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Abstract

Substance use disorders are among the most prevalent and
emergent public health problems in India. The treatment of
individuals with these disorders is associated with many ethical
dilemmas. Due to the pervasiveness of substance use disorders,
the majority of mental health professionals working in the area
of addiction medicine face several ethical dilemmas. When
discussing substance use disorders, it must be borne in mind that
there are important differences between India and the western
countries in terms of the social and cultural aspects, as well as
the legislative framework and healthcare delivery system. In this
paper, we discuss the common ethical dilemmas that practitioners
of addiction medicine face when dealing with patients with
substance use disorders. We use the principlist approach defined
by the four ethics principles — autonomy, beneficence, non-
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Table 1

Various bioethics principles and their application in substance use
disorder treatment

Ethical principles Application in substance use

disorder treatment

Autonomy A patient who has repeatedly been
involved in road traffic accidents and
has liver cirrhosis related to alcohol
use refuses treatment for alcohol use
disorder. Should the patient be treated

against their will?

Beneficence A patient has been receiving

treatment for opioid use disorder on

an outpatient basis for a few months,
but is unable to abstain. Should the
patient be treated with opioid agonists,
especially if they are concerned

about becoming“dependent” on the
treatment?

Non-maleficence A patient with chronic pain and a
history of opioid dependence asks for
higher doses of opioid agonists. Should
the treating physician restrict the

dose of the medication to prevent the

possibility of diversion?

Justice A patient who is suffering from

alcohol dependence,and in whose

case in-patient treatment has been
unsuccessful several times, is denied
admission because it is felt that
someone else should be given a chance
for treatment.

Respect for people A member of the military with a history
of severe depression and chronic pain,
due to injuries he suffered during war,
is denied his opioid medications 4 days
in advance of his scheduled dispensing
and is referred to as “nashedi” (drug

addict).

maleficence and justice — to deliberate upon these dilemmas
and how they may be resolved. Further, we emphasise the
need to sensitise practitioners to the importance of giving due
consideration to the ethical aspects in their clinical work.

Introduction

Substance use disorders are among the most common
psychiatric disorders across various countries, including
India(1,2). The substances abused may be licit (like alcohol and
tobacco) or illicit (like cannabis, cocaine and heroin). Substance
use disorders not only have an impact on the personal life of
the user, but have also been found to be related to various
problems, including suicide and crime, which are important
public health concerns (3, 4). The treatment of individuals
with substance use disorders throws up specific challenges,
some of them ethical. Specific nuances must be considered
when applying the principles of medical ethics to the clinical
treatment of “patients” with substance use disorders (5, 6).
Some of the situations in which such ethical issues arise are
highlighted in Table 1. These situations are broad clinical
scenarios that have been encountered in clinical practice in

addiction medicine.

Given the pervasiveness of substance use disorders, it is
possible that most mental health professionals and other
healthcare professionals have faced the ethical dilemmas
related to the treatment of these disorders.Substance use
disorders and their treatment are embedded in a complex
social, religious, cultural and political matrix. The legislative
framework for treatment and the healthcare delivery system
in India is different from that in the western countries.
For example,many western countries have a provision for
court-mandated treatment of people who have repeatedly
committed the offence of drunken driving (7), whereas India
has no such provision. Also, in India, the family members
have considerable influence in the care process, while in the
West, the focus is on patient autonomy. In India, therefore, the
treating team becomes accountable to the patient’s family
members, especially when they have coerced the patient
to seek care. This paper attempts to address the common
ethical issues faced by healthcare professionals in the field of
addiction medicine. We discuss common clinical scenarios
using the four principles of bioethics, with the caveat that
each clinical situation is unique and aspects pertinent to that
scenario need to be deliberated upon.

Privacy and confidentiality

Case 1: "A 28-year-old married male visited a substance use
treatment facility. He had been using ‘smack; an impure form
of heroin that is used widely in north India, in a dependent
pattern. For the last few years, he had started injecting himself
with buprenorphine. He even shared his needles with his
drug-using peers. His family members, including his wife,were
unaware of his habit. At the treatment facility, he was advised
to get himself tested for HIV, and he was found to be positive.
The patient asked the clinician not to disclose his substance
use problems and HIV status to his family members, including
his wife.”

The case brings out a common ethical dilemma pertaining
to the treatment of substance use. Similar problems may
arise during the treatment of other medical disorders, such
as HIV infection without associated substance use, and drug-
resistant tuberculosis. Privacy and confidentiality are important
to the patients’ sense of self, as the terms of their relations
with others depend on them. The issue of confidentiality is
important, especially in the Indian context, because of the
stigma associated with substance use disorders (8). Religious
beliefs, cultural values, political policies and legal views all
add to the stigma attached to substance use disorders in
countries like India, where substance use is still considered a
moral flaw. This stigma affects various aspects of substance
use disorders, including their diagnosis, care for the patient,
treatment, funding and education. Stigma also affects the
recovery of individuals with substance use disorders (9). In
Indian society, the family members of substance users are often
the driving force behind their treatment (10). Given the rather
cohesive family structure, it is not uncommon for thefamily
membersto request the treating physician to disclose the
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patient’s problems, even though the patient would not want
them to know about the details of their substance use. While
such concerns on the part of family members are not limited
to India, they are accentuated in the Indian setting due to
the agrarian society, which perpetuates a joint family system
characterised by familial cohesion rather than an individualistic
outlook. In such situations, clinicians are torn between their
duty to the patient (autonomy, privacy and confidentiality), and
their duty towards others at risk (justice, truth-telling).

One of the options would be for the clinician to disclose the
matter to the family members. This would be in congruence
with the principles of beneficence towards potentially
unaware family members, and social justice. However, given
the possibility of family conflict due to the disclosure of a
stigmatising illness, disclosure would be against the principle
of non-maleficence, ie primum non nocere or “first do no
harm” From the utilitarian perspective, the risk of harm in
terms of familial strife needs to be balanced with the degree
of benefit that would accrue with preventive measures and
early treatment of family members, if necessary. From the
Kantian perspective, which suggests that some forms of
conduct are obligatory irrespective of the consequences,
telling family members who are at risk would be the right
approach. The other option in such a scenario would be to
respect the patient’s wishes and disclose the matter only
when they explicitly express the desire to have it disclosed.
Such a response would respect the patient’s autonomy. From
the perspective of beneficence, this might be beneficial to the
patient in terms of preventing the possibly adverse familial and
social consequences of telling the family members about the
stigmatising illness.

There are several other scenarios in which ethical dilemmas
related to the patient’s confidentiality may arise. There are
times when patients who have strained family relations
ask their clinicians to “doctor the records” or to keep what
Geppertand Bogenschutz (5) refer to as a “shadow chart” Such
actions, though aimed at “helping” the patient, may put the
clinician on a slippery slope that might lead them to commit
other indiscretions.

Specific issues arise when the patient reports or confesses to
a crime to a treatment provider. The clinician is not bound to
report the crime in all instances, but has been mandated to
report circumstances in which there is a serious and identified
risk to a specific person and/or community as per the code of
ethics of the Medical Council of India. For example, in India,
the knowledge of specific crimes against children has to be
reported under section 21 (1) of the Protection of Children
from Sexual Offences Act of 2012 (11). Whether the information
shared with a physician about substance use by drivers or
pilots should be shared with the regulatory and licensing
authorities is another matter. Therein lies the question of
balancing the confidentiality of the patient and the potential
harm to travellers, whose lives may be jeopardised due to
substance use by the pilot/driver.
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Autonomy and informed consent for treatment

Case 2: “A person with a history of multiple episodes of
haematemesis has been admitted to the gastroenterology
ICU for the fifth time in the last six months,but refuses to
undergo treatment for his alcohol dependence. The person
repeatedly gets into violent brawls with family members, as
well as outsiders, under the effects of liquor. He has met with
an accident while driving his bike in an inebriated condition.
Attempts to engage him in meaningful treatment for his
substance use problem have failed.”

The ethical principle of autonomy suggests that the patient’s
consent be taken for any type of treatment for their substance
use problem.The underlying assumption is that the individual’s
capacity to make their own decisions is intact, and they have
the voluntarism to act on the information given to them.
Decisional capacity is the patient’s ability to comprehend the
information given, communicate a choice, weigh the potential
risks and benefits, and appreciate the effects of these choices
on their life course/prognosis (12). Voluntarism, which is the
capacity for self-determination without undue coercion, is a
must. Craving, withdrawals, habituation and many other factors
may affect the motivation of patients and can reduce their
decisional capacity to exercise their free will (13). Sometimes,
patients have to be admitted to treatment facilities without
their explicit concurrence, to minimise the risk of harm to
themselves and others (14). It must be noted that not all
patients who are forcibly admitted to treatment facilities find
their participation in the treatment coercive, while on the other
hand, many self-referred patients may identify psychological
pressures as coercing their treatment for substance use (15).

In the above case, the treating team considers treatment to
be in the best interest of the patient, but the patient refuses
treatment. From the perspective of utilitarianism, the ends
justify the means, ie providing treatment to such individuals
not only helps them to understand the consequences of their
substance use problems, but may also help them to stop
using the substance. From the utilitarian perspective, treating
non-consenting substance users is justified as it serves the
purpose of helping them quit using the substance. It would
also serve the purpose of justice, as it would no longer be
necessary to spend limited resources on repeatedly handling
medical crises among a selected few patients. However,
treating non-consenting substance users would be inimical to
their autonomy. An analogy can be drawn with patients with
other psychiatric disorders, such as schizophrenia or bipolar
disorder;some of these patients are admitted against their will
when they pose an imminent risk to themselves or others. In
such cases, the clinician acts in the best interest of the patient
and is able to steer the patient away from a crisis. Can a similar
logic be extended to patients with substance use disorders,
with the patients being provided help temporarily, especially
when their actions are harmful to themselves? Probably, it is
best to reserve a custodian approach for situations in which
other sincere efforts to engage the patient, such as through
motivational interviewing, have failed.
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In India, a peculiar situation exists in “rehab” centres, which
provide treatment to patients at the behest of their family
members, in a restrictive environment and without their assent.
Due to the heavy-handed approach of the centre, the authorities
are able to keep patients in the centre for several weeks or
months to ensure that they abstain from substance use. Such
coercive admissions at the request of the family members, who
pay for the patient’s upkeep, are congruent with the principle of
beneficence (ie benefit of the patient), but they severely restrict
the patient’s autonomy, sometimes to the extent that the patient
develops feelings of resentment and mistrust towards the family
and treatment providers. In these situations, it might be prudent
to discuss the reasons for prolonged admission with the patient,
and enlist their cooperation to develop a plan for the treatment
of substance use.

Another important factor in relation to consent to treatment
is the concept of “advance directive” in mental health. This
is especially important because according to India’s new
mental healthcare bill, conditions associated with alcohol
and drug abuse also come under the purview of mental
iliness. According to this bill, every person has a right to make
a written statement specifying the way he/she wishes to be
(or not be) cared/treated for their mental illness (14). Ethical
challenges may arise, for example, in the case above, if an
advance directive specifies refusal of treatment, when the
patient’s condition would improve with treatment. In such
scenarios, it would be better to initially provide non-coercive
treatments, such as brief interventions and motivational
interviewing, and avoid forcible admission when the person
refuses to comply with the treatment.

Surreptitious treatment with medications also constitutes
coercive treatment, although in a veiled manner. The use of
disulfiram is an important example of surreptitious treatment.
Disulfiram is among the most effective treatments for patients
with alcohol use disorder and is widely used, especially in
countries such as India (16). It acts as a deterrent agent,
precipitating an unpleasant disulfiram ethanol reaction
when a person on this medication consumes alcohol. The
use of this medication appeals to Indian clinics since patients’
family members are available for supervision. Sometimes, in
the case of patients who are averse to treatment, the family
members ask the treating physician to use disulfiram (17).
The use of disulfiram in patients who are unsuspecting and
poorly motivated may be harmful, leading to symptoms such
as vomiting, dizziness and headache, and may even have a
potentially fatal outcome (18,19). In the case of other patients
who are unwilling to submit to any medical intervention,
treatment with disulfiram may help reduce alcohol
consumption.

Treatment of dual diagnosis patients

Dual diagnosis patients are those who, apart from substance-
related illness, also suffer from another psychiatric iliness, such
as psychosis or mania. The treatment of such individuals also
poses an ethical dilemma to mental health professionals, as
highlighted in the following case example.

Case 3: "A 23-year-old male with a history of cannabis
dependence was taken to a substance use disorder treatment
facility by his parents. Upon detailed interviews, it was found
that the patient also suffered from psychosis, ie auditory
hallucinations, delusions of persecution and disorganised
behaviour. Further, he had been violent towards his family
members, having inflicted grave injuries on them over the last
six months. His history suggested substance-induced psychotic
disorder. The patient was admitted in a ward (against his will)
and treated with antipsychotics. The symptoms subsided, but
the patient refused treatment for his cannabis use.”

The issues that this case raises are the similar to those that
arose in cases 2 and 3. These include autonomy, coercive
treatment, and justice. The principles of beneficence and
non-maleficence would suggest the need for treatment by
coercion, especially during the early course of the illness when
the potential for harm was high due to psychosis. However,
whether the patient should be treated for substance use when
they are still suffering from active psychotic symptoms is open
to debate. In the absence of treatment for substance use, the
psychotic symptoms could recur, and attention must be paid
to this. However, when the patient has recovered from the
psychosis and their capacity to take decisions is intact once
again, it is problematic to decide whether the patient should
be treated for the problem of substance use against their will.
The best approach would probably be to provide them with
the least restrictive and least coercive treatment possible (for
example, non-pharmacological treatments such as motivational
interviewing during every contact), and to encourage the
patient to continue with the treatment during each visit.

Social justice

Social justice is defined as consistency and equity in treatment,
and access to resources based on some uniform norms (6).
Generally speaking, it refers to the uniform distribution of
resources for the greater common good, rather than investing
resources for the care of a select few. Challenges arise when
public health professionals have to decide on the comparative
allocation of funds to two different public health problems that
may be common and important in their own right, for example,
immunisation coverage and tuberculosis control programmes.

Mental illnesses, though common, are generally allocated a
disproportionately low fraction of the resources (20).This holds
good for the treatment of substance use disorders as well. Thus,
substance use disorders may not be a priority area in public
healthcare settings, and there may be a general reluctance to
treat individuals with these disorders. Such issues come to the
fore when planning the scaling up of two or more programmes
with competing interests. For example, publicly funded agonist
maintenance programmes, which provide controlled amounts
of medically supervised opiates for the treatment of opioid
dependence, may have to pitch further to get grants, even
though such programmes have demonstrated efficacy in
improving the outcomes of patients with opioid dependence.
Another important issue is the need for prisons to have
facilities for the treatment of substance use, as a significant
proportion of inmates suffer from substance use disorders (21).
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Faith healing practices and alternative medicine

Faith healing practices are fairly common in the Indian
subcontinent and are used to treat various diseases (22).
Spirituality-based approaches to substance use treatment
have been found to be complementary to evidence-based
medical practice. Western data suggest that many people
with substance use problems, including heroin injectors,
use complementary and alternative medicine techniques,
such as religious healing (23,24). Although Indian data are
scarce, it is not uncommon in substance use practice to come
across patients or their family members who report going
to faith healers for problems related to substance use. The
ethical dilemma arises when such patients or their relatives
seek permission to go out and perform some puja (ritual) or
visit some dargah (shrine) to remedy the problem. Although
a practitioner who accepts such a request is respecting the
patient’s autonomy, there is a possibility of non-maleficence
(ie breaching the tenet of “"do no harm”) when a practitioner
endorses a potentially harmful faith healing practice. The
practitioner may allow non-invasive faith healing practices
which might be of some benefit to the patient, ie the placebo
effect associated with such a practice may help alleviate the
patient’s distress (25). The clinician must try to make the patient
aware of the potential harm of such interventions. Decisions
should be taken carefully after considering all the nuances of the
alternative interventions and their effect on medical treatment.

Misuse of opioids for chronic pain

Among the most vexing problems in the management of
substance use disorders is the inappropriate use of opiates
that potentially produce dependence in patients with pain,
especially in those with chronic/non-malignant pain. The
ethical dilemma involved is the provision of relief to the
suffering patient (beneficence) versus the risk of opioid
dependence or possible diversion (non-maleficence). Diversion
here refers to the transfer of any legally prescribed controlled
substance from the individual for whom it was prescribed to
another person for any illicit use. Pain is something which is
difficult to define and measure. Hence, one has to believe what
the sufferer reports. However, a patient’s requests for increasing
doses of pain-relieving opiates can lead to a clash, with the
physician suspecting that the patient’s purported need for
pain relief is just a way of misusing the pain-relieving opiates.
A patient may be given the benefit of the doubt when he/
she reports pain (respect for patients), though when diversion
is detected, it must be tackled seriously. The issue becomes
more complex when painkillers are prescribed for patients
with a previous history of opiate dependence. Patients with
opiate dependence have lower pain tolerance and decreased
pain relief with medications. This often leads to under-
treatment of pain in such patients. This is compounded by
the patient’s belief that taking adequate amounts of narcotics
would be construed as a sign of weakness. In such situations,
collaboration between pain specialists and addiction
psychiatrists would be helpful, and a detailed psychiatric work-
up focusing on cognition may be necessary.
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Treatment of children and adolescent substance
users

Childhood and adolescence are usually the time when
substance use is initiated. Children and adolescents represent
a vulnerable population who experiment with substances, and
some of them might develop dependence. A major issue in
the treatment of substance users in these age groups pertains
to their ability to consent. Usually, consent for the treatment
of children and adolescents is obtained from their parents or
legal guardians.The parents might take the child or adolescent
to the treatment facility against their wish. The provision of
treatment at the behest of the parents may be construed as
coercive treatment. At the same time, parents and guardians
are responsible for the care of their wards, and should prevent
the development of substance use disorders. Hence, children
and adolescents who use substances might best be treated
in the least restrictive and least coercive manner, while at the
same time, their parents’ concerns should be kept in mind.
Additional problems arise when parents want to know what
the adolescent has disclosed to the treatment providers
regarding issues relating to substance use and other matters.
Here, too, though the treating team should respect the parents’
concern, it should pay attention to the privacy of the child or
adolescent, and refrain from volunteering information which
may be detrimental to the therapeutic relationship.

Conclusion and future directions

The field of addiction medicine has its own, specific ethical
dilemmas.These dilemmas need to be tackled carefully, on a
case-to-case basis. The issues may relate to different aspects
of medical ethics, including autonomy, beneficence, non-
maleficence and justice. Though these issues are encountered
in routine clinical practice, there are few opportunities to
discuss them in clinical and academic fora.

There is a need to sensitise professionals who treat patients
with substance use disorders to the various nuances of ethics
and the ethical dilemmas they may face, especially in the
Indian scenario. Such dilemmas may be clarified through
empirical evidence and conceptual progress. The coming
decades will see the emergence of new ethical challenges
in the treatment of substance use disorders, considering
the extensive research taking place in the field of addiction
medicine. Further, healthcare trainees from different domains
should be involved in discussions on decision-making in the
face of an ethical dilemma. It would be useful to develop a
casebook of ethically challenging situations that collates the
experiential knowledge of the peer community of addiction
specialists. Practitioners of addiction medicine require sound
guidance on clinical ethics, and clinical ethics should be
included in the curricula of programmes teaching addiction
medicine.
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Ethical perspectives and ramifications

JAIME A TEIXEIRA DA SILVA

of the Paolo Macchiarini case

Abstract

The Paolo Macchiarini case has several ethical ramifications.
Professor Macchiarini, formerly of the Karolinska Institutet
(Kl), became famous for the tracheal surgeries he conducted
between 2008 and 2014. His rapid rise to fame was followed
by an almost equally rapid fall from grace as official reports,
articles in newspapers and television programmes revealed
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several aspects related to misconduct in his curriculum vitae,
professional practices and publishing-related activity. Formal
misconduct reports issued by four Kl co-workers in late 2014,
then again in 2016, coupled with social scandals, including
the tricking of a famous US television newscaster into a false
marriage, a previous arrest in lItaly for apparent bribery, and
acute narcissism, all tainted Macchiarini’s legend. In the short
space of just two years, Macchiarini was no longer remembered
for the revolutionary changes he had claimed to have brought
about in stem cell research and regenerative medicine. Instead,
at least seven dead patients later, Macchiarini faces potential
aggravated manslaughter charges and an uphill battle to save his
published research, now shrouded in scandal and scientific doubt,
from being retracted and scratched out from the list of verified
medical science. This paper examines some of the possible ethical
ramifications of the Macchiarini case.
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