from academic institutions in medicine, law, social 
work, social sciences and others who are interested in its areas of study. Faculty at CSER will offer mentorship, and office 
space will be made available for the intern. The libraries and documentation centres of CSER and CEHAT in Mumbai as well 
as broadband Internet access will be available. Interns will be expected to do a time-bound project or assignment to the 
satisfaction of CSER faculty, the students and their respective institutions. Certificates of experience will be provided to the 
students.

These internships are for a minimum of six weeks and can extend to six months. A stipend of Rs 8,000 per month will be paid. 
For those candidates who are paying for their accommodation, CSER will offer partial support. However, interns will have to 
make arrangements for their accommodation in Mumbai and are encouraged to do so in advance before coming to Mumbai. 
CSER will cover the costs of any local travel and related expenses incurred by the intern while doing project-related work. 

For further details please contact Mr Mahendra, administration, CSER, at mahendra.cser@gmail.com or (91 22) 2612 0655. 
Applicants can email Mr Mahendra with their updated resumes, areas of interest for the internship, and their contact details. 
A faculty member will follow up with the applicant. Interns will be selected based on their interest areas, skills and experience, 
and the requirement of the Centre.


