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Ethics Preface

Today, science and technology provide the knowledge and means to change the
world around us. The ethical implications of recent and accelerated developments
in science and technology, however, have added a major dimension to the debate
on social policy and economic development. The critical role for ethicsin this
debate is to provide the wisdom and guidance such changes require for the genera
good of humanity and the natural world.

The 1999 World Conference of Science convened in Budapest, Hungary, declared
ethics as being essential in determining how relevant and effective scienceisin
addressing the needs and aspirations of society. Asthe United Nation’s leading
agency for ethical issues, UNESCO is mandated “to ensure that the ethical
dimensions of the current scientific and technological evolution be fully addressed.”
Accordingly, UNESCO serves as an inter-disciplinary, multicultural and pluralistic
forum for reflection on ethical issues, including the ethics of science and
technology.

As part of its responsibility to fulfill this mandate, on 5-7 November 2003,
UNESCO'’s Regional Unit for Social and Human Science (RUSHSAP) hosted
aregional meeting on “The Ethics of Science and Technology in the Asia-Pacific
Region.” The purpose of the meeting was to inform RUSHSAP' s agenda of action
for the region in the field of science and technology ethics for the next two years
and beyond, gauge opinions on how or whether to establish regional or sub-regional
networks, and provide a forum for valuable face-to-face exchanges of ideas and
discussion. The thirty participants in attendance represented many countries,
academic disciplines, and experiences. This eclectic mix resulted in arich tapestry
of ethical perspectives and thought.

Issues highlighted at the meeting included: 1) the ethics of advanced technology,
including biotechnology, 2) issues related to information communication technol ogy
(ICT), nanotechnology, etc., 3) the ethics of economics and development, including
equity access, and intergenerational and environmental responsibilities, and 4) the
ethics of intellectual property, including issues related to genetically modified foods,
bio-prospecting, and ownership.

This volume contains four papers originally commissioned by RUSHSAP to lay
the groundwork for discussions of the issues noted above. However, | believe that
they are of value beyond the limited range of one meeting as they offer a compelling
summary of the current state of ethics for science and technology throughout the
region. They are also provocative in that they raise many difficult ethical problems
and concerns that need to be considered and addressed.
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The first paper, “Bioethicsin the Asia-Pacific Region: Issues and Concerns,” is
provided by Leonardo D. de Castro, Professor of Philosophy, and colleagues at
the University of the Philippines. The paper presents an overview of biomedical
ethical issues and concerns throughout the region. Specifically, it focuses on the
threat from diseases, fertility and reproduction, biomedical research, HIV/AIDS,
organ donation and transplantation, genetically modified organisms, cloning and
stem-cell research. Whileit covers new “cutting-edge” bio-technological advances
and their incumbent ethical concerns, it also deals with HIV/AIDS and abortion
and tropical diseases that are not quite so ‘new’. Throughout, the authors offer
various perspectives found throughout the region, including some divergent views.

The second paper, “Ethics of Economic Development” by the M.S. Swaminathan
Research Foundation, Chennai, India was presented to the meeting by Ms. R.V.
Bhavani. Recognizing that “science and technology activity in the contemporary
world is the engine to economic development,” the paper offers a consideration of
ethics as applied in the realm of contemporary economic development. Suggesting
that the dangers associated with current advances in science and technology are
even greater today than they were at the beginning of the Atomic Age and the onset
of the Cold War, the paper offers a timely reminder of the Pugwash Movement of
the 1950s. Started by Bertrand Russell and Albert Einstein, Pugwash sought to
insert ethical reflection into the, then, new world of nuclear weaponry. The paper
also reminds us that the Universal Declaration of Human Rights states that
“everyone has the right freely...to share in scientific advancement and its benefits,”
and that this tenet should inform ethical discussion in today’s world. Throughout,
the paper addresses ethical aspects of economics, employment, ecology, energy,
inequity, and intellectual property rights (IPR).

The third paper, “Ethics of Information Communication Technology (ICT)” by
Tengku Mohd T. Sembok, Professor in Computer Science, Universiti Kebangsaan
Malaysia, succinctly defines ethics as the “moral standards that help guide
behaviour, actions and choices.” He continues to note that ethics are grounded in
the notions of responsibility and accountability, suggesting that, as free moral
agents, individuals, organizations, and societies are responsible for their actions.
While acknowledging that information communication technology isimpacting all
walks of life all over the world, often with positive results, the paper notes some
emerging ethical concerns related to the spread and influence of ICT, especially
as related to the technological haves and have-nots. These concerns are related to
unemployment, crime, loss of privacy, computer error, intellectual property, the
freedom of speech and press, and the digital divide, in general. The paper presents
initiatives and programmes undertaken at the local, national, regional, and
international levelsto address ICT-related ethical issuesin Asia-Pacific, and
concludes with recommendations for action.
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The fourth and last paper, “Ethical Issues of Nanotechnology Development in the
Asia-Pacific Region,” is offered by Professor Kyungchee Choi, from the
Department of Science Education, Ewha Womans University in Seoul, Republic
of Korea. Professor Choi notes that “ethical perspectives on the development of
science and technology can be influenced by family values, educational
background, social learning, professional activities, religious beliefs, individual
needs.” He, then, presents an examination of what nanotechnology is, its related
areas of development, the current status of its development, especially in the
countries of Asia-Pacific, ethical considerations and possible negative outcomes
of the technology, and efficient strategies and recommendations as to how to
educate people about the associated risks and benefits. Ethical concerns include
the equitable distribution of benefits and risks arising from research, environmental,
social and legal impacts of new science and technology, and intellectual property
rights issues.

These four papers, taken together, offer a comprehensive overview of ethicsin
science and technology in the Asia-Pacific region. They are offered here with the
understanding that the most fruitful time to consider and debate ethical questions
is now, before there is a crisis upon us. | believe this book will further the
consideration of ethics already underway in the region. It will also have an impact
on the ordering of UNESCO' s activities towards assisting in the promulgation of
this dialogue and support for the actions that follow. | would like to thank the
contributors to this book, as well as all the participants to the meeting, for helping
to initiate this important discussion. | look forward to working together to expand
this dialogue to include interested parties all across Asia and the Pacific.

Malama Meleisea
Regional Advisor for Social and Human Sciences

in Asia and the Pacific
UNESCO Bangkok
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BIOETHICS IN THE ASIA-PACIFIC REGION:
ISSUES AND CONCERNS

INTRODUCTION

This paper discusses selected bioethics issues that arise within the Asia-Pacific
context in relation to concerns that have been raised by people from the region.
The primary intention is to illustrate characteristic features and emerging trends.
There is no attempt to be comprehensive. However, the impact of the chosen issues
is quite extensive in that the topics give rise to many ethical problems that have
confronted ordinary people as well as medical practitioners, scientists and other
health care professionals.

The coverage of issues and concerns is meant to call attention to gaps in the way
that national governments or national and international agencies have addressed
important questions. It also provides clues as to the nature and direction of actions
that may be taken as part of an Asia-Pacific agenda for bioethics. The particular
issues discussed have been selected on the basis of their bearing on the regional
scene and the persistence with which they have left their mark on the consciousness
of Asia-Pacific peoples.

To many, bioethics suggests cutting-edge biotechnology and the high-visibility
controversies resulting from the failure of old conceptual paradigms to provide easy
answers to ethical questions arising from the most recent developments. According
to one view, bioethicsis aform of technology assessment of modern scientific
innovation (Sakamoto, 1999). However, the developments that have had the
greatest impact on development and the lives of ordinary people do not necessarily
have to do with rapid biotechnological advances. For example, tropical diseases,
abortion and HIV/AIDS are concerns that have shaped and influenced the content
and development of Asia-Pacific bioethics. Their impact on peoples’ rights,
interests and quality of life has been so widespread that they have always given
rise to alot of issues that bear also on many other topics and practices.

The Asia-Pacific is, in many ways, a melting pot. It has a mixture of rich and
poor countries, fully developed as well as developing ones. The region includes
two countries that have vast borders and the two largest populations in the world.
At the same time, it covers tiny island countries with either large or small
populations. There are countries that are very stable politically and others that
have highly volatile governments. Some countries have experienced great
difficulties in dealing with the challenges of HIVV/AIDS while others have hardly
been affected by the pandemic. It isalso characteristic of the region that some of
its countries have highly variable religious populations and others have arelatively



homogenous religious identity. The rich mix of characterizations accounts also
for highly variable perspectives on bioethical issues and concerns.

Many of these perspectives are illustrated in this paper, which seeks to highlight
the types of concerns that have captured the Asian imagination in the course of
developments in biotechnology, health practices and health care.

Bioethics issues and controversies arise when biotechnology and the practice of
medicine and the provision of health care involve conflicts with values held either
by professionals and practitioners or by those who are affected in some way —
directly or indirectly — by policies and practicesin the field. Many of the conflicts
have to do with innovative developments in medical biotechnology. For example,
nuclear cell transfer cloning and embryonic stem cell research involve the exercise
of unprecedented powers that challenge existing paradigms of reproduction and
the beginning of life. Thus, they present questions with no ready answers. Other
conflicts may not grow out of revolutionary biotechnology, but they also revolve
around the exercise of unprecedented powers or the emergence of unprecedented
forces.

This paper focuses on the following topics:

The global threat of diseases and problems involving access to health care;
Fertility and reproduction;

Biomedical research;

HIV/AIDS;

Organ donation and transplantation;

Genetically modified organisms; and

Reproductive cloning and embryonic stem cell research.

The selection represents a complex cluster of bioethical issues that have troubled
Asia-Pacific peoples for years. They also illustrate the diversity of responses that
have been regionally generated.

In going through the selected topics, a survey of policies and practices in various
countries in the region is undertaken. Where it is appropriate, the divergent
positions that people have taken with respect to the ethical issues are compared.
Hopefully, what emerges is a recognizable profile — though probably vague,
ambiguous or even incoherent in places — that can provide the context for
a structured bioethical reflection and agenda-setting. The latter exercises are
indispensabl e requirements for meeting the challenges of globalization in medical
practice, medical biotechnology and health care in general.

Towards the end, there is a section on the characterization of Asia-Pacific bioethics.
Theideain that particular section is merely to present a number of snapshots rather
than a holistic and integrated picture. The snapshots are meant to illustrate the



variety of theoretical considerations without having to impose a single worldview.
After all, the Asia-Pacific is characterized by heterogeneity of cultures and very
old traditions, a very broad variety of ethnic groups, arich mixture of religious
beliefs, and quite simply, alot of difference.

ACCESS TO HEALTH CARE AND THE GLOBAL THREAT OF
DISEASES

The gap between rich and poor

In the area of health care, the inequality between the rich and the poor has grown
with the emergence of a globalizing world. In many poor Asian countries, access
to health care and medicinal products has been very difficult. Bioethics needs to
be focused on the allocation of health care resources and its impact on the rights
of many people to basic human needs. Moreover, governments as well as
researchers must face up to the responsibility to ensure that science and technology
are put in the service of promoting public health and of equalizing access to
healthcare and medicines.

One concrete indicator of the rich-poor gap in healthcare is the variation in life
expectancies between countries. While life expectancies in the developed countries
are in the 75-80 year range, in the least developed countries they are only around
40-50 years. People living in developing countries tend to have significantly higher
rates of mortality and morbidity compared to people living in developed countries.
Furthermore, countries with low GNP per capitaincome, especialy those with GNP
per capitaincomes less than US$1,000 also tend to have lower life expectancies
(UNDP, 2001; WHO, 2002). Notwithstanding the substantial improvement in life
expectancy in most countries over the last several decades, there have been very
few changes in the relative differences in life expectancy among regions and
countries, viewed at different levels of economic development (Nuffield Council
on Bioethics, 2002).

Table 1. Expenditureson health other indicatorsin selected developed
and developing countriesin Asia

Annual health Health Life Doctors/10° | Nurses/10°
expenditure | expenditure | expectancy popn popn
per capita as % GNP at birth
(Int'l $) Male/female

Japan 1759 7.1 77.6/84.3 193.2 744.9
Afghanistan 89 3.2 45.3/47.2 11.0 18.0
India 84 5.2 59.6/61.2 48.0 45.0
Sri Lanka e 3.0 65.8/73.4 36.5 102.7




WHO statistics (1999) show that low- and middle-income countries account for
85% of the world’s population, but bear 92% of the global disease burden. This
kind of correlation is not likely to change in the near future. Instead, thegapis
seen to be growing wider. Rare exceptions are certain countries or regions — among
them Sri Lanka and some states in India — that have achieved improvements in
health disproportionate to the development of their economy (Nuffield Council on
Bioethics, 2002).

Developing nations suffer a much greater disease burden than developed nations.
Similarly, poor and marginalized groups within countries have to deal with
adisproportionately heavier burden of disease, ill health, and mortality. Looking
at 47 countries, the life expectancy at birth and at five years of age was estimated
to be 4.3-4.8 times higher for the poor compared to those living above the poverty
level (WHO, 2002).

The rich-poor gap is aso shown in variations in resources available for healthcare
in various countries. Developing countries account for eighty percent (80%) of
the world’' s population. In those countries, healthcare and related research are
limited by (a) meager financial resources, (b) inadequate human resources, and
(c) by the lack of infrastructure for delivery (Nuffield Council on Bioethics Report,
2002).

The amount of resources that different countries are willing to spend for healthcare
also varieswidely. Vastly different is the United States, which makes available
50% of the annual global expenditure on healthcare for approximately 5% of the
world’s population. Obviously, developing countries are able to devote a smaller
proportion of their GNP to health than developed countries. One can see that the
resources put at the service of the poor are substantially lessin developing than in
developed countries as we look at the number of physicians and nurses per 100,000
members of the population. The number of physicians ranges from over 100 in
more developed countries to less than 10 physicians in the least devel oped
countries, as seen in Table 1 (Nuffield Council on Bioethics, 2002).

The health of a population is highly dependent also on the amount of investment
in other important determinants such as: education, nutrition, sanitation and
communications infrastructure (Nuffield Council on Bioethics, 2002). Many areas
in developing countries do not have a safe water supply. They also do not have
an effective network of health centres to provide primary health care. When
vaccines or drugs are available by foreign sources, many devel oping countries lack
the health care delivery infrastructure to ensure that these health necessities are
distributed among their communities (WHO, 2002). Also lacking are the means
to develop a sustainable system of health care delivery. Moreover, government
priorities get in the way of infrastructure development, as political leaders divert
available resources to other sectors (Nuffield Council on Bioethics, 2002).



On the whole, the poorer countries have less know-how and fewer resources for
healthcare. They also are less empowered on related matters. The poorer the
country, the less it spends to protect and promote the health of its population (Global
Forum for Health Research, 2002).

Proper health care access and equity can successfully be pursued only within the
context of broader economic issues. In developing countries, the application of
research and technology must go hand in hand with developmental efforts to support
education, advance the status of women, and promote awareness of the need to
provide health care to the poor part of the population (WHO, 2002).

As poverty givesrise to poor health, so does poor health increase poverty. Poverty
diminishes the level of economic productivity and fuels the cycle of malnutrition,
disease, unemployment or underemployment, low income, poor housing, low level
of education, low productivity, lack of clean drinking water, minimal access to
health care services, more children, unwanted pregnancies, and substance abuse.
In addition, the poor are more vulnerable to discrimination and the degradation of
the environment (Global Forum for Health Research, 2002).

According to some estimates, low-income countries must spend a minimum of
US$30-40 per person per year to cover essential health interventions. In
comparison, the estimated present level of spending is US$11 per person per year
in the least devel oped and US$25 per person per year in the low-income countries).
If there is no massive infusion of additional resources, the level of health in these
countries will continue to deteriorate in the coming years (Global Forum for Health
Research, 2002).

In the absence of a clear foundation for further progress in the health field,
development in general is being threatened: *Without progress in health and
development, there will be no global security, and industrialized countries will in
turn be confronted with all the negative consequences of preventable man-made
disasters’ (Global Forum for Health Research, 2002; Fust 2001).

The magnitude of the problems confronting Asian societiesis truly immense. Their
impact on people’slivesis great and many Asians have had to live with a sense of
surrender and desperation. The situation has also proven to be enduring, making
it amoral necessity that governments and international agencies take bold steps to
minimize the prevailing injustices and ensure that poor people are not left at the
mercy of the market forces that seem to have determined their fate even with respect
to health care. Urgent initiatives guided by the ethical imperatives of justice,
solidarity and beneficence need to be undertaken:

“Although health is widely understood to be both a central goal and
an important outcome of development, the importance of investing
in health to promote economic development and poverty reduction
has been much less appreciated. We have found that extending the



coverage of crucial health services, including a relatively small
number of specific interventions, to the world’s poor could save
millions of lives each year, reduce poverty, spur economic
development, and promote global security. This report offers
a new strategy for investing in health for economic development,
especially in the world's poorest countries.”

“Such an effort would require two important initiatives: asignificant
scaling up of the resources currently spent in the health sector by poor
countries and donors alike; and tackling the non-financial obstacles
that have limited the capacity of poor countries to deliver health
services. We believe that the additional investments in health —
requiring of donors roughly one-tenth of one percent of their national
income —would be repaid many times over in millions of lives saved
each year, enhanced economic development, and strengthened global
security” (Globa Forum for Health Research, 2002).

Intellectual Property Rights and the Public I nterest

The problems posed by killer diseases pose a special challenge for poor Asian
countries. A number of initiatives conceived in response to this challenge hold
promise although they tend to be controversial — the infringement of drug patents
in emergencies, the purchase of cheap counterparts of locally manufactured drugs
and medical supplies from countries with permissive patent laws, or the licensing
of local generic manufactured to make drugs more cheaply. Bioethical reflection
should take these quandaries into account in the hope of providing urgent remedies
to basic human concerns.

Some of the monopolies arising from patents awarded on novel chemicals have
constituted a threat to public interest. This unsatisfactory consequence has far
reaching implications for the health of peoplesin developing countries. It has
tended to weaken the contribution of the global research community to the creation
and application of medical technology for these countries. In the long-term, it may
jeopardize the grant of concessional prices for therapeutic agents (WHO, 2002).

The desperate nature of the situation is captured in this account:

Some of the reasons people die from diseases like AIDS, tuberculosis,
sleeping sickness and other tropical diseases is that life-saving
essential medicines are either too expensive because of patent
protection or are not available because they are not seen as financially
viable (“Orbinski, as quoted in Medicines Plea,” 1999).

The Trade-Related Aspects of Intellectual Property Rights (TRIPS) agreement
(1994), establishes standards for intellectual property that WTO member countries
have to abide by within specified deadlines. It permits countries to license the



production of cheaper copies of patented drugs where this is necessary on public
health grounds (WHO, 2002).

The prevailing agreement includes a clause permitting compulsory licensing of
drugs. This enables developing countries to produce drugs locally if they are
otherwise available only in insufficient quantities or at excessively high prices. But
these countries often come under strong pressure from prosperous nations not to
invoke compulsory licensing. In order to deal properly with these problems it has
to be more generally recognized that intellectual property protection is not merely
an issue of commerce or trade but an urgent health matter that is a crucial ethical
concern for all.

The same issues may be seen to pervade the conduct and outcome of research at
amore basic level. Many developing countriesin Asia are arich source of genetic
biodiversity, and their populations often have knowledge of how to identify plants
and animals that have medicinal or other uses. Notwithstanding their being the
suppliers of genetic material, developing countries may end up having to pay
high prices for the products that are eventually developed from these materials
(WHO, 2002).

It is not just individuals who can lose out when big drug companies carry out their
tests:

When industrialized countries do research in a developing country,
the developing country can’t afford the products of that research. The
researchers pull out and the successful products then become available
in the Western industrialized countries and the population in the
countries where the research was done get nothing. So that’s truly
aquestion of justice, and we' re beginning to see a movement to rectify
that injustice (Macklin, as quoted in The Bioethics of Drug Research,
2000).

This also highlights the concern that such practices will endanger both exports and
the livelihood of traditional farmers in developing countries. One possible solution
that has been proposed to deal with these problemsis benefit sharing (WHO, 2002).
The concept needs to be thoroughly discussed at the highest levelsin order that
the details of an acceptable formulation could be spelled out together by rich and
poor countries.

Research Development Priorities

Tropical diseases are a great burden to developing countries in the Asia-Pacific.
However, only 1% of aimost 1,400 new drugs approved for sale between 1975 and
1999 were devel oped specifically to combat the menace. These figures underline
the predominantly commercial interests driving medical research and the need to
consider innovative ways of drawing the attention of researchers to disease
conditions affecting the large population of people in the Asia-Pacific Region.
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It has been recognized that research is critical in the fight against disease. However,
the limited resources available for relevant research cannot support all essential
studies. Prioritization is essential; there must be a concerted effort to arrive at
acceptable mechanisms for setting global priorities. For the diseases of the poor,
this appears to have been a neglected activity (Remme, et al, 2002).

Although many of the urgent health needs of developing countries could be
addressed by improved sanitation, adequate nutrition and clean water, the
prevalence of diseases such as HIV/AIDS and malaria means that medical research
remains a high priority for many of these countries (Nuffield Council on Bioethics,
1999). However, of the current estimated US$70 billion spent annually on medical
research by the global community, at least 90% is spent on the health needs of the
richest 10% of the world’s population. Only about 10% of health research funding
therefore addresses the needs of 90% of the world's population. This was first
pointed out by the Commission on Health Research for Development in 1990 and
has since come to be known as the “10/90 gap.” Since then, many efforts have
been undertaken to help correct this serious misallocation of resources, including
efforts to develop priority-setting methodol ogies and to better identify the priorities
for health research. Correcting the 10/90 gap constitutes a major contribution to
growth, development and the fight against poverty. Correcting the 10/90 gap is
possible, but it requires the concerted efforts of many individuals and institutions
worldwide (Global Forum for Health Research, 2002).

The concentration of research funding in the developed countries, as well asin
the private sector, has severe implications for the determination of research
priorities and for access to the products of research. Research prioritiesin the
private sector are driven by market considerations and the profit motive (WHO,
2002).

For drug companies, money isamajor issue. Asaresult, money-driven priorities
negatively affect people who suffer most from lack of drugs and medical attention
in many poor Asian countries.

Private business does not invest in research for diseases mainly to be found in
developing countries, as afflicted populations in such countries do not have the
needed purchasing power. Instead, research and development efforts on products
aimed at diseases and health problems most prevalent among the populations of
the developed countries (WHO, 2002). The pharmaceutical companies are perhaps
well within their legal rightsto do so. However, the general state of affairs demands
more. Asthe International development secretary Clare Short (2000) puts it,
“We livein an area of technical innovation that is bringing huge benefits, but the
reality is that most of this effort is targeted at diseases that are only of relevance
in the industrialized world.”

Some researchers claim that US-based pharmaceutical companies are stopping
production of many anti-parasitic drugs because their users, especially those from
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developing countries, cannot afford to buy them. The US manufacturer of a drug
used to treat schistosomiasis (parasitic disease that damages the liver) has stopped
production. Allegedly it was losing money, even though the disease affects over
200 million people worldwide. Many other effective drugs for tropical diseases
are no longer manufactured because they were not economically viable. While
widely used to combat damage caused by liver flukes, Bithionol, for instance, has
not been produced since 1979 (Siddle, 2000).

Public research funding, in theory, could be directed by other considerations,
including the need to narrow the devel oped-devel oping country gap, as opposed
to commercial factors. In practice, public research programmes also tend to be
focused on diseases such as cancer and cardiovascular diseases that are priorities
in developed countries. The reason lies partly in the fact that public funding, in
general, islargely influenced by the concerns of industry on a global scale.

Thus, the research agenda that determines investigational initiativesin Asia appears
to depend largely on the markets in the developed countries, rather than on the
health needs of the developing world. It has been estimated, for example, that
pneumonia, diarrhea, tuberculosis and malaria, which together account for more
than 20% of the disease burden of the world, receive less than 1% of the total public
and private funds devoted to health research (Global Forum for Health Research,
2000). 1n 1998, it was also estimated that out of the US$70 billion global spending
on health research, only US$300 million was directed to vaccines for HIV/AIDS
and US$100 million to malarial research (UNDP, 2001). The situationis
characterized by unacceptable inequities considering that India and Thailand, for
example, have avery high incidence of these dread diseases. Pertinent ongoing
research activities do not address the treatment needs in a proportionate way.

On the whole, the products of research are highly skewed in favour of the markets
of the developed countries, to the detriment of developing country populations.
For example, of the 1233 new drugs marketed between 1975 and 1999, only 13
were approved specifically for tropical diseases. Of these, six were developed by
WHO, the United Nations Development Programme (UNDP) and the UNDP/World
Bank/WHO-supported Special Programme for Research and Training in Tropical
Diseases — TDR (WHO, 2002).

Thereis clearly a need for the private sector to recognize a moral responsibility to
balance their commercial interests against the health needs of the population in
general. After al, while they are directly dependent primarily on rich populations
for their profits, their success depends also on the poor developing world in other
ways. The commercial interdependence between the devel oping countries and the
private pharmaceutical sector ought to be highlighted so that the latter can be
convinced of the need to assume a greater responsibility with respect to research
that caters to the interests of the greater part of the world’ s population.
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Infectious diseases account for silent disasters, which often go unrecognized and
unreported. They are unlike calamities brought about by hurricanes and earthquakes
that attract the media spotlight and trigger the flow of donor dollars. At the same
time, while infectious diseases claim the most lives, they are also the most
preventable disasters. The World Disasters Report by the International Federation
of Red Cross and Crescent Societies (2000) says that most of 1999’s 13 million
deaths from infectious disease could have been prevented at a cost of US$5 per
person (“Diseases are turning,” 2000). From a certain standpoint, the realization
of the preventable nature of such disasters puts a great share of the responsibility
on those (agencies, governments, and individuals) who are in a position — and
especially on those who have the authority — to take effective preventive measures
or to do what is necessary to mitigate the effects of such disasters. A lot of these
measures can be effective even when al that they involve is the allocation of health
care resources in away that considers an ethical assessment of the competing
priorities.

The problem of redirecting global resources into research and development
initiatives that address the health priorities of developing countries, and of making
drugs and vaccines more accessible to developing country populations that need
them, have been addressed in several international fora and reports. While they
already constitute part of the primary agenda of several international committees
and organizations, alot more needs to be done in terms of public and private sector
partnerships.

Besides public-private partnerships, the World Health Organization has also
approached the issue of differential pricing of essential drugs, that is, for companies
to charge different prices for drugs in different markets according to their
purchasing power (WHO, 2002). Differential pricing mechanisms might not appear
viable to pharmaceutical companies, especially because drugs meant for one market
can easily find their way to others. Initiatives of this sort, therefore, can benefit
from the prodding and intervention of international agencies that are big and
powerful enough to be able to influence the decision-making of the private
pharmaceutical sector. Perhaps, this should form part of the agenda for Asian
bioethical reflection.

The Growing Global Threat of Diseases

The world is facing a new wave of highly infectious diseases for which a direct
cureis currently unavailable. Diseases that were once under control and almost
unheard of are re-emerging, and are now posing a growing global threat. The
importance of educating the public, and of being truthful to them, must be stressed.
Moreover, the ethical issues pertaining to human interaction with the environment
must come under closer scrutiny.
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Accessto affordable airfare has made traveling easier for alot of people. However,
some precautionary measures should be taken before going places. Chances are
high that travelers could be infected by some communicable disease and end up
bringing that infection back to their home countries, thus triggering alocal epidemic
(“Why Tropical Diseases,” 2002). Thisiswhat the region has experienced with
respect to the most recent epidemic that has affected more than a dozen countries
— Severe Acute Respiratory Syndrome (SARS).

Some of humankind’ s rare diseases may have emerged from the forests of Africa
where they have been sheltered for thousands of years by species that would
previously not have come into contact with humans. However, these remote areas
areincreasingly being exploited by industries, thus increasing the risk that humans
will be exposed to new types of diseases. Some experts are convinced that HIV
is aprime example of this (“Why Tropical Diseases,” 2002).

Industrial activity is partly responsible aso for the phenomenon of global warming
that is another factor in increasing the threat of tropical diseases. In general, we
have to be concerned about the link between environmental and disease factors.
Thus, we have to be mindful also of the inevitable interconnection between
environmental ethics and bioethics.

The impact of new technologies on human health may also have an unforeseen
vital roleto play. Legionnaires disease, which thrivesin air conditioning systems,
is one good example (“Why Tropical Diseases,” 2002).

Changes in human behaviour have also contributed to the worsening situation, in
the same way that recent increases in the levels of sexually transmitted diseases,
including HIV, have been directly attributed to changes in sexual behaviour. Many
people have ignored the advice to use barrier contraception methods when having
sexual intercourse, thus contributing to the transmission of these diseases.

The emergence of more virulent strains of bacteria and viruses has prevented the
eradication of some diseases. For example, while the incidence of malaria has been
largely contained, the majority of cases currently encountered involve the more
lethal form of the disease. Furthermore, many bacterial organisms have
a tremendous capacity for evolving into new forms that develop a growing
resistance or immunity to current treatments. Increased antibiotic resistance has
been observed in malarial research. Over-use of antibiotics in other areas,
particularly in agriculture, has exacerbated this problem (“Why Tropical Diseases,”
2002).

While environmental ethics and biomedical ethics appear to be separate fields of
specialization and investigation, the inevitable connections between environmental
factors and biomedical conditions should convince us of the need to put
environmental considerations high in the agenda for bioethical reflection in the
Asia-Pacific Region.
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Severe Acute Respiratory Syndrome (SARS)

Severe Acute Respiratory Syndrome (SARS) is a potentially fatal new respiratory
disease only recently recognized by scientists. Although the experience with the
deadly virus has not been limited to Asia, its impact on the region has been
extremely pronounced. The lessons that we have learned — and have yet to learn
—from the deadly encounter have very important implications for Asian bioethics.
They are also illustrative of bioethical issues that have arisen in other types of
biomedical situations.

Researchers suspect that SARS is either a recently mutated strain of an animal
coronavirus, or amore virulent form of one of the human coronaviruses. According
to WHO, as of 10 May 2003, there were 7,296 known cases, 526 deaths and 3,087
recovered patients from the new disease (“ Cumulative Number,” 2003).

SARS s said to have originated in Guangdong province of southern China, a major
manufacturing and export region. In the textile town of Foshan, villagers practice
traditional and efficient farming techniques; but these same techniques also make
the area vulnerabl e to the emergence of diseases. Chickens, pigs, and other animals
are farmed together and live close to people, providing ideal opportunities for lethal
strains of viruses and bacteria to breed and jump between species (Horstman, 2003).

In November 2002, an atypical pneumonia swept through Guangdong. A few
months later, nearly 2,800 people were infected in 19 countries across Asia, Europe
and North America. Most of the deaths took place in China, but, initially, Chinese
officials suppressed news of the outbreak (Horstman, 2003).

In contrast with that of AIDS, the onset of SARS came at atime of openness and,
with the Internet, sharing of information. It took yearsto discover the causative
agent of AIDS, while it only took months to uncover the “bug” for SARS. Many
scientists and health care professionals in North America, Asia and Europe
exchanged relevant information on the disease, thereby facilitating efficient
epidemiological profiling and analysis.

However, the tight-lip approach of the Chinese government also contrasted with
the openness in the world’ s scientific community, the general public and the mass
media. WHO personnel charged with the investigation of SARS in different global
sites lamented China’s largely poor cooperation and even deliberate muting of
information sources.

SARS exposed the lack of preparedness of governments and their health care
systems to deal with epidemics. Especially vulnerable are the poor countriesin
Asiathat lack adequate resources. But even rich countries and territories like
Canada, Singapore and Hong Kong were stressed by the surge of both actual and
suspected cases of SARS. While actual cases have not surpassed previous epidemic
records, suspected cases have been more than enough to erode the confidence of
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many people in their governments. In an attempt to demonstrate decisiveness and
efficiency in containing the disease, some governments resorted to hard-handed
approaches that compromised peopl€’s basic liberties.

On a number of occasions, people suspected of being infected with — or of having
been exposed to — SARS have been held in mandatory quarantine. In the
Philippines, an entire village was held in quarantine after one of its members died
of the potent virus.

The SARS crisis has also produced its own heroes. Dr. Carlo Urbani, an Italian
epidemiologist who headed the World Health Organization’s Vietnam office, visited
the French Hospital in Hanoi on 26 February 2003, to see a Chinese-American
businessman with a strange pneumonia-like illness (Horstman, 2003). Urbani
realized the risk he was taking. He realized that he was dealing with something
new, and that it was an infectious disease. He identified and named the disease
Severe Acute Respiratory Syndrome, and thus provided a warning to the world.
But, because he chose to ignore the risks to his own safety, he died on 29 March
2003 as a martyr.

Bioethicsis not only about moral villains. It isalso about heroes who can be held
up to the public as models of commendable and virtuous behaviour. It is partly
the task of bioethics in the Asia-Pacific to seek heroes and to understand heroism
better.

Faced with more than 150 cases by March 2003, the World Health Organization
issued emergency guidelines for travelers and airlines. SARS had gained
recognition as a global problem aswell as an international bioethics controversy.

After suppressing information about the SARS cases in Guangdong, the Chinese
government admitted there were actually thousands of cases of infections (double
the number of cases previously reported) and more than 50 deaths, five times the
reported number (Horstman, 2003). Now we know that that initial policy had
negative consequences for the management of the disease. Asthe Far Eastern
Economic Review reports:

The Chinese government’ s rigid control of information and its strict
bureaucracy have hindered efforts to halt the deadly disease that seems
to have originated in southern China and is threatening public health
around the world and hurting economies across Asia.

Since the new and deadly pneumonia known as Severe Acute
Respiratory Syndrome (SARS) first began to shake public confidence
in early January, Chinese authorities have consistently sought to play
down the numbers of people infected and its geographical range
within China. Media coverage has been tightly controlled and doctors
told not to speak to foreign or domestic reporters. The authorities
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have repeatedly declared that the disease is under control, even as
the number of cases continued to rise....

Access and openness are crucial if the disease is to be controlled
and if future, more dangerous outbreaks are to be prevented, health
experts say. One fear among experts is that Beijing's tendency to
conceal bad news could have far more serious conseguences if another
lethal strain of influenza virus was to emerge from southern China
(Lague, et al, 2003, p. 13).

Chinese authorities later apologized for ‘ poor coordination’ and agreed to cooperate
with the WHO to create a disease warning system for the public (Horstman, 2003).

In the course of the crisis, the World Health Organization (WHO) suggested that
essential travel to Guangdong and Hong Kong be deferred. It advised those
departing Guangdong, Hong Kong, Vietnam, Singapore and Toronto be screened
for SARS and — if found to have symptoms — to see a doctor or consider deferring
their trip. But it actually was not in a position to impose travel restrictions. On
the contrary, the WHO declared that trade and tourism into the affected areas
shouldn’t be affected: “The purpose of the WHO’s global alert is to heighten the
awareness of travelers, health authorities and physicians, not to restrict travel”
(Lavelle, 2003).

Nevertheless, the WHO’ s pronouncements were taken seriously by individuals and
governments. Although some countries protested the bulletins that tended to have
negative effects on their trade and tourism, the international community, by and
large, supported the leadership role that the UN agency played. This fact must
not be overlooked as we reflect on a bioethics agendafor Asia. Many poor nations
are unable to assert their will on their own. Being poor and without much economic
clout, they are hardly in a position to bargain with pharmaceutical giants, or even
with smaller commercial enterprises. When they find themselves having to
negotiate — e.g. for access to the products of biomedical research conducted in their
communities — these countries find themselves helpless. Given the SARS
experience, the WHO has indicated that it iswilling to play the role of big brother.
Provided that the agency is careful not to exceed its boundaries, it can play
ameaningful part alongside the world' s poor when they need an aly to assert their
rights and welfare.

Tropical Diseases

Many people living in the tropics suffer from poor nutrition, poor living conditions,
poor environment, and from the poor health that such conditions bring. They,
therefore, suffer most of the diseases that affect mankind throughout the world.
But on top of this burden, they must endure the heavy consequences of diseases
specific to their region: tropical diseases. These diseases cause tremendous pain
and suffering, from deformities to blindness, brain damage and death.
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The perception is still prevalent that tropical diseases are diseases of the rural poor.
Whileit is still true that they mainly afflict the poor, they have also become diseases
of development. They have become closely associated with the people’s need to
earn income, even in rich countries. The diseases have become “the diseases of
the new frontier,” the diseases which rob people of their hope (TDR, 1990).

As a consequence of globalization tropical diseases are no longer confined to the
tropics. Tourism, trade, and immigration have brought cases of the diseases into
the industrialized world, where health systems are not used to diagnosing them.
Diagnoses often come too late, and case fatalities are unacceptably high. This
development illustrates the need for the international community — both public and
private sectors — to view tropical diseases as matters of universal concern having
amore extensive economic and developmental impact, thus providing an incentive
for pharmaceutical companies to engage in pertinent research.

Almost half abillion people still suffer from tropical diseases. Existing tools for
treatment and control need to be more widely applied, and new tools need to be
developed (TDR, 1990).

These health requirements are urgent imperatives of justice and morality. They
should be high in the priorities of policy formulators and decision-makers not only
because of the magnitude of their impact, but also because of the persistence with
which they have affected the quality of lives of those who have unjustly been
deprived access to basic human needs. Much of the inequities that are at the root
of these conditions are outside the usual scope of health authorities. This should
make it more urgent that they be addressed at a wider scale as ethical concerns
requiring the attention of different departments or ministries and at various levels
of government.

FERTILITY & REPRODUCTION

Abortion and Contraception

The poorest communities in many Asian countries have provided the setting for
some of the most troubling controversies concerning abortion and contraception.
At stake, among other things, are deep-seated values relating to the status of the
human embryo, equality between the sexes, and the right of individualsto exercise
control over their bodies. Different countries have taken different approaches, but
there are common concerns that can profit from broader bioethical reflection that
transcends national boundaries.

The United Nations Population Division's Abortion Policies: A Global Review
(2002) reported that in some Asian countries abortion is generally illegal but may
be allowed when the pregnancy poses a risk to the life of the mother. Included
are countries in South Central Asia (Afghanistan, Sri Lanka, Maldives), Western
Asia (the Islamic Republic of Iran, Lebanon, Nepal, Oman, the Syrian Arab
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Republic, the United Arab Emirates, Y emen), and Southeast Asia (Brunei
Darussalam, Indonesia, the Lao People’' s Democratic Republic, Myanmar, the
Philippines). The policiesthat arein place in Asian countries with respect to cases
where pregnancy endangers the mother’s life illustrate the variety of ethical
perspectives that are brought to bear on issues of this sort.

Afghan Law stipulates that abortion isillegal except to save the life of the mother.
In Sri Lanka, the mother’s consent is required.

In Maldives, abortion is legal only when performed for the purpose of saving the
life of the woman, as well as protecting her physical health. The consent of the
woman’s spouse is required for abortion.

In the Islamic Republic of Iran, the law expresses a general prohibition against
abortion. However, there are sections that exempt persons who performed
an abortion from criminal punishment if they did so to save the life of another
person. This can be presumed to allow abortion for the purpose of saving the life
of a pregnant woman.

Lebanese Law requires the consent of the woman, and the certification by two
physicians in addition to the one from the physician who will administer the
abortion.

Nepal used to be part of the 4% of nations of the world where abortion was
absolutely illegal, even if arisk was posed to the life of the mother (Uprety, 1998).
Women were forced towards illegal, unsafe abortions, as hospitalsin Nepal did
not offer the service as aresult of thelaw. The law provided that a woman guilty
of abortion wasto be put in jail, and possibly even have her property confiscated.
The law stated that if awoman killed her rapist, she could be given immunity, but
if she terminated the pregnancy that resulted from the same attack, she would be
imprisoned (Uprety, 1998). Often forced to turn to illegal abortions were women
pregnant from adulterous relationships, widows who became pregnant, and single
pregnant women, all of whom were shamed in Nepalese society (Upadhaya, 1998).
About four thousand Nepali women die each year from illegal abortions (Uprety,
1998). Nepal liberalized its abortion laws only in September 2002 (International
Sexual & Reproductive Rights Coalition, 2002), giving way to safe abortion when
a pregnancy endangered the mother’s life. The reform in abortion law in Nepal
allows women access to safer methods of abortion (Uprety, 1998).

In Syria, the written consent of the woman and her spouse is required, along with
an authorization for the abortion issued by two physicians.

In the United Arab Emirates, the written consent of the woman’s spouse or guardian
is required, along with the approval of the physician who declared the abortion
necessary.
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In Indonesia, the consent of the mother, her spouse or her family for the termination
of the pregnancy is required and the abortion must be performed in an approved
medical facility by a skilled health worker with the guidance of an expert team.
Like Bangladesh, Indonesian authorities do permit menstrual regulation
(Goodenough, 2002).

A special approval from the Ministry of Health is required in the Lao People’s
Democratic Republic.

Abortion in Myanmar isillegal, but a significant number of abortions apparently
have been performed. Because the country experienced rising abortion rates and
high maternal mortality in the 1990s, health officials have attempted to persuade
the Government to introduce a more liberal policy with regard to contraception.

The Philippine Penal Code does not list specific exceptions to the general
prohibition on abortion, but under the general criminal law principles of necessity
of the same Code (article 11.4) an abortion may be legally performed to save the
pregnant woman’s life.

Some countries take on considerations other than endangering the life of a pregnant
woman in making decisions to allow abortion.

In Irag, abortion is alowed not only to save the life of the mother, but also in cases
where fetal impairment is detected. A legal abortion may be obtained upon approval
by two physicians and consent from the woman’s spouse.

In Cyprus, Israel and New Zealand, pregnancy may be terminated legally to save
the mother’ s life, preserve her physical or mental health, in cases of rape or incest,
or in cases of fetal impairment.

Laws in Cyprus require the approval of two physicians except in cases of rape,
where police certification, supported by medical certificates, is required for an
abortion, which can be performed by aregistered medical practitioner.

In Israel, abortion requires the approval of a committee composed of physicians
and a health worker and the written consent of the woman. It can only be performed
by aphysician in arecognized medical facility.

In Kuwait, the consent of both the woman and her husband are required for an
abortion, which may only push through upon approval by a medical committee.

In Qatar, medical specialists are required to recommend the procedure, and the
consent of the woman and her husband are needed.

In both Kuwait and Qatar, an abortion performed for reasons of saving the
mother’s life, preserving her physical or mental health, or detection of abnormalities
inthe fetusis allowed.



20

In Jordan, Malaysia, and Pakistan, an abortion is deemed legal when it is done to
save the life of the mother, or to preserve the physical or mental health of the
woman.

Additionally, alegal abortion in Jordan needs to be approved by two licensed
physicians and be performed in alicensed facility upon the approval of the woman.

In Japan, abortion is permitted in cases where it will save the life or preserve the
physical health of the woman, in cases of rape or incest, or for social or economic
reasons. Induced abortions are permitted within the first 24 weeks of pregnancy.
The consent of the woman or her spouse is heeded, except in cases of rape where
abortion may be performed without the consent of the woman.

Bangladesh requires that abortions be performed in a hospital by a qualified
physician, upon the approval of two other physicians. However, menstrual
regulation, which is effectively an early abortion without confirmation of the
pregnancy, may be performed within 2 months of the last menstrual period (Patrick
Goodenough, 2002).

In India, although abortion is not given on request, any of the following reasons
would be accepted: saving the mother’s life, preserving the physical or mental
health of the mother, rape or incest, fetal impairment, or economic or socia reasons.
An abortion is legal if performed within the first 20 weeks of pregnancy by
aregistered physician in a government hospital. When the pregnancy is between
12 and 20 weeks, a second opinion is required. The consent of the woman is
required before the abortion, while a written consent from a guardian is required
in cases where the woman is aminor or is mentally retarded. The Indian situation,
however, shows that legalization of abortion does not necessarily mean it is made
more accessible (Uprety, 1998).

In Thailand, abortions are legally done to save the mother’s life, preserve her
physical or mental health, or in rape or incest cases. Only aphysician may perform
such abortions.

Malaysia only allows an abortion within the first 120 days of pregnancy, upon
consent of the woman and by a third-party medical professional.

Other countries appear to give added importance to a pregnant woman'’s choice.
The United Nations Population Division has reported that in some countries in
South Central Asia (the Russian Federation, Kazakhstan, Kyrgyzstan, Tajikistan,
Turkmenistan, Uzbekistan), Western Asia (Armenia, Azerbaijan, Bahrain, Turkey),
Eastern Asia (China, the Democratic People’s Republic of Korea, the Republic of
Korea, Mongolia,) South Eastern Asia (Cambodia, Vietnam), and Australia, abortion
isgeneraly legal and provided upon request.

The laws in the former Soviet States, namely Armenia, Azerbaijan, Kazakhstan,
Kyrgyzstan, the Russian Federation, Tajikistan, Turkmenistan, and Uzbekistan,



21

require the consent of the woman, and that abortions be performed by alicensed
physician in arecognized medical institution. An abortion may be granted upon
request in the first 12 weeks of pregnancy, after which induced abortion is made
available within 7 months from conception on judicial, genetic, vital, medical, social
or personal reasons if granted by a committee of physicians.

Information regarding the abortion law in Bhutan is not clear, although, as the state
religion is Buddhism, the assumption is that abortion would only be permitted in
cases where it would save the life of the mother.

Only alicensed physician may perform an abortion in Bahrain, upon authorization
by a panel of physicians.

In Turkey, abortion is available upon request only in the first 10 weeks of
pregnancy, after which, abortion is only permitted to save the life or health of the
mother, or in cases of fetal impairment. The consent of the pregnant woman, or
her parent or guardian in cases where she is a minor or mentally retarded, and her
spouse if sheis married.

In China, awoman is granted 14 days of paid sick leave for abortions initiated in
the first trimester, or 30 days if initiated beyond the first trimester (US Committee
for Refugees, 1999). Medical personnel carry out abortionsin clinics through
vacuum aspiration. Easy access to a supposedly prescription abortion pill,
RU-486, has been reported in China and Taiwan, leading to an increase in abortion
among single Chinese women (Pro-life Infonet, 2000). The drug works by causing
the fetus to starve to death in the womb, and is often followed by a second drug,
Misoprostol, which will cause the miscarriage of the unborn fetus (French
Associated Press, 2000).

In Mongolia, approval of the family or of the spouseis required, and an abortion
may only be performed beyond the first three months of pregnancy if the woman
incurs an illness that poses a serious threat to her life.

The Republic of Korea requires the consent of the woman and her spouse, if she
is married, and the abortion is to be performed by a physician within the first
7 months of pregnancy.

In Cambodia, only medical doctors, assistants, or secondary midwives are allowed
to perform the abortions in medical health centres authorized by the Ministry of
Health.

In Vietnam, the abortion needs to be performed by a physician, thus giving the
practice a stamp of legitimacy.

In all territories of Australia, the woman’s consent is required, as well as the consent
of two physiciansin some regions.
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In New Zealand, pregnancy must be terminated by a physician in alicensed facility,
but a pregnancy beyond 12 weeks must be performed in a facility with
a“full license.”

In these Asian countries therefore, and within countries characterized by the
existence of different religions or faiths, one may observe differing stands on the
relative morality of abortion. These views often stem from differing beliefs
regarding life, the status of the fetus, and the rights of women.

Buddhists believe in reincarnation. They also hold the view that one’s destiny in
the next life is based on the good and bad he has done in this life, basically karma.
Thus, certain rituals must be done by a woman who has had an abortion in order
to counter the bad karma of the killing.

Like Buddhists, Hindus believe in reincarnation, and also in non-violence, which
goes against the killing performed in an abortion. However, medically therapeutic
abortions are acceptable.

The Muslim faith permits abortion, although it must be noted that an abortion in
early stages of pregnancy is considered less serious than that done in later stages.
Islam, though only one of the many religions observed in the Middle East, is the
guiding principle in many constitutions of countriesin the region.

In Judaism, the life of the mother is valued over the potential life of the fetus. Some
believe the unborn fetus to have a status similar to that of a person while others
believe it to become a person only after the forehead emerges. Therapeutic
abortions are obligatory when the woman’'slifeisin danger.

Sikhism, based mainly in India, encourages abortion aslong asit is medically safe.
The fetusis not given the status of a human person.

The Roman Catholic faith holds very conservative views on abortion. The Church
basically holds firm that abortion, or contraception for that matter, for any reason,
isevil. Attheindividual level, the debate between pro-life and pro-choiceis
a continuing one among Catholics. The Catholic Church’s stand against
contraception and abortion has had great influence on Philippine society and
government.

Although the Jehovah's Witnesses believe that the Creator considersit a sin to
conceive alife that one has no capacity to care for, they consider it amuch graver
sin to have an abortion.

In Indonesia, Muslim, Christian, Hindu, Buddhist and other religious leaders have
worked together to oppose plans to amend the Health Law. The proposed
amendments are inclined to more liberal abortion regulations (CNNNews, 2003).
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Contraception is generally held to be more acceptable than abortion, although some
groups may equally resist it, especially if it is done using artificial as opposed to
“natural” means. Opposition to artificial contraception in the Philippines by the
Catholic Church is one good example.

It is commonly held that abortion should not be used as a method of birth control.
However, many countries that prohibit abortion have also not made safer forms of
contraception widely available and affordable. This has been thought to be the
reason why women have opted for unsafe, illegal abortions that put them at the
mercy of untrained and unscrupul ous operators of underground facilities.

Ironically, in countries where there are legal avenues for abortion (India, for
example) the incidence of illegal abortions remains high. It appears then that
legalization has not ensured the accessibility of abortions. In the countries where
abortion has been legalized, governments must do more to ensure that women truly
have ready access to safe abortions and that any risks to them in thisregard are
minimized.

There are strongly held values and beliefs that tend to come into conflict in policy
deliberations pertaining to contraception and abortion. Among the factors that come
into play are the promotion of the public good and welfare through the effective
management of population growth in light of limited resources; respect for beliefs
and traditions that are often founded on faith and religion; and respect for the right
of women to exercise control over their bodies and to determine the risks that they
are willing to take.

Beliefs and traditions can be understood as ways to promote individual, as well as
collective good, and can be harmonized with the intentions behind legislation. Such
harmonization requires an open and broad dialogue between proponents of varying
positions rather than a contest in the political arenato establish the superiority of
one' sway of thinking to that of others. Open dialogue ought to be characterized
by ethical reflection that seeks both to clarify values and help identify common
concerns. Dialogue and reflection among peoples within a nation and from different
nations can pave the way to common ground that can eventually lead to consensus
and agreement. Complete agreement may not be readily attainable, but promoting
mutual understanding can open opportunities for cooperation and refocus energies
to activities that really promote the good for the needy populationsin Asia. In
this manner, it could be possible to harmonize the concern for the life of the unborn
with population management initiatives. Bioethical reflection could promote a more
holistic perspective that does not get bogged down in the common tensions of
advocates who are so single-minded in their approach that they refuse to accept
the pluralistic character of the current global setting.
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Sex Selection

The practice of sex selection carries great importance in aregion that includes the
two most populous countries in the whole world. The implications for sexual
equality are deeply disturbing, and the consequences for gender balance require
urgent attention.

We are well aware of the policy in many countries to try to slow down population
growth in order to remove what many consider to be a hindrance to socio-economic
development. However, the mandatory control of family size has given rise to
gender preferences that, more often than not, have been manifested in a desire to
have male children. This may be observed in Confucian societies, such as Japan,
China, and the Republic of Korea, as well asin India Bangladesh, India, Pakistan
and Vietnam. Sex selection usually stems from the cultural climate and societal
pressure of the nation, rather than the individual mindsets of the parents themselves
(Ruffolo & Wongboonsin, 1995).

The ability to determine the sex of an individual before birth has been abused as
atool for the pre-selection of children by gender while still in the womb. This
preference for children of a certain gender, usually male, will lead to sex
discrimination, sex-selective abortions, female infanticide, deterioration of the
quality of life for females, and may even have effects on the future fertility and
gender balance of the nation (Ruffolo & Wongboonsin, 1995).

InIndia, it is the tradition of dowry that is said to be the culprit behind gender
bias against females (China Daily, 2001). In the event of marriage, a bride's parents
are expected to offer dowry in the form of money, property, or goods, to the groom’s
family. In effect, thisis aprice tag that is placed on afemale’s head from birth.
The use of ultrasound technology to identify ababy’s gender before birth has given
parents a choice: to pay athousand rupees today for the sex determination of their
baby, or pay hundreds of thousands more come a daughter’s wedding day. This
practice in India has led to the decline in the number of female babies, thanks to
sex selective abortions and even female infanticide. Laws prohibiting the dowry
tradition that have been enacted have failed to stop the tradition, which is deeply
rooted in Indian culture (Rgjan, n.d.).

In 1973, the Chinese government started to implement a one-child policy. Since
then, each family has been limited to only one child and fines have been imposed
on violators. This policy has been associated with the rise in the practice of
sex-selective abortion in the country.

With the onset of the one-child policy, sex-selective abortions and female
infanticide have become rampant, as the elderly are expected to turn to their sons
for economic support. The one-child policy is blamed for encouraging sex-selective
abortions and female infanticide. Some baby girls are abandoned at orphanages
and churches (Pro-life Infonet, n.d.).
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China has one of the most liberal abortion policiesin the world. Abortion is not
only allowed, but is forced upon mothers who have violated the one-child policy.
Women in China can also be forced to undergo sterilization, to make sure they
can no longer go beyond the one-child rule. Other women are known to go into
hiding to bear second children secretly. Midwives caught helping bear second
children secretly have had their licenses cancelled. Exemptions to the one-child
policy are given in cases where a man remarries, or when afirst child is
handicapped. Second children born without permission of the government cannot
be registered, and thus do not legally exist. He or she has no access to education,
and may have more difficulty when marrying or relocating. Mandating that women
of childbearing age visit a family-planning inspection centre thrice a year, further
reinforces the one-child policy (Thomas, n.d.) If awoman who is already recorded
to have one child is found pregnant again, she is forced to undergo an abortion.
Some women caught in their eighth or ninth months, the child already fully formed,
are still forced to undergo abortions (US Committee on Refugees, 1999).

In 1988, the Vietnamese government declared a two-child policy, which imposes
fines on births beyond the second. Although this move was made to help control
population growth in Vietnam, the country does not have plans to instill a more
drastic plan, like the one-child policy of China. Still, some accounts of the situation
in Vietnam have been very highly critical, claiming that abortion has been elevated
to aform of fertility regulation. Vietnam’s abortion rate is the highest in Asia,
2.5 per woman (Pro-life Infonet, n.d.).

Other accounts are more sympathetic, while acknowledging that male babies are
prized by Vietnamese family tradition. Abortions are reported to be less generally
used if an ultrasound shows an unborn child to be female. Familiesinstead continue
to try for amale child if afirst child turns out to be female, often even trying further
for more than one male child in the family, to ensure continuance in the family
line.

In some countries, legal avenues have been tried in order to control
sex-discriminatory abortion practices. However, laws against sex-selective
abortions can slow the problem down only temporarily. It isthe attitudes and
beliefs encouraged by the cultural setting that must be changed in order to wipe
the problem out altogether (Ruffolo & Wongboonsin, 1995). Efforts must be
accelerated to raise awareness of the issues and empower women to make
independent reproductive health decisions.

Sex selection is only one of the factors that give rise to the phenomenon of “missing
women.” In Europe and North America, women tend to outnumber men. In UK,
France and the US, for instance, the ratio of women to men exceeds 1.05. The
situation is different in Asia where female-male ration can be as low as 0.94
(Bangladesh, China, West Asia), 0.93 (India), or even 0.90 (Pakistan). This has
happened even if more boys than girls are being born everywhere (about 5 percent
more) and female fetuses have a higher survival rate than male fetuses (Sen, 2000).



26

By Amartya Sen’s calculations, the number of missing women could range from
29 million to more than 50 million in China alone. For India, the estimate is
23 million (Sen, 2000). Thereisaneed to try to understand the social factors that
could account for the fact that women have been missing — not only in the sense
of numbers but also in the sense of having been left out in the distribution of health
care and other necessities.

BIOMEDICAL RESEARCH

International research in resource poor communities

Resource poor countries require a lot of attention from the medical research
establishment in order to sustain the quest for treatments and remedies for diseases
and other health-threatening conditions. However, the collaboration between rich
countries and well-endowed agencies, on the one-hand, and economically
constrained research communities, on the other, requires a careful assessment of
responsibilities and options for researchers and research subjects alike.

A recent involvement of Harvard University researchersin Chinaisillustrative of
the acuteness of thisissue. In December 2000, the Washington Post published
a highly critical investigative report about the pervasive financial conflicts of
interest that were undermining the safety of subjects in the University’s researches
in China. Dr. Xiping Xu, an associate professor of occupational epidemiology
spearheaded studies conducted to seek genetic and environmental causes for
ailments that included asthma, obesity, miscarriage, and schizophrenia. Funds for
these researches came from Pharmaceutical companies such as Millennium
(for asthma research), Astra AB (for genetic research into respiratory disease), and
Hoffmann-LaRoche (for obesity and diabetes research).

In March 2002, after two years of investigation, the Office for Human Research
Protection (OHRP) under the US Department of Health and Human Services Office
of Public Health and Science announced that 15 Harvard-affiliated genetic
studies on diseases were faulty because the rights of thousands of Chinese
farmer-participants were ignored and violated by the American researchers (People
Daily, April 5, 2002, Research by Harvard University in China Suspended). “OHRP
finds that the [hospital ethics board] lacked the background and expertise to review
the research because of its apparent failure to consider the cultural conditions,
including the social, economic and political status of the subject population”
(Washington Post, 2002). The options available to the Chinese participants might
have well been systematically limited by the nature and conduct of the Harvard
research in resource-poor areas in China.

The irregularities mentioned in the reports by the “Human Beings Study and
Protection Office” within the Federal Bureau of Investigation included the failure
of the researchers to inform the participants of the possible uncomfortable
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symptoms that emerged during the test, and the use of a highly complicated
language in the contract signed between the researcher and the participants. The
contract was so barely comprehensible to Chinese farmers that its use effectively
violated the participants’ rights to know the facts (People Daily, 2002).

Officials at the federal Office for Human Research Protection found that participants
risked not being treated for health problems that might be diagnosed in the studies,
that they faced job discrimination if medical problems were discovered by the
subjects’ employers, and that some consent forms were too complex for rural
Chinese:

“Impoverished Chinese people were used in genetic experiments that
disregarded their human rights to informed consent, and put them at
risk of losing their livelihoods by a regime that discriminates against
people with a genetic disposition to illness.”

In addition, significant changes to the studies were made without necessary
approval.

Subsequently, Harvard President Lawrence Summers, in a speech delivered to
Chinese students in Beijing, said the University had since changed the way it
handles studies of human illnesses:

We have revised in adrastic way all our procedures for research at
the public health school... Theinterests of individual human beings
should never be sacrificed to some concept of abstract scientific
inquiry (Boston Globe, 2002).

Major playersin international research also include big pharmaceutical companies
who seek people living in developing countries as subjects. Safety and standard
of care for human volunteers are also major issues: “I had not been exploring Big
Pharma for more than a couple of days before | was hearing of the frantic
recruitment of third world ‘ volunteers’ as cheap guinea pigs, observes writer John
le Carre (2001). “Their role, though they may not ever know this, is to test drugs,
not yet approved for testing in the US, which they themselves will never be able
to afford even if the tests turn out reasonably safe” (le Carre, 2001).

In the US, it costs on average $10,000 per patient to conduct a clinical trial, in
Russia $3,000, and in the poorest parts of the world, much less. Thisis one of the
strong reasons why clinical trials are now a Third World growth industry. Inthe
end, the drugs under trial are for Western markets.

Inits May 2000 edition, CenterWatch, a newsletter for the burgeoning clinical trials
business, published an exuberant article under the title Latin American Fever in
which it said the continent ‘may offer a unique opportunity to reach much larger
numbers of study subjects.’” Eli Lilly tested 590 patients, in 1994, across Africa,
the Middle East and Central and Eastern Europe. In 2001, the company expected
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to run tests in those regions on 7,309 patients. It is not only the human subjects
who are at risk. In the rush to market, poorly constructed, weakly monitored trials
are releasing untried and untested drugs for consumption (le Carre, 2001).

Evolving forms of exploitation in research practice

The contemporary practice of biomedical research on aglobal scale has given rise
to evolving forms of exploitation. Standards of justice and equality tend to be put
in question in the face of research practices that often put heavy burdens on poor
people and poor communities in poor countries. Thereis aneed to remain vigilant
in the prior review of these activities and the monitoring of their implementation
in order to ensure that biomedical research is conducted in accordance with
universally acceptable standards.

One of the most important requirements for the conduct of research in developing
countries is emphasized in the WHO-Council for International Organizations of
Medical Sciences Guidelines for Biomedical Research Involving Human Subjects:
to guarantee that those communities where these new drugs have been tested will
be given affordable access to the newly developed and approved drugs. Otherwise,
one might rightly argue that people in developing countries have yet again been
exploited by Western researchers without benefiting from the positive results their
risk-taking has yielded (Del Rio, Kamarulzaman, & Schiklenk, n.d.).

Ruth Macklin observes that it is not just individuals who can lose out when big
drug companies carry out their tests:

When industrialized countries do research in a devel oping country,
the developing country can’t afford the products of that research. The
researchers pull out and the successful products then become available
in the Western industrialized countries and the population in the
countries where the research was done get nothing. So that’s truly
aquestion of justice, and we're beginning to see a movement to rectify
that injustice (2000).

A recent Johns Hopkins University research on a cancer drug in Indiaisillustrative
of the complexity of thisissue. A study of two experimental cancer drugs was
conducted and led by Hopkins biologist Ru Chih Huang, in collaboration with
Indian Regional Cancer Centre (RCC) director M. Krishnan Nair. Thetrials at
the RCC in the southern India state of Kerala, involving 26 oral cancer patients,
ran from November 1999 to April 2000. Initial reports of patients responding
within days to the injections led Huang to conclude that “this is a wonderful drug,
and it’s not toxic in humans” (Science, 2001: 1024).

In July 2001, reports appeared in the Indian news media of complaints by RCC
radiobiologist V. Narayaman Bhattathiri that the trial had been improperly
conducted. Bhattathiri said that he had alleged that the patients did not give proper
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informed consent, did not receive timely standard therapy, and were exposed to
a potentially toxic substance. He also challenged the trial after seeing some of
the patients. “I asked for details of the study, and they were not given to me,” he
says. “Then | complained to the ethical committee: No action. Two months
passed, and then | complained to the Human Rights Commission” (Science, 2001:
1024). The charges by Bhattathiri that patients in India were being used as “guinea
pigs” had prompted the Indian health ministry and Johns Hopkins to launch
independent investigations of the trials.

Hopkins appointed a three-member panel of experts “to develop the facts.” The
Johns Hopkins faculty committee found that:

*  The scientist was negligent for failing to submit a proposal for the clinical
trial to a Johns Hopkins University Institutional Review Board (IRB). Under
university policy and federally mandated procedures, faculty experiments
involving human subjects must have prior IRB approval, whether conducted
in the United States or abroad.

* Thetrial did not meet Johns Hopkins standards for research with human
subjects. For example, the committee found there was inadequate safety
testing of the drugs in animals before they were injected into human patients.
The committee also said that consent forms used to recruit patients for the
study were inadequate.

*  The scientist carried drugs used in the study to India without either an
“investigative new drug” approval from the Food and Drug Administration
or explicit FDA export permission.

*  The scientist, without authority, signed several versions of a document
committing the university to collaboration with the RCC.

The committee also found no evidence that any patient had been harmed or that
any patient’s conventional treatment was delayed by the clinical trial. However,
the report criticized the university’ s initial handling of the case. It said that an
inquiry should have begun in March 2001, when the university, which had earlier
been aware of the 1999-2000 trial, first learned that the scientist had run it without
university IRB approval. Assured by the scientist that ethics committee approval
had been received in India, the university did not begin an inquiry then, but instead
counseled the scientist that all future human studies had to be submitted to
aHopkins IRB (John Hopkins News Releases, 2001).

Charges of making “guinea pigs’ out of the Indian participants, inadequate saf ety
measures, and dubious ethics review of the research figured in the context of
evolving exploitation in research. Even in the context of international research
that appears legitimate, new forms of such exploitation could arise.
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There are many ways by which researchers can take advantage of people who
participate in their investigations. The most obvious ones are those that fail to
secure the informed consent of the people who have to undertake the risks involved.
However, the single-minded focus on informed consent tends to take attention away
from equally atrocious forms of exploitation. For example, people belonging to
a community where biomedical research is being conducted can be taken advantage
of when the aims of the study are not relevant to their own needs and interests;
when the research does not take into account the self-determined priorities (whether
medical or otherwise) of the participating community; when the community’s own
researchers are not given the chance to participate; or when their participation is
limited to non-essential roles that open no opportunity for the transfer of technology.

Upgrading research partnerships. The wide disparities in resources that are
available for biomedical research in developed and developing countries give rise
to ethically relevant issues of research prioritisation and collaboration. The
international research community has to accelerate the shift to an environment
where researchers from developing countries are recognized as full and equal
partnersin biomedical studies; where the technologies of developed and developing
countries are integrated and made widely available; and where the benefits of
biomedical research for participant communities can be ensured.

HIV/AIDS

The Asian Condition. The prevalence of HIV/AIDS in Asia ranges from high, to
moderate, to low. With more than 2.5 hillion people, equivalent to more than 60%
of the world’s population, any regional trends in Asia-Pacific will greatly affect
the global Human Immunodeficiency Virus/Acquired Immune Deficiency
Syndrome (HIVV/AIDS) pandemic (Monitoring the Aids Pandemic Network, 1997).

The trends of HIV infection in the Asia-Pacific are generally correlated with sex
work, the rate of access of commercial sex by men, and the regularity of condom
use for both sex worker and client. Groups of female sex workers (FSWs) are
also found to contribute to transmission across international borders. Increasesin
international trade, accompanied by the construction of international highways and
bridges have provided routes for the transport of goods between mainland countries.
For example, more than 3,000 trucks cross the borders between India and Nepal
daily. This crossing of land or sea borders usually involves overnight stays,
allowing visits to drinking and gambling establishments, as well as to brothels,
providing opportunities for casual sex. HIV surveillance data among FSW, male
sexually transmitted disease (STD) patients, and young males in Thailand,
Myanmar, Cambodia and Vietnam show sites of high prevalence located around
international borders and ports (Monitoring the Aids Pandemic Network, 1997).

It isuseful to recall the association of HIV/AIDS prevalence rates with sex workers
because this has triggered emotional positions affecting the ethical reflection on
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related issues. On the other hand, many people have also come to recognize the
hel plessness of those who have been afflicted. After al, many dying patients have
been the innocent victims of circumstances totally out of their control. It isalso
worth noting that the primary reason for the success of Thailand's 100% Condom
Programme was its strict limitation to promoting the use of condomsin commercial
sex, rather than the elimination of commercial sex itself (Hanenberg &
Rojanapithayakorn, 1996).

The HIV trends among FSWs now threaten even women who have sex only with
their husbands. Some people say that in India, for example, men who have sex
outside marriage are more socially acceptable compared to women who demand
the use of condoms from their husbands who have been exposed to risks of sexually
transmitted infections (Seshu & Csete, 2002). In a society where condoms are
associated with forbidden sex and STD, women who suggest their use run the risk
of insulting their partners, or of being perceived as unfaithful or paranoid. Condoms
are also perceived to reduce pleasure and intimacy during sex, as well as hinder
any desire to conceive (United Nations Development Fund for Women, 2001).
Although still inadequate, surveillance of sexually transmitted infections (STI) other
than HIV isimportant and must be developed (Monitoring the Aids Pandemic
Network, 1997).

Thus, there clearly are attitudinal issues that need to be taken into account in any
reckoning of the AIDS situation. These attitudinal — as well as other social,
economic and political — components of disease control and health care are an
integral part of bioethical reflection and require thoughtful consideration in agenda
setting.

The spread of HIV among injecting drug users (IDU) is usually restricted to those
who share contaminated needles and their sex partners, limited by the existing social
isolation and stigma against IDU populations. The widespread availability of
amphetamines in Thailand from China and Myanmar, as well as the opium
production in China and Afghanistan, has contributed to the HIV infections among
IDU populations in these countries. In India, Thailand, Hong Kong, and L aos,
attempts to control drug use through legislation of anti-opium laws have led to
increases in heroin use (Monitoring the Aids Pandemic Network, 1997).

The countries that have been determined to have a high HIV prevalencein the
15-49-year-old population are those where extensive heterosexual transmission of
HIV has occurred. Included are: Cambodia, India, Myanmar, and Thailand, with
HIV prevalence of above 1% (World Health Organization, 2001).

In India, with a population of 1 billion, second largest in the world, the HIV
epidemic will have a huge impact on global trends of HIV. HIV epidemicsin India
are primarily focused in a few southern States, with most of India, 21 out of the
31 States, having extremely low rates of HIV infection, 4% of the national AIDS
cases reported. Heterosexually transmitted infections dominate in Maharashtra and
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Tamil Nadu, while infections among IDUs and their partners are common in
Manipur. Based on existing HSS data, high HIV prevalence States include
Maharashtra, Tamil Nadu, Karnataka, Andhra Pradesh and Manipur, where
prevalence rates were 1% or more in antenatal women. Moderate HIV prevalence
States include Gujarat, Goa, Kerala, West Bengal and Nagaland, where HIV
prevalence rates were 5% or greater among high HIV-risk behaviour groups, but
less than 1% in antenatal women. The rest of the remaining States fall under low
HIV prevalence, meaning high HIV-risk behaviour groups maintained a prevalence
rate below 5% (World Health Organization, 2001).

Given this background, it is also relevant to study the role that religion and religious
authorities have played in relation to HIV/AIDS.

Buddhist monksin Thailand have undergone training on care and support for people
living with HIV/AIDS, which includes conducting fund raising projects for people
living with HIV/AIDS (PLWHA), caring and providing scholarships for orphans,
and similarly caring for older people who had lost family membersto AIDS (United
Nations Children’s Fund, 2001).

Islamic leaders in Indonesia acknowledge that PLWHAS must be granted full rights,
receive proper support and treatment, and be allowed access to preventive
information. Training of Ulamas, religious leaders in Indonesia, has increased
awareness about HIV and AIDS and also promoted the role of women, empowering
them and encouraging participation in several community issues (United Nations
Children’s Fund, 2001).

Catholic Bishops in Papua New Guinea have accepted the responsibility to respond
to HIV cases in the country. This Catholic mission works to reduce stigma and
discrimination against PLWHASs (United Nations Children’s Fund, 2001).

In the earlier section on SARS, it was noted that bioethics is as much about moral
heroes asit is about villains. The HIV/AIDS pandemic has provided an appropriate
context for the cultivation of heroism among various sectors in the Asia-Pacific
Region. For example, some religious authorities have risen to the challenge through
their advocacy of the rights and welfare of HIV/AIDS patients.

The ethical issues concerning testing, monitoring and surveillance have persisted
in many countries. These issues have to do with privacy, confidentiality,
discrimination and stigmatization:

“Surveillance of sex workers could place an emphasis on sex workers
as the cause of an HIV epidemic”...“surveillance should be
accompanied by clear policies on non-discrimination and supportive
prevention interventions’ (Monitoring the Aids Pandemic Network,
1997).
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The possible benefits from HIV testing cannot be denied. It may serve the purpose
of (1) screening donors of blood and blood products, tissues, sperm and ova,
ensuring safe blood transfusion and organ transplant, (2) anonymous testing to
monitor HIV prevalence in a given population at a given time, and, (3) to enable
interested individual s to know their serostatus. However, the process is open to
abuse and care must be exercised to ensure that public health surveillance activities
ensure the confidentiality and privacy of the test subjects involved.

The use of placebo in research involving infected HIV/AIDS patients. The varying
prevalence rates of HIV/AIDS in Asian countries provide the backdrop for ethically
controversial practices. One such practice involves the use of placebo in clinical
trials involving HIV/AIDS patients. In clinical experimentation comparing trial
drugsto a placebo, HIV/AIDS research subjects are assigned to a placebo arm even
if it is possible for them to derive protection from already available medication
that can serve as comparator drug in the trial. The practice raises important issues
concerning standards of care in general since the patients are asked to participate
in medical researches that put them at risk without direct benefits being intended
for them.

The controversies have arisen within the context of efforts to find more affordable
HIV/AIDS treatment. Researchers have been turning to poor countries as a venue
to conduct clinical trials on drugs. Developed countries have access to more
effective treatments. They also have stricter regulations regarding trials on human
subjects. Amidst criticism, medical experts have had to defend the use of placebo
for HIV/AIDS patientsin clinical trials. One justification given is that the subjects
are not thereby put at a disadvantage because they would not ordinarily have access
to anything better considering their, as well as their country’s economic situation.
As a matter of fact, so the claim goes, the patients are made better off because
they are put under the care of specialistsin the process and their health statusis
carefully monitored. Thus, although they do not get the highest standard of care
that patients can be given, they are at least offered akind of attention that is better
than that which they can afford or which their government can provide.

On the other hand, critics do not approve of the use of placebos, citing the risk to
life in a situation where proven treatments are already available. They argue that
experimental treatments should instead be compared with the highest standard of
care.

These opposing positions came into play in Asian and African trials of AZT for
use in preventing transmission of the HIV virus from mother to child. Half of the
women in the trials were given placebo. In a statement shortly after the trials,
international experts including researchers, ethicists, and public health and policy
experts reached the consensus that there were situations that justified the need for
a comparison with a non-antiretroviral or a placebo (Reuters, 1999).
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Clinical trials conducted in some countries, including Thailand, aimed to prevent
mother-to-child transmission of HIV during the final stages of pregnancy by
intervention with a short treatment of AZT. Funded by the US vaccine creator
VaxGen, and assisted by the Bangkok Metropolitan Administration, Mahidol
University, and the Thai Centre for Disease Control, the first and only large-scale
trial of avaccine was conducted in Thailand. It aimed at protecting against two
strains of HIV, Subtype B, prevalent in West and Southeast Asia, and Subtype E,
common in Southeast Asia. AidsVax aims to stimulate an antibody response against
thevirus. Of the 2,500 HIV-negative IDU enrolled in the study, half received seven
injections of AidsVax over three years, while the other half were given placebo.

Standards of care vary from country to country and from community to community.
It can often happen that the standard of care in the country of the researcher or
the sponsor is different from the standard of care in the country where the research
istaking place. While existing international guidelines for the conduct of research
involving human subjects have something to say about the standard of care that
ought to be observed in clinical trials, the research subjects themselves, and the
communities to which they belong ought to assert the terms of their participation.
Such participation should be compatible not only with their individual interests
but also with the traditions and practices that they consider valuable for their
respective communities.

The Hippocratic Oath, based on the presumption that both the doctor and the patient
are committed to a desire for wellness, states that the doctor acts in the best interest
of the patient on the maxim of “do no harm.” The Nuremberg Code extends
assumptions so that the relationship between doctor and patient is based on both
mutual competence and consent (Boyd & Ratanakul, 2000). The doctor-patient
relationship ought to encompass cases where the patients participate as human
subjectsin clinical trials. On this basis, some critics go on to argue that the use
of placebo could not be regarded as an ethical form of treatment.

There is another sense in which these clinical trials conducted on patients in poor
nations leave them void of treatment. Due to the limited nature of the trials, the
procedures to which the patients consent allow treatment to be taken away once
the trials are completed. In the Philippines, the National Ethics Committee felt
compelled to reject a proposal from one pharmaceutical company to run
a 3-month trial on HIV/AIDS patients. The latter were unreasonably led to believe
that their involvement directly offered a chance to be cured even when the protocol
would have left them to fend for themselves after their brief period of participation.

AIDS experts say the only effective solution to the rapid spread of the epidemic
would be an effective AIDS vaccine. However, because an AIDS vaccine would
yield lower profit compared to therapeutic drugs (drugs that treat rather than prevent
infection) aready in the market in developed countries, private sector investments
have not been going in the right direction. The situation is not getting any better
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because, according to some observers, even rich developed countries have not done
enough.

According to the National Institutes of Health of the United States, almost $3 hillion
was allotted to HIV research and development in 1999, most of which went to
developing expensive anti-retroviral drugsthat already existed. Lessthan 10% went
to the development of preventative measures like vaccines. And even less went
to HIV research in Asia. Funds to conduct clinical trials in the region, which
consists of alarge population of untreated patients, come from developing nations
in Asia. Several new therapy and vaccine treatments are under trial in Asia (Bickers
& Crispin, 2000).

When conducting clinical efficacy trials for HIV vaccines, however, a new ethical
issue arises. |If test subjects, thinking that they are protected by a vaccine, develop
afalse sense of security, thus engaging in activities that increase their risk of getting
HIV-infections, it would be very dangerous to offer the trial to them (Boyd &
Ratanakul, 2000).

While these ethical controversies have been taking place, new researches of a more
productive nature have proceeded in other Asian countries. New findings indicate
that, more than antibody response, the body needs help from blood cells called
cytotoxic T-cells, which attack and destroy virus-infected cells. Melbourne
Professor lan Ramshaw devel oped the technique that involves HIV-specific killer
T-cells and antibodies simultaneously attacking the virus. Genetic material to
trigger these two weapons is spliced onto the DNA of afowlpox virus to be injected
into the body. The technology islicensed to the Australian biotech company Virax.
With a US$13.9 million contract from the US National Institute of Health, trials
involving a therapeutic vaccine were to be held in Australiain January 2001, with
further trials for a preventive vaccine to be held in Southeast Asiain 2003 (Bickers
& Crispin, 2000).

These parallel developments are being cited to serve as areminder that the ethical
controversies have arisen amidst hopeful surroundings. The controversies should
not be allowed to lead poor Asian peoples to desperation. These should instead
be regarded as a call for more determined efforts not only in the matter of
undertaking pertinent clinical research but also in the matter of asserting peoples
capabilities and rights to dictate their own agenda and the manner in which these
ought to be pursued, even if thiswill occasionally involve the putting forward of
challenges to the established order.

Patents and access to HIV/AIDS drugs The production of generic counterparts
of HIV/AIDS drugs by local manufacturers has brought to the fore a seething
conflict between the need to protect intellectual property rights and the urgency
of putting a stop to the AIDS pandemic. The resolution of this conflict will go
along way in ensuring equitable access to the fruits of biomedical research without
undermining incentives that encourage much needed research initiatives.
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Infectious diseases claim millions of lives each year, especially in developing
countries where there is no access to effective and affordable medicines. Patents
on both pharmaceutical products and processes eliminate competition from generic
pharmaceutical producers and give monopolies to drug companies over the
production and marketing of medicines, allowing them opportunities to maximize
profits by selling the drugs at high prices. Patent rights are enforced throughout
the world by the stipulations of the World Trade Organization (WTQO) Agreement
on Trade-Related Aspects of Intellectual Property Rights (TRIPS). The TRIPS
Agreement obliges WTO member states to adopt and enforce high standards
of intellectual property rights protection for a minimum term of 20 years. As
a conseguence, patients are denied access to cheaper drug alternatives since no
generic equivalent can come into the market until the expiry of the 20-year patent
protection TRIPS provides (Third World Network, 2001).

AIDS deaths have decreased dramatically because of the emergence of life-saving
medicines. However, the initial successes have been dampened by the huge costs.
The standard treatment, a combination of three antiretroviral drugs, is estimated
at US$10,000 to US$15,000 annually, making it highly inaccessible to peoplein
developing nations, where 95% of the world’s HIV patients reside (Third World
Network, 2001).

There is much apprehension about giving patents to the original inventors,
especially in the field of pharmaceuticals, because once the Intellectual Property
Rights are in place, developing countries will have difficulty with their national
healthcare systems considering the likely rise in drug prices. One capsule of the
AIDS drug AZT, for example, costs US$0.40 to produce, but costs US$1.50 to buy,
which seems far beyond the need to recover R& D expenses.

Pharmaceutical companies point out that there are so many steps that they have to
hurdle before they get the approval of the Food and Drugs Administration (FDA)
or equivalent agencies. Considering the fact that approximately only one out of
every 4,000 drugs proposed makes it to the market, the high prices at which end
products are sold also cover the costs to develop the 3,999 failed drugs. Advocates
defend the TRIPS agreement by saying that it is necessary to promote research
and development, as well as stimulate innovation (Third World Network, 2001).
The claim is that, without the guarantee of intellectual property protection, scientists
and researchers will not be sufficiently motivated to try to discover and invent new
ways of dealing with diseases and other human problems.

One also has to look at the matter of reverse engineering and its implications for
intellectual property conflicts. A number of countriesin Asia-Pacific try to discover
new processes to manufacture an existing drug. Reverse engineering is only
possible in countries where patent laws protect processes and not products. The
TRIPS agreement has provided patents the ability to cover both processes and
products (Third World Network, 2001). Some countries, however, allow companies
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the use of patented products for research without liabilities of infringement. For
example, in Japan, companies are allowed to use a patented product as a raw
material for their own invention, given that any new discovery cannot be sold until
the patent expires (Ziker, 2001).

The TRIPS Agreement contains provisions that could be used to control patent
rights and prevent abuse of intellectual property rights and anti-competitive
practices. Two of these provisions are the right to grant compulsory licenses, and
the option for parallel importation.

Compulsory Licensing authorizes a government to issue a license to athird party
allowing it to utilize a patent without needing the consent of the patent holder. The
TRIPS Agreement allows issuance of a Compulsory License on the following
grounds: in cases of refusal to deal, in situations of national emergency and
extreme urgency, to discourage anti-competitive practices, in cases of public
non-commercial use, and to facilitate the use of dependent patents. Compulsory
Licenses may also be issued when an existing patent fails to work or when a patent
does not work sufficiently. Compensation is given to patent holders as
remuneration. The system promotes competition and increases drug availability,
even as it provides the patent holder compensation amounting to about 7% on all
sales of the generic product. However, among countries in this region, only China,
India and Korea have national pharmaceutical sectors that are empowered to take
advantage of the provisions of compulsory licensing. Other countries do not have
enough capability to manufacture patented drugs (Third World Network, 2001).

The relative industrial strength of these countries’ pharmaceutical sectors has
enabled them to use compulsory licensing as an instrument of distributive justice.
Nevertheless, their health care gaps have been too large for this type of remedy to
fill.

Parallel importation is the import of products — already available locally — from
another country for the purpose of promoting local access. It involves the import
and resale of a patented product, without the consent of the patent holder, outside
the country where the patent holder put the product on the market. The patent
holder is assumed no longer to have rights over the further use, resale or circulation
of a product beyond the first sale or distribution of the product. Parallel imports
will prevent price discrimination by patent holders on a regional scale. More
importantly, they will provide patients access to drugs from countries where the
medicines are sold at lower prices, without preventing the patent owner from
receiving compensation. On the other hand, the patent holder could then charge
asingle price worldwide, leading to an increase in price in low-income countries
where prices would have otherwise been lower (Third World Network, 2001).

At a meeting of members of the World Trade Organization in 2001, some
50 countriesin Asia, Africaand Latin America expressed the view that patent rules
governed by TRIPS should not trample upon the right of WTO members to
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formulate and implement their own health systems. Their position went against
those of Western countries that warned that weakened patent rules would threaten
research into new drugs (Cable News Network, 2001).

In Bangkok, chemist Krisana Kraisintu has created one of the world’s most
affordable AIDS drugs, a combination of stavudine, lamivudine, and nevirapine,
three popular AIDS drugs, each of which costs about US$4 per pill in the United
States. The drug combines Glaxo-SmithKline PLC’s Epivir, Bristol-Myers Squibb
Co.’s Zerit, and Boehringer-Ingelheim GmbH’ s Viramune into asingle drug. These
drug companies do not have existing patents for their drugs in Thailand. The
combination drug is expected to cut the cost for AIDS drugs to about US$27.66
amonth, or about US$330 a year, although it isinitially intended to be sold only
in Thailand.

In India, two generics makers, Cipla Ltd. and Ranbaxy Laboratories Ltd. are selling
similar pills, costing US$350 and US$338, respectively. Dr. Krisanatook four
months to devel op the product starting January of 2001. She obtained a patent
for the drug in May. Officialsin Nigeria, Uganda and other countries have
expressed their intent to buy the drugs. However, Dr. Krisana has specul ated on
the possibility of exportsinitially to neighbouring Southeast Asian countries
including Cambodia, Vietnam, Laos and Myanmar (Zimmerman & Frank, 2002).

While there is a tendency on the part of some sectors to view these initiatives
merely in terms of trade opportunities and commercial gain, there is greater reason
to see them as they truly are — as ethical imperatives brought about by the need to
reduce human suffering and improve the quality of life of vast numbers of people.
Itisareality of laissez faire economics that commercial interests dictate the options
and alternatives open to various sectors. Moreover, access to these alternatives
isamajor ethical concern that ought to be high in the agenda of bioethics in the
Asia-Pacific.

The table below illustrates the effect of patents on prices, comparing the US drug
prices to the prices of the same drugs produced by generic manufacturersin

Indian Generic Manufacturer

US Manufacturer .

& Patent Holder Price CiplaLtd.  |Hetero Drugs Ltd.
Lamivudine | Glaxo SmithKline US$3,271 US$190 US$98
(Epivir)
Stavudine Bristol-Myers US$3,589 US$70 uss$47
Squibb (Zerit)
Nevirapine | Boehringer US$3,508 US$340 US$202
Ingelheim
(Viramune)

Source:  Third World Network, 2001.

Drug
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India. Similarly, the drug fluconazole is sold by generic companiesin Thailand
for US$0.29 and in India for US$0.64, compared to market prices of brand name
forms at US$10.50 in Kenya and US$27 in Guatemala (Third World Network,
2001).

In a similar clamor for lower drug prices, China threatened to embark on
a programme that transcends drug patents in order to be able to deliver proper
treatment to around 1 million of its people infected with HIV. The country has
been negotiating with Glaxo-SmithKline PLC, Bristol-Myers Squibb Co., and
Merck Co. Inc. for the purchase of AIDS drugs at prices that were reduced by more
than the 80% from the previous year. For China, it meant a choice between profit
and the lives of their people. The Chinese government has effectively hurdled
accusations of patent violations because the protection Glaxo-SmithKline PLC held
over AZT expired in 2001, encouraging the Chinese government to allow
state-owned drug manufacturer Northeast General Pharmaceutical Factory the
production and sale of cheaper AZT in China (Chang, 2002).

In other developments, Indian generic drug companies Cipla Ltd., Aurobindo
Pharma, Hetero Drugs Ltd., and Ranbaxy Laboratories Ltd. have all been
experiencing a lack of demand for anti-retroviral drugs. Cipla markets
a combination anti-retroviral therapy that would cost less than $1 a day.
Nevertheless, it has been forced to shift production to other types of drugs. The
reason is that developing countries, the intended buyers of the generic
anti-retrovirals, cannot afford to buy such drugs, even at such alow price. They
could only afford a budget of less than $2 per person per year (Reuters, 2003).

In the Philippines, the national drug policy committee approved in February 2003
the inclusion of Anti-Retroviral (ARV) drugs among those that the government may
buy directly. Thelocal Department of Health was authorized to order PhP 750,000
worth of ARVs from India, aiming to maintain the low HIV prevalence in the
country. The monthly doses of ARV's, which private firms sell at PhP 30,000 to
PhP 40,000 each, will cost only PhP 2,000 each due to the government’s direct
purchase (Rivera, 2003).

While different countries obviously require different ways of overcoming their
difficulties, it would be very useful for them to share common mechanisms for
discussing the ethical issues concerned and taking consensual initiatives towards
the resolution of those issues. The willingness of commercial giants to negotiate
their patent protections and accommodate the contrary interests of poor people from
“non-viable markets” is something that can be cultivated with the mediation of
international agencies and regulatory authorities, provided that the necessary
infrastructures are put in place. The setting up of these infrastructures ought to be
part of the agenda for bioethical reflection in the Asia-Pacific.

Mother-to-child transmission and breastfeeding. The critical importance of
breastfeeding in promoting child health is generally recognized. However,
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problems have arisen in the case of Asian countries where many mothers have tested
positive for the AIDS virus. Thereis a need to cope with the consequences of the
practice in the context of countries and communities where the mother-to-child
transmission of the disease has left large numbers of infected children. Ethical
complications further arise in situations where safe water for the preparation of
infant formulais not widely available. An examination of the general situation in
some Asian countries illustrates ethical dilemmas that arise in situations of great
economic need and even desperation.

HIV can be transmitted by an infected mother to her child in the course of
pregnancy, childbirth, or breastfeeding. For thisreason, HIV infected women are
advised not to breastfeed. Others make the decision by themselves. Thus, there
arises a situation that mitigates against the cultivation of the natural bond between
mother and child. If the HIV infected mothers are not properly cautioned and
provided with sufficient infant formula, their babies are likely to acquire the
infection. On the other hand, if they use infant formula, but have no access to
sterilized water, the children are likely to die of diarrhea or other infectious diseases.
Thus, it is a matter of great urgency, and of distributive justice, that the poor be
provided prenatal counseling and testing. In order to safeguard their interests, such
counseling and testing has to proceed on a voluntary and confidential basis. Itis
also a matter of social justice that the vulnerable poor gain access to anti-retroviral
prophylaxis, infant formula, and further care for both mother and child. Itis
worthwhile noting that India, Cambodia, Myanmar, Vietnam, Papua New Guinea
and China have separately begun pilot studies for implementation of similar
programmes. The three-pronged strategy recommended by a task force of the
World Health Organization includes prevention of HIV infection among youth and
women of childbearing age, avoidance of unwanted pregnancies among HIV
infected women, and intervention to hinder HIV transmission from infected mothers
to their babies.

The United Nations Children’s Fund (UNICEF) has been known to support the
efforts of East Asian and Pacific countries to prevent mother-to-child transmission
of HIV by supplying HIV testing kits and counselor training. Itsregiona initiatives
have included (1) the purchase of anti-retroviral drugs for the prevention of
mother-to-child transmission (PMCT) pilot programmes in Cambodia, China,
Myanmar and Papua New Guinea, (2) the integration of PMCT services into
prenatal care services of public hospitalsin Cambodia, (3) the conduct of training
programmes and development of training manuals for counselors in Papua New
Guinea and (4) the provision of HIV testing kits, nevirapine, emergency obstetric
care instruments for hospitals and clean delivery kits for community midwivesin
Myanmar, as part of cooperative undertakings with women'’s health projects (United
Nations Children’s Fund, 2002).

The situation, insofar as breastfeeding and mother-to-child transmission is
concerned, illustrates the crucial role that women play in health care situations and
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the greater burden that they often have to bear relative to men in society. In
desperate situations in India, for example, women have been told to refrain from
breastfeeding their children even when they had no other means of providing milk
or food for the infants. The experiences have been particularly tough because of
apolicy to encourage breastfeeding, in general, by refraining from making infant
formularoutinely available. HIV positive mothers have a 25-35% chance of
transmitting their infections to their babies during childbirth or through
breastfeeding. Even when a mother-to-child intervention package is introduced,
transmission of HIV from mother to child is reduced only by 50%. Hence, there
is tremendous pressure on women not to get pregnant, to abort, or to refrain from
breastfeeding. Bioethical reflections need to be undertaken on the problems that
uniquely face women in society, especialy in a setting where they have traditionally
been relegated to a supportive rather than an assertive role.

ORGAN DONATION AND TRANSPLANTATION

Conceptual issues that emerge from transplantation technology. Transplantation
technology has provided immense hopes for people suffering from organ failure.
Concepts such as death and consent have had to be re-thought in light of this
technology, as well asin view of the beliefs and traditions of peoplesin Asia

Contemporary successes in organ transplantation have provided many important
milestones for medical history, even as ancient Indian and Chinese medical
literature already described some forms of operative procedure. Alexis Carrel,
a French surgeon, initiated the development of transplant techniques when he
experimented on animalsin 1902. The human kidney was first transplanted in
1946. A human liver transplant was performed in 1963. The first heart transplant
took place in 1967. Thereafter, transplants of the lung, pancreas and intestines
followed. Organ transplantation is now a well-established form of therapy that is
recognized by the World Health Organization (Grunfeld & Rappaport, 1996).

The development of Cyclosporine to control the rejection of atransplanted organ
in a patient’s body (The American University, 2001) presaged higher success
rates for transplantation in general. With the development of new medicines,
life-sustaining equipment, and accurate tissue typing, it appears that only the limited
supply of donated organs has gotten in the way of more organ transplantation
(Tharien, 1996).

Given the rapid advances in transplant technology, the capacity of doctors to
perform successful transplants has also improved considerably. This has led to
even greater demand, thereby putting alot of pressure on the supply. Many medical
qualifications that previously limited the number of people who could serve as
organ donors have now been overcome. The situation has made it possible for
living and non-related donors to qualify. Many have been subjected to coercive
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pressures that threaten the requirement for autonomous decision-making. As
a consequence, theillegal sale of human organs has also flourished.

Brain Death

In organ transplantation from cadaver donors, the usual recommendation is for the
removal of organs from dead donors to be performed immediately, as the suitability
of several organs meant for transplant is affected by lapse of time. Thus, the
definition and criteria of death have become highly controversial subjects. It used
to be sufficient to define death as the absence of cardiac and respiratory activity.
However, the definition prevented the harvest of organs from patients who were
being sustained by life support systems that maintain respiration and circulation
even when brain function islost.

Taking the cue from recommendations made by a Harvard Medical School
Committee in 1968, many Asia-Pacific countries now accept brain-based criteria
of death, paving the way for increased organ transplant activity.

In Japan, the transplantation of human organs has had to confront the inability of
the Japanese to accept the concept of brain death. The Japanese medical community
has been pushing for the recognition of brain death as it makes heart, lung and
liver transplants feasible. But, critics have claimed that this would have given rise
to the harvest of organs rather than to efforts to save dying patients. Some were
uneasy about the idea for reasons of religion or superstition. As aresult of the
refusal to accept the concept of brain death, for along time, only organs from live
donors could be used in Japan. Sourcing organs from other countries remained
the only other option for many Japanese who needed them (Tal madge, 1998). The
law that recognized brain death as a valid condition for the removal of organs for
transplant purposes was passed only in 1997.

The passage of the law did not silence all critics. For instance:

“Most brain death laws are discrete from laws governing
transplantation. They are designed to free terminal patients from tubes
and respirators, allowing a more natural death — the Japanese law does
not. They free doctors from liability for terminating brain-dead
patients, and free hospital resources for use by other patients — the
Japanese law does not. They reduce costs to society and insurance
companies — the Japanese law does not. They accord with the popular
will that brain dead patients need not be prolonged. The Japanese
law is not grounded upon any popular understanding. It refusesto
recognize as brain dead anyone but organ donors” (Becker, 1999,
p. 238).
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Moreover:

“So, full of contradictions, this Japanese ‘brain death’ law is
welcomed by Japanese hospitals and ridiculed by other countries. It
does not respect Japanese people’ s desire to die naturally, nor Japanese
people’ s desire to reduce the tax burden for indefinite prolongation
of brain-dead patients. It opens the door to legal organ transplantation
from warm pulsing cadavers. External second opinions and
whistle-blowing are still unthinkable in the Japanese hospital context,
but this law provides no safeguards against the Japanese fears that
donors may be prematurely pronounced brain-dead.” (Becker, 1999,
p. 238)

What the author sought to highlight was the conflict between culture and tradition,
on the one hand, and the law, on the other. There are some things that cannot be
legislated away. What death means to people cannot be so easily obliterated by
aprocess of legal definition.

On the other hand, the process of cultural change can be facilitated if there are no
serious conflicts with a people’ s deeply held beliefs. Jewish law did not previously
recognize the concept of brain death, considering death to be the absence of
respiration and circulation. However, rabbinic authorities have formulated firm
criteriafor brain death, creating an opportunity to harvest organs from the body
(Israel, 1996).

China currently considers the absence of heartbeat asits legal standard for marking
the time of death. Since heart death is not the best standard to use for the purpose
of harvesting organs, Chinese medical professionals have called for the legalization
of brain death criteria. In the meantime, current practice has implicitly and
explicitly recognized the standard.

In contrast, Taiwan has officially adopted the brain death standard. The country
has allowed a first diagnosis of brain death to be made at the site of execution.
The new rules require doctors to wait twenty minutes before declaring a prisoner
brain dead. These rules, however, also allow doctors to administer anesthesia to
prisoners prior to execution, making it more difficult to diagnose brain death.
Taiwan’s medical community criticized the move to apply the brain death standard
to executed prisoners because of the temptation to falsify death certificatesin order
to assist successful organ removal.

In South Korea, before brain death was recognized, organ swapping was used to
help meet the demand for organs. Patientsin need of organs, who had relatives
willing to donate, but were incompatible with the patient, could exchange kidneys
with other families facing the same situation, provided that the exchange would
yield equally good blood and antigen matches (Cohen & Wight, 1999).



44

There used to be no legal definition of brain death in India. This meant that only
corneas, skin and bones were available for transplant from cadavers. There were
also no laws on the collection of kidneys from living donors, making organ selling
possible. 1n 1995, alaw was passed that allowed cadaveric organ donation while
prohibiting unrelated living donors and transplantation of organs into foreigners
(Cohen & Wight, 1999).

In Vietnam, the deeply-rooted belief that a dead body must be left intact has meant
that only organs from living donors could be transplanted. This has also had the
consequence that a kidney could be donated and transplanted, but never a heart
(Vietnam News, 2002).

Donor Consent

The removal of organs from cadavers may be obtained either on the basis of
informed consent, or presumed consent. Informed consent refers to the autonomous
decision of the donor to give up an organ upon death. On the other hand, consent
may be “presumed” in the absence of objections expressed before death, or by
family members.

The practice in most countries in the 60s and 70s was to observe the “opting-in”
policy for donors. Informed consent was required. Donors had to clearly and
explicitly express their intention to donate. (Many Asian countries still use such
a system.) When people started to lament the inability to use eligible organs
because of the absence of a clear intent to donate, several nations implemented an
“opting-out” system that involved presumed consent. Presumed consent allows
the removal of an individual’s organs and tissues unless the donor had clearly stated
he had no desire to donate his organs before death.

A strict version of the “opting-out” scheme does not allow the family of the donor
to interfere with the removal of the organs. A less strict version requires the consent
of the donor’s family — if they can be contacted — before any removal of organs or
tissues can take place. Singapore was the first nation to adopt this scheme of pure
consent, which was later adopted by several European countries. A third option
involving “pure presumed consent” comes in the form of alaw, which requires
that an individual register at a courthouse and confirm that he has no intention to
donate his organs. Under this scheme, a person who has “opted out” isto be given
least priority should she ever require atransplant. Theideaisto ensure that organ
recipients must themselves have been willing to donate (Hartwell, 1999).

In most Asia-Pacific countries, customs and heritage hand authority to the family
to donate the organs of the deceased (Chockalingam, Mohan & Rajan, 2001). Thus,
there is no effective difference between an “opting out” and an “opting in” scheme.
The family members eventually have their say.
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Middle Eastern countries often turn away from cadaveric organ donations, even
though religious leaders such as Ayatollah Khomeini and the chief rabbinate of
Israel have made pronouncements allowing post-death organ donations. Presumed
consent is not enforced in Middle East nations (Cohen & Wight, 1999).

In Indonesia and Pakistan, the claim has been made that absolutely no cadaveric
donors are used (Cohen & Wight, 1999). Pakistan has also been reported to be
tolerant of kidney trade:

Health experts are concerned about Pakistan’s unregulated and fast
growing kidney transplant trade, where foreigners can buy kidneys
from impoverished Pakistanis in contravention of established medical
norms.

With more than a dozen hospitals across the country involved in this
unscrupulous trade, Pakistan has become the new Mecca for people
seeking kidney transplants from across the world.

Transplants are a lucrative business for Pakistani doctors, hospital
staff and ‘fixers' who exploit the gullible and the needy. In some
Pakistani villages, most people survive on one kidney.

In Mominpura village in central Punjab, nearly 80 percent of the
residents have sold one of their two kidneys. Only children, the old
and the sick have been spared the scalpel. “Anyone above 16 is
taken to a hospital for a possible transplant,” claims a villager
(PakistanLink, 2003).

This kind of experienceis actually not unique to Pakistan. Similar wholesale organ
donations have been reported in the Philippines and other Asian countries. The
similarities in experience should motivate the authorities in the countries concerned
to engage in common bioethical reflection that can lead to more enlightened and
harmonized responses to the controversies.

In Singapore, two laws control organ donation. The Medical (Therapy, Education
and Research) Act 1972 (MTERA) is basically an opt-in system where people
volunteer their organs for use in transplantation, education or research upon their
demise. The family of the deceased may also have the authority to donate the
organs of an individual post mortem. The Human Organ Transplant Act 1987
(HOTA) is an opt-out system allowing the use of kidneys of people who diein
accidents, unless a person has indicated that he has no desire to donate his/her
organs. HOTA appliesto Citizens and Permanent Residents of Singapore between
the ages of 21 and 60 years, excluding Muslims and those who are mentally
incapacitated (Ministry of Health, 2003).

Several amendments to the HOTA have been proposed. These include (1) the
expansion of the law to include non-accidental deaths, (2) inclusion of organs such
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as corneas and livers, and (3) the regulation of living organ donor transplants under
HOTA (Ministry of Health, 2003).

In Israel, the willingness of the public to donate organs dropped 25% in 1995,
leading to its worst shortage in available organs for transplant. Israel has not
implemented the system of presumed consent for organ donations from cadavers.
Presently, the country requires the consent of the family before the organs of the
patient may be used. The Israeli Ministry of Health manages a central registry of
people with donor cards, athough only about 79,000 out of the 5 million population
of Israel have these cards (Tharien, 1996).

The Israeli Anatomy and Pathology Law permits the use of a part of a corpse for
the purpose of saving the life of a person without requiring consent. However,
the harvesting of organs from a corpse without consent has not been done since
the public was outraged by the transplant of the heart, liver, lungs and kidneys
from an anonymous accident victim in Beershebato five Israeli patients who needed
them (Tharien, 1996).

Religion and organ transplantation

The religious outlook of the people in communities where organ transplants are
performed has to be given importance. Jewish tradition puts alot of weight on
the obligation to save a person’slifeif it isin one's capacity to do so. A Rabbinical
Assembly has considered organ donation as an obligation of all Jews. However,
the donation of organsis not permitted for research purposes, though an exception
is allowed if the organ is to be used for a specific research on a rare condition,
making it a prerequisite for future life saving. The donation of other organs, such
as corneas, which are not exactly life saving is also permitted. The effort to regain
eyesight is given special treatment because Jewish law regularly related blindness
with death (Israel, 1996). On the other hand, strong cultural and religious beliefs
in other parts of Asiaregarding rebirth and reincarnation have had a negative
influence on eye donation, although it appears that no major religion prohibits it
directly (Chockalingam, Mohan & Rgjan, 2001).

For Hindus, Muslims and Christians, organ donation is an act of charity that needs
to be encouraged. And while Jewish law prohibits the beneficial mutilation or
delaying of the burial of the dead, organ transplants may be performed to save
alife (Grunfeld & Rappaport, 1996). However, the Jewish Halacha prohibits the
selling or buying of organs from the living, even if the seller is poor or in debt
(Tharien, 1996).

Organ Procurement and Access

The gap between organ supply and demand has given rise to ethical issues that
many countries in the region have had to contend with. While there are more than
2,000 Israeli patients dependent on dialysis and more than 700 patients waiting
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for transplantation, only 100 kidney transplants are performed annually (Tharien,
1996). The situation as regards cornea donations is not any different. In India,
about 190,000 are blind in both eyes. About 590,000 are blind in one eye with
corneal disorders. To deal with the problem, only about 8,000 corneal implants
are performed annually. Asearly as 1945, the first Indian eye bank was established
in Chennai in 1945. Although, there are now more that 150 eye banks, only 27
are able to collect more than 50 eyes a year (Chockalingam, Mohan & Rajan, 2001).

The situation as regards the availability or organs for transplant has been so
disappointing that many people find the need for more successful organ
procurement schemes to be set in motion as soon as possible.

Favourable developments in organ transplant technology have reduced risks to
minimal levels and greatly enhanced success rates, thereby creating strong pressure
to accelerate organ procurement programmes. Initiatives to respond to such
pressures have generated ethical controversies, especially when these involve the
use of prisoners and other vulnerable individuals as sources of transplantable
organs, the use of monetary and other valuable considerations as incentives, and
the involvement of commercial agentsin organ procurement.

It has been claimed that Chinese doctors have taken human organs from executed
prisoners to sell for profit (The American University, 2001). After Cyclosporine
made it possible to cope more easily with transplant rejection in 1984, China
introduced a law allowing organ donation from executed prisoners. The law alows
organs and tissues to be taken from an executed prisoner if the body is not claimed,
or if the prisoner or his family consents to the donation of his organs. Amnesty
International alleged that the Chinese government performed executions to further
the organ trade from executed prisoners. Eyewitnesses have also made allegations
that prisoners are constantly examined to determine matches for waiting patients.
Before an execution, blood samples are taken from the prisoner for this purpose
(The American University, 2001).

In astinging criticism of Chinese policy, Becker holds that:

“Growing evidence indicates that this state execution machineis
driven increasingly by motives of economics rather than criminal
justice or law enforcement. In 1996, a new ‘ Strike Hard’ death
penalty campaign was instituted and documented death sentences rose
from some 3000 in 1995 to over 6100 in 1996, three times more than
the executions of the entire rest of the world put together, including
African and Islamic police states. The death sentence can be imposed
for more than 70 crimes including hooliganism, bribery and political
deviance” (Becker, 1999, p. 241).

However, Chinese authorities have denied manipulating their penal system to take
advantage of death convicts for organ donations. They point out that decisions to
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impose the death penalty have been made on an individual basis by judges who
have the autonomous responsibility to evaluate the claims of the litigants.
Significant efforts have also been undertaken to formulate laws in various provinces
providing for stricter regulation of organ donation. The Shanghai Municipal
People’s Congress promulgated the “ Regulation on Corpse Organ Donation” that
began to be enforced on March 1, 2001. The Shenzhen Municipal People’s
Congress passed the Regulation on Human Organ Donation and Transplantation
on August 22, 2003. The Hunan Province's Regulation on Human Organ Donation
and Transplantation is scheduled for promulgation in 2004. Moreover, the Ministry
of Health has formulated a Draft Regulation on the Determination of Brain Death
and a Draft Regulation on Human Organ Transplantation. According to Zhai
Xiaomei, these regulations “emphasize the principle of voluntary consent and
non-commercialization.” She also asserts that organ selling and buying are
prohibited (Xiaomei, 2003).

Fair and equitable access to available organs

The selection of beneficiaries of transplantable organs is a matter of justice and
related ethical concerns. Thereis aneed for objective and transparent criteriato
promote fair access and avoid unwarranted discrimination both against donors and
against recipients. It would also be useful to review policies governing the transport
of organs, donors, patients and transplant doctors across national boundaries. In
the meantime, prevailing practice has allowed the circumvention of ineffective
national regulations.

The World Health Organization has declared that the human body and its parts
cannot be the subject of commercial transactions. Similarly, the World Medical
Association considers the sale of human organs as inhuman and unethical. The
offshoot is that the giving or receiving of payment for organs should be prohibited.
However, the supply of available organs cannot meet the demand for these organs,
leading to increased illegal sales (The American University, 2001).

The trade of smuggled organs takes place in countries where laws are not as strict
(Grunfeld & Rappaport, 1996). There are numerous accounts of such practices.
The sale of human kidneys for as little as $1,000 has been reported in the
Philippines, India and Pakistan.

Because of the shortage of human organs, Israelis are forced to travel to nearby
countries, especially Egypt, to buy kidneys from poor immigrant workers for
transplantation (Tharien, 1996).

Nancy Scheper-Hughes has written of individuals from Middle Eastern countries
such as Kuwait, Saudi Arabia, Oman, and the Unites Arab Emirates who go to India
to acquire human organs, and of persons from the rest of Asiawho get their organs
from China (The American University, 2001). Citizensin Oman also offer to
shoulder expatriation expenses of migrant workers who diein their country in
exchange for removal of organs for transplantation (Cohen & Wight, 1999).
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Wealthy patients from Saudi Arabiaand Israel also travel to countries like Turkey,
India, and the Philippines where kidney sellers are recruited from prisons,
unemployment offices, and urban-poor areas. As regards organs from prisoners,
ascheme called “Kidneys for Life” has been proposed in the Philippines (de Castro,
2003b).

India has experienced the problem of commercialization of organs, whereby
wealthy Indian and foreign buyers buy kidneys and other organs from poor slum
dwellers and people from rural areas. Many people find it easy to make a decision
to sell akidney when faced with the choice to either keep both kidneys or run the
risk of dying of poverty and starvation. The poor’sinvolvement appears to be so
risky that some donors did not even live to receive the compensation they were
promised. Indian fathers find themselves having to sell their own kidneys in order
to have money for their daughter’s dowry (Hartwell, 1999).

The laws that require a donor to be arelative or spouse have encountered loopholes
in “kidney marriages’ whereby rich Gulf country men marry healthy women before
the operation and divorce shortly after surgery (Grunfeld & Rappaport, 1996),
making the procedure legal as a non-biological related living donor transplant,
rather than an unrelated paid living donation (Cohen & Wight, 1999).

In the guise of performing an appendectomy or removing kidney stones, some
kidneys have been stolen from patients (Grunfeld & Rappaport, 1996).

Though Indiais known to be the place to go for transplants from paid donors,
incidents of organ selling have similarly been reported in Israel, Iran and Iraqg,
among others (Cohen & Wight, 1999).

The Indian Parliament, in an attempt to control the trade of organs, passed a bill
in 1994 that would deem commercialized organ donation illegal. The law
prohibited the removal and transplant of organs, unless it was going to be done
for therapeutic reasons. Surgery would only be performed upon explaining the
risks and effects of the operation to both the donor and recipient (Grunfeld &
Rappaport, 1996).

Concerning the alocation of available organs. One dilemma has to do with whether
organs are to be given to the ones who most need it, or to relatively healthier ones
who may stand a better chance of survival. Factors of money, race and religion
also come into play when discussing distribution (Grunfeld & Rappaport, 1996).

Because of reports of organ selling, some observers have argued that the use of
the term “donor” may no longer be applicable, as donation should not require
compensation (Hartwell, 1999). On the other hand, others have argued that the
grant of compensation to organ donors should be institutionalized in order to flush
out the illegal trade and enable authorities to monitor the procedures. Citing the
failure of responsible agenciesto put a stop to the underground market, they contend
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that poor organ donors are subjected to greater exploitation when they are forced
to offer their bodies and services in secret, thus preventing them from availing of
the opportunity to receive sound advice and proper preoperative and postoperative
care (de Castro, 2003a).

In developing countries, such as India, China and the Philippines, where the
expertise to carry out organ transplants is available, but the resources needed are
badly lacking, the propriety of providing such services to prolong the lives of
afew has been assailed in view of the fact that basic health needs are barely
provided for the many (Grunfeld & Rappaport, 1996).

The “portability” of human organsis avery strong argument for broad bioethical
reflection that transcends national boundaries. Regulations that pertain to one
country have easily been circumvented in practice because of the ease with which
doctors are able to bring their skills and patients are able to move — with their organs
— beyond the reach of particular authorities.

GENETICALLY MODIFIED ORGANISMS

Balancing benefits and possible dangers

Advocates of biotechnology involving genetically modified organisms continue to
invoke the need radically to accelerate food production in the wake of lingering
poverty and hunger in many areas of the world. Research is going on at afrantic
pace to find ways of using the genetic modification of organisms to increase the
yield of various crops, to address pest resistance, to make the use of marginalized
land possible, to enhance nutritional benefits, to reduce the cost of production, and
to avoid the negative environmental impact of other forms of agricultural
biotechnology. In addition, there are prospects that pharmaceuticals and vaccines
can be derived from transgenic forms.

On the other hand, detractors invoke the precautionary principle as they point to
the threat to biodiversity and the dangers that may arise from highly innovative
procedures and the release into the environment of untested plants and products.
Some critics have also expressed an unwillingness to pose what they see as
a challenge to the integrity of nature and an intrusion into exclusively divine
prerogatives.

It is commonly argued that GM crops are essential to the future of world food
production. They have amajor role to play in feeding the hungry. However, the
institutional voices carrying this message have come largely from the developed
world. Some influential Asia-Pacific organizations have expressed doubts that GM
crops can truly alleviate hunger and malnutrition. NGOs such as the Third World
Network and the Research Foundation for Science, Technology and Natural
Resource Policy in India also claim that “hunger is caused because the poor are
unable to get access to food, and not necessarily because of a shortage of
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production” (“Timeto Grasp,” 1999). The debate along these lines has not
diminished in intensity in the face of the increasing number of products that have
been devel oped.

Reactions in Asia have been mixed.

The three most populous countries in the region — China, India, and
Indonesia — are already planting millions of acres of genetically
modified cotton. Several other large Asian countries, including Japan,
Thailand, the Philippines and Malaysia, are allocating billions of
dollars for private and government-sponsored research on biotech
crops (Barboza, 2001).

Aware of food safety concerns, especially among Europeans, many governments
in Asia have tended to move conservatively before approving the use of genetically
modified food crops. For obvious reasons, these are much more controversia than
non-food crops like cotton and flowers.

For the moment, China has acted cautiously in the matter of letting farmers plant
biotech food crops. However, tests are continuing. Other Asia-Pacific countries
are playing catch up with their fast-moving counterparts from the Americas. Major
Indian universities are deep into biotechnology research. Japan and Republic of
Korea expect to spend huge outlays for this field of investigation. Malaysiais
engineering palm oil trees genetically to produce special plastics. Vietnam and
Singapore also are exploring their own niches in this area (Barboza, 2001).

Labeling and Warning

Thus, the response of Asian countries to GMO biotechnology has been variable
(See Appendix M: “Regulations on Labelling of Genetically Engineered Foods in
Some Asian Countries). While some countries have opted for labelling and
warning, others have instituted policies regulating the importation and/or production
of GMO food. There may be a need to harmonize regional responses in order to
avoid tensions among countries and between consumers and producers. Even now,
trade among Asia-Pacific countries involves products that could contain GMOs.
Inevitably, the benefits as well as the risks of GMO use will be jointly shouldered
by trading partners the Asia-Pacific.

Some governments in the Asia-Pacific have developed, or are developing,
regulations to stop the importation of GM seeds and GM food across their borders.
Others have taken positions on labeling, traceability and producer liability. Banning
the importation of GM food by the Sri Lankan government has been described as
one of the toughest actions of its kind against GM food in the world (Pesticide
Action Network Asia and the Pacific, 2001). AsiahasaUS$1,000 billion ayear
food market and regulations to govern GMOs have begun to threaten exports worth
billions of dollars from the United States. The spread of the now-global battle
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over the use and consumption of GMOs in this region has been triggered by Japan,
Republic of Korea, Australiaand New Zealand. All of these countries decided to
enact laws requiring the labeling of GM foods “With one-third of its corn and half
of its soybeans and cotton genetically modified, the United States’ US$51.7 billion
worth of agricultural food exports each year is the biggest potential loser in the
global GMO fight” (Byrnes, 1999). Strict labeling laws and transgenic crop
controls make it so difficult for exporters to comply or to penetrate markets that
they may tip multi-billion dollar trade balances against GMO foods. Obviously,
the global trade picture has come under steady assault from the continuing
introduction of GM products. Unfortunately, an offshoot of this could be that the
ethical issues are simply swept under the carpet by the trade wars that have
emerged. These trade wars between exporters of GM foods and producers of more
traditional produce are more about establishing global dominance in trade rather
than about justice or food security for the world’s poor.

It remains to be seen whether the governments that have enacted cautious laws
are truly concerned about the human and environmental impact of GM Os or they
are merely lying low as they try to ride out the heat of public sentiment. About
5 years ago, the National Farmers' Federation of Australia speculated that *In about
five years time the heat will have gone out of this debate, ... countries like Japan
will just gradually start to take it [GM food].” A Monsanto spokeman expressed
asimilar view: “We're pretty optimistic that given good labeling and good
consumer knowledge this whole thing will settle down pretty well” (Byrnes, 1999).

Patents and Ancestral Patrimony

Other than benefit-risk issues, there are important questions that need to be
answered regarding the patenting and access to the benefits of GMO biotechnology.
In some cases, the genetic alteration of time-honoured food sources has resulted
in its alienation from people who have long regarded them as part of their ancestral
patrimony. The control over GMO food productsiis, thus, an issue that can hardly
be separated from the preoccupation with safety and integrity. Aswe seek to
promote safe standards for research and consumption, we also need to guarantee
equitable access to the technol ogies devel oped and the benefits derived.

Farmer NGOs in South Asia have been involved in a campaign of resistance to
corporations engaged in genetic engineering. They have also started a seed-saving
campaign to preserve traditional seeds (Ho, 1999). In other parts of the
Asia-Pacific, some groups of farmers, agricultural workers, consumer groups, fisher
folk, scientists, and indigenous peoples have shown their active opposition to
genetic engineering:

The Kilusang Magbubukid ng Pilipinas (KMP), a peasant group in
the Philippines, has been actively protesting the development of
genetically engineered (GE) rice by the International Rice Research
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Institute (IRRI) as well as the field-testing of other GE crops in the
country.

In Indonesia, some 800 anti-GE farmers and advocates rallied on April
17, 2001, in front of Monsanto and the Ministry of Agriculture in
Jakarta. They called for an end to Indonesia’'s GMO field trials of
Monsanto’s Bt cotton and other GE products in the country.

In Thailand, thousands of anti-GE farmers and advocates participated
in the Long March for Biodiversity, principally against GE rice.
Farmers in the Thung Kula Ronghai area, known for the cultivation
of jasmine rice, claimed that the introduction of GE crops into
Thailand would adversely affect them.

(Pesticide Action Network Asia and the Pacific 2001)

Monsanto and the State Government of Karnataka, India, conducted experiments
on genetically engineered cropsin 1998. The activity initially was kept secret but
when word got around, thousands of farmers occupied three fields and burned the
crops in what was to be the beginning of a campaign of civil disobedience called
Operation ‘ Cremate Monsanto.” From Karnataka, the campaign spread and was
followed by the “Monsanto Quit India” campaign (Ho, 1999).

In addition to raising issues about health and environmental matters, GM food
draws attention to more important concerns about control of agricultural
biotechnology. Because GM technology is patented, patent holders control the use
seeds from existing GM crops. This makes farming more expensive for poor
countries where farmers depend on saving seeds and replanting them.

Navdanya is the name given to an Indian movement to save farmers’ seeds. The
farmers share seeds freely and promote low cost organic farming. The movement
aims to protect biodiversity, increase farmers’ incomes, and improve farm
productivity compared to the industrial agricultural technologies (Shiva, 2001).

Price, however, is not the only issue. There are only afew trans-national companies
that control GM technology. These companies exercise power over the food chain:

“Diversity as a pattern of production, not merely of conservation,
ensures pluralism and decentralization. It prevents the dichotomizing
of biological systemsinto ‘primitive’ and ‘advanced’ ... Biodiversity
based, resource efficient, non-violent farming technologies rather than
capital intensive, external input based violent industrial monocultures
are the best way forward for the poor and fragile ecosystems.”

(Shiva, 2001)
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Theideaisthat if the aimistruly to provide new options for global food security,
ownership and control of agricultural biotechnology cannot be concentrated in
a few pharmaceutical or agricultural companies. The food supply must not be
overly dependent on the existence of afew varieties of crops. Biodiversity hasto
be promoted aggressively. Y et, transgenic crops are increasingly popular. 1n 2001,
approximately 44.2 million hectares were planted to it worldwide. The International
Service for the Acquisition of Agri-Biotech Applications (ISAAA), estimated an
increase of 51% in developing countries in that year. As much as 36% of world
soybean crops were already transgenic (Lambert, 2001).

Notwithstanding the continuing objections and protests, the trend towards greater
GMO use appears to be unstoppable. This does not mean that the protests have
not been effective, or that there is no point in engaging in criticism and dialogue.
Perhaps it is necessary to examine what the opposition to the use of GMOs in
different Asian countries has accomplished in terms of institutionalized consultative
processes and democratically oriented policies, as well as regulatory mechanisms.

REPRODUCTIVE CLONING AND EMBRYONIC STEM CELLS

Reproductive Cloning

For many people, reproductive cloning represents the ultimate in the use of
biotechnology to explore the frontiers of human creation. A number of Asian
countries have undertaken pioneering research in this field and the ethical
implications are worthy of examination if only because of the possible use of the
technology for the reproduction of human beings.

Mixed reactions of disbelief and amazement greeted the initial report that a mammal
had been cloned from an adult cell. Even Nobel Prize scientists like James Watson
and Francis Crick went on record as stating that the feat was likely impossible.
lan Wilmut and his team at the Roslin Institute outside Edinburgh showed that it
was possible with the birth of Dolly, the sheep (Thompson and Harrub, 2001).

Following the success of lan Wilmut and the Roslin Institute, other scientists
announced the results of similar projects involving other mammals and using the
same or similar procedures. Among those who reported successes were scientists
from Asian countries like Republic of Korea and China.

A few years later, French company Clonaid announced the cloning of a human
being. The claim was met with alot of skepticism, but it managed to revive the
controversies regarding the ethical issues involved.

The possible use of somatic cell nuclear transfer (asin the case of Dolly) for human
reproduction may be seen as a challenge to the sanctity of life. If successful, itis
going to provide human beings with an opportunity to exercise discretion over the
process of reproduction that have been thought to be reserved for an omniscient
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and almighty Creator. It could also open the floodgates to abuses in the form of
genetic modifications that could be introduced in a highly manipulative
reproductive process.

There are other ways by which human reproductive cloning can be regarded as
unethical. Reference can be made to two principles concerning experimentation
on human beings. One principle requires the experiment be to the benefit of the
subject being used. A second principle holds that in any experiment performed
on a human being, the subject must know the risks beforehand and give “informed
consent.” In the case of human cloning, however, the embryo being produced can
not give such consent, even if the experimentation itself is legal (Thompson and
Harrub, 2001).

Another main objection to reproductive cloning cites the risks and inevitability of
mistakes. Before Wilmut succeded in achieving the birth of Dolly he was
confronted with many experimental pregnancies resulting in anomalies that are too
horrible to take chances with in the reproduction of human beings.

Critics cite many other reasons for rejecting human reproductive cloning. These
include the loss of dignity of the clone that comes with being “produced” rather
than being the “mysterious’ outcome of aloving union between husband and wife;
the absurdity of living through alife that has, in away, already been lived by an
older “twin” (the person that the clone is a clone of); the loss of identity and
personal uniqueness resulting from being a copy of someone else; and the eugenic
implications of the genetic manipulation that could be introduced into the cloning
process.

On the other hand, some scientists find in somatic cell nuclear transfer cloning
not only an additional option that can be exercised in aid of a couple’s desire to
procreate and build a family when they would otherwise fail, but a crucial step in
the search for solutions to lingering disease problems. Depending on the success
of related experiments, cloning can help to reduce human suffering and extend
human life. Scientists are optimistic that cloning could give them vital insights
into cell differentiation and reproduction, thereby enabling them to find medical
remedies for cancer or birth anomalies. Surely, such arevolutionary procedure
could lead to many other benefits beyond those that have been anticipated at this
point. Many scientific successes have been achieved following a purely speculative
initiative. Without the speculative thirst for invention and discovery, the world
will not be even close to where it is now in the effort to combat diseases and
suffering.

The freedom of research and discovery must also be reckoned with in the
reproductive cloning equation. While scientific adventurism needs to be held in
check, the freedom of researchers to pursue innovative studies must be respected.
A balance needs to be struck that does not compromise the freedom of thought
and the need to find urgent responses to the problems that threaten mankind. The
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burden of proof for proposals to put a halt to researches that appear to have
a beneficial outlook for humankind must be taken seriously and responsibility.

Most countries in the Asia-Pacific region have either passed laws prohibiting the
implantation of a cloned human embryo for reproductive purposes or issued
equivalent policy statements. At the same time, there seems to be recognition of
the importance of undertaking related scientific investigations. The Australian
Academy of Science has spoken in favour of cloning research: “We do believe
this sort of research should be done, but under strictly regulated conditions”
(Kingsley, 2001).

Taking a more liberal position, Republic of Korea scientists have actually been
involved in the race to achieve reproductive cloning success. According to the
latest reports, ateam consisting of scientists from various institutions in that country
has derived a pluripotent embryonic stem cell line from a cloned human blastocyst
(Sciencexpress, 2004). This development will inevitably reignite controversy both
inside and outside the scientific community. While some people will be recalling
the need to regulate scientific research, others are likely to invoke the importance
of scientific discovery and the recognition of research and scientific freedom.

Cloning is another scientific breakthrough, following on the heels of frozen
embryos, in-vitro fertilization and test-tube babies, that has challenged humanity
to rethink and consider a redrawing of moral boundaries. It will not come as
surprise if, in the end, even reproductive human cloning gains acceptability under
certain circumstances (“Nature's Double Take,” n.d.).

Human Cloning and Religion

Religious institutions have expressed various views regarding human cloning and,
even within the same institution, experts occasionally disagree.

Here are some examples of religious views that have been reported:

The Vatican: reproductive cloning is “an expression of a brutal
mentality that lacked all ethical and human consideration.”

Rifaat Fawzi Abdul Mutalib, professor of Islamic Sharialaw at Cairo
University: cloning to create afetusis, in Islam, a disfigurement of
God's creation.

Israeli Chief Ashkenazi rabbi, Rabbi Ysrael Meir Lau: We need to
support technological developments that have helped save lives.
However, the “moment that a medical treatment intends to take on
rolesin areas it is not responsible for, such as the shortening of life,
cloning and forming life in an unnatural way, we must set restrictions
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so that the basic faith we have in God with regards to life and death
arein His hands.”

(Thorny Ethical Issues, 2003)

While some people have argued against reproductive cloning on the grounds that
itis“unnatural,” there are those who point out that clones, in the form of identical
twins, have been part and parcel of nature. If only for this reason, it cannot be
claimed that Buddhism prohibits reproductive cloning. Moreover: “Buddhism
considers ethical phenomena independently... [of] the concept of being natural
because according to Buddhist teaching... [it] seems to be impossible to say that
such and such phenomenon is unnatural... Natural things ... [from] the Buddhist
perspective include both what is given by nature and what is created by human
beings’ (Somparn, 2004).

Islamic clerics in Malaysia, through the National Fatwa Council, have said that
the cloning of a human embryo is ethically acceptable aslong as it is destroyed
before turning 120 days old (enough time for researchers to harvest the early-stage
human embryo for stem cells). Scientists are optimistic that embryonic stem cells
will someday help provide treatments for disease. The Fatwa Council clarified
that the ruling on the 120-day cut-off point was in keeping with the Islamic view
that a fetus has no soul until it reaches that age, and therefore can be aborted.
However, some Muslim scholars disagree with this opinion, which they claim to
lack clear basis in the Quran (Goodenough, 2003). The main reason they citeis
that it runs contrary to the Quran-stipulated basic rule of human reproduction —
“a baby must be a result of a union between a man and a woman who are legally
married” (Goodenough, 2003). Moreover, “Allah has given us such an amazing
form of being able to create new life through sexual reproduction. As humans we
have the ability to transfer some of our genes to our offspring. Therefore, there
doesn’'t seem to be any justification for humans to be cloned” (Active-Islam.com,
2001). Thiswould have implications for other areas of Islamic law such as
inheritance, alimony and the right to give away a daughter in marriage.

At the United Nations, an Ad Hoc Committee on Reproductive Cloning was
organized to deal with a proposal initiated by the French and German delegations
that seeks to ban human reproductive cloning throughout the world. The experience
of the United Nations Committee in dealing with the Franco-German initiative
teaches valuable lessons. While China, Japan, Malaysia and Republic of Korea
endorsed the ban only on reproductive cloning, the Philippines, Fiji, Micronesia
and other Pacific countries put themselves on the side of a comprehensive ban that
would also prohibit reproductive cloning. After a second year of meetings, the
result was a stand-off with neither party willing to give way to the other. In 2002,
the Franco-German group insisted on a two-step process that would have banned
only reproductive cloning initially, with the ban on therapeutic cloning being
discussed for possible implementation at a subsequent stage. The American-led
group aso included countries from the Asia-Pacific Region. Thus far, it would
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not budge from its position calling for a ban on both types of practices. The
offshoot is a hiatus until the Ad Hoc Committee on Reproductive Cloning meets
again in 2005, and it is not likely that the parties involved will be willing to shed
their strong positions at that time.

Thus, the United Nations meetings have not been productive enough to lead to
a position that is acceptable to all. Nevertheless, they have been fruitful in
adifferent way: they have called the world’ s attention to issues facing the whole
of mankind and forced the member countries to take the issues up in their respective
territories, resulting in avery broad consultative process that ought to characterize
bioethical reflection. The temporary setback owing to the failure to reach
a compromise should not prevent people from going through similar attempts at
consensus-building in the future.

Embryonic Stem Cell Research

A number of Asian countries have invested heavily in biotechnology and
cutting-edge biomedical research. Part of such investments has gone into
embryonic stem cell research that draws heavily on the promise of revolutionary
treatment for persistent problem diseases. Some scientists are hopeful that, at
a future stage, embryonic stem cells will be used to construct transplantable
organs for human beings. Regulations regarding such researches have differed
across Asia-Pacific countries. However, the issues involved have a great
significance for our understanding of what it takes to be human. Hence, there
appears to be a need for a harmonization of approaches taken by the countries that
have shown interest in the developments.

The value of stem cellsliesin their flexibility. Scientists are confident that, given
the proper techniques, they can be grown to replace old cells in any part of the
body and provide relief for many degenerative diseases. For instance, it is thought
that embryonic stem cells have the potential to grow into heart muscles that could
be used to repair the damage resulting from a heart attack; to regenerate skin cells
to deal with burns; to develop into pancreatic cells to treat diabetics; or to grow
into fresh new brain cells that might restore brain functions in conditions like
Alzheimer’s, Parkinson’'s, and Lou Gehrig' s disease (Thompson and Harrub, 2001).

Organ engineering may eventually take the place of organ donation but it does not
totally do away with the need for donors. Someone has to donate “ stem cells.”
However, some stem cells, including those for the heart, lung and kidney, cannot
be found in adults or children because these are already partly specialized. Since
the experimentally useful stem cells come only from embryos, the process raises
moral dilemmas (Mutsuko, n.d.).

Currently, leftover IVF embryos or aborted fetuses are the main sources of stem
cells being used in research. As part of the process, some of the blastocyst’s cells
are isolated, harvested and allowed to grow. Specia nourishment is then provided
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to generate long-lasting stem cell lines. In this process, the embryo is destroyed
(Goldberg, n.d.).

John Cloud summarized the issue quite well when he wrote in his July 23, 2001
Time article:

“Stem cells derived from human embryos could lead to cures for some
of humanity’s most devastating illnesses — but to get to the little knots
of magic tissue, we have to destroy the embryos, which might
otherwise one day become babies” (J. Cloud, 158 [3]: 22 as cited
in Thompson and Harrub, 2001.

Thisisthe basic position that United States President George W. Bush took in his
August 9, 2001 speech on the funding of stem-cell research by the federal
government:

Research on embryonic stem cells raises profound ethical questions,
because extracting the stem cell destroys the embryo, and thus
destroysits potential for life. Like asnowflake, each of these embryos
is unique, with the unique genetic potential of an individual human
being....

At its core, thisissue forces us to confront fundamental questions
about the beginnings of life and the ends of science. It lies at
adifficult moral intersection, juxtaposing the need to protect lifein
al its phases with the prospect of saving and improving lifein all its
stages.... Embryonic stem-cell research is at the leading edge of
aseries of moral hazards.... [W]hile we must devote enormous energy
to conquering disease, it is equally important that we pay attention
to the moral concerns raised by the new frontier of human embryo
stem cell research. Even the most noble ends do not justify any
means....

| also believe human lifeis a sacred gift from our Creator. | worry
about a culture that devalues life, and believe as your President | have
an important obligation to foster and encourage respect for lifein
America and throughout the world. And while we're al hopeful about
the potential of this research, no one can be certain that the science
will live up to the hope it has generated.

Eight years ago, scientists believed fetal tissue research offered great
hope for cures and treatment — yet, the progress to date has not lived
up to itsinitial expectations. Embryonic stem-cell research offers both
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great promise and great peril. So | have decided we must proceed
with great care.

(G. Bush, 2001 as cited in Thompson and Harrub, 2001)

This subject has been referred to as a “bioethical minefield.” For, although many
people are awed by the idea of taking command of human life in one' s experimental
hands, there are those who are encouraged by the unique opportunity to contribute
to local knowledge: “It’s a matter of taking advantage of the wonderful,
regenerative capability of life” (Mutsuko, n.d.).

Studies are going on in some laboratories to find adult stem cells that could be
harnessed to provide the same benefits for research as embryonic stem cells. If
these studies do not meet with success soon enough, the debate concerning the
status of embryonic stem cellsis going to continue, as they have been raging in
various countries in this region. In the meantime, embryonic research appears to
be continuing aggressively at major Asian research institutions.

Although many governments and religious groups in the Asia-Pacific oppose
cloning embryos to create babies, some governments — particularly Singapore,
Japan and Malaysia — are more open to therapeutic cloning. Compared to that in
the United States, opposition to therapeutic cloning in the Asia-Pacific has been
muted (Asia Could Emerge, 2001).

Singapore’'s Straits Times has called American reaction to reports of Clonaid’s
success “hysterical and irrational.” The newspaper said the use of stem cells
derived by cloning was “as natural as wearing dentures” (Asia Could Emerge,
2001). If thiskind of attitude were to dominate regional policy, Western scientists
could well be on the way to Asia-Pacific research institutions. True enough, China,
Israel, and Singapore have been seen as potential research havens for Western
scientists because their laws are more tolerant towards therapeutic cloning. And,
within the Asia-Pacific, one also can expect the political and regulatory tightrope
walking that results in the movement of scientists across national boundariesin
order to avoid restrictive environments (Gay, 2001).

The need for collective bioethical reflection on the implications of embryonic stem
cell research isindicated in the variability among guidelines adopted by some Asian
countries as shown in the tabulation at the end of this section. To highlight that
need, we only have to be reminded that the export and import of embryonic stem
cells has been going on. The following account is only one example:

Technion and Rambam Hospital in Haifa have begun to export stem
cells produced from human embryos to Germany. Stem cells, which
are undifferentiated cells that can be converted into any type of the
body’ s cells, are used today in medical biological research.
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Stem cells are produced from very young embryos. Already in 1988,
researchers at Technion produced stem cells from 5-day old embryos.
German researchers will attempt to convert the stem cellsinto nerve
cells, in order to develop treatment making it possible to transplant
new nerve cells in people suffering from diseases of the nervous
system. Only five other countries produce stem cells from human
embryos — Sweden, Republic of Korea, the US, India, and Singapore.

Many scientists and doctors, as well as medical ethics activists, praise
this joint project, which will advance science and lead to the
development of new medical treatments. At the same time, there are
several attorneys and sociologists, particularly in Germany, who
maintain that the production of human embryonic stem cells raises
ethical problems, despite the fact that the export of stem cellsis
absolutely legal.

(Embryonic Stem Cells, 2003)

Here are official guidelines on stem cell research and cloning applicable in some
Asian countries:

OFFICIAL GUIDELINES ON STEM CELL RESEARCH &
CLONING IN SOME ASIAN COUNTRIES

Australia

Australia bans all human cloning whether for reproduction or research. This
includes a ban on embryo splitting and other techniques that might create a clone
without fertilization. But, Australia does allow the use of embryos remaining after
assisted reproduction, as long as those embryos were created before 5 April 2002.
Thisfederal law supersedes al previous state-level laws concerning embryonic stem
cell and cloning research (Research Involving Embryos and Prohibition of Human
Cloning Bill, 2002).

China

In January 2004, Ethical Guidance on Human Embryonic Stem Cells was
promulgated jointly by the Ministry of Science and Technology and the Ministry
of Health, the provisions of which include:

Article 4: Any research for human reproductive cloning shall be prohibited.

Article 5: The human embryonic stem cell used for research can be derived only
by: (1) spared gamete or blastula after IVF; (2) fetal cells after natural or
voluntarily selective abortion; (3) blastula or mono-sexual split blastula by somatic
cell nucleus transfer technique; and (4) germ cells voluntarily donated.
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Article 6: The conduct of human embryonic stem cell research must comply with
the following norms. (1) when ablastulais obtained by IV F, somatic cell nucleus
transfer technique, mono-sexual reproduction technique or genetic modification,
the culture period in vitro cannot be more than 14 days since fertilization or nucleus
transfer; (2) the implantation of the human blastula which has been used for
research into human or other animal’s reproductive system is prohibited; (3) the
hybrid between human germ cells and germ cells of other species is prohibited
(Zhai Xiaomei, 2003).

Hong Kong
All human cloning isillegal.

India

The Indian Council of Medical Research (ICMR) has issued the Consultative
Document on Ethical Guidelines for Biomedical Research on Human Subjects
(2000). The section dealing with genetics states. “Since its safety, success, utility
and ethical acceptability is not yet established, research on cloning (through nuclear
transplantation or embryo splitting) with intent to produce an identical human being,
as of today, is prohibited.” ICMR also issued the “ Statement of Specific Principles
on Human Genetics Research,” 20 July 2000.

Indiais home to 10 of the 64 embryonic stem cell lines that are approved for use
in US government research. Companies there are waiting until more research is
done before sharing their lines.

Republic of Korea

A Bioethics Bill, which would strictly prohibit reproductive cloning under any
circumstances with criminal sanction and which regulates embryonic stem cell
research, has been prepared by the Ministry of Welfare and Health together with
the Ministry of Science and Technology. The public hearing is scheduled in
September 2002, and the bill will subsequently be submitted to the National
Assembly.

The Life, Ethics and Safety Measures bill also outlaws human cloning as part of
embryonic stem cell (ESC) research, the genetic treatment of embryos and fetuses
and the use of a person’s genetic information in relation to education, employment
or insurance.

Japan

A law to strictly prohibit acts related to human cloning was passed in 2001. The
“Law concerning Regulation Relating to Human Cloning Techniques and Other
Similar Techniques” (November 2000) has been in effect since June 2001. It
contains a prohibition on putting embryos into a human or animal uterus.
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Guidelines for Derivation and Utilization of Human Embryonic Stem Cells released
in September 2001 recognizes the human embryo as “the beginning of a human
life”

The Japanese law prohibits the transfer of embryos created by techniques of human
cloning, and those created by xenotransplantation. However, it allows the
application of these techniques and other similar ones for research purposes as long
as the embryo created is not allowed to be transplanted in a human or an animal.
It also imposes criminal sanctions.

Malaysia

“Therapeutic” cloning of human embryos is ethically acceptable for research
purposes so long as the embryo is destroyed before it reaches 120 days of age.

The Malaysian government has announced that legislation banning reproductive
cloning would be drafted within the first half of 2003. Health Ministry
Director-General Taha Ariff said a committee will first be getting ethical and other
views from local and foreign experts.

Philippines

In the predominantly Roman Catholic Philippines, President Gloria Arroyo said
the government opposes all cloning and stem cell research.

Singapore

On 18 July 2002, the government approved the BAC recommendations to ban
reproductive cloning completely and permit therapeutic cloning under strict
regulations.

Recommendation #7: “There should be a complete ban on the implantation of
a human embryo, created by the application of cloning technology, into a womb,
or any treatment of a human embryo intended to result in its development into
aviable infant.”

The report also concluded that creation of human embryos, either by IVF or by
SCNT, for research purposes, can only be justified (1) where there is strong
scientific merit in, and potential medical benefit from, such research; (2) where
no acceptable alternative exists, and (3) only on a highly selective, case-by-case
basis, with specific approval from the proposed statutory body.

The new guidelines, which must still be passed into law, allow scientistsin the
city-state to withdraw stem cells from adult human tissues, aborted fetuses and
surplus embryos from fertility treatment as long as the embryos are less than
14 days old.
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The guidelines also allow scientists, under strict regulation, and on a case-by-case
basis, to obtain stem cells by cloning technology. The technique, referred to as
“therapeutic cloning,” is permitted to create human embryos for research purposes.
The guidelines completely ban human reproductive cloning.

(Asia Genetic Resources, n.d.; Goodenough, 2003; “ Asia Could Emerge,” 2001;
Nowak, 2002; Thompson and Harrub, 2001; Berrigan, 2003; Goldberg, n.d.; and
Saywell, 2002.)

CHARACTERIZING BIOETHICS IN THE ASIA-PACIFIC

A lot of debate has gone on among scholars about the proper characterization of
bioethics in this part of the world and the discussions have not died down. The
focus mostly has been on attempts to distinguish the Oriental from the Western.

We raise this question at this point not so much to seek answers but to highlight
its importance in agenda setting. Various attempts have been made to try to pin
down the characteristic features of Asia-Pacific bioethics. It isuseful to examine
some snapshots of these characterizations in order to see the variety and
heterogeneity that may be attributed to various factors and to emphasize the
importance of the flourishing of unique traditions and cultural viewpoints.

On one account, “the essence of the Asian ethosis... ‘aholistic harmony’ in contrast
to the modern European inclination to dualistic individualism.” (Sakamoto, 1999)
More specifically, Asian worldviews are said to have the following characteristics:

(8  They put ahigher estimation on total and social ‘well-orderedness’ than on
individual interests or individual rights and dignity, and this well-orderedness
is considered to be accomplished by the good assignment of social rolesto
the people....

(b)  Ethics, aswell as Social Justice, isinterpreted in very realistic ways, as, for
instance, a social tuning technique or the like....

(c) Fundamental naturalism is pervasive in all Asian thought. According to
Asian naturalism, our... non-natural and artificial human activities are
ultimately included in nature as minor parts of it.... Thus, ‘to be natural’
and ‘to be artificial’ are not concepts that contradict each other at al....

(d)  TheAsian way of thinking isinclined not to believe or pursue any state of
‘invariance’ or ‘eternity’.... In contrast, Western culture has always sought
‘invariance’ and ‘eternity’ which remain identical through every change.

(Sakamoto, 1999)

Other examples of efforts to characterize the Asian mind in more specific terms
and applied ways are found below:
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The standard [Western] ethical framework is inadequate in other
aspects. It always talks about rights, but much less about
responsibility, and the principles seem to be put forth a priori and
applied to any cases, regardless of the context of their application.
So the framework has to be improved, especially for shaping an
effective and ethical policy to deter the HIV epidemic (Wang, 1997).

Wang finds a parallel between the ethics of care and Confucian ethics as she
observes the contrast with a principle-based approach:

Care ethicsis close to Confucian Ren (or Jen) ethics, in which the
central principle, Ren, means ‘love and care for others’, and the
concept of the independent person has never been developed. The
focusis put on interdependent human relationships. Moreover, care
ethics puts more emphasis on context than on principle. Inmy view,
principlism still holds to a certain degree in addressing biomedical
or social issues. So how to cope with the incompatibility between
principlism and contextualism is one issue which remains to be solved
(Wang, 1997).

The debate concerning abortion has also provided a context for comparing Western
with Asian conceptions of bioethics, although the comparison does not always show
asharp contrast:

In contemporary Western bioethics discourse, the abortion debate has
been closely associated with the discussion of personhood.... In
summary, while Confucianism does not hold an absolute prohibition
on abortion as does the Roman Catholic Church, the general attitude
of Confucianism toward abortion is not as significantly different from
those of other major world religious-moral traditions, such as
Judeo-Christianity, Islam, and Buddhism, asis usually assumed. Y et,
the ethical reasons for the Confucian “ conservative” view may be very
different from those of other religious-moral traditions (Nie, 2002,
p. 24).

This view comes from the observation that:

The Confucian concept of jen and the Christian concept of
perichoresis both have much to contribute to modify the narrowly
psychological and individualistic understanding, and the rights-based
ethics derived from it, currently prevalent in the West.... A relational
understanding of personhood would question whether it would be
entirely a matter of awoman’s right or autonomous choice to abort
afoetus when the personhood of the foetus could very well have been
established by the maternal-foetal relation (Hui, 2000, p. 116).
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According to Nie, the concept of filial piety can be extended to subsume a parental
obligation to the unborn:

In the Confucian moral and political tradition, filial piety isfar from
merely being a domestic virtue concerning parent-child relationship.
Asthe Xiao Jing (The Classic of Filial Piety) emphasizes, filial piety
is“the basis of all virtues and the source of culture” aswell as “the
basic principle of Heaven, the ultimate standard of earth, and the norm
of conduct for the people.” Among the important moral duties filial
piety requires individuals to fulfill is to maintain the integrity of the
body for the reason that the body is given by parents. In the Xiao
Jing' swords, “ The body and limbs, the hair and the skin, are given
to one by one’s parents, and to them no injury should come; thisis
wherefilial piety begins.” Another moral duty isto continue one's
family line. Confucianism considers having no offspring or heirsthe
most serious violation of filial piety.

...Before the foetus is formed into a human being, it is a part of the
mother’s body. Filial piety requires that no one should injure his or
her own body. When the foetusis formed into a human being, he or
she becomes a member of the family and patri-lineage, who possesses
physical and spiritual connection with ancestors. Induced abortion
after the foetus is formed is thus a serious violation of the ancestral
cult and of filial piety (Nie, 2002, p. 22).

Obvioudly, this discussion raises interesting questions regarding the official Chinese
line on abortion and on more dominant interpretations of Chinese traditional texts.
The differences areillustrative of some of the difficulties that we encounter in the
effort to arrive at a coherent characterization of bioethics in the Asia-Pacific.

In another place, Fan draws a distinction between Western and Eastern concepts
of autonomy:

The Western principle of autonomy is an individual-oriented principle.
It requires that the patient, as long as being competent, have the final
authority to make clinical decisions for himself. It ishisown desires,
preferences, and opinions of the good life that serve as basis for his
decision-making. The principle promotes the value of individual
differentiation and independence from the family, the physician, and
the cultural group. Under this principle, the physician must disclose
diagnosis, prognosis, and treatment options directly to the patient, no
matter how harsh the information is. The exception isonly justifiable
either when substantial evidence shows that offering the truth will
severely harm the patient or when the patient clearly expresses that
he does not want to know the truth.
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In contrast, the East Asian principle of autonomy is afamily-centred
principle. The principle implies that the entire family, rather than the
individual patient, should have the final authority over clinical affairs.
The family’s decision should be made for the best interests of the
patient in accordance with the objective conception of the good life
adopted by the local cultural group. And it isthe value of harmonious
dependence between family members, rather than individual
differentiation and independence, that this principle upholds (Fan,
1998).

Fan holds that the varying conceptions of autonomy affect peoples’ conceptions
of truthfulness. Hence, they tend to adopt different attitudes towards truth-telling
in matters pertaining to the health conditions and treatment of family members:

In short, the East Asian principle of autonomy, with all its substantive
content..., has profound implications for East Asian clinical ethics.
It shapes the ways in which the practice of truth-telling, informed
consent and advance directives are performed in the East Asian
clinical setting (Fan, 1997).

Other philosophers have sought to distinguish Western from Asian ideas of human
rights:

Recently, the debate between the Western idea of human rights and
an ‘Asian’ one hasflared, and israging. But, thereisnoiron curtain
or bamboo screen between these ideas. The Asian responses to the
Western ideas are not monolithic, but rather complex and, | would
like to add, more intriguing, showing the nimbleness and flexibility
of the human mind (Hamano, 1997).

...paternalistic and hierarchy-oriented behaviour patterns are deeply
ingrained in the Japanese medical system. A certain rhetoric drawn
from Confucian tradition was used to make Japanese people receptive
to that kind of behaviour, and so to reinforce that tendency in doctors.
But, as Nakae Chomin noted about 100 years ago, atradition can be
modified and enriched, and Confucianism can be modified and used
to realize and reinforce democratic and human rights among Japanese
people.

...the Japanese bioethicist of today must make both theoretical and
practical efforts to reinforce Japanese democratic and human rights
tradition, and help it take root more deeply in Japanese society
(Hamano, 1997).

Some writers have chosen to highlight the impact that Western ideas have had on
Asian bioethics, especially with reference to more recent developments. Indeed,
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bioethics as an academic discipline is of more recent origin and its growth in the
Asia-Pacific can be attributed — to a certain extent — to local response to what has
gone on in the West. For instance:

It isfair to say that biomedical ethicsin Japan developed in the wake
of the West, particularly that of the United States. The first phase
of Japanese biomedical ethics, as we define it, was largely
“an importation of Western biomedical ethics.” Thistook formin
a number of dimensions — academic, clinical, political, and social.
For example, one academic group from Chiba University
enthusiastically started translating and introducing a selection of
representative articles; the majority of these articles were written in
English. At the same time, Japanese translations of well-known books
written in English were published, such as Rothman’s Stranger at the
Bedside, Beauchamp and Childress's Principles of Biomedical Ethics,
Engelhardt’s The Foundation of Bioethics, and Jonsen, Siegler, and
Winslade's Clinical Ethics. These works were the basis for future
developmentsin the field of Japanese biomedical ethics both inside
and outside academic circles (Akabayashi and Slingsby, 2003,
p. 261).

Aside from publications, there were also structural changes as Japanese institutions
saw the virtue in Western models of instruction and ethics committee review:

Educational institutions also instigated several internal reforms. All
medical schools established ethics committees by the early 1990s; the
majority of medical schools also commenced either mandatory or
elective courses for biomedical ethics. Academic societies were also
established, including the Japanese Society for Bioethicsin 1988,
concurrent to the launching of several Japanese academic journals and
newsletters (Akabayashi and Slingsby, 2003, p. 261).

This account of alocal response to foreign models of bioethics practice holds true
not only for Japan but also for many other parts of the Asia-Pacific. Many countries
in this region have now taken up the publication of Western books and journalsin
local languages. In hospitals and research institutions, ethics review or consultation
committees have been established, and bioethics courses have been offered in
academic institutions, taking after Western models. In the field of biomedical
research, institutional ethics committees or national ethics committees based on
Western models have been established in countries such as Thailand, the
Philippines, Indonesia, India, Pakistan, Nepal, Malaysia, Fiji, Cambodia, the Lao
Peoples’ Democratic Republic, Vietnam and South Korea. In thisregard, one sees
the danger that Asian values would get lost in the urban jungle of Western
structures.
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While some people may tend to look for something that is unique to the region,
one also has to be mindful of the interactions that take place as part of historical
developments in the effort to characterize Bioethics in the Asia-Pacific Region.
These devel opments may be viewed as historical accidents that occur within, and
are informed by a particular cultural context. As Akabayashi and Slingsby further
point out as regards Japan:

In Japan, modern biomedical ethics emerged in the early 1980s. One
of the main triggers was the nationwide debate on organ
transplantation and brain death. A lengthy process of academic,
religious, and political discussion concerning organ transplantation,
lasting well over afew decades, resulted in the enactment of the Organ
Transplantation Law in 1997. The defining of death and other
bioethical issues, including death with dignity and euthanasia, were
also stimulating topics throughout the latter end of the twentieth
century. For instance, the death-with-dignity movement, which started
around the late 1960s, developed into a hospice/palliative-care
movement by the end of the 1980s.

The landmark euthanasia court case of 1991 concerning mercy killing by an
attending physician further stimulated bioethical discussion throughout Japan. The
decisive verdict found the physician, who administered potassium chloride (KCI)
to aterminal cancer patient, guilty of homicide. The physician was sentenced to
2 years imprisonment and given a suspended sentence in 1995. The legal
consciousness regarding bioethical issues exemplified by this case has continued
to grow gradually stronger in recent years. The idea of historical accidents defining
certain features of bioethicsin the region is further illustrated in the following
account of developmentsin Australia:

[One issue] goesto the core of the question of what bioethicsis and
what role professional societies should play in public policy. This
question became particularly pressing in August 2001 when
a Norwegian ship, the MV Tampa, rescued 430 refugees from an
Indonesian boat sinking off the coast of Australia in international
waters and entered Australian waters on humanitarian grounds hoping
to be allowed to have them disembark on Christmas Island, but
permission was refused by the Australian government (Ankeny,
244-245).

The official response of the Australian government was to look for other countries
in the Asian region that were willing to take in the people seeking asylum.
However, this did not sit well with bioethicists:

A number of Australiaand New Zealand — based bioethicists became
involved because they were very troubled by the way in which these
asylum seekers were treated and the way in which the media and
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politicians portrayed them, including accusations of throwing their
children overboard as a form of political blackmail (accusations that
were later found to be unsupportable at best, and at worst concocted
for political purposes during an election period) (Ankeny, 244-245).

What can be highlighted here is the expansion in the perceived scope of bioethics.
Bioethicsistruly an expanding discipline. In thisregion, the expansion is resulting
in the broadening, adaptation and even redefinition of bioethics:

There may seem to be no connection between this event and bioethics,
but many bioethicists saw this as the deepest sort of bioethical
dilemma, associated with fundamental human rights to life and health.
The result was a statement signed by a number of Australasian
bioethicists that is thought to have had considerable influence on the
outcome in this case — notably, the willingness of the New Zealand
government to take in some of the asylum seekers....

The health status of these and other refugees is viewed as of deep
moral concern because particularly those within Australiaor in its
centres are in a sense part of our population but do not have the right
to care through the public health system unless they hold valid visas.
Thus, they are an especially vulnerable sector of the population.
Issues are continually raised about providing appropriate healthcare
within the detention centres, particularly at the Woomera Detention
Centre in remote Southern Australia, which has become notorious
because of concerns over the mental health status of refugees,
including incidents of self-mutilation and suicide as well as poor
access to care, inadequate staffing, and lack of cultural sensitivity of
care.... As aresult of these developments, there is a move in
Australasia to actively re-conceptualize bioethics as really being about
the flourishing of human life and to ook beyond the hospital and
clinic to these wider, global issues as avery real part of what we need
to be doing as bioethicists, including “engaging with the political”
(Ankeny, 244-245).

If globalization has resulted in Western influences on the growth of bioethicsin
the Asia-Pacific Region, it has also manifested in the pursuit of offshore activities
by developed countriesin this part of the world:

[Some] Australian researchers and biotechnology companies are going
“offshore” to pursue genetic research, particularly in places with
small, stable, and relatively genetically homogeneous populations with
higher prevalence of certain diseases. Although these projects might
be handled in a similar manner to the Iceland DeCODE project, there
are clearly issues raised about “vulnerable” populations and the
adequacy of community consent. For instance, there has been
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a debate about the use of DNA samples from the Republic of Tonga
to study diabetes. These sorts of research projects have prompted
bioethicists and community representatives, among others, to urge
Australian researchers and the government not only to consider
responsibilities to our own population and within our boundaries, but
also responsibilities beyond our shores where research is aimed at
benefiting our populace (Ankeny, 243).

To acertain extent, the original popularity of bioethics provided people an outlet
for ethical debate and deliberations without having to engage in legal tussles.
However, there are limits to the capacity of philosophical discussions and extralegal
remedies to settle disputes. Hence, there seems to be an emerging pressure to seek
legal remedies. This pressure has given rise to the attempt in several Asian
countries to enact laws on medical malpractice. Australia has also seen this
emerging trend:

A third emerging issue is the increasing amount of legal action and
litigation against medical practitioners and hospitals, coupled with
exponential increases in the cost of malpractice insurance in the past
few years. These developments have created not just political and
legal issues but have fed into ethical considerations about the
conditions for provision of care, particularly within certain medical
specialties or certain rural or more isolated regional areas. These
problems began in Australia before September 11, but were
heightened afterward as a number of private health insurance
companies (some of which are partially subsidized by the government)
have had an increasingly difficult time staying in business. (Although
all Australians have public health insurance called Medicare, many
also take out supplemental private insurance, sometimes with
employer assistance, particularly given that there are tax-based
incentives to do so.) Some of the results have been that more
physicians are choosing to leave private practice and there have been
decreases in practitioners in particular areas of specialization that are
very problematic and likely to result in reduction of availability of
services. Additionally, there already have been decreases in the
benefits available through private health insurance and increases in
cost to the consumer. The likely outcomes are that people will choose
not to continue private health insurance (which will result in increased
pressures on the public system) and the availability of healthcare
services will decrease in certain areas of specialization; for instance,
obstetric and gynecology or certain kinds of surgery particularly at
smaller health centres and in rural areas (Ankeny, 244).

Interestingly, this account of the trend towards more litigation cites possible
outcomes that have been feared in countries where medical malpractice bills have
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been debated. In the Philippines, for example, medical doctors and other health
professionals have lobbied strongly against the passage of a medical malpractice
law because they fear that the enactment of such alaw will encourage atorrent of
litigation against practitioners.

Adding to the diversity in the region is the large number of ethnic groups within
the various countries. Hereis, for example, an account of Maori views pertinent
to organ transplantation:

In traditional Maori belief, at death the wairua (loosely translated as
‘spirit’) begins the process of leaving the body. The wairua of
a deceased donor may be affected by actions taken after death, for
example organ donation. There may be two explanations for this.
During human life the body was the home of the wairua, and as such
deserves respect. Metaphorically disrespect to the body might be said
to be like disrespect to a place made holy by the past presence of
adeity or saint. Taking organs from a cadaver may be construed as
afailure to show the respect due to the body, asit isin effect ‘ stripped’
or harvested of its organs. It may also be seen as putting the
individual parts of the body before the whole.

The wairua may also be affected by organ transplantation in a second
way. Traditional Maori belief isthat death is not an instantaneous
occurrence, but rather a progression from life to full death which does
not cease at the point of physical death (however that might be
physically established).... the wairua must undergo a transformation
of understanding and go through a process of becoming part of the
next world. Thisis reflected in the Maori Tangihanga, or funeral
ceremonies, that often last three or more days (Lewis and Pickering,
2003).

Moreover:

The wairuais believed to leave the body upon death, but to come
and go from the corpse as it slowly ventures out to explore the newly
discovered spiritual realm (Rameka and Te Pania, 1990).

Here, one may observe that the approach taken deviates significantly from
contemporary discussions of the ethical issues involved in organ procurement,
donation and transplantation. The perspective hews closely to local beliefs that
border on what some may mistakenly regard as superstition. However, to describe
the beliefs as superstitious is to ignore the spirituality that is a natural part of lay
people’s views on what is going on around them. Spirituality refers to a natural
dimension that does not necessarily take one to the level of superstitions.
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In this regard, it has been pointed out that “the challenge that traditional medicine
poses to biomedicine and consequently to bioethics is not just the avoidance of
what Kleinman calls ‘ categorical fallacy’ —i.e., ‘imposition of a classification
scheme onto members of society for whom it holds no validity’ — but aso the sheer
philosophical space these medicines open up for us’ (Sy, 1998, p. 105). The point
isthat traditional medicineis not, as some people still think, an outmoded precursor
of modern medicine. Instead, traditional and modern medicine must be seen to be
complementary modes of health care:

Needed... are ethical systems that respect this kind of medical
pluralism. Forcing the biomedical discourse into the Filipino culture
may do more harm than good. Some academics call for the
integration of biomedicine and traditional/alternative medicine.
But, more often than not, integration turns out to be a subsumption
of the weak by the strong, of traditional medicine by biomedicine.
The alternative to the integration model is “osmosis’ — the
mutual absorption of good qualities of both biomedicine and
traditional medicine as well as their concomitant ethical discourses
(Sy, 1998, pp. 105-106).

Other issues have come to the fore in discussions concerning the tension between
modern medicine and traditional medicine in Thailand:

There is no doubt that Thai people benefited a lot from modern
medicine. But by following American medical models, Thai modern
medicine has created many ethical problems that are difficult to deal
with, for example, hospital-orientated medicine, research and
specialized training has become predominant over primary health care
and public health. The complex ethical problems concerning
euthanasia, human experimentation, organ transplantation and the new
reproductive technologies are also emerging as a result of using
hi-tech medicine (Ratanakul, 1998, p. 98).

While he acknowledges that “the replacement of traditional medicine by modern
medicine” contributed to the birth of bioethics in Thailand, Ratanakul also sees
the separation of modern medicine from morality and spiritual dimensions:;

Thai traditional medicine has Buddhist values as its main component.
Many Thai doctors who are practicing modern medicine were trained
in America and/or Europe and they brought with them to Thailand
not only knowledge of modern medicine, but also some of its
accompanying values such as the free market ideology which values
wealth over persons and human needs. If thistendency continues,
modern medicine will create an equitable society where only the rich
get quality health care. Doctors will be like businessmen pursuing
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their own self-interest, and medicine would become a profit-making
enterprise as in many countries in the West (Ratanakul, 1998, p. 98).

Thus, Ratanakul perceives a contrast that is afamiliar concern among other regional
writers as he outlines the task for Thai bioethics:

Modern medicine is analytic, i.e., it separates the physical from the
mental, and the pathological part from the other parts of the human
system. Modern medicine also lacks religious values and spiritual
aspects. The main task of bioethicsin Thailand is to coordinate
acreative relationship between modern medicine, traditional medicine
and Buddhism, so that medicine in Thailand could be holistic,
scientific and humane and... serve the health needs of all people...
rich or poor (Ratanakul, 1998, p. 98).

The task identified here is perhaps something that ought to be on the agenda of all
countriesin thisregion. We may not agree with the specific boundaries that are
being drawn by others between Oriental bioethics and Western bioethics. Some
of us may find the boundary between modern medicine and traditional medicine
equally murky. However, it is not important where the lines are drawn exactly.
As a minimum reguirement, we only have to be mindful that such lines need to be
drawn somewhere so that people from the Asia-Pacific Region can, asit were,
develop the terms of their engagement with the non-Asian. That is an absolute
necessity if they are to preserve, develop and promote the regional character of
their bioethics as well as the “ Asianness’ of their identity.

This album of snapshots can go almost without limit. For, the Asia-Pacific mind
isitself limitless. We may try to pin it down in some way, but we can only manage
to capture one or another dimension. That is the way bioethics can also go.
However, in this ever contracting, and ever expanding world of global dimensions,
we all have to learn how to deal with bioethics issues, each in our own way, but
also in away that respects the views of others. That is the challenge that bioethical
agenda-setting needs to face.

RECOMMENDATIONS

Based on the observations made in the preceding sections, there is one need that
seems to stand out — the need for continuing public dialogue on the emerging issues
of bioethics. Thisis something that is clearly in the minds of many bioethicists
speaking on these issues. For example:

The other task of bioethicsisto makes doctors, nurses and the public
aware of the involvement of modern medicine with bioethical
problems. The public is emphasized because health care reform or
improvement of the quality of health care services cannot be done
without public participation. Bioethics not only brings bioethical
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issues to the attention of the medical profession and the public, it
also encourages them to solve these problems within the framework
of Thai culture built upon Buddhism.... (Ratanakul, 1998,
pp. 98-99).

Concerning the newly-emerging issues of genetics and biotechnology, the general
sentiment is that “it is very important to have time for the discussions on new
biotechnology and social psychological consequences, through these mass media
in order to let the general public think about these problems” (Hirayama, 1998,
p. 142).

But, it is not enough to have deliberations at an informal level. The dissemination
of information and the education of the public has to be undertaken in a structured
manner in order to ensure that messages are not distorted and that objectives are
truly attained.

The structure of bioethics education itself has to be closely monitored. A study of
bi oethics education in Japan revealed a “lack of theoretical and organizational basis
of interdisciplinary fields extending over medicine, humanities and the social
sciences,” a weakness that has been explained in terms of “the gap between the
structure of Japanese academic activity and the interdisciplinary character of
bioethics” (Miyasaka, 1998, p. 146).

A structured educational programme has to be systematic. It hasto enable
areflection within aregional bioethics framework, i.e., within the framework of
the cultures of the region.

What is lacking in Thailand is a systematic reflection on these
problems within Thai/Buddhist cultural framework (Ratanakul, 1998,
pp. 98-99).

A systematic reflection has to be carried out that takes into account the diversity
of culturesin the Asia-Pacific, taking care to avoid a general characterization of
one “Asian” bioethics that would tend to dilute the identities of small countries or
ethnic groups that have not had a dominant impact on international perceptions.

At the same time that we are citizens of the Asia-Pacific Region, we are also
citizens of the world. We are all part of alarger world that defines for us a global
citizenship. Hence, thereis also a need to view bioethics education from a global
perspective:

The biosciences and technology require us to develop a new force
for education — a force that will need to be — in its own right — more
powerful than the force of science, the force of politics, and the force
of law. We require in bioethics the force of an education — an
international education — that can redress with understanding the
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border-lines between rapidly fading differences (Crawley, 1998,
p. 139).

In general, what is thus required is democratic bioethics:

The mandate for bioethics education is a mandate for democratic
bioethics. Bioethics education has to accommodate the ignorant and
the under-empowered in the process of reflective conversation. The
basic requirements are: (1) information that broadens and deepens
knowledge concerning issues of bioethics by the masses, and
(2) popular participation in decision-making and policy-formulation”
(de Castro, 2000, p. 15).

In summary, Asia-Pacific bioethics needs to be democratic. It also needs to
manifest aregiona character. Bioethicsin the Asia-Pacific must reflect the richness
of perspectives characteristic of the region. At the same time, an Asian response
calls for a coherent initiative to foreground bioethics as a public discourse. Such
an initiative may involve:

1

the institutionalization of discussion and dialogue on the ethical, legal and
social implications (ELSI) of health care and related developments and
practices across the region. This component of the initiative should provide
avenue for experts, bioethicists, organizations, and the general public to
engage in meaningful bioethical reflection on aregular and structured basis.

the coordination of various initiatives among bodies like UNESCO that
grapple with bioethical issues and concerns in the region, especially because
many of them directly involve member governments and nationals.
Such public discussion and dialogue will not only help promote people-to-
people, government-to-government understanding and cooperation in matters
of health and science but will also elevate public accountability to the
regional level. Theinitiative will also help demonstrate the heightened level
of confidence and readiness of Asian countries and regional organizations
as mature members of the international community.

mechanisms to promote bioethics education and training in the region. In
order to be sustainable, education and training in bioethics has to link up
with established academic institutions that can be expected to offer courses
regularly. Theideaisto directly develop “public centres’ of bioethical
discourse. For instance, assistance to universities to develop bioethics
programmes (including short term courses, seminars, training, and academic
degrees) would certainly go along way in reaching a critical mass of people
who pay special attention to bioethical issues and concerns. The initiative
may also involve fellowship programmes among Asian universities that allow
the exchange of scholars and students who have special interests and
competences in bioethics.
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the bioethics training of media practitioners and opinion makersin the region.
While media people generally have the responsibility to make plain to the
public complicated bioethical issues, they sometimes contribute to
misunderstanding and confusion. An educated media can be better prepared
to help bring about an educated public discourse on bioethics.

the direct involvement of civil society organizations in the various
components of the initiative, as outlined above.

multilateral, multi-sectoral working groups for the monitoring of
developments that have bioethical implications. These working groups can
discuss emerging issues upon the request of the UNESCO in Bangkok and
make pertinent recommendations or prepare briefing papers.
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APPENDICES

Appendix A
Summary of Abortion Lawsin Asia

Adapted from Pregnant Pause, 2002

1

Some Asian countries have blanket prohibitions against abortion with no
explicit exceptions, but in practice the legal system allows a defense that
the abortion was necessary to save the life of the mother.

Some Asian countries have laws saying that abortion is legal when itis
necessary to protect awoman’s “health” (although it is contested whether
thisincludes “mental health” or only physical health).

Perhaps the most common is a requirement that the woman’s husband
consent to the abortion. (Such laws usually say that if the girl is not married
and under age, her parents must consent instead). Most Moslem countries
have this restriction.

In afew cases — most notably Australia— different political subdivisions
within the country have different laws. In such cases, we have tried to list
the “typical” or “most common” law for that country.
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In each column, we give one of the following

Life to save the life of the mother values
Health To preserve the physical health of the legal for this reason
mother N | not legal for thisreason
Mental to preserve the mental health of the 1 | lega, but only in the first trimester
mother (three months) of pregnancy
Rape in cases of rape and incest (exact time frames vary)
Defect when the unborn child has medical 2 Iegal, but only in the first two trim_esters
problems or birth defects (six months) of pregnancy (exact time
frames vary)
Social for social and/or economic reasons, —
e.g. if the mother cannot afford to R gene_ral_ly legal but with significant
support a child restrictions
Demand available on demand. no reason need ? | information not available, or law is
be given ' ambiguous
= R ~§ ‘g
S |8 R R = [ .
Country R % = § Country o |3 HH % 3 §
FIZ|E € |2 |8 |2 Tz |2 |£|] 2]
Afghanistan | Y [ N[N | N | N[N [N | Mongolia RIR|1|1|1]|1]|1
Armenia 212122 2]2)|1]|Myamar Y| N|N|[N|N|[N|N
Australia Y{Y|Y|Y|Y]Y|Y]Nepd YIYIlYI|IY|Y INI|IN
Azerbaijan Y |IY|Y|Y[Y|Y|1]|Oman YININININININ
Bahrain Y Y Y Y Y Y Y Pakistan Y Y Y N N N N
Bangladesh Y |[1[|1|1|1|1]|1 Papua New 11111 ININININ
Bhutan 21?21?21 ?1?2] 2| ?] Guinea
Brune Y [ N|N|N|N|N/|N[Pphilippines Y|IN|N|[N|N|[N|N
Cambodia Y IY[Y|Y|Y|Y]|Y]Qatar YIYIYINIRININ
China Y |Y[Y[Y|Y|Y]|Y|Rusa 212121212121
Cyprus YUY Y| Y]Y]?|N|saudiAraia |[R|R|R|N|N|N|N
India . Y|Y|2|2|2]|2]|N Singapore vyivivialalalo2
Indonesia Y |[N|N|[N|N|N|N Si Lanka vINININININTN
::an ; E E E '; E E Syria RIN|[N|[N|N[N|N
= Tajikstan 2121222 |2]|1
Japan 212|222 2|N .
Jordan vivivIinInInInN Thailand Y[{Y|Y|Y|N|N|N
Kazakhstan |2 | 2| 2|2 ]2 |2 |2 |Tukey RIRIRITIR 1T
DPR Korea vivivlivylvylyly Turkmenistan | 2 | 2 | 2| 2|2 |2 |1
Rep. of Korea| R RIRIRIRIRIR United Arab RI{N|N|N|NIJ[N|N
Emi
Kuwait RIR|R|[N|R|[N|nN[EMTASES
Kyrgyzstan sl2lal2l2l2]1 U.zbeklstan 2121222 |2]|1
Lao PDR Y [N|N|N|N|N]|N[Vienan YAY Y| Y| Y Y |Y
Lebanon Y [N|N|[N|N]|N|[N][Yemen YINININININGN
Maaysia 1 11 1INININ|N|Austrdia Y|Y|Y|Y|Y |Y]|Y
Maldives RIRININININI|N]|NewZedand Y[Y|Y|Y|Y |?2]?




80

Appendix B

Estimated HIV prevalence and major mode(s) of HIV transmission
in some Asia-Pacific countries, 2000

Adapted from UNAIDS/WHO Global Report (June, 2000, estimated for the
year 1999) — with more recent estimated numbers (for the year 2000) for
Cambodia, China, India, Indonesia, Malaysia, Nepal, Papua New Guinea,
the Philippines, Sri Lanka, Thailand and Vietnam, with prevalence rates based on
the 15-49 year-old population of 2000 as the denominator —* estimatesin 2001
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Population Number HIV
Country 1549 HIV4 Prev (%) HET |[MSM | IDU Comments
Cambodia 6091000 169000 2.77 +++ | — — | * Extensive HIV spread
among FSW and their male
Myanmar 25768000| 510000 1.99 +++ | — ++ clients, but limited spread
from infected clients to
Thailand* 36241000 671000 1.85 +++ | — ++ their sex partners.
India 522862000| 3900000 | 075 | ++ | — | + | Mdor dversity among
Papua New 2450 000 15000 0.60 ++ - — | * Increasing heterosexual
Guinea transmission.
Malaysia 11 654 000 42000 0.36 - - ++ |« Extensive HIV spread
among IDU cohorts, but
Nepal 10 822 000 34000 0.30 + - ++ limited spread to other high
Vietnam 422750001 122000 029 N ~ i HI-risk behaviour cohorts.
Singapore 2 027 000 3900 0.19 - + — | * Initiadl MSM importations.
Australia 9543 000 12 000 0.13 - ++ | ++ | * Primarily MSM and IDU
) * Diverse patterns and spread
Pakistan 72 468 000 73000 0.10 - - ++ among IDU.
Indonesia 116 009 000 100 000 0.09 - - ++ | * Recent IDU epidemics
) * Primarily focal DU
China 720355000| 600000 0.08 - — | +++ epidemics
Sri Lanka 10 572 000 8500 0.08 - - -
Fiji 429 000 300 0.07 - - -
Hong Kong 3918 000 2500 | 0.06 - + — | * Initid MSM importation
New Zealand 1939 000 1200 0.06 - + + | * Primarily MSM
Maldives 131 000 <100 0.05 - - -
* Low HIV prevalence
Lao PDR 2402 000 1300 0.05 - - - among  all HIV-risk
behaviour cohorts. The vast
Philippines 38 428 000 10000 0.03 - - - majority of HIV infections
are imported with some
Bangladesh 68 021 000 13000 0.02 - - - limited transmission from
these imported infected
Japan 58 098 000 10 000 0.02 - + - persons to their steady or
regular sex partners.
Rep. of Korea 22 700 000 3800 0.01 - - -
DPR Korea 13270 000 <100 | <0.01 - - -
Mongolia 1411000 <100 | <0.01 - - -
Bhutan 938 000 <100 | <0.01 - - -
Brunei 178 000 <100 Low - - -
Darussalam
Other Pacific 1300 000 1300 | <0.01 - - -
Island countries
Total 1692 300 000| 6304 300 <0.1

(=) Unknown or minimal HIV transmission; (+) limited HIV transmission; (++) moderate HIV transmission; and
(+++) major HIV transmission
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Appendix C

HIV Penetration into some Asian and Pacific Countries

Adapted from Monitoring the AIDS Pandemic Network, 1997

Countries with Current HIV Epidemic Trends Main Populations Projected HIV
idemi d frocted Epidemic Trends
epidemic spreay HIV incidence HIV prevalence Affect (3-5 Years)
Australia Low and decreasing | Low and stable MSM Decline
Cambodia High and increasing | High and increasing | Individuals with high | Sustained
rapidly and moderate risk upward trend
heterosexual behaviour
China Low exceptin Low and increasing | IDU Increasing
Yunnan
India Moderate and Still low but Individuals with Increasing
increasing increasing high-risk heterosexual
(significant regiona | (significant regional | behaviour and IDUs
variation) variation)
Malaysia Moderate and Low and increasing | Principally IDUsbut | Increasing
increasing increasing among
individuals with
high-risk sexual
behaviour
Myanmar High and increasing | High and increasing | Individuals with Increasing
high-risk heterosexual
behaviour, IDUs and
their spouses
New Zealand Low and decreasing | Low and stable MSM and IDU Decline
Papua New Moderate and Low but increasing | Individuals with Slowly
Guinea increasing high-risk heterosexual | increasing
behaviour
Thailand Moderate and High but stabilizing | IDUsand individuals | Tending to
stabilizing in with high and stahilize
specific groups moderate risk
heterosexual behaviour
Vietnam Moderate and Still low but Principally IDUsbut | Increasing
increasing increasing increasing among
individuals with
high-risk sexual
behaviour
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. N Projected HIV
C t HIV Epid Trend e
C?:J;r:gneiss;\_/gﬁw urren pidemic Trends Main Populations Affected Epidemic Trends
HIV incidence | HIV prevalence (3-5 Years)
Bangladesh Low Low Individuals with high-risk Slowly increasing
heterosexual behaviour
Indonesia Low Low MSM, Bisexual and high-risk | Slowly increasing
heterosexual behaviour
Japan Low Low Previously blood product Slowly increasing
related, currently sexual
Hong Kong Low Low MSM Slowly increasing
Nepa Low except Low except Individuals with high-risk Slowly increasing
in1DUs in1DUs heterosexual behaviour
and IDUs
Philippines Low Low Individuals with high-risk Slowly increasing
heterosexual behaviour
Singapore Low Low MSM, IDUs Slowly increasing
Sri Lanka Low Low Individuals with high-risk Slowly increasing

heterosexual behaviour
and MSM




Appendix D
HIV Distribution Among Selected Asian And Pacific Populations

Adapted from Monitoring the Aids Pandemic Network, 1997

Country IDU* | HET** |MSW*** Country IDU* | HET** | MQW***
Australia + + ++ Japan + + +
Bangladesh + + Lao PDR + + +
Cambodia + T + Malaysia 4+ ++ ++
China Myanmar +++ ++ ++

— Yunnan Prov. +++ + ++

— Hong Kong + + + Nepal it T+ "

— Rest of China + ++ + Philippines + +
India Republic of Korea + +

— West & South + + +++ .

— Central & East | +++ + + Sri Lanka " +

— Northeast + + + Thailand +++ ++ +
Indonesia + + ++ Vietnam +++ + +
Chart legend:

+++ high or rapidly growing ++ relatively low or “plateauing” + not a major component 0 no evidence of

spread.

* |IDU: Injecting drug users ** HET: Heterosexual men and women *** MSM: Men having sex with

men.



Appendix E

The Number of Lung, Heart-Lung Transplantation

(Asiaand the Middle and Near East)

Adapted from Transplant Communication, 2002
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Lung

'95 '96 97 '98 99 00
Japan 0 0 0 1 0 7
India 0 0 0 0 1 1
Korea 0 2 0 0 3 1
Saudi Arabia - 1 0 2 0 0
Thailand 4 1 3 2 3 2
Talwan 3 11 10 4 4 3
P.R. China 0 2 0 1 8 0
Hong Kong 1 0 1 1 2 2

Heart-lung

'95 '96 97 '98 99 00
Korea 0 0 3 0 0 0
Thailand 5 6 2 3 2 3
Taiwan 0 0 0 0 1 3
P.R. China 1 0 0 0 2 0
Hong Kong 1 0 0 0 0 0




86

Adapted from Transplant Communication, 2002

Appendix F

The Number of Heart Transplantation

(Asia and the Middle and Near East)

89 | '90 | '91 | '92 | '93 | '94 | '95 | '96 | '97 | '98 | '99 | '00
Japan 0 0 0 0 0 0 0 0 0 0 3 3
UAE 0 0 0 0 0 0 0 0 0 0 0 -
India 0 0 0 0 0 0 4 7 2 2 | 14 8
Indonesia - - 0 0 0 0 0 0 0 0 0 -
Oman 0 0 0 0 0 0 0 0 0 0 0 0
Korea 0 0 0 1 1|12 |21 2 | 29 30 | 28 14
Saudi Arabia - - 5 6 - - - 5 5 4 6 3
Singapore 0 1 5 1 3 3 0 0 2 1 5 -
Thailand 14 15 6 12 6 11 | 13 7 14 5 3 3
Taiwan 0 0 0 2 37| 31 | 24 41 | 66 54 | 41 43
P.R. China 0 0 0 0 2 2 1 1 7 12 | 15 26
Pakistan 0 0 0 0 0 0 0 0 0 0 0 0
Bangladesh 0 0 0 0 0 0 0 0 0 0 0 0
Philippines 0 0 0 1 0 0 0 0 0 0 0 0
Hong Kong 0 0 0 1 0 1 4 3 7 2 6 6
Malaysia 0 0 0 0 0 0 0 0 1 3 2 3
Bahrain - - 0 0 0 0 0 - - - - -
Qatar - - 0 0 0 0 0 - - - - -




Adapted from Transplant Communication, 2002

Appendix G

The Number of Liver Transplantation

(Asiaand the Middle and Near East)
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'89 | 90 | 91 | '92 | '93 | '94 | '95 | '96 | '97 | '98 | '99 | '00
Japan 1 10 30 31 51 | 82 | 112 | 119 | 157 | 207 | 241 | 320
UAE 0 0 0 0 9 7 0 0 0 0 0 -
India 0 0 0 0 9 | 12 0 0 4 14 6 17
Indonesia - - 0 0 0 0 0 0 0 0 0 -
Oman 0 0 0 0 0 0 9 0 0 0 0 0
Korea 0 0 0 7 0 0 25 48 | 64 | 100 | 196 | 227
Saudi Arabia - - 0 2 - - - 28| 26 21 25 27
Singapore 0 1 2 1 4 7 1 9 15 11 17 -
Thailand 10 11 4 3 1 0 10 9| 18 12 13 11
Tawan 7 6 11 7 0 0 16 18| 22 31 29 49
P.R. China 1 1 1 0 0 0 9 14 | 14 27 | 118 | 234
Pakistan 0 0 0 0 0 0 0 0 0 0 0 0
Bangladesh 0 0 0 0 0 0 0 0 0 0 17 0
Philippines 0 1 0 1 0 0 0 1 0 0 0 3
Hong Kong 0 0 3 2 0 0 23 27 | 15 27 36 54
Malaysia 0 0 0 0 8 | 28 9 5 0 0 0 3
Bahrain - 0 0 0 0 0 - - - - -
Qatar - - 0 0 0 0 0 - - - - -
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Adapted from Transplant Communication, 2002

Appendix H

The Number of Pancreas (+kidney) Transplantation

(Asia and the Middle and Near East)
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Appendix |

The Number of Renal Transplantation
(Asiaand the Middle and Near East)

Adapted from Transplant Communication, 2002

89

'89 | '90 | 'o1 | '92 | '93 | '94 | '95 | '96 | '97 | '98 | '99 | '00
Japan 808 | 771| 697 | 612| 575| 550| 563 | 638| 595| 658 | 724 | 746
UAE 5/ 11 8 5 7 8 7 2 1 2 3 -
India 1200 | 1584 | 1960 | 2440 | 2300 | 2500 | 900 | 1400 | 2059 | 3485 | 3624 | 3406
Indonesia - - 22| 23| 29| 34| 24| 179| 216| 18| 13 -
Oman 2| 15 - = 8 8 8| 23| 36 8| 16 7
Korea 572| 624| 685| 902 | 719| 690| 904 | 941| 962 (1012|1094 | 670
Saudi Arabia - —| 201| o268 - - —| 230| 262| 244| 264| 254
Singapore 32| 56| 56| 84| 42| 84| 64| 71| 55| 68| 76 -
Thailand 74| 88| 72| 69| 110| 100| 120| 170| 87| 90| 265| 91
Taiwan 103| 97| 162| 148| 188| 145| 117| 132| 191| 144| 96| 135
PR.China |1049 | 1670 | 1746|1906 | 1849 | 1621 | 2382 | 2792 | 2552 | 3379 | 4265 | 5501
Pakistan 69| 79 - -| 150| 160| 175| 182| 626| 624 | 725|1186
Bangladesh 11 4 9 9 0 o| 13| 20| 15| 20| 17| 29
Philippines | 120| 128| 97| 110| 126| 124| 112| 133| 143| 230 | 499 -
Hong Kong 78| 107| 50| 58| 51| 58| 63| 154| 135| 70| 71| 60
Malaysia 46| 54 - -| 127| 12| 77| 129| 35| 45| 59| B2
Bahrain - - 0 0 0 0 0 - - - - -
Qatar - - - - 1 0 1 - - - - -
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Appendix J
Cornea Transplantsin Singapore

Adapted from Singaporean Ministry of Health, 2003

Year 1996 1997 1998 1999 2000 2001
Total number of cornea transplants 135 144 166 191 158 200
Corneas from Singapore 45 48 84 118 96 72
Corneas from USA 39 82 70 72 62 128
Corneas from Sri Lanka 49 14 12 1 0 0
Corneas from Australia 2 0 0 0 0 0

Note:  The average number of patients on the waiting list at any one time is relatively small (about 30)
because of the large number of transplants.
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Appendix K
Kidney Transplantsin Singapore

Adapted from Singaporean Ministry of Health, 2003

Year 1996 1997 1998 1999 2000 2001
Number of cadaveric kidney 16 9 10 18 10 18
transplants with organs obtained
under HOTA
Number of cadaveric kidney 28 16 32 36 34 28

transplants with organs obtained
under MTERA

Number of living donor kidney 18 14 26 34 30 46
transplants

Number of patients on kidney 528 553 574 607 639 650
transplant waiting list

Number of patients who died while 5 4 5 6 7 0

waiting for kidney transplant
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Appendix L
Liver Transplantsin Singapore

Adapted from Singaporean Ministry of Health, 2003

Year 1996 1997 1998 1999 2000 2001
Number of cadaveric liver transplants 6 11 7 13 10 7
with organs obtained under MTERA
Number of living donor liver 3 4 4 5 1 3
transplants
Number of patients on liver transplant 17 15 24 12 21 25
waiting list
Number of patients who died waiting 13 24 18 21 12 8
for liver transplant
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Appendix M

Regulations on Labeling and Production of Genetically Engineered Foods

in Some Asian Countries

China

India

Japan

Philippines

Republic of Korea

Thailand

Taiwan
Middle East
Israel

Saudi Arabia

Sri Lanka
Oceania
Australia
New Zealand

China announced on June 7, 2001 a comprehensive labeling system on
GMO seeds and food products. The new Bio-safety regulation on GMOs
in Agriculture is the legidative framework safeguarding biodiversity, the
environment and human health against the potential adverse effects of
GMOs. It coversthe GMO applications in the areas of research, field
trials, production, food processing, management, as well as import and
export. According to the new regulation, GMOs will be classified into
four categories according to the seriousness of their potential impact on
the environment and on living organisms. Their releases to the
environment need to be approved by relevant authorities. The regulation
outlines the mandatory labeling of all GMOs, including seeds, animal
feed and food products containing GMOs. Unless GMOs are label ed,
their sale will beillegal.

Under Indian law, it isillegal to import, produce or sell any GM food
without governmental approval. Until now no such approval has been
granted.

In April 2001 labeling of GM food came into force; some GM crops,
including StarLink corn, have been banned.

The President and Secretary of Agriculture have made GM labeling
agovernment priority and are expected to publish details of GM labeling
requirements soon.

In March 2001 labeling of GM foods came into force, with enforcement
in September 2001.

Banned field trials of all GM crops until GMOs are scientifically proven
to be safe. Banned imports of 40 GM crops for commercial planting.

Require labeling of GM foods in 2001.

Israel is preparing regulations for the labeling of GM food, based on EU
regulations.

The government has banned animal products that are made from GMOs
and has also implemented labeling requirements for GM foods in
December 2001.

In April 2000, the government banned import of all GM foods.

In July 2001 labeling rules for GM food came into force.
Labeling rules for GM food in full force in July 2001.

Sources:  Greenpeace, (n.d.), Cevallos (2003), and Toros (2002).
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PREFACE

For long, it was considered that development per se is the answer to human
problems like poverty, hunger and unemployment. Since the beginning of the
first UN Development Decade forty years ago, this concept has proved to be an
over-simplification in the context what is happening in real life in the areas of
gender and economic equity, environmental degradation and jobless economic
growth. The nineteen nineties witnessed excellent documentation, as well as
identification of remedial measures, in various UN Conferences, starting with UN
Conference on the Child organized by UNICEF at New Y ork in 1990 and ending
with the World Conference on Science and Development organized by UNESCO
at Budapest in 1999. We now know the development maladies in ethical terms,
as well as the potential remedies. The UN Millennium Development Goals in the
areas of hunger, poverty, employment, equity and ecology provide some of the
answers to the dilemmas confronting Governments today everywhere.

Bhutan, a small nation, has suggested a method to make development human and
nature-centred. This country has proposed the concept of Gross National
Happiness (GNH), instead of Gross National Product (GNP), to measure the
achievements and impact of development. GNH includes, in addition to the normal
indicators of economic development and ecological security, cultural promotion,
spiritual values and good governance as additional parameters to measure whether
devel opment enhances human happiness or increases human misery (Gross National
Happiness, The Centre for Bhutan Studies, Thimphu, Bhutan, July 1999). In this
connection, it may be useful to recall the pathway prescribed by the French
Mathematician, Marquis de Condorcet, a contemporary of Thomas Malthus, for
achieving population stabilization, which is an urgent imperative in most developing
countries. Condorcet wrote, “population will stabilize itself, if children are born
for happiness and not for mere existence.” An ethical mindset and work culture
are pre-requisites for achieving a paradigm shift from mere existence to
a productive and happy life.

We now see everywhere a growing violence in the human heart. A part of this
violence is due to afeeling of social injustice and inequity. This leads to young
men and women committing suicide to kill others. In 1955, Bertrand Russell and
Albert Einstein launched the Pugwash movement to sensitise the scientific
community about their ethical responsibility for the consequences of their
inventions. At that time, their concerns related to nuclear wars. Now, we face the
even greater threat of biological weapons, resulting from the unprecedented power
conferred by genetic engineering, genomics and proteomics to create novel
organisms not found in nature. It is, therefore, time to stress, as Russell and
Einstein did 48 years ago, “Remember your humanity, and forget therest. If you
can do so, the way lies open to a new Paradise; if you cannot there lies before you
the risk of universal death.”
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The present paper is structured in a manner to not only articulate the ethical
dimensions of development and management of environmental capital stocks, but
also to indicate the pathway to an ethical and happy human future. The
International Bioethics Committee of UNESCO has rendered a great service by
getting a Universal Declaration on Human Genome and Human Rights adopted
by Member States. We need a similar declaration on the Plant Genome and
Farmers’ Rights. There is also need for a more intensive debate and discussion
on the ethical aspects of functional genomics, proteomics and nano-technology.
Future economic and human development will become increasingly technology-
driven. Unless the technology push is matched by an ethical pull, we will find, to
guote Albert Einstein, “the products of our brain will become a curse rather than
ablessing.”

A useful benchmark for measuring the ethical dimensions of a development effort
will be an assessment, whether it is pro-poor, pro-nature or pro-women. There
should be mandatory introduction of an ethical impact analysisin the case of major
development projects. The right to food and clean drinking water should be
regarded as afundamental human right, and not as charity. Only then, the urgently
needed political priority to education, health care and employment will be
forthcoming. The culture of ethics can be fostered rapidly if from early childhood,
our education system will help to propagate the following message of Swami
Vivekananda “This life is short, the vanities of the world are transient, but they
alone live who live for others, the rest are more dead then alive.”

M.S. Swaminathan



115

1. INTRODUCTION

‘Everyone has the right freely...to share in scientific advancement and
its benefits’ — The Universal Declaration of Human Rights (1948)*

The Universal Declaration of Human Rights, and the spirit behind it, obliges all
of us, whether in the public or the private sector or in civil society, to ensure that
there is equitable distribution of benefits from development. It isthe moral and
ethical obligation of all societies to provide every child, woman, and man an
opportunity for a productive and healthy life.

For this transformation to happen, a new social contract where domestic policy
will still matter (ethics of sovereignty), which will encourage local level
innovations, access to appropriate technologies and the development of skills, will
have to prevail. Global and national level policies will have to accelerate the
creation of institutional, social and economic enabling environments at the national
and regional levels, which will enhance their capacities as partners in devel opment
and stewards for equitable growth.

There is an urgent need to develop atruly all-encompassing international code of
ethical conduct wherein arange of issues, including the regulation of knowledge
monopolies, will be addressed, and ethical commitments will be periodically
reviewed and their appropriateness determined in the light of new knowledge and
changesin circumstances. Public good partnerships will have to be promoted
among governmental, non-governmental organizations and civil society-based
organizations through cooperative activities directed toward major groups, such
as youth, women, and indigenous populations, to overcome the growing divides
in contemporary developmental pathways. For example, it will be necessary to
address the rich-poor divide, gender inequity, unemployment, and environmental
damage especially in the developing and least devel oping countries. Particular
emphasis will have to be placed on the development of technology specific to this
region, technology transfer, training, the development of techno-infrastructures and
trade.

Quite afew conventions and declarations support this pathway and emphasize that
the ethical issues should be taken seriously, like the 2001 Brussels Programme of
Action for the Least Developed Countries? and the 2001 Doha Declaration on
anew developmental round.?

One of the major lessons learnt since the 1992 UNCED* is that the transition
towards sustainable development is inconceivable without science, engineering and
technology. Building and maintaining adequate scientific and technological
capacitiesin all countries and harnessing these capacities to address critical
economic, social and environmental issues are essential prerequisites for the
transition to sustainable equitable development. Thereis also a growing concern
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about the need to strengthen the ethics and responsibility of science and the
scientific community. The transition to sustainable equitable devel opment requires
integrity and objectivity in the practice of science and technology, founded on the
principles of ethics.

Thisiswhy promoting the goals of sustainability, addressing immediate human
and social needs and confronting the various challenges in the current
developmental paradigm, while preserving the earth’ s fragile life support systems,
has emerged as an increasing priority for the international S& T community.
Recognizing the growing awareness of the role of S& T in development, UNESCO
negotiated a ‘social contract’ for science for the 21% century in June 1999 in
Budapest.> This initiative heralded a paradigm shift in prioritizing strategic
investmentsin S& T worldwide. Thus, while Agenda 21 underscored the need for
political commitment in the application of S& T, the agenda for science outlined
specific commitments and recommendations for using S& T for sustainable
development and for bridging the increasing divides in technological development
and its application. A new contract is heeded between science and society in which
ethical dimensions play a central and guiding role to bridge the growing
technological/digital/gender and genetic divides, among others. Much of the
concern over the widening technological gap has focused on what is popularly
known as the ‘digital divide,” which is clearly brought out in the HDR 2001.° The
eraof intellectual property rights (IPR) regime has also focused increasing attention
on the genetic divide.

The past two decades have witnessed growing efforts to assert and enforce
intellectual property rights (IPR) over scientific and technological knowledge
through the use of patents, copyrights and other more novel forms of legal
protection. There is not much empirical evidence as to how altering the legal
conditions and terms of IPR translates into change in the overall strengths of
economic incentives for the producers, or about the effectiveness of bigger
incentivesin eliciting creative results. Nor, isit a straightforward matter to
determine the way in which holders of a particular form of intellectual property
right would choose to exploit it, and the consequent magnitude of the resultant
social losses in economic welfare. A valid example for this argument is the recent
public outrage at the exorbitant prices being levied in the developing world by
patent-holding multinational drug companies for medicines for the treatment of
HIV/AIDS."®

The recent assessment of the PFA® continues to reveal a gender divide, which also
raises critical ethical issues. But beyond all the rhetoric, there persists the more
fundamental issue of how to mobilize the world’s scientific and technological
knowledge to contribute to the welfare of the developing world and see that such
benefits are distributed more equitably in the ever increasing knowledge-based
economy. Much of the debate is based on ethical dimensions related to the
Universal Human Rights Declaration, 1948. In the prevailing scenario, one must
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not be deluded into supposing that appeals to principles of equity alone will be
sufficient to decide such contests in the area of political economy.

These issues have a tremendous bearing on the Asia-Pacific region where
a community of very divergent countries in terms of their culture and natural
resources is located. The most populated countries of the world are found here,
and small islands too. Prosperous countries co-exist with least developed ones,
those that lack proper infrastructure in science and science education, but arerich
inlocal and traditional knowledge (HDR, 2002). In the long run, the growth
prospects for the Asia-Pacific region, driven by the new opportunities offered by
technological advances and globalization, are very positive, provided both sound
macroeconomic policies are implemented and the necessary reforms in the financial
and social sectors continue with tremendous mobilization through micro-planning
at the local levels.

The chapters that follow deal with the various facets of the Ethics of Economic
Development from the perspectives of Economics, Employment, Ecology, Energy,
Inequity and Intellectual Property Rights. Chapter VIII, on Bridging the Divides,
looks at means and ways of using technology to bridge the gap in development
efforts and the ethical considerations that have to be kept in mind when doing so.
Chapter 1X sums up the approach needed and cites an example in the Indian context.
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2. ETHICAL DIMENSIONS OF ECONOMIC DEVELOPMENT

“Modern high-tech warfare is designed to remove physical contact:
dropping bombs from 50,000 feet ensures that one does not “feel”
what one does. Modern economic management is similar:..from one's
luxury hotel, one can callously impose policies about which one
would think twice if one knew the people whose lives one was
destroying.”

Joseph E. Siglitz (2002), Globalization and its Discontents,
Norton, New York

2.1 Introduction: Ethicsin Economic Development

In simple terms, by ethics we mean moral principles. Economic development deals
with the welfare of the people in terms of higher incomes and better standards of
living. This may not be equally distributed within nations and across nations.
Ethical dimensions of economic development deal with the promotion of morally
desirable outcomes, such as equality of opportunity to individuals within the
country and across the countries. It implies, in short, more equitable distribution
of income, elimination of poverty, hunger, and discrimination of all sorts based
on caste, class and gender.

Many economists, starting with Adam Smith, have discussed the ethical dimensions
of economic prosperity.! Karl Marx,? and A.C. Pigou® dealt extensively with the
ethical dimensions of economic growth. However Simon Kuznets* was the first
economist to theorize the link between income inequality and economic growth.
The desirability of lower income inequalities is based on ethical considerations.
Amartya Sen is another welfare economist who has brought out the ethical
dimensions of economic development more explicitly in recent years. Starting
with The Theory of Social Choice,® many of his writings argugthat economic
development should address the problems of deprivation of all kinds. He argues
that, “welfare economics could be substantially enriched by paying more attention
to ethics.”® However, as has been pointed out by him, it is difficult to explicitly

1 Smith, Adam. 1975. The Theory of Moral Sentiments, original reprinted in D.D. Raphael
and A.L Macfie (Ed.), Oxford Clarendon Press.

2 Marx, Karl. 1887. Capital, First English Edition, Progress Publishers.
3 Pigou, A.C. 1952. The Economics of Welfare, 1952, Macmillan, London.

4 Kuznets Simon. 1966. Modern Economic Growth — Rate, Structure and Spread, Yale
University Press, New Haven.

5 Sen, A.K.1970. Collective Choice and Social Welfare, San Francisco, Holden Day.
6 Sen, A.K. 1996. On Ethics and Economics, Oxford University Press.
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separate the behaviour patterns of individuals that include ethical considerations
from those which do not include them. These problems are inherently complex.
Hence, we cannot assume that economic development automatically leads to the
ethically desirable sharing of prosperity.

Equally important is the fact that economic prosperity has, on several occasions,
led to desirable distribution of income and the elimination of extreme deprivation.
The traditional theory of economic development is based on the premise that an
increase in per capita income and an economic shift from primary sectors to
secondary and tertiary sectors will increase labour productivity in both agriculture
and industry sectors.” Another important aspect has been that agricultural
development has either preceded the shift to industrial development, asin the West,
or taken place simultaneously along with industrial growth, as in the case of some
countries of Southeast Asia. Such a situation removes the constraint of food
shortages in the economy. Keeping food prices low and making food affordable
has been crucial to the success of economic development.? Broadly speaking, this
was the experience of the West in the early nineteenth century and that of the
Southeast Asian nations in the twentieth century.

With the exception of some island nations and ‘ city states,” the development of
agriculture, bringing abundant and cheap food, has preceded industrial development
in many countries, particularly the populous ones, including Japan.® Hence,
economic development represented by growth in Gross Domestic Product (GDP)
per capitawas assumed to be ethically correct. Asacountry getsricher everyone
is expected to share in the prosperity.

In the words of Mahbub ul Hag, “No sustainable improvement in human well being
is possible without growth. But, it is also wrong to suggest that high economic
growth rates will automatically transate into higher level of human development.”°
Per capitaincome may increase, and the GDP growth might be impressive, but
many people may still remain poor, hungry, malnourished, and live without the
minimum basic amenities of housing, sanitation and safe drinking water.
Sometimes only the rich benefit, as the poor do not get to participate in income
generating economic activities. Lack of education, skills and assets are the major
handicaps of the poor. In addition, discrimination by class, race, caste, community
and gender, widen the income differentials and perpetuate poverty and hunger.

7 Fei, J.C.H. & Ranis. 1966. “Agrarianism, dualism and Economic Development” in
Adelman | and Thorbeck E, (ed.) The Theory and Design of Economic Development, John
Hopkins University Press, Baltimore.

8 Hayami, Y. and Ruttan, V. 1985. Agricultural Development — an international perspective,
The John Hopkins University Press, Baltimore.

9 ibid 8.

10 Mahbub ul Hag. Human Development Centre. 2003. Human Development in South Asia
2002, Oxford University Press.
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However, there is no automatic built-in mechanism in the development process that
reduces inequalities, and enables equitable sharing of the fruits of development.
A close examination reveals that economic development in itself may not be the
main force behind the reduction in income inequalities. A combination of economic
development and deliberate policy efforts for re-distribution of incomes and
removal of deprivation iscalled for.

A number of income transfers and social security measures, such as unemployment
payments, free food, free housing, etc.., which rich governments undertake on
ethical grounds help in the reduction of income inequalities, poverty and hunger.
Similarly, massive investments in conservation, and plantations of secondary
forests, etc., take place to address problems of overexploitation of natural resources
and environmental degradation. This has broadly been the experience so far.

Simon Kuznets was the first to examine the unethical impact of economic
development and theorized that in the initial stages of development income
inequalities first widen, and then narrow as economic development progresses.*
Thisis shown in the famous inverted U-shaped curve that results when we plot
income inequality on the “Y” axis and economic growth on the “X” axis for a cross
section of data for several countriesin the world in different time periods. Recently
this theory was extended to environmental degradation, theorizing that in the initial
stages of development environmental resources get degraded, but better
conservation leads to better environmental resource bases in the developed countries
compared to developing countries. When we plot concentration of pollutants on
the 'Y” axis and income per capita on the “X” axis we get a similar inverted
U-shaped curve which shows that in the initial stage of development, pollution
increases and then comes down after reaching a certain threshold of development,
or per capitaincome level. Several economists have applied this to cross section
data.’> While the curve seems to hold good for some nations, it may not hold good
for others. The Asia-Pacific experience does not fully support the theory, as we
shall elaborate on latter in the discussion.

It is often the policy direction of governments to reduce inequality, remove absolute
poverty and hunger, and improve the environment we livein. By itself, pure
economic growth in terms of Gross Domestic Product (GDP) is unable to take care
of al the ethical dimensions of equity. The global economic development pattern
has been significantly changing since the nineteenth century. In the nineteenth
century, economies grew slowly and largely with their own internal strength and
domestic market demand. For many small and big countries in Southeast Asia,

1 ipid. 4.

2 Sen, Gupta, Ram, Prasad. 2001. Ecology and Economics: An approach to Sustainable
Development, Oxford University Press.
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export markets and the global economic situation became the engine of growth®
for asignificant part of the twentieth century. In the twenty-first century, asthe
economic growth of developed nations has slowed down, the factors of production
have become more mobile. Capital has become mobile internationally, and
industries have moved globally in search of cheap labour. Trans-national
corporations have grown in strength. The ethical dimension of international trade
has become important in the process.** Thus, besides the deliberate policy direction
given to economic development internally, the protection against external
exploitation by respective governments has come to matter.

The ethical balance sheet of economic development has, on the one side, reduction
in poverty and inequality, improvement in living standards and larger freedom of
mobility enjoyed by the factors of production, such as capital and labour, and the
possibility of achieving growth and sustaining it despite a small domestic market
demand. The other side of the balance sheet has growing inequalities within
a country and across countries, absolute deprivation and poverty of some who
cannot participate in the growth process, increasing risk of domestic jobs and
incomes fluctuating along with the global economic fortunes, and the preoccupation
of governments with the magnitude of growth and not so much with the quality of
life of millions of people.

The nations of Asia-Pacific fall on both sides of the ethical balance sheet.
Particularly interesting are the cases where high GDP per capita has resulted in an
ethically desirable impact, such as in Singapore, Hong Kong and Taiwan. It has
had ethically undesirable impacts in others, such as the Philippines and Indonesia.
Some countries, such as India, have benefited only marginally. Some countries
have had sustained development, while others had short-lived gains. Equally
interesting are the cases where equality has been achieved despite low per capita
income, as in the People's Republic of China.

The aim of this chapter is not to trace the reasons and analyse the governance issues,
but to record the outcomes and analyse whether economic development has been
largely based on ethical considerations, or not. This analysisis based on the
assumption that economic development is desirable and that it has to be achieved
along with ethical considerations of sharing and caring. We study the per capita
income growth of various countries in the Asia-Pacific region along with some
ethical parameters such as reduction in inequality, poverty, levels of hunger and
gender inequality. The pattern of growth and international trade policies that have
been perceived as ethically correct, along with those that have been largely
perceived as ethically wrong, are briefly analysed.

13 World Bank. 1993. The East Asian Miracle: Economic Growth and Public Policy, Oxford
University Press.

14 World Trade Organization. 1995. Results of the Uruguay round of Multilateral Trade
negotiations — The legal texts, WTO, Geneva.
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Understandably, the fruits of growth are enjoyed by all in those countries where
domestic governance spreads the fruits of development by giving opportunities to
most people to participate in the growth process. Economic development has had
positive ethical impact in the countries that have already achieved a considerable
level of literacy and health. Countries that have wide ranging social security
arrangements experienced widespread positive impact of economic growth and less
of the negative impact of the economic slowdown. The adverse impact of economic
growth has been experienced in those countries where governments give precedence
to magnitude of growth over spreading the benefits of development and helping
the removal of absolute poverty, reducing the risks of job loss and assisting in
gaining bargaining strength.

Pure economic growth by itself may be neutral to rich and poor, but the way it is
achieved, through domestic or export markets, the basic skill levels and educational
endowments of the population, and the type of government interventions, could
tilt the balance in favour of the poor, or away from the poor. Some countries have
been pro entrepreneurs and others have been equally sensitive to labour problems.
Some countries liberalized slowly and took maximum advantage of the international
markets through a managed currency regime. Others followed complete
liberalization without caution and suffered when the currency was left freely
floating.

This chapter first examines the positive and negative impacts of economic growth
on the nations of the Asia-Pacific region. Sometimes periods of economic growth
may lead to increase in income inequalities, poverty and hunger, when prices of
essential commodities go up and growth is highly localized. This chapter will try
to present the measurable and ethically desirable dimensions of development
revealed in reduction in income inequalities, poverty, hunger, and gender
discrimination. These parameters are studied along with the annual compound rate
of growth in Gross Domestic Product at the aggregate and per capitalevels. The
changing international economic environment of trade is also examined from the
ethical perspective. Globalization that facilitates export-led growth, the financial
crisisthat hit Asia, and finally, the recent economic slowdown of the 21% century,
form the backdrop of our analysis.

2.2 The Positive | mpact of Economic Growth and Development

To segregate the achievers from non-achievers in the devel oping block, we can
look at per capitaincome levels. The level of per capitaincome is normally used
as a guideline of a country’s economic performance, the larger the per capita
income, the richer the country; and vice versa. Faster growth in Gross Domestic
Product, and an increase in per capitaincome levels, normally leads to the economic
well being of the population. This appears to be true for most rich nations where
people enjoy higher standards of living. The Asia-Pacific region has alarge number
of countriesin the developing block and afew countries, like Japan, Australia and
New Zeadand, in the developed block. (Table 2.1)
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Table2.1. Basic statistics about countriesin the Asia-Pacific region

GDP Land Area Population Poverty HDI rank
per capita kmsg 2000 % (out of
2,000 US$ 173 countries)

Afghanistan 523 652 090 26 550 000

Augtraia 23838 7 682 300 19 182 000 5
Azerbaijan 506 86 600 8049 000 68 88
Bangladesh 373 130170 131 050 000 36 145
Bhutan 532 47 000 805 000 140
Brunei 13719 5270 338 000 32
Cambodia 297 176 520 12021 230 36 130
China 824 9 327420 | 1262460032 5 96
Cook Islands 4521 230 19

East Timor 14870 871 000

Fiji 2395 18270 811 900 25 72
Guam 550 154 500

Hong Kong, China 24218 1075 6 797 000 23
India 459 2973190 | 1015923008 35 124
Indonesia 994 1811570 210 420 992 27 110
Iran, Islamic Rep. 1649 1622 000 63 664 000 98
Japan 44 830 364 500 126 870 000 9
Kazakhstan 1512 2699 700 14 869 000 35 79
Kiribati 561 730 90 700

Korea, Dem. Rep. 120 410 22 268 000

Korea, Rep. 13062 98 730 47 275 000 27
Kyrgyz Republic 885 191 800 4915 000 51 102
Laos PDR 450 230 800 5279 000 46 143
Macao, China 15244 20 438 000

Malaysia 4797 328550 23270 000 59
Maldives 1933 300 276 000 84
Marshall Islands 1602 180 52 000

Micronesia, Fed. Sts. 1735 702 118 100

Mongolia 428 1566 500 2398 000 36 113
Myanmar 657 550 47 749 000 127
Nauru 2829 20 11 000

Nepal 241 143 000 23 043 000 42 142
New Zealand 17548 267 990 3830800 19
Pakistan 516 770 880 138 080 000 34 138
Palau 6726 460 19 000

Papua New Guinea 927 452 860 5130 000 133
Philippines 1167 298170 75 580 000 37 7
Samoa 1440 2830 170 000 101
Singapore 28230 610 4018 000 25
Solomon Islands 643 27990 447 000 121
Sri Lanka 860 64 630 19 359 000 25 89
Tajikistan 386 140 600 6170 000 112
Thailand 2805 510 890 60 728 000 13 70
Tonga 1768 720 100 200

Turkmenistan 1377 469 930 5198 940 87
Uzbekistan 485 414 240 24 752 000 95
Tuvalu 1931 30 11 000

Vanuatu 1177 12190 197 000 131
Vietnam 356 325490 78522 704 51 109

Source:

World Development Indicators, 2002, CDROM version; United Nations Statistical Y earbook
2001, CDROM version, Freedom House 2002; UNDP Human Development Report 2002.
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The per capitaincome of Japan (in US dollars) is the highest in the region at 44,830,
followed by USD 23,838 for Australiaand USD 17,548 for New Zealand. Among
the other Asia-Pacific countries, some like Singapore, Brunei, Hong Kong, Taiwan®™
and South Korea have per capitaincomes higher than Australia and New Zealand,
though they are not considered to be part of the developed block. Malaysia also
enjoys fairly good levels of per capitaincome at USD 4,797. The rest of the
countries in Asia-Pacific are mostly poor. At the upper end of the poor nation group
are those with a per capita income ranging from USD 3,000 to 1,000. In 1999,
the island nations, including Cook Islands, Fiji, Maldives, Marshall 1slands, Federal
states of Micronesia, Papua New Guinea, Nauru and Tonga, and countries such as
Philippines in Southeast Asia and Kyrgyz Republic in Central Asiawere in this
range. Thailand, with USD 2,805 per capita income and Nauru with a per capita
income of USD 2,829 are at the upper end in this group. The Philippinesis at
the lower end with a per capitaincome of USD 1,167 per annum. Australia and
New Zealand have not been considered in our further analysis below.

At the lower end of the poor nations group are countries both big and
small characterized by per capitaincomes below USD 1,000. The rangeisfrom
USD 170 in Tajikistan to USD 950 in Turkmenistan, and from USD 824 in China
and USD 459 in India. Countries, such as Nepal, Cambodia and Bangladesh are
at the bottom. Thus, with few exceptions, most of the countries in the Asia-Pacific
region are poor. For most countriesin Asia-Pacific the magjor contribution to GDP
comes from the service and industrial sectors (over 60% in most cases). A few
countries, such as Laos, Cambodia, Nepal, Bhutan, Kyrgyz Republic, derived more
than 35 percent of their GDP from agriculture. With the exception of Bhutan, all
the countries dependent on primary sector had low annual per capitaincomes of
less than USD 300. This clearly shows that the shift from agriculture to organized
manufacturing or service sectors brings about development. However, thereis also
a shift that occurs between agriculture and the unorganized service sector. Due to
high levels of urbanization with inadequate industrial base, this normally
perpetuates poverty.

Most of the countries recording a per capita GDP of more than USD 1,000 did not
have any poverty. However, the most notable exceptions were Thailand and the
Philippines with per capitaincomes of 2,805 and 1,167 USD, and 13 percent and
37 percent, respectively, of their population below the poverty line. Other notable
exceptions were Fiji Islands and Kazakhstan. On the other hand, Mainland China
achieved a poverty level aslow as five percent with per capitaincome of just USD
824. With some exceptions, the levels of poverty are coming down with economic
growth. Some countries, such as Thailand, have reduced poverty levels over

15 We have considered Hong Kong and Taiwan as separate entities from Mainland China as
the path of economic development has been different from each other, though they may be
considered as part of China
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a period of time, but this fall in poverty has been much slower than in the
high-income countries of Southeast Asia mentioned above. We elaborate below
on some of the success stories of Southeast Asia.

The Asian Miracle of growth, equality and elimination of poverty®

Eight countries of Asia-Pacific, referred to as High Performing Asian Economies
up to mid-nineties, essentially benefited from linking themselves to Japan. They
are: Singapore, Hong Kong, Taiwan, South Korea, Mainland China, Malaysia,
Thailand and Indonesia. The performance of the first five of them is notable in
that they had rapid and sustained growth rates for three decades or more before
achieving high levels of income comparable to developed countries. These
countries also achieved unusually low and declining levels of inequality during
the period of rapid economic growth, contrary to the historical evidence of Kuznets.
These economies were able to reduce levels of poverty substantially. Other benefits,
such as declining infant mortality rates and improving life expectancy, also occurred
along with the rapid economic growth prior to the mid-nineties. The share of
agriculture, and the overall productivity in agriculture, also increased substantially
over the three decades from the sixties to the nineties. This shift occurred much
faster than it had in Western economies in the nineteenth century. (See Tables 2.2
and 2.3)

Exports grew rapidly and became the engine of growth. High rates of savings,
25 to 40 percent, and investment in physical capital on one hand, and heavy
investment in free education and human capital formation on the other, helped in
to promote equity and reduce poverty levels. (See Tables 2.4 and 2.5)

In these successful economies, not only was there an investment in education
made as a percentage of GDP, (3-5 percent), the allocation of budget to primary
education compared to secondary education was also higher. Enterprise and
pre-employment on-the-job training was quite systematic in these countries and
helped human capital formation and the reduction of income inequalities. In short,
government policies systematically and successfully monitored all areas of
economic growth starting from health and human capital formation to financial
investment and the establishment of trade links. Thus, these eight countries of the
region contributed to the Asian Miracle up to the mid-nineties.

16 This section is based on the findings of the World Bank publication, The East Asian Miracle:
Economic Growth and Public Policy (World Bank Policy Research Reports) OUP, 1993.
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Table2.2. Asia-Pacific Region — Growth Rate of Per Capita GDP
(% per year)

9. No. Country 1997 | 1998| 1999 | 2000 | 2001 | 2002 | 2003* | 2004* $GZI\(I)E‘1
1 | East Asia 61| 20| 65| 74| 38| 59| 48| 56
2 | China, People's Rep. of 78| 68| 62| 73| 68| 72| 67| 70 890.0
3 | Hong Kong, China 42| -58| 24| 92| -03| 13| 07| 28259200
4 | Korea, Rep. of 41| -74| 102| 85| 24| 57| 34| 47| 94000
5 | Mongolia 25| 39| 19| 02| -01| 31| 42| 44 400.0
6 | Taipei, China 58| 36| 46| 50| -29| 40| 26| 3.3 (133800
7 | Southeast Asia 24| -86| 25| 46| 00| 34| 30| 39
8 | Cambodia 11| -24|( 42| 50| 37| 20| 24| 29 270.0
9 | Indonesia 32|-146| -07| 33| 19| 22| - - 680.0
10 | Lao People’s Dem. Rep. 43| 09| 26| 39| 38| 38| 41| 46 310.0
11 | Mdaysa 50| -97| 37| 49| -17| 21| 23| 31| 36400
12 | Myanmar 39| 20| 89| 117| 91| - - - -
13 | Philippines 29| -28| 12| 23| 11| 24| 22| 23| 10500
14 | Singapore 52| -35| 57| 77| -52| 54| 23| 42 (247400
15 | Thailand -23|-115| 34| 45| 12| 41| 39| 46| 19700
16 | Vietnam 41| 22| 23| 51| 48| 53| 58| 59 410.0
17 | South Asia 26| 40| 39| 27| 34| 25| 41| 44
18 | Afghanistan - - - - - - - - -
19 | Bangladesh 35| 34| 36| 46| 58| 28| 38| 42 370.0
20 | Bhutan 42| 35| 44| 24| 30| 46| - - 640.0
21 | India 29| 45| 42| 26| 38| 26| 44| 47 460.0
22 | Maldives 81| 76| 51| 27| 17| 26| 26| 13| 20400
23 | Nepa 27| 08| 22| 37| 15| -28| -06| 14 250.0
24 | Pakistan 07| 11| 18| 16| 02| 14| 23| 28 420.0
25 | Sri Lanka 50| 34| 28| 45| -28| 18| 38| 43 830.0
26 | Central Asia 23| 20| 43| 76|132| 91| 66| 6.7
27 | Azerbaijan 48| 90| 65| 93| 95| 97| 86| 71 650.0
28 | Kazakhstan 33| -02| 37|102|138| 96| 61| 6.6 | 13600
29 | Kyrgyz Republic 83| 05| 23| 46| 45| -13| - - 280.0
30 | Tgjikistan 01| 37| 23| 75| - - - - 170.0
31 | Turkmenistan -141 | 40| 124|139 | 169 | - - - 950.0
32 | Uzbekistan 33| 28| 29| 26| - - - - 550.0
33 | ThePacific 51| -30| 35| -24|-19| -13| 01| -
34 | Cook Islands - 12| 78| 145| 96| 40| 15| 32 -
35 | Dem. Rep. of Timor-Leste 28| 00|-184| 143 | 62| -88|-101 | - -
36 | Fiji Islands -26 | 03| 82| -37| 39| 39| 52| 31| 21300
37 | Kiribati 38| 31| 44| -11|-01| 12| 09| - 830.0
38 | Marshal Island, Rep. of -11.3| 06| -15| -07| 07| 26| 16| - 2190.0
39 | Micronesia, Fed. Statesof | -48 | -31| 00| 42| 08| 06| 22| - 2150.0
40 | Nauru - - - - - - - - -
41 | PapuaNew Guinea -78| -58| 42| 43| 64| -36| -21 | -12 580.0
42 | Samoa 03| 19| 21| 50| 41| -07| 16| - 1520.0
43 | Solomon Islands 43| -26| -36|-156 |-126 | -6.7 | -08 | - 580.0
44 | Tonga 06| 17| 24| 62| 01| 13| 21| 22| 15300
45 | Tuvau 21| 35| 17| 17| 27| 07| 07| - -
46 | Vanuatu 22| 17| -56| 00| 53| -28| -13| - 1050.0
Average 46| 04| 52| 60| 32| 49| 44| 51
Source:  Asian Development Bank, Asian Development Outlook 2003.

Note:

* Estimates.
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Table 2.3. Asia-Pacific Region — Sectoral Shares of GDP

Sector Share 2001 (% Per Year)
S. No. Country
Agriculture Industry Services

1 | East Asa

2 | China, People's Rep. of 11.3 64.5 24.1

3 | Hong Kong, China 0.1 129 86.8

4 | Korea, Rep. of 5.2 44.8 50.0

5 | Mongolia 26.8 27.9 452

6 | Taipei, China 25 333 64.3

7 | Southeast Asia

8 | Cambodia 39.6 24.0 315

9 | Indonesia 16.2 43.7 40.2
10 | Lao People’s Dem. Rep. 505 232 256
11 | Maaysia 8.7 411 50.2
12 | Myanmar - - -
13 | Philippines 20.0 34.0 46.0
14 | Singapore 0.1 313 68.6
15 | Thailand 104 442 454
16 | Vietnam 22.7 36.9 404
17 | South Asia
18 | Afghanistan - - -
19 | Bangladesh 24.1 25.2 47.0
20 | Bhutan 329 30.7 36.4
21 | India 239 26.7 495
22 Maldives 9.5 151 754
23 | Nepd 38.0 234 38.6
24 | Pakistan 24.6 252 50.2
25 | SriLanka 20.1 274 52.4
26 | Central Asia
27 | Azerbaijan 152 353 40.2
28 | Kazakhstan 8.7 30.7 49.2
29 | Kyrgyz Republic 50.2 18.7 311
30 | Taikistan - - -
31 | Turkmenistan 25.0 35.0 320
32 | Uzbekistan 30.1 19.9 50.0
33 | ThePacific
34 | Cook Islands 11.9 81 80.0
35 | Dem. Rep. of Timor-Leste - - -
36 | Fiji Islands 16.6 26.6 56.8
37 | Kiribati - - -
38 | Marshall Island, Rep. of 138 16.0 70.2
39 | Micronesia, Fed. States of - - -
40 | Nauru - - -
41 | PapuaNew Guinea 31.3 35.0 338
42 | Samoa 174 248 57.8
43 | Solomon Islands 324 7.2 60.4
44 | Tonga 28.0 15.0 57.0
45 | Tuvalu - - -
46 | Vanuatu 17.9 9.1 73.0

Source:  Asian Development Bank, Asian Development Outlook 2003.



Table 2.4. Asia-Pacific Region — Gross Domestic Saving
(% of GDP)
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9. No. Country 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003* | 2004*
1 | East Asia
2 | China, People’s Rep. of 415 | 398 | 394 | 380 386 | 38.7 382 | 386
3 | Hong Kong, China 316 | 305 | 309 329 316 | 339 340 | 335
4 | Korea, Rep. of 33.7 | 344 | 329 324 | 302 | 29.2 28.0 | 29.0
5 | Mongolia - - 20.0 324 | 26.0 | 237 - -
6 | Taipel, China 264 | 260 | 26.1 254 | 239 | 254 | 257 | 258
7 | Southeast Asia
8 | Cambodia 10.2 8.3 9.7 10.7 10.2 | 10.0 9.7 9.4
9 | Indonesia 315 | 265 | 195 25.1 249 | 211 201 | 19.7
10 | Lao People’s Dem. Rep. 88 | 136 | 132 15.1 154 | 16.1 196 | 183
11 | Maaysia 439 | 487 | 474 | 471 | 422 | 418 | 421 | 430
12 | Myanmar 118 | 118 | 130 | 123 - - - -
13 | Philippines 187 | 216 | 265 24.8 170 | 17.3 195 | 21.0
14 | Singapore 505 | 51.7 | 488 | 479 | 436 | 442 | 471 | 473
15 | Thailand 336 | 36.1 | 328 31.0 30.0 | 305 287 | 296
16 | Vietnam 214 | 178 | 263 255 274 | 29.2 283 | 258
17 | South Asia
18 | Afghanistan - - - - - - - -
19 | Bangladesh 186 | 204 | 208 22.1 20.8 | 23.6 227 | 230
20 | Bhutan 213 | 125 | 129 16.8 20.2 | 20.0 - -
21 India 231 | 215 24.1 234 240 | 245 24.1 25.2
22 | Maldives 459 | 467 | 442 | 442 | 449 | 458 | 449 | 436
23 | Nepa 160 | 162 | 171 18.8 190 | 174 170 | 17.0
24 Pakistan 11.8 | 14.7 11.7 141 139 | 154 15.2 16.0
25 | Sri Lanka 173 | 191 | 195 174 153 | 158 165 | 17.0
26 | Central Asia
27 Azerbaijan 111 2.7 134 18.3 19.7 | 175 - -
28 | Kazakhstan 160 | 150 | 138 20.1 22| - - -
29 | Kyrgyz Republic 143 | -82 12 144 16.8 | 16.0 - -
30 | Tajikistan - 233 | 194 - - - - -
31 | Turkmenistan - - - - - - - -
32 | Uzbekistan 149 99 | 105 16.5 - - - -
33 | ThePacific
34 | Cook Islands - - - - - - - -
35 | Dem. Rep. of Timor-Leste - 40 |-130 | -50.0 | -49.0 |-39.0 | -29.0 -
36 | Fiji Islands 76 42 | 124 8.6 - - - -
37 | Kiribati - - - - - - - -
38 | Marshall Island, Rep. of - - - - - - - -
39 | Micronesia, Fed. States of - - - - - - - -
40 | Nauru - - - - - - - -
41 | PapuaNew Guinea 215 | 226 | 133 25.3 - - - -
42 | Samoa - - - - - - - -
43 | Solomon Islands - - - - - - - -
44 | Tonga -222 |-29.6 |-184 | -10.6 - - - -
45 | Tuvalu - - - - - - - -
46 | Vanuatu 195 | 21.3 | 19.2 19.3 191 | - - -
Source:  Asian Development Bank, “Asian Development Outlook 2003.”

Note:

* Estimates.
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Table2.5. Changesin Selectd Indicators of Poverty

Percentage of below the poverty Number of poor
Economic vear First Last Chang | First lagt | Peroent
Chang
Indonesia 1972-82 58 17 -41 67.9 30.0 -56.0
Malaysia 1973-87 37 14 -23 41 22 -46.0
Singapore 1972-82 31 10 -21 0.7 0.2 -71.0
Thailand 1962-86 59 26 -30 16.7 136 -18.0
India 1972-83 54 43 -9 3114 315.0 1.0
Pakistan 1962-84 54 23 -31 26.5 213 -19.0
Sri Lanka 1963-82 37 27 -10 39 41 5.0

Source:.  World Bank “East Asian Miracle” 1993.

Financial crisis of Mid-Nineties and the Economic slowdown of 21% century

In the mid-nineties, the economies of Asia-Pacific were booming with prosperity
and growth and recording substantial gainsin per capitaincome, while the rest of
the world had low levels of growth. And, along with the Asian Miracle countries,
some of the Central Asian countries of the former Soviet Union also experienced
high levels of growth in the mid-nineties, ranging from 7 to 10 percent per annum.

However, this phenomenal growth was short-lived and problems started with the
East Asian financial crisisin 1998. All the countries in Southeast Asia, including
China, suffered. The major reason was excess investment beyond the expected
increase in demand. The second reason was the excessive dependence on exports
and less on domestic demand. The return on investment was low. Excess capacities
built led to financial crises, banks that had lent to industry incurred massive losses,
and currencies had to be devalued. Industries closed down, causing massive job
losses and widespread unemployment in amost all the countries of Southeast Asia.
Some of them, like Indonesia, could not recover because political problems
accentuated the economic problems. China recovered soon and was again on the
path of growth. The size of domestic markets and the capacity to internalize the
shocks brought on by the crisis helped Chinato some extent. Indiawas not affected
by the financial crisis largely because of lesser dependence on exports, whichis
demonstrated by the changes in the annual rate of growth.

Because of its importance in the region, Japan’s economy has an impact on the
other high performing countries of Asia-Pacific. The GDP growth of Japan, the
region’s most developed country, was sluggish for quite some time throughout the
nineties, the average rate of growth being no more than 1.1 percent. The economy
became further sluggish by the turn of the century, and the growth rate fell to below
one percent. The major problem plaguing Japan was weak domestic consumption
growth and a strong yen that made the cost of production very high. Hence, Japan
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shifted its export manufacturing to other countries with cheaper sources of labour
in order to maintain its competitive edge. Then, Japan was indirectly hit by the
Asian economic crisis as well as the downturn that set in since 2001. The financial
institutions that had lent money for investment in neighbouring Southeast Asian
countries incurred losses, forcing some of them into bankruptcy. The subsequent
fall in demand made some of their overseas manufacturing units incur heavy losses.
Unemployment rates increased to 5.5 percent in December 2001, a fifty-year high,
and then declined later to 5.2 percent. The atmosphere of caution and saving
continued as the fear of unemployment, previously unknown to the Japanese,
gripped the nation.

In Japan, with the onset of the financial crisis, inflation was at its lowest and interest
rates were zero, thus, benefiting consumers. Because socia security measures were
in place and public amenities such as education and health care were in place, the
impact of the crisis was not too severe, though, at the bottom level, poverty might
have deepened as in the case of all other developed countries of the world.
However, there was no visible distress apparent in the standards of living of the
magjority of people. The case of Japan shows that even developed countries did
not escape the crisis. A similar situation affected Australia as well as New Zealand,
but Japan is more important to the economies of Asia-Pacific than the other two
developed countries.

When the financial crisis occurred, some defective policies of Asian countries came
to the fore. Economies such as Indonesia virtually disintegrated under pressure.
The Philippines could not catch up with the rest despite its proximity and affinity
to the fast growing countries in the region. The impact of the Asian crisis had
heavy social costs even to the Asian tigers of yesteryear. One of the significant
problems was a reduction in purchasing power and consumption expenditures of
the average household. Earlier, safety nets provided by firmsin Korea, and
informal safety netsin Indonesia and Thailand via high levels of savings, took care
of small downturns of the economy. However, the sudden drastic drop in income
and the bankruptcy of many firms, undermined these safety nets. Even the high
growth economies had not provided for long-term social security of their people.
Food prices increased in many countries, particularly in Indonesia and Thailand,
hurting the poor. Unemployment increased in all of the countries. It was not
possible for governments to provide fiscally sustainable safety nets to all the
affected persons. The budgetary cost of such programmes was estimated to be
about 6 percent of the GDP.Y’

The recovery process after the financial crisis was also not without a price. In
Southeast Asia, governments and public sector banks supported the growth prior
to the financial crisis when expansion of production was given priority over

17 Gupta Sanjeev, C McDonald, et al. 1998. Mitigating the Social costs of economic costs
of reform programmesin Asia, IMF, Washington.
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sound economics. After the financial crisis and massive devaluation of currencies
in 1998-99, many governments undertook financial restructuring. In the process,
many banks went bankrupt and many companies closed down. The real economic
factors at play were the existence of excess capacities and lack of demand. The
fiscal factors were the imprudent lending by banks to the better performing
companies, and government support to those with higher market share and not to
those with better profitability and a sound financial base. The overall lack of
financial transparency and fiscal indiscipline resulted in the crisis. Poor
governance, imprudent lending practices, and some amount of corruption,
aggravated it. There was unemployment. Imports became very expensive, hurting
consumption. Labour unions were forced to accept wage cuts to keep jobs. Many
countries shifted to afree floating exchange system that could act as watchdog of
exchange rate imbalance. The recovery process was slower and more painful to
the smaller economies such as Hong Kong, Singapore, South Korea, and Indonesia,
the so-called tigers of the nineties, than for a big country like China. China
recovered faster than others; it could easily reduce the wages in its State-owned
industries. Also, export advantage could be restored through a managed exchange
rate regime. Unemployment did not increase in China, but increased sharply in
post devaluation Southeast Asia.’® State controlled economy helped Chinatide
over the crisis. The crisis also induced Chinato undertake some financial reforms
that would help the country in the long run. (See Table 2.6)

The countries of Central Asiarecorded strong and consistent growth trends, ranging
from 7 to 10 percent. The State with lowest growth rate was Uzbekistan at
4.5 percent. The only exception was Kyrgyz Republic that has had wide
fluctuations from 9 percent to -0.5 percent in the past 5 to 6 years.

The terrorist attacks in USA in 2001, and the Afghanistan and Iraq wars,
destabilized the world economy further for several reasons, including adrop in
tourism, restrictions on trade, and domestic job protection policies of the devel oped
countries. Thus, exports declined in all the developing countries, hurting incomes.
Though there has been recovery in recent years the unit value of exports has
declined, even when the rate of growth of exports was not very low. The terms of
trade have been unfavourable to developing countries. Compared to India, China
could maintain better growth by making its exports more competitive. Again, the
experience of the new millennium has been mixed for the countries of Asia-Pacific.
The Pacific island nations have recorded very little growth, or even recorded
negative growth, due to a decline in tourism and other factors that made imports
more expensive.®

18 Asian Development Bank. 2003. Asian Development Outlook 2003, Oxford University
Press.

¥ ibid 16.
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Table 2.6. Asia-Pacific Region — Growth Rate of M erchandise Exports
(% per year)

9. No. Country 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003* | 2004*
1 | East Asa 101 | -5.3 5.7 220 -58 | 120 8.3 9.2
2 | China, Peopl€e’'s Rep. of 20.9 0.5 6.1 27.9 6.8 | 22.3 100 | 120
3 | Hong Kong, China 6.3 | -85 | -06 16.0 58| 49 6.5 6.2
4 | Korea, Rep. of 6.7 | -4.7 9.9 21.2 | -14.0 75 8.0 8.0
5 | Mongolia 345 | -18.8 -1.7 18.0 24| -39 8.0 8.0
6 Taipei, China 54 -95 9.9 218 | -17.3 6.4 7.4 7.8
7 | Southeast Asia 45 | -74 9.2 195 | -10.3 49 6.8 8.7
8 | Cambodia 81.0 | 130 | 179 53.2 9.8 6.0 7.0 6.5
9 Indonesia 12.2 | -105 17 276 | -12.3 11 3.0 55

10 | Lao People’'s Dem. Rep. -14 6.4 15 26 -0.3 2.7 5.2 5.6
11 Malaysia 0.7 -7.3 17.2 170 | -10.6 6.1 8.1 10.2
12 | Myanmar 8.7 43 | 36.0 36.8 300 | - - -
13 | Philippines 228 | 169 | 191 9.0 | -16.2 | 12.2 6.0 7.0
14 Singapore -0.2 | -12.0 54 20.0 | -11.0 32 75 10.2
15 | Thailand 38 | -6.8 7.4 195 -6.9 5.8 6.6 75
16 | Vietnam 24.6 24 | 232 25.2 6.5 7.4 9.1 8.4
17 South Asia 48 -0.1 44 17.2 11 7.0 13.6 14.7
18 | Afghanistan - - - - - - - -
19 | Bangladesh 140 | 16.8 29 8.2 114 | -76 95 | 105
20 Bhutan 17 | 121 -5.9 91 | -129 | -18 - -
21 India 45 -3.9 9.5 19.6 01| 114 151 16.6
22 | Maldives 12.3 6.6 -4.3 18.8 14| 181 - -
23 Nepal 102 | 119 18.2 375 46 (-18.0 5.0 10.0
24 | Pakistan -2.6 42 |-10.7 8.8 9.1 22 12.0 | 100
25 | Sri Lanka 133 34 | -39 198 | -128 | -24 6.5 9.0
26 Central Asia 47 |-17.1 6.4 45.2 -1.3 8.2 6.5 2.8
27 | Azerbaijan 24 [-16.2 | 51.3 83.1 9.0 | 127 9.8 -5.9
28 | Kazakhstan 9.7 |-14.9 2.0 55.1 -28 | 120 5.1 4.3
29 | Kyrgyz Republic 188 |-15.2 |[-135 104 -6.0 37 139 -
30 Tajikistan -31 [-214 13.7 183 | -17.3 | 11.0 11.3 10.5
31 | Turkmenistan -54.2 |-20.7 | 933 | 1117 4.7 8.9 - -
32 | Uzbekistan -4.4 |-19.6 -8.3 0.9 29 | 57 - -
33 | ThePacific -14.8 | -14.2 9.8 -06 | -126 | -9.7 - -
34 | Cook Islands -395 |-10.0 | 412 38.6 | 1009 |-39.1 - -
35 Dem. Rep. of Timor-Leste 171 | 271 |-148 |-904 | -200 | 25.0 20.0 16.7
36 | Fiji Islands -21.1 |-134 | 19.2 -4.2 -84 3.6 9.2 8.3
37 | Kiribati 162 | -60 | 553 |-315 | -38.2 9.0 20.8 -
38 Marshall Island, Rep. of -29.0 |-47.2 -4.0 22.2 15.9 - - -
39 Micronesia, Fed. States of -17.1 6.7 -94 | -11.0 264 | -12 - -
40 | Nauru - - - - - - - -
41 Papua New Guinea -148 |-16.1 9.1 73 | -13.7 |-14.7 - -
42 | Samoa 451 | 287 -35 | -24.9 108 | -94 - -
43 | Solomon Islands -40 | -9.7 6.5 | -53.8 | -32.6 1.7 7.8 -
44 | Tonga 44 |-10.1 1.6 -9.5 95 | 486 - -
45 Tuvau - — - - - — - -
46 | Vanuatu 22.7 16 |[-24.0 20 | -244 70 | 201 5.0

Average 77 | -59 68 | 211 -69 | 94 7.9 9.3

Source: Asian Development Bank, Asian Development Outlook 2003.

Note:

* Estimates.
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2.3 Non Industrialized Economies of Asia Pacific and the negative impacts of
Poverty

The ultra poor, with an income of less than a1 USD a day, constitute a high
percentage of the population (between 30-40 percent) in developing countries such
as India, Nepal and Pakistan. Poverty isfairly high in Bangladesh and Laos, as
well. The national estimates of poverty are different (See Table 2.7). They are
high in countries like Bangladesh, Nepal, Philippines, Cambodia, Mongolia,
Maldives, and Vietnam at 30 to 50 percent. Indonesia and Sri Lanka also show
more than one-fifth of their populations below the poverty lines specific to their
countries, though they do not fall in the category of countries having high level of
population earning less than 1 USD aday. Official poverty islower in India at
26 percent, whereas the international estimate is higher.

Table 2.7. Poverty, illiteracy, and health in Asia-Pacific

Population below Probability Adult Population |  Under-
income poverty line (%)|  at birth [lliteracy | not using weight
of not rate improved | children
S. No. Countries $1% day National | surviving | (% age15 water under age
(1993 PPP | poverty line| toage40 | & above) | sources five (%)
usD) 1984-99° |(% of cohort)| 1999 (%) 1999 | 1995-2000°
1983-99° 1995-2000*
1 | Bangladesh 29.10 35.60 21.40 59.20 3.00 56.00
2 | Bhutan - - 20.20 - 38.00 38
3 | Brunei Darussalam - - 3.20 9.00 - -
4 | Cambodia - 36.10 24.40 31.8° 70.00 52.00
5 | ChinaMainland 18.50 4.60 7.90 16.50 25.00 10.00
6 | Tawan
7 | Hong Kong - - 2.00 6.70 - -
8 | India 44.20 35.00 16.70 43.50 12.00 53°
9 | Indonesia 7.70 27.10 12.80 13.70 24.00 34.00
10 | Japan
11 | Korea DPR
12 | Korea, Rep. <2 4.00 240 8.00
13 | LaoPDR 26.30 46.10 30.50 52.70 10.00 40P
14 | Maaysia - 15.50 5.00 13.00 5.00 18.00
15 | Madives - - 12.50 3.80 0.00 43.00
16 | Mongolia 13.90 36.30 15.00 37.70 40.00 10.00
17 | Myanmar - - 26.00 15.60 32.00 39.00
18 | Nepd 37.70 42.00 22.50 59.60 19.00 47.00
19 | Pakistan 31.00 34.00 20.10 55.00 12.00 26°
20 | Philippines - 36.80 8.90 4.90 13.00 28.00
21 | Singapore - - 2.30 7.90 0.00 -
22 | Sri Lanka 6.60 25.00 5.80 8.60 17.00 34.00
23 | Thailand <2 13.10 9.00 4.70 20.00 19¢
24 | Vietnam - 50.90 12.80 6.90 44.00 39.00

Source: UNDP — Human Development Report — 2001.



135

On the whole, poverty levels are high in South Asia compared to other parts of
Asia-Pacific. The major problem is dependence on the primary sector. While the
primary sector provides 20 to 30 percent of the GDP, the people dependent on the
sector constitute as much as 60 to 70 percent of the population. Also, productivity
in agriculture is low, with an average level compared to industry. The second reason
for the high poverty levelsis casual labour employment and self-employment in
unskilled work. Literacy rates and skills are very low for poor people, so they
cannot be easily shifted to more productive employment. Livelihood opportunities
are limited in developing countries.?

Poverty is concentrated mostly in the South Asian region. When economic
development and GDP growth largely encompass only the organized sector,
alarge majority of people are left out of the prosperity. Poverty and deprivation
are mostly caused by the neglect of the governments to invest in human resource
development to bring these people into the economic mainstream.?! More rapid
growth of industries, along with skill formation, could accelerate the shift into
highly paid jobs and, thereby, reduce poverty. Other countriesin South Asia,
Central Asia and Pacific countries were largely unaffected by the financial crisis
in 1998. Yet, since the downturn in the world economy started in 2001, things
have changed and growth has slowed down in almost all counties, including India
and China, the Central Asian countries and Pacific island nations. The Pacific
island nations, such as the Cook |slands, showed high levels of growth (14 percent)
in 2000. This eventually declined more recently. Still, most of the developing
countries of the region, with the exception of Pacific islands, recorded growth rates
between 5 to 9 percent, much higher than those experienced by developed countries.
The countries of the Pacific isands have consistently suffered negative growth since
the turn of the century mostly due to the downturn in tourism.

Inequality

Income disparities prevailing within a country do not seem to have much of
a bearing on the level of economic development of that country. Countries with
higher levels of income disparities, (more than 0.40 in terms of Gini ratio), include
Malaysia, with the highest disparity at 0.49, and Japan, with the lowest disparity
at 0.24. The Philippines, Thailand, China, and others are in the range above 0.40,
while India, Pakistan, Bangladesh and Sri Lanka are in the middle range between
0.30 and 0.40 (See Table 2.8). In recent years, inequities in consumption
expenditures have increased compared to previous periods, in some of the
low-income countries of the region. Thisis because of the problems related to
the economic slowdown and the fall in price for agricultural commodities.

2 World Food Programme. 2001. Enabling Development — Food Assistance in South Asia,
Oxford University Press.

2L Dréze Jean and Amartya Sen 2002. India Development and participation, Oxford University
Press.
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Gini Co-efficient trendsin South Asia

India Pakistan

1992 0.338 | 1991 0.31
1997 0.378 | 1998-99 041
Bangladesh Si Lanka

1992 0.283 | 1990 0.301
1996 0.367 | 1995 0.344

Table2.8. Incomeinequalitiesrepresented by sharesand Gini ratio

Inequality Inequality Inequality
i measures measures measures
3. No. Countries Richest 10%to | Richest 20%to Gini
poorest 10% poorest 20% index

1 | Bangladesh 7.30 4.90 33.60

2 | Bhutan - - -

3 | Brunei Darussalam - - -

4 | Cambodia 11.60 6.90 40.40

5 | ChinaMainland 12.70 8.00 40.30

6 | China, Taiwan Province of

7 | China, Hong Kong SAR - - -

8 | India 9.50 5.70 37.80

9 | Indonesia 6.60 4.60 31..70
10 | Japan 450 340 24.90
11 | Korea, Dem. People's Rep. of
12 | Korea, Rep. of 8.40 5.30 31.60
13 | LaoPDR 9.70 6.00 37.00
14 | Maaysia 22.10 12.40 49.20
15 | Maldives - - -
16 | Mongolia 8.40 5.60 33.20
17 | Myanmar - - -
18 | Nepd 9.30 5.90 36.70
19 | Pakistan 6.70 4.30 3120
20 | Philippines 16.10 9.80 46.20
21 | Singapore - - -
22 | SriLanka 7.90 5.30 34.40
23 | Thailand 11.60 7.60 41.40
24 | Vietnam 840 5.60 36.10

Source: UNDP — Human Development Report — 2001.

Inequality goes beyond the mere income distribution represented by the Gini ratio.
Unegual access to food, nutrition, health facilities, education, skills formation and
employment are far more important. Thus, the overall gap between the havesin
industrialized countries and the have-nots in poor countriesis glaring. Itiswell
known that economic growth by itself cannot and does not benefit all. Hence, many
countries often undertake programmes that involve income transfers to the poor.



137

Food subsidies, housing subsidies, unemployment dole and other social security
measures, free health care, and educational provisions come under this category
and help in alleviating poverty and reducing income disparities. Such safeguards
are not available to the poor in Asia.

Hunger

In the Asia-Pacific region, India, Bangladesh, Pakistan, Nepal, North Korea, Laos,
Mongolia, are some of the countries that suffer from the problem of hunger.
In the case of North Korea, not enough food is produced. The main problem in
over-populated South Asiais the prevalence of hunger despite sufficient availability
of food. Science and technology, with the support of the governments, has made
many of these countries self-sufficient in food grain production. Still, South Asia
has more people suffering from hunger than sub-Saharan Africa. However, the
depth of hunger, measured as the deviation from the required level of calorie
consumption, is not as bad asin Africa. The main reason for hunger in South Asia
is the widespread poverty and lack of purchasing power.

FAO has estimated hunger based on the availability of food grains and levels of
poverty. For al practical purposes, hunger is usually equated to a poverty stricken
population. However, the true nature of hunger is different; it cannot be equated
to poverty. Hunger is more transient in nature. It hits larger numbers of peoplein
lean seasons without work and in the years of drought when very little is produced.
In 1997-99, FAO estimated that more than 40 percent of populations were hungry
in North Korea, Mongolia, and Tajikistan. Cambodia, Bangladesh, Azerbaijan
seemed to have more than 30 percent hungry. Most of Asia-Pacific, with the
exception of afew countries, had between 15-25 percent of the population suffering
from hunger. South Asiatopped the list with 300 million hungry people. India
had the unfortunate distinction of having 225 million hungry followed by China
with 116 million hungry.?

The magjor thrust to make this region hunger free should come from either making
food available at affordable prices through food subsidies, or improvement in
incomes through poverty alleviation programmes, or both. In some countries,
vested interests and mismanagement also causes hunger amidst plenty, asin the
case of India. Centralized systems of procurement have benefited afew big farmers
in the prosperous states, |eaving the produce of the poor in backward regions
unsold. The shift to targeted public distribution of food grains at subsidised rates
from a system of universal public distribution, in abid to reduce the food subsidy,
has hurt the poor in India. Inefficiency in the system and illegal diversion from
the ration shops into the open market has made the safety net virtually useless to
the hungry and poor.%

2 FAO. 2002. The State of Food Security 2001, FAO Rome.

2 MSSRF-WFP. 2001 and 2002. Food insecurity Atlas of Rural India and Food Insecurity
Atlas of Urban India, MSSRF, Chennai.
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The most unfortunate part of economic development of Asia-Pacific, including the
phenomenal growth of some Asian tiger economies, isits failure to banish hunger
altogether. The problem lies with the pattern of economic growth that excludes
alarge number of people from enjoying the bare minimum need of two square
meals a day. Whenever economic growth fails to include all sections of the
population, governments should undertake social security measures to provide food
and shelter. Instead, governments, under the guise of liberalization and structural
reforms, have withdrawn from this function. Chinais an exception in this respect.
There, the underlying structure of equality and social security is more important
to the goal of banishing hunger than the mere growth of per capita GDP. Though
inequalities may have increased in Chinain the post-liberalization period as was
observed earlier, poverty and hunger have been reduced substantially. Government
investment on basic amenities has been declining in all Asian countries, including
China. Unless a universal “right to food” becomes legislation that can be
enforced, it will not be possible to banish hunger. Thisisa most urgent need in
the Asia-Pacific region.

Gender Disparity

While gender discrimination to some degree exists all over the world, gender
disparity assumes added importance in the developing world. The discrimination
that exists along with large levels of widespread deprivation can make women more
vulnerable, subjecting them to silent suffering.?* The authors of the Human
Development Report® have regularly computed the gender disparity index. The
index is less than 0.50 in Bangladesh, Laos, Pakistan and Nepal. It is better in
Indiaat 0.553, but this still falls far below the standards achieved in the more gender
sensitive and/or socialistic countries like Japan at about 0.92 and China at 0.715.
(See Table 2.9)

It isimportant to get the overall status of women elevated, and rights imparted in
decision-making and asset ownership. Resulting in low levels of literacy and per
capitaincome, gender discrimination isingrained in socia attitudes. Such attitudes
lead to sex selective mortality and deprivation of access to food and health care
that causes larger problems, like low birth weight children. Hence, gender disparity
has to be studied from several angles, such as wage differentials, juvenile sex ratios,
rights to property, and women’s participation in public life, including politics.
Economic development by itself cannot help this situation. More and more
property-related rights and society-related positions of responsibility would improve
social awareness and women's status.

% Sen, A.K. 2001. “Gender equity and the population problem,” International Journal of
Health Services, 31.

% UNDP. Human Development Report, various issues.
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Table2.9. Gender Development Index

Gender-related Gender-related
S. No. Countries devel opment development
index (GDI) Rank | index (GDI) Value
1 | Bangladesh 121 0.459
2 | Bhutan - -
3 | Brunei Darussalam 30 0.853
4 | Cambodia 109 0.534
5 | China, Mainland 76 0.715
6 | China, Taiwan Province of
7 | China, Hong Kong SAR 23 0.877
8 | India 105 0.553
9 | Indonesia 92 0.671
10 | Japan 11 0.921
11 | Korea, Dem. People's Rep. of
12 | Korea, Rep. of 29 0.868
13 | LaoPDR 119 0.463
14 | Maaysia 55 0.768
15 | Maldives 69 0.735
16 | Mongolia 104 0.566
17 | Myanmar 107 0.547
18 | Nepd 120 0.461
19 | Pakistan 117 0.466
20 | Philippines 62 0.746
21 | Singapore 26 0.871
22 | Sri Lanka 70 0.732
23 | Thailand 58 0.755
24 | Vietnam 89 0.680

Sourcee UNDP — Human Development Report — 2001.

The gender disparity index measures discrimination towards women to the
economic fruits of development. Hence, the gender disparity index is high for
developed nations and low for less developed nations. Sometimes tribal
communities exhibit less gender disparity than the most developed urban
societies in developed countries, such as the USA and Japan. Unless and until
intra-household subjugation of women can be measured and quantified, it is difficult
to effectively represent the gender gap in all its dimensions. In the absence of
more refined measurements, allowing for comparative analysis of countries around
the world, the issue hereis related only to the ethics of economic development,
and the analysisis restricted to the index calculated by the Human Development
Report.

2.4 Ethicsof International trade

The World Trade Organization (WTO) has facilitated international trade and
improved the export performance of many countries. However, domestic
protectionism still needs to be brought down. Under the WTO rules, member
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countries have to phase out non-tariff trade restrictions and provide a certain amount
of market a