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The ethics of new technology 
Sneh Bhargava 

Human embryo. The passibility of examining the unborn baby raises acute ethical questions far health professionals. 

In this "space-age" of 
sophisticated gadgetry, 
patients prefer to have their 
illness attended to by the 
new technologies, which have 
a reassuring ring to them. 
But who gets these services -
the needy or the rich? 

Advances in radiology and 
imaging science have brought 
into being a new medical 

speciality concerned with the unborn 
fetus. This has raised important 
ethical questions for health profes
sionals such as: do you abort a fetus 
with Down 's syndrome, hydro
cephalus, meningocele, congenital 
heart disease, or bilateral renal disor
ders? Or do you institute pre-natal 
intervention? Or do you permit these 
defective fetuses to be born? 

Further ethical issues arise. Who 
makes these decisions: doctors, 
parents or both? Does the newborn 
child or the unborn fetus have the 
fundamental right to be born with a 
sound mind and body? Technological 
advances have also provided a means 
of sex selection and, in some 
cultures, parents may be inclined 
to destroy unwanted female fetuses . 

Even some obstetricians and radiolo
gists consider that sex selection and 
selective abortion of the unwanted 
sex can be morally justified, arguing 
in favour of "population control" or 
the heavy social responsibility of 
bringing up female children in 
certain developing countries where 
girls- especially impoverished 
girls- face a lifetime of discrimina
tion and even worse. 

A quite different problem arises 
as a result of the progress and evolu
tion of high technology in health care 
and its escalating costs. This con
cerns the ethical and moral issues of 
availability, accessibility and afford
ability of the services that radiology 
can offer. Are they a right or are they 
a privilege? Whose responsibility is 
it to ensure that the needs of the 
many are not ignored while the 
privileged few are favoured? 
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Such questions form part of the 
broader problems that health care 
professionals and the community in 
general have to resolve, namely to 
balance- on the one hand - self-care, 
equity, social justice, human well
being and obligations to the vulnera
ble against- on the other hand -
rising costs, cost-benefit, resource 
allocation and the inclusion or exclu
sion of specific population groups. 
Have physicians, economists, 
epidemiologists, social scientists, 
policy-makers and the community 
put these on today 's or tomorrow's 
agenda? 

From X -rays to scans 

There is no doubt that the radiologi
cal and imaging sciences have made 
unprecedented progress from simple 
X-ray films to the era of anatomical 
scans, whether they be computerized 
tomographic scans, ultrasound scans, 
scintiscans, or magnetic resonance 
scans, whether made with ionizing or 
non-ionizing sources. Such scans 
have not only laid bare the human 
anatomy with millimetre precision 
but have now embarked on unravel
ling the brain physiology and body 
biochemistry at the molecular level, 
non-invasively. They have brought 
such precision and confidence to 
medical diagnosis as never before 
and are actively involved in every 
field of medicine from the unborn 
fetus to the brain dead. So much for 
the positive side. 

On the negative side, they have 
changed medicine from being an art 
with a human face to that of a com
plex science with a dollar value. 
Their rising costs have increased the 
gap between the haves and the have
nots in terms of the availability of 
quality health care. The most vulner
able, the poor and those who are 
most in need of health care are get
ting less and less. The new technolo
gies have usurped limited resources, 
away from preventive health care 
and primary health care - in part 
because of the powerful lobbies that 
industry has created among the 
medical administrators. 

A single scanner may cost US$ 
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500 000 and the 
operating costs 
can only be re
couped by using 
the machines and 
the services they 
provide to the 
maximum. Less 
expensive ser
vices may be and 
are being by
passed in order to 
increase the use of 
these costly thera
pies and diagnos
tic aids. There is 
definitely a psy-

The doctor reassures o patient who is about to undergo a scanner 
examination. Is access to sophisticated and costly technology like this a 
right or a privilege? 

chological aspect associated with 
complex technology. Patients would 
rather have their illness attended to 
by the newer technologies, which 
have a reassuring ring to them in this 
"space age" of sophisticated gadget
ry. But the ethical question for the 
medical bureaucracy is: who gets 
these services, the needy or the rich? 

The producers of medical equip
ment have done a superlative job in 
persuading health care providers of 
the merits of their engineered and 
expensive merchandise. They also 
provide the wherewithal of financing 
strategies that make the debt burden 
easy, even if this results in overuse to 
recoup operational costs. Inevitably 
this high-tech equipment is installed 
only in the capitals and big cities, to 
the detriment of rural areas already 
lacking access to health care ser
vices. Yet how else can the costs be 
recovered? 

In this connection, the story of 
cancer is a classic example of the 
need for partnership in ethics be
tween health professionals, the 
community and industry. In the mid-
1960s there was a great deal of opti
mism about curative cancer research ; 
by the mid-1970s that research did 
not fulfil the expectations of the 
profession and the community. The 
cancer control movement shifted 
away from imminent cure towards 
prevention strategies and efforts to 
protect people from harmful environ
ments. Increasingly now scientists 
consider cancer to be 70-90% envi
ronmentally and lifestyle induced. 
For example, about 80% of cancers 

in US males are attributable to 
tobacco smoking alone, and 90% 
of oral cancers in developing 
countries are due to tobacco chew
ing. One-third of all cancers are 
related to tobacco use, which is 
theoretically under our control but 
very heavily industry-pushed. 

The message should be clear to 
all. The most insidious agent for 
disease today is ourselves, the only 
truly effective treatment is awareness 
and prevention, and the only valid 
prevention is to make positive 
changes in lifestyles. This is an 
ethical responsibility for the entire 
community. To make one's own 
health someone else's duty is unfair 
to the society of which we all form a 
part. Doctors must practise not only 
the science of health care but also 
the art of compassion, taking into 
account availability, accessibi lity 
and affordability. The medical care 
system with all its sophisticated 
gadgetry has, in the end, less impact 
on health than individual behaviour, 
lifestyle and environmental factors . 
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