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From the Editor

We deserve better than this

The Government is slowly waking up to AIDS and the threat it
poses. Its latest response is a 24-minute video, which secondary
schools are to use with boys and girls aged 14-16. The video is
called Your Choice for Life, which suggests a positive and
healthy approach. But when you see t, it is difficult not toregard
itas a25-minute advert for the condom. Your Choice for Life,in
the terms of the video, is whether you (and your ‘partner’) use
one or not. This is a sordid reduction of health education, and an
abuse of our educational system.

As so often happens, the video itself is accompanied by volumi-
nous notes for the teacher. There are two booklets: AIDS: some
questions and answers (a general selection for those working
with young people) and the Users’ Guide to Your Choice for Life
— 51 pages of small print.

This Guide is actually much better than the video. More to the
point, itis simply different. It reminds the teacher that the latest
Government legislation requires that sex education should
‘encourage’ pupils to ‘have due regard to moral considerations
and the value of family life’. It carries inside the front cover a
prominent notice to the teacher: it is essential that pupils should
be aware of the law on homosexual and heterosexual activity
anddrug misuse. A section in the booklet spells this out—though
in rather technical terms.

The main problem with the video is its failure to encourage its
viewers (young people aged 14 to 16) to abstain from sexual
intercourse. It is extraordinary that it fails to do so, the more so
in the light of the Guide. The Guide reminds us that the law
forbids heterosexual intercourse below the age of 16 (and
homosexual below the age of 21): the video says nothing on the
subject of the law. Indeed, the assumption runs through the
video that its viewers are promiscuous, and that it is only by
regulating their promiscuity that AIDS can be controlled. ‘Be
prepared for the time when you find someone you want to make
love with’, the video tells our children. The words marriage,
wife and husband do not occur even once. Instead we are treated
to the mechanics of erection and the unrolling of the condom.
We deserve better than this.

The centre-piece is in the form of a story about Steve (19) and
Sue (16). Steve doesn’t know it, but he is infected. “They are
thinking about making love.” How is their understanding of
AIDS going to affect their decision? The implication is that they
should ‘take precautions’. Yet we read in the Guide the follow-
ing excellent ‘discussion points’, which in fact imply serious
criticism of the video .

‘Pupils should be clear that the references here to sexual activity
relate to adult behaviour; they are in no sense an endorsement
and certainly not an encouragement of sexual activity amongst
school-age youngsters.” Well, tell that to the marines! The
theme of the film is summed up in the sentence we have already
quoted: ‘Be prepared for the time when you find someone you
want to make love with.” Perhaps the worst thing about this
video is its silent reinforcement of the belief of many 14-16
year-olds that being ‘sexually active’ is the norm, when many
are struggling to resist their friends and the advertisers and the
teenage magazines. The video does indeed endorse and, by its
endorsement, encourage just what the Guide denies.

Then we read this: ‘Pupils should be encouraged to discuss
celibacy as a valid option . . .”. Yet the video has already
dismissed it, with a cheap piece of question-begging: ‘An
obvious way to avoid infection through sexual intercourse is not
to have it. In fact, a few people do choose to live entirely without
sex. But most adults are sexually active.” The fact that (as the
Guide notes) ‘the majority of adults are sexually active within
marriage’ does not get a mention. And the choice for 14-16sis
emphatically not between being ‘sexually active’ here and now,
and ‘to live entirely without sex’. It is of course between
promiscuity now, and living with sexuality but with it under
control and duly channelled, until with growing maturity it finds
expression in sexual union in marriage. This particular para-
graph of the video script is simply disgraceful.

The Guide then notes: ‘“The central role of marriage in sexual
relationships must be emphasised’, something plainly unknown
to the video script-writer and unknowable from his script.

The Users’ Guide is an excellent critique of the video, written
from a very different perspective. We would not be surprised if
this fundamental difference in view actually originated in sharp
disagreement between those who produced the materials. Un-
fortunately, and despite the repeated instructions that the video
‘should be used only in conjunction with the users’ guide’, a 24-
minute video is very much more powerful than a 51-page
booklet. There are two different reasons why this is so.

First, only conscientious teachers are going to take the trouble
to read through the notes and prepare a proper course of lessons
around the video. The typical school period of around 35
minutes is just the right length for showing the video alone, with
a follow-up discussion some other time. The Guide specifically
says this is wrong, and at least an hour must be allowed for the
showing and initial, immediate discussion. And when we are
told ‘the video does not constitute “AIDS education in 25
minutes” ’, someone is wasting his breath. That is exactly how
the video will be seen, in many schools and by many teachers.
It is because they know this only too well that the compilers of
the material keep re-iterating their concern.

Secondly, and even more important, video is a potent and
effective medium, especially for communicating a dramatic
message to young people. This one uses young communicators
whom they know, and familiar music and design, to punch home
its points. The conscientious teacher who has read the Guide and
wants to bring in marriage, the age of consent, celibacy (orrather
abstinence), and all the rest, is going to look rather lame by
comparison. It would have been another matter had these
fundamental questions been raised by Mike Smith and Vicky
Licorish. The problem is that it is not enough for the Guide to
declare that the video is not ‘self-standing’. Any educational
video has to be self-standing, in the sense that the essential
message of the video must be the same as the essential message
of the accompanying materials. Many teachers will use this
video on its own. Many, many pupils will pay little attention to
anything other than the video, even when other material is
properly presented.

There are other things to be said. From an educational perspec-
tive, it must be questioned whether the video could possibly be
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used with the whole range of ability and age that is intended.
Surprisingly, there is little use of graphics and even colour: it is
mostly talking heads, much of it like a Newsnight report. Much
of the language is well over the heads of less able children, with
terms like bacterial infection, patients presenting, characteris-
tic, nodules, antibody positive, used without definition (and
often needlessly). Moreover, the stark spectre of the dying
patient certainly shocks; but there is evidence to suggest that the
effect of this kind of presentation can be counter-productive.

Most important of all, the question we are left with is How are
we to decide for ‘life’? In this vital area of life and death, the
element of challenge is almost lacking. The tone of the cam-
paigns against drug misuse and smoking have focussed on a
challenge to be different: to choose to go your own way, not to
be moulded by your peers and their conventions. The message
hereis different, and comes across loud and clear: hardly anyone
wants to leave sexual intercourse for marriage. Promiscuity,
even among 14-16 year-olds, is to be expected. We can’t fight
it, we maybe don’t even want to. What really matters is cutting
down the risk of spreading HIV and, with it, AIDS. So Your
choice for Life is clear: ‘Be prepared for the time when you find
someone you want to make love with’, and use a condom.

The problem with this approach to health educationis that it fails
even in its own terms. The assumption behind it is clear: don’t

From Dr Paul K. Buxton

Whither the NHS?

This age will be judged by our response to the moral issues
raised by modern medical research and practice which will be
seen to be of greater significance than nuclear disarmament, the
inner city or apartheid. Such was the opinion of a senior civil
servant in a field totally unrelated to medicine. He was certain
that there was an urgent need for a Christian view to prevail on
both the quantity and quality of health care.

We accept that the control of infection (other than AIDS),
elimination of nutritional deficiency, lowered infant mortality
and modern treatment techniques — an unattainable dream fifty
years ago — are all good. However, from concern with healing
disease there has been a gradual shift to preserving ‘quality of
life’ and longevity, linked with an increasing emphasis on
preventive medicine. Not bad things surely, you will rightly say.
But underlying this has been a significant change of attitude to
the means whereby their ends are achieved and to which ethical
and moral principles are often subordinate. At the same time
public expectations of health care facilities have lead to huge
demands on the financial resources available, bringing about a
re-examination of how these financial demands should be met.

This article is concerned with these two aspects of health care in
Britain today: the provision of resources for the NHS, and the
ethical questions raised by recent research and demands from
society. A brief outline of how the NHS related to society in
general and other groups concerned with health care is followed
by a more detailed examination of the issues mentioned above.

What is the NHS?
In Britain the state has an all-embracing control of the provisions
of health care — from community health and preventive medi-

moralise, go along with the idea that younger teens should be
‘sexually active’ — that’s the way to get their sympathy and
influence their behaviour.

Yetif, at the same time, you encourage promiscuity; if you make
it difficult for children who want to say No; if you put sexual
intercourse (including anal and oral sex) on the table in front of
youngsters who had never had a thought about it — if you
encourage promiscuity, the net effects of the video could be to
increase the spread of AIDS.

And its whole message is founded on a lie. ‘It can affect any of
us’, we are told, but of course it can’t — unless we receive
contaminated blood products on trips abroad. It can affect any
of us whoare, or whose sexual partners are, promiscuous or drug
misusers, but that is a different story. Most of those who read
Ethics and Medicine are notin this category, and neither — thank
God - are most of our 14-16 year-old children. So why does the
Government think they must be addressed as if the permissive
society had already swallowed us all whole?

* As we go to press it is reported that the Roman Catholic
Church has decided to produce its own alternative video, since
it too is deeply dissatisfied with Your Choice for Life.

cine to the most complex ‘front line” diagnostic and treatment
techniques. It is the largest single employer in Europe and its
huge budget is controlled by health boards operating within
guide-lines from central government. Local influence on this
process is not very effective at present. Various professional
organisations, academic bodies and special interest groups
interact with it.

This can be summarised in this way:

/

Professional Institutions

e.g. Royal Colleges,
B.M.A., Universities,
Medical Research Council.

The State
ie. DHSS.
Individual patient
Other Groups Health Provision

1. Staff, i.e. Nursing, Medical
and Ancillary Staff;

2. Capital Plant i.e. Hospitals,
Health Centres, Laboratories.
3. Equipment.

e.g. Private Hospitals,
Voluntary Organisations
(e.g. Hospices),
‘Alternative’ Medicine,
Pressure Groups.

The recent discussion about funding of the NHS has centred
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almost entirely on the ‘health provision’ aspect, in terms of
financial resources from direct state funding, the balance being
made up by private insurance or direct payments. The argument
in Britain centresround two main themes: whether extra funding
should come from sources outside the NHS or be supplied only
by the government; and how the available resources should be
managed most effectively. As a liet motif runs the theme of
greater involvement of the individual patients in the discussions
thataffectthem. The recent David Hume Institute conference on
‘How should the health service be financed?’! and books such
as National Health Crisis: A Modern Solution by Dr Ray
Whitney? are evidence of public concern about them.

There is inevitably a tension between the responsibility of the
state to raise funds from the community at large to provide
services for all who need them, and the right of the individual to
choose what facilities they provide for themselves outside the
state system. Ray Whitney advocates a basic ‘credit system’
which could be used by individuals when they sought medical
care from General Practitioners or hospitals which would func-
tion as autonomous units. This has similarities to Canadian
‘Medicare’ insurance.

The speakers at the David Hume Institute conference grappled
with the problem of targeting needs effectively without frag-
mentation. It was also pointed out that provision of finance from
" taxation puts a fixed limit on the services provided so individu-
als may not get the care they need, and there may not be the
flexibility at a local level to switch resources from one service
toanother. Thisresults inmany individuals seeking private care.
They may also need ‘alternative’ medicine whose practitioners
can give them greater care and attention, without the pressures
of waiting rooms full of patients, ward rounds and telephone
calls.This led on to an excellent review of ‘clinical audit’ by
Professor Ian McColl of Guys Hospital where a management
team in the hospital itself decides on priorities and reviews the
effectiveness of the services provided. A recurring theme was
the fact that any ‘free’ service leads inevitably to demands that
exceed supply.

Christians, mindful that modern health care developed from
institutions in which men and women motivated by high ideals
cared for the sick and destitute, should be concermned that
whatever framework evolves, the health service must reflect the
principles of compassion, concern for the individual as a whole
person and the sanctity of life. In addition there should be a
responsible use of resources. The recent trends towards making
those who are employed in the health service also responsible
for its management are to be welcomed.

Inevitably there are failures and setbacks but the concept of
managers responsible for smaller ‘units’, consisting of one or
two hospitals, with medical personnel forming part of manage-
ment teams could resultinresponsible use of resources and more
flexible response to the needs of the individual. The defectis that
the huge bureaucratic machine of the NHS remains, preventing
any really effective local development. The positive answer is
for there to be a few large autonomous administrative areas —
perhaps six for the whole of Great Britain — within which local
units provide medical services, with a board to whom they are
accountable and through whom local needs, complaints and
suggestions can be channelled. The individual patient would
then be dealing with an identifiable group of people who were
providing health services, and communication would be greatly
enhanced. There would also be a framework within which the
doctors’ contract with society could be fulfilled.

Private care, hospices, alternative medicine,
research.

These rather disparate areas of activity are considered together
because they are all outside the main provision of conventional
health care by the NHS. None of them is really independent of
the NHS, sharing personnel, diagnostic and treatment services
toa variable degree. It is most important that their independence
is preserved to provide an alternative to the all-embracing
monopoly of the state-controlled health care, and also to enable
independent research and academic activity to continue. One
effectof decentralising the management of the NHS would be to
make these areas of activity open to public scrutiny and debate.
Private care facilities and the amount of time consultants spend
using them would be openly debated in the context of local
needs.

The use of NHS facilities — many of which are closed at 5 pm —
for private treatment outside regular hours could be considered,
thus generating more income for the hospital concerned and
relieving pressure on waiting lists. In larger academic centres
the relationship between academic activities and straightfor-
ward medical care could be discussed in the community. There
are, however, two much more important reasons why there
should always be a place for institutions outside the state system.

The first is that the state, as a predominantly secular institution,
may not have the moral convictions or motivations to set up
facilities to care for specific groups. The Leonard Cheshire
homes, which came about as a result of the experience of
Leonard Cheshire in caring for a severely handicapped friend, is
an excellent example. Similarly hospices, concerned with the
care of the dying, grew out of a Christian concern for those with
aterminal illness. In 1982 Mildmay hospital, founded by Chris-
tian women in 1866 for treating cholera victims, was closed by
the NHS after many years of Christian witness through excellent
medical services. This was in contravention of a clause in the
Health Service Act protecting religious institutions. However
the hospital has now been re-opened as a community medical
centre and the first hospice for AIDS victims, thanks entirely to
the unremitting work of many volunteers. This anticipated
provision of similar services by the NHS, which will probably
only occur where there are similar groups of caring Christians to
get things under way. To a large extent the running costs of such
institutions are provided by government funds.

The second reason is that the large diffuse organization of the
NHS with its inter-relationships with academic institutions
makesitdifficult forany consideration of the moral implications
of medical research and changes in medical practice. It is
relatively hard for changes to be made — the 1967 abortion act
needed much pressure from a very dedicated group. Once the
changes have been made it is difficult to reverse them, as the
recent Alton bill has shown. The majority of gynaecologists
opposed the 1967 act but now most are carrying out abortions
feeling that they have no choice, as do the general practitioners
who refer pregnant women to them. The Warnock Report was
produced because of the ethical issues thrown up by research on
human embryos and in vitro fertilisation (IVF) being carried out
by a small group of medical scientists. Similar groups are hard
at work on projects involving the transplantation of human
embryo brain tissue to patients with Parkinsons disease and
animal organs into humans. These projects satisfy local ‘ethical
committee’ guide-lines but the convictions and principles of the
public at large have little influence on the general direction of
such research.













































