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Dual Loyalties and the Ethical and
Human Rights Obligations of

Occupational Health Professionals

Leslie London, MB ChB, DOH, M. Med, MD�

Background Underlying most ethical dilemmas in occupational health practice is the
problem of Dual Loyalties where health professionals have simultaneous obligations,
explicit or implicit, to a third party, usually a private employer.
Methods A literature review was undertaken of case studies of workplace occupational
health conflicts, international human rights and ethical codes and strategies for managing
dual loyalties, complemented by iterative discussions in an international working group
convened to address the problem of Dual Loyalties.
Results Violations of theworker-patient’s human rightsmayarise from: (1) the incompati-
bility of simultaneous obligations; (2) pressure on the professional from the third party;
and (3) separation of the health professional’s clinical role from that of a social agent. The
practitioner’s contractual relationshipwith the third party is often the underlying problem,
being far more explicit than their moral obligation to patients, and encouraging a social
identification at the expense of a practitioner’s professional identity.
Conclusions Because existing ethical guidelines lack specificity on managing Dual
Loyalties in occupational health, guidelines that draw on human rights standards have
been developed by the working group. These guidelines propose standards for individual
professional conduct and complementary institutionalmechanisms to address the problem.
Am. J. Ind. Med. 47:322–332, 2005. � 2005 Wiley-Liss, Inc.
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INTRODUCTION

The traditional bioethical literature has, until fairly

recently, largely neglected consideration of the particular

dilemmas facing occupational health professionals [Emanuel,

2002]. This has arisen largely because of a limited ability to

extend bioethical approaches beyond the individual doctor–

client relationship to consider contextual issues such as the

distribution of health care resources [Emanuel, 2002], or

societal factors driving institutionalized discrimination

[Rubenstein and London, 1998]. Occupational health prac-

tice also has a greater focus on preventive health and on

groups than occurs in the typical clinical encounter. More-

over, whenviewed in the light of universal human rights in the

occupational setting [Howard and Gereluk, 2001; Interna-

tional Labour Office, 2003], use of ethical codes and

bioethical reasoning alone may be insufficient to protect

workers from violations of their rights [Rubenstein et al.,

2002]. Indeed, bioethical approaches may relegate rights

to represent only one of many competing ethical concepts,

such as obligations and duties, character virtues, standards

of values, goodness of outcomes, justice in the allocation of

resource, and respect for morally acceptable laws [Gillon,
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1994; World Health Organization, 2002] rather than recog-

nizing their unique primacy in protecting vulnerable groups.

Yet, despite the existence of numerous ethical codes in

medicine, violations of the rights of vulnerable patients occur

all too frequently. For example, one of the lessons to emerge

from the findings of the South African Truth and Reconci-

liation Commission (TRC) was that the failure of health

professionals to prioritize their ethical obligations to their

patients in the face of dual loyalties led to some of the most

egregious cases of human rights violations under apartheid

[Truth and Reconciliation Commission, 1998; Baldwin-

Ragaven et al., 1999]. The TRC recommendations identified

the critical importance of viewing the protection and

promotion of human rights as a core obligation for health

professionals [Baldwin-Ragaven et al., 2000], rather than as

one of a number of optional competencies for professional

practice. Indeed, such a perspective has been increasingly

echoed over the past two decades by authors around the

world [Younge and Stover, 1990; Pagaduan-Lopez, 1991;

De Gruchy et al., 1998; Iacopino, 2000] including medical

associations in the UK [BMA, 2000], Canada [Williams,

1997], and the Commonwealth [CMA, 1994].

Whereas health professionals’ concern for human rights

has historically emerged in the context of environments of

severe political repression, occupational health professionals

are often faced with conflicts of interests in routine practice

that may be similar, where loyalty to a third party may

interfere with the doctor–patient relationship and with the

obligations of fidelity imposed by professional ethics [Walsh,

1986; Rosenstock and Hagopian, 1987; McCrary, 1992;

Lurie, 1994; Berlinguer et al., 1996; Higgins and Orris, 2002].

The failure to identify these conflicts and respond appro-

priately may have wide-ranging consequences to the point of

infringing on a worker’s fundamental human rights. For

example, medical professionals in Mexico have facilitated

post-hire pregnancy-based sex discrimination by imple-

menting pregnancy testing to exclude women from work in

maquiladoras [Human Rights Watch, 1998]. Pre-employment

examinations of black miners under apartheid involved

naked men being examined in groups under demeaning

conditions that violated human dignity [White, 1997].

Medical doctors have conducted HIV testing on domestic

workers in South Africa without adequate informed consent

[Anonymous, 1996; AIDS Law Project, 2003], similar to

experiences of work-related HIV discrimination reported

elsewhere [Maletsky, 2000; Macan-Markar, 2003].

But, given the acknowledgment in international human

rights, law of rights such as that of access to health care,

to social security, and to benefit from scientific progress

[UNICESCR (United Nations International Covenant on

Economic, Social and Cultural Rights), 1966], the need for

approaches in occupational health based on recognition

of workers’ rights also has institutional implications in the

impact of occupational health practice on the fairness of

social welfare polices [Van Damme and Casteleyn, 1998;

London, 2003] and in the very operation of International

agencies concerned with occupational health [Soskolne,

1989; Watterson, 2000]. These tensions are likely to be signi-

ficantly accentuated by the impacts of globalization [London

and Kisting, 2002; Smith, 2003]. Yet, much like bioethics,

rights concepts have, until recently [London, 2003; Reeves

and Schafer, 2003; Smith, 2003] received relatively little

attention in the occupational health literature.

OCCUPATIONAL HEALTH PRACTICE
IN THE CONTEXT OF POWER

Human rights are internationally recognized standards

that seek to protect the most vulnerable members of society

from potential abuse by governments and powerful third

party institutions [Rubenstein et al., 2002]. Unlike bioethics,

which aims to facilitate a process of problem-solving, human

rights standards seek to provide clear benchmarks against

which duty-bearers, usually the state, can be held accoun-

table. To some extent, the bioethical principle of Equity/

Justice popularized in the Georgetown consensus [Gillon,

1994; Emanuel, 2002] represents the analogous ethical

stand to human rights standards that combat discrimination.

However, bioethical discourse in North America has tended

to preference autonomy at the expense of other ethical

principles such as social justice [Emanuel, 2002; Rubenstein

et al., 2002]. Accordingly, the elaboration of the social justice

principle in bioethics has been relatively weak, particularly

in a context where these principles are subject to diverse

interpretations and little guidance exists as to their prioritiza-

tion in relation to competing principles [Emanuel, 2002;

Rubenstein et al., 2002].

However, both rights and ethics are normative ap-

proaches that aim to maximize human well-being and

alleviate discomfort and suffering. There are two senses in

which power is critical to consideration of the ethical and

human rights dimensions of occupational health practice.

Firstly, professional ethics speaks to questions of trust in

the professional, both by workers [Plomp, 1992, 1999;

Rudolph et al., 2002] and by employers [Higgins and Orris,

2002]. Professionalism implies a commitment to meeting

socially acceptable standards and norms of practice in

exchange for the power that society confers on the health

professional. Trust is based on the perception that health

professionals are able to meet these ethical standards in

professional conduct, and will not abuse that power. Unequal

relations of power severely compromise the extent to which

any procedure requiring a worker’s consent can adequately

meet internationally recognized standards for informed

consent [CIOMS, 2002].

Secondly, many workplace health problems only emerge

as a result of power conflicts between management and

employees, in which the health care provider is expected to
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intervene [Nemery, 1998; Deubner and Sturm, 2002]. Nego-

tiating such conflicts [Higgins and Orris, 2002] is rendered

more complex as a result of failing to recognize the impli-

cations of such power imbalances as do exist. Sadly, workers,

particularly in developing countries have, at times, been

at the receiving end of a failure of occupational health

professionals and scientists to protect their health [Butler,

1997; Sass, 2000; London and Kisting, 2002; Aguilar-

Madrid et al., 2003; Braun et al., 2003] as a result of their

inability to act independently as advocates for their patients

(see quote).

Thor Chemicals, South Africa: Failure to protect
workers from mercury exposure [van der Linde,
1995; see also Butler, 1997].

In 1992, a news story broke exposing high levels of
mercury exposure experienced by workers at the
Thor Chemicals plant in Durban, South Africa.
Two workers died from mercury poisoning and
many others were poisoned, but were lost to
follow-up because of being casually employed.
The company had a biological monitoring program
for mercury exposure. Investigation after the first
fatality showed that in the year prior to the death,
50% of the workforce had levels of mercury in
excess of 250 mg/l, a level five times higher than
the World Health Organisation’s recommended
standard but the company failed to act on the
results. The company doctor was reported as
disagreeing that these levels were dangerous,
claiming the WHO standard was ‘‘perhaps overly
punitive.’’ He blamed the media for ‘‘exaggerated’’
reports ‘‘as one can be exposed to mercury and can
tolerate it well.’’

In response, a doctor from the Medical Research
Council pointed to the problem: ‘‘doctors em-
ployed by companies should also be held
accountable for what happens to workers. Only
then will they be able to avoid the ethical
dilemma of dancing to the piper’s tune.’’. . .

In the same way that unethical behavior by South

African doctors under apartheid has left a legacy of distrust to

reverse [Baldwin-Ragaven et al., 2000], occupational health

practitioners (OHPs) need to be mindful of the impact of

failing to adhere to ethical standards that place the worker or

collective of workers as the primary focus of preventive,

promotive, and curative professional practice.

These dilemmas are perhaps best illustrated by con-

sidering the problems of confidentiality and disclosure of

information at the workplace. Evident in the summary of

best occupational health practice contained in International

codes of ethics (Table I) is the recognition of the primacy of

the interests of the worker-patient or the collectivity of

patients, and the importance of the protection of confidential

information as a professional responsibility. Information

should only be divulged of direct relevance to the stated

need for information—usually met by an overall assessment

by the practitioner of the patient’s fitness for work, and not by

release of detailed personal medical information. Further,

informed consent remains a critical pre-requisite for

release of any information, even to co-professionals. This

implies an obligation to discuss the need for disclosure with

the patient first in sufficient detail for informed consent to

take place.

DUAL LOYALTIES AND
CONFLICTS OF INTERESTS

Underlying the contentious issues related to confi-

dentiality (and, indeed, many of the ethical complexities in

occupational health practice) is the question of dual loyalties

[Rubenstein et al., 2002]. Dual loyalties is used here to

capture that phenomenon where a health professional has

simultaneous obligations, either explicit or implicit, to a

third party, the consequences of which may lead to adverse

impacts on a patient, client, or client community. In the

occupational health setting, the third party is usually, but not

always, a private employer. Health professionals providing

occupational health services are often in a contractual or

employment relationship with industry yet have professional

relationships with workers as patients or users of pre-

ventive services. While the consequences of poor ethical

judgment in the setting of medical treatment of a detainee

may be more likely to result in an extreme violation of the

patient’s rights [Baldwin-Ragaven et al., 1999; British

Medical Association, 2000], it is important to recognize that

the same dynamic underlies the context in which the OHP is

called on to work. For example, the violation of an

individual’s personal right to privacy in relation to their

HIV status may affect not only their job security and ability to

support their family, but also contribute to other forms of

discrimination.

Where does conflict arise? On the one hand, the health

professional, bound by obligations of fidelity to the patient,

must seek at all times to maximize the well-being of his or her

patient [Deubner and Sturm, 2002; Emanuel, 2002; Higgins

and Orris, 2002]. On the other hand, the health professional

usually does not see the patient as a free agent, nor is the

patient in the workplace setting generally free to choose

which OHP they consult. In most cases, a contractual rela-

tionship will exist in the form of an appointment, in terms

of which the health professional is expected to provide a

range of occupational medicine services. Almost always, the

employer of the doctor is also the employer of the worker-

patient [Higgins and Orris, 2002] but other relationships may

also exist—doctors employed by various arms of the state in
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the public service [Rubenstein et al., 2002], by Trade

Unions [Mahomed and London, 1991; Felton, 1997;

Johansson and Partanen, 2002], by Industry Sick Funds or

non-profit organizations [London, 1993], by Medical Insur-

ance as Managed Care Initiatives [Lax, 1996], or by private

consultancies [Guidotti and Cowell, 1997], or colleagues.

The common thread is that the health professional experi-

ences a simultaneous obligation, through his or her contract

to their employer, and through his or her professional identity

to the worker or collective of workers relying on their

services.

Having simultaneous obligations does not necessarily

lead the health professional into conflict [Emanuel, 2002;

Rubenstein et al., 2002]. For example, where the obligation to

an employer is equally supported by the patient, no conflict

arises. An employer’s request to a doctor to complete a report

for compensation purposes will usually be consonant with

the employee’s desire to have such a report completed so that

he or she may receive compensation benefits. Placing of

medical information on a non-confidential document does

not raise ethical concerns if the patient provides informed

consent.

However, there are situations where the obligations may

not be mutually desired and their recognition is critically

important. For example, employers may seek to use the

medical examination to terminate the employment of a

poorly performing worker. Trade Unions may seek access to

confidential information to address concerns over hazardous

exposures. Managed Care institutions may place constraints

on the type of care that the professional can provide to his or

her patients. Under all three circumstances, the demands of

the worker-patient and the third party are not consonant,

placing the health professional in the middle of a dual loyalty

conflict. Moreover, attached to the obligation to the third

party is usually some element of external pressure, for

example, in the form of awareness that his or her contract may

be contingent on meeting employer expectations. Similarly,

the Managed Care program may use the threat of reduced

payment to induce compliance by the medical practitioner.

In contrast, the only ‘‘pressure’’ the worker brings is the

moral standing of patienthood, which is even more attenuated

in the non-clinical preventive or promotive context. He or she

cannot control the payment to the doctor, and often cannot

choose their doctor. Thus, unlike that to third parties, the

ethical obligation to the worker is qualitatively different:

rarely buttressed by direct material pressures, and usually

less powerful in its consequences, particularly in non-

litigious societies where civil claims are beyond the reach

of most health care users, or where professional licensing

authorities are reluctant to act on allegations of professional

misconduct.

Third party pressures are often pressures ‘‘to use clinical

methods and judgment for social purposes. . .’’ [Bloche,

1999]. Typical examples would include examinations for

assessment of disability grant applicants where the doctor’s

clinical skills are used on behalf of the State or private

pension fund to decide on eligibility for welfare benefits

[Cullen and Rosenstock, 1994; Lewis and Kleper, 2002], or

the use of medical skills to assist management with the

control of absenteeism [Strasser, 1981] often misapplied in

OH practice [Forst and Levenstein, 2002].

Thus the potential for a situation of Dual Loyalty rests

upon four elements:

1. The existence of simultaneous obligations to the worker-

patient and one or more third parties.

2. The incompatibility of these simultaneous obligations.

3. The existence of some measure of pressure on the health

professional from the third party that is qualitatively

different to the power the worker holds.

4. The separation of the health professional’s clinical role

from that of a social agent.

Myser [2000] has argued further that exacerbating

factors in the context of dual loyalties may elevate the

likelihood of human rights violations consequent to an inap-

propriate clinical or management decision. Such exacer-

bating factors include risky employment relationships, role

conflicts for health workers, personal bias, institutional

discrimination and stigmatization of patients, the presence of

a repressive political environment, and professional power

and self-interest.

Employment relationships involving the OHP may dis-

advantage the patient in two ways. Contracts with employers

may be explicit about the legal obligation on the OHP,

whereas the OHP ethical obligation to the worker remains at a

moral and hortatory level, subject to differing interpretations

and lacking in legal enforceability [Ladou et al., 2002].

Vagueness in the sense of obligation to the patient serves to

undermine the strength of the worker’s claim to the doctor’s

fidelity compared to the very explicit obligations the health-

care professional has to the employer.

On the other hand, obligations to employers may also be

implicit or internalized. Much as some district surgeons

in South Africa felt an allegiance to the Apartheid State in

their professional relationships with political detainees

[Rubenstein and London, 1998; Truth and Reconciliation

Commission, 1998; Baldwin-Ragaven et al., 1999] so some

doctors in industry may feel allegiance to the company,

even in the absence of any objective basis in a contract of

employment [Rodham, 1998]. Rather, the allegiance oper-

ates at an emotive level, where the social identity (values

and world-view) of the health professional is meshed with

that of the company, as a result of which he or she makes

decisions in the best interests of the company [Berlinguer

et al., 1996]. In other words, where health care becomes

bureaucratized, the health care provider’s professional

ethics lose relevance, and are subordinated to a set of non-
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professional obligations, where professional skills are

deployed but no countervailing sense of professional morals

prevails.

Is it ever possible for a health care provider serving a

non-medical function to operate in terms of different codes

at different times? There are, of course, well-recognized

instances where it may be justified to subjugate the interests

of an individual to that of the public good, such as occurs

typically, with an outbreak of infectious disease [Gostin

et al., 2003] or, in the occupational setting, where a worker’s

impaired health status presents a risk to others (e.g., the

basis of driver medical examinations). There are both ethical

and human rights arguments that justify such actions, in

that protection of the rights of the third party or the

public outweigh the rights of the individual [Rubenstein

et al., 2002], but such provisions to limit rights in the public

interest are usually subject to very careful checks and

balances [Gostin and Mann, 1999; Gruskin and Tarantola,

2002].

Nonetheless, legitimate third party objectives may justi-

fiably intrude in the clinical setting. However, does this mean

that a doctor can be at one moment a provider bound by

professional ethics, obliged to put their patient’s well-being

above all else, and then at the next moment, to put all that

aside because they now act as agent of an employer or another

third party?

The Royal College of Occupational Medicine Code

[Royal College of Physicians, Faculty of Occupational

Medicine, 1999], for example, acknowledges in its introduc-

tion that doctors may at times act in different capacities

(including: (a) traditional therapeutic doctor-patient relation-

ship; (b) impartial medical examiner; (c) researcher, and (d)

expert advisor either to management or unions). However,

when in these different roles, the doctor must be aware of the

capacity in which he or she acts, and be sure that others are

also aware of the role the doctor is asked to fulfill, and are,

therefore, able to respond appropriately.

Furthermore, regardless of role, normal professional

ethics such as the need for informed consent still applies.

Thus, for example, the worker-patient, when informed that

the doctor is acting as an assessor for an insurance benefit, has

the right to refuse examination, or refuse disclosure of certain

information. Under such circumstances, the patient, being

fully informed, carries the consequences of exercising his or

her right. The worker may elect to see a different doctor for

the assessment, or seek a second opinion, all actions which

ethical practice should facilitate.

Similarly, holding a non-therapeutic role does not equate to

divorcing oneself from ethical responsibilities. For example,

the Royal College Code explicitly emphasizes doctors’ ethical

responsibilities in the role of expert advisor.

The position of an occupational physician in an
organisation must be that of impartial profes-

sional advisor, concerned with safeguarding and
improving the health of employed persons.
Demonstrable professional independence and
integrity, as well as openness in matters of
concern, are necessary for the confidence of
management, employees, and their representa-
tives [Royal College of Physicians, Faculty of
Occupational Medicine, 1999].

Other ethical codes, for example, those of the Interna-

tional Commission on Occupational Health [ICOH, 2002],

the South African Society of Occupational Medicine

[SASOM, 2000], and the Association of Occupational and

Environmental Clinics [Brodkin et al., 1996] similarly reflect

the importance of ‘‘impartiality,’’ ‘‘full professional inde-

pendence,’’ and avoidance of ‘‘influence by conflict of

interest’’ in the execution of an OHP functions.’’

IMPLICATIONS FOR OCCUPATIONAL
HEALTH PRACTICE

Health professionals must therefore be able to recognize

a situation of dual loyalty, and respond in the most profes-

sional and ethical manner. For example, in considering pre-

employment or pre-placement examinations, conducted for

an employer, the medical practitioner is asked to use clinical

skills to conduct an examination of the applicant as an

impartial third party to inform the assessment of work fitness.

Even in the absence of an established doctor-patient relation-

ship with the applicant, the practitioner still has professional

obligations towards the worker while simultaneously holding

an obligation to the employer to provide a report. Were such

a report to contain medical information, it would breach

confidentiality, one of the central tenets of medical ethics.

For example, if a job applicant were found to have a history

of depression, revealing this information without consent

would be a breach of medical ethics and may have significant

adverse consequences for the worker’s rights in terms of

stigmatization and discrimination.

However, by conducting this examination within an

ethical framework that maximizes beneficence and non-

maleficence, promotes patient autonomy and is, as far as

possible, able to promote fairness (through avoiding

adding to existing inequities in the particular enterprise), it

is possible to minimize ethical conflicts and avoid any

potential infringement of the worker’s rights [Higgins and

Orris, 2002].

This implies that medical testing would not be ethical

unless clearly relevant to the particular hazards faced by, or

likely to be faced by that specific employee. In turn, this

necessitates that the practitioner be adequately informed as

to the hazards of the workplace. If not, it would be unethical

for the practitioner to make such an assessment of fitness

for work. Indeed, the ICOH Ethical Code [ICOH, 2002]
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confirms that ‘‘occupational health practitioners . . .must

acquire and maintain the competence necessary . . . to carry

out their tasks.’’ Knowledge of the workplace, its hazards,

and the job activities expected of the worker-patient are

essential components of the required ethical competence of

an OHP.

Of course, the converse of maintaining confidentiality

may also arise, should an OHP encounter a known workplace

hazard which management refuses to correct [Kern, 1998].

Here, the opportunity to whistle-blow, with workers’ consent,

presents both an ethical and human rights obligation for

protecting workers’ rights to a safe environment [Watterson,

1994; ICOH, 2002]. In that sense, the OHP is not entirely an

‘impartial’ player but must take sides in favor of workers’

health. Similar concerns also arise in relation to genetic

screening for susceptibility factors, which may be used to

exclude workers from employment such as those with

beryllium sensitivity [McCunney, 2002]. Policies based on

the inappropriate use of screening in a predictive rather than

preventive mode, and a failure to appreciate the impact of

false positives and false negative tests [Van Damme and

Casteleyn, 1998; Holtzman, 2003] are unjustified and are

more likely to compromise workers’ rights rather than con-

tribute to the protection of health.

Moreover, dual loyalty applies as much in the context

of a collectivity when asked to provide expert input to

policy development as it does to seeing an individual

worker in a pre-placement examination (Table II). Historical

precedent in South Africa indicates how poorly pro-

fessional ethics has coped with Dual Loyalty in the asbestos

industry.

Dual Loyalty: Asbestos companies and their
medical advisors in South Africa [McCulloch
and Tweedale, 2004].

By the end of the 1950s, there was clear scientific
evidence of the link between asbestos exposure
and mesothelioma in the UK. A study in South
Africa by the Pneumoconiosis Research Unit

TABLE II. Balancing Dual Loyalties inTwoTypicalWorkplace Occupational Health Scenarios

Pre-placement medical examination
Occupational health practitioner asked to
advise on occupational health policy

(a) Identify for the patient the role that the doctor has been asked to play in
assessingwork fitness, emphasizing the practitioner’s clinical independence
and their responsibility to provide an unbiased assessment ofwork fitness

(b) Discusswith theworker-patient the implications of this role. Alongwith this
wouldbe an explanation of any tests required, andwhat different resultswould
imply for fitness assessment.Theworker-patient once aware of the purpose
and implications of the examinationmay elect to refuse examination or
seek assessment elsewhere, understanding the consequences for their
employability if they choose this action

(c) Once you have sufficient information to be able to exercise your clinical
judgement and form an opinion, discuss your assessment and
recommendationwith the patient

(d) Having outlined your assessment, the practitioner is now in a position to obtain
informed consent for release of any clinical information relevant towork fitness
if necessary. In most cases, such clinical informationwould not be necessary,
and a summary evaluation of ‘fitness’or ‘unfit’ would suffice

(e) Ifmedical issues emerge that require further management,whether related
to fitness for workor not, take appropriate steps (referral, counseling,
treatment, etc.) as appropriate

(a) Clarify to all parties involved in policy formulation his or her role as an impartial
expert.This responsibility includes having the independence to provide an
unbiased assessment of the occupational health implications of all
policy options under consideration

(b) Clarify the implications of his or her role emphasizing the ethical requirement
for impartiality as contained in occupational health codes.Thiswould apply
asmuch to an expert nominatedbymanagement as by an expert nominated
by labor, if such a situationwere to arise

(c) Identify that the health of worker-patients remains the primary consideration
of the recommendations even though considerations related tomanagement
functionsmay be part of the brief of the advice.Thus, for example, concern for
the costs ofAZTprophylaxis in the event of needle-stick injuries amongst
staffmay be amanagement consideration in the elaboration of policy.
However, themedical advice should help to formulate how best to reach
an occupational health objective (protection of patient’s health) rather than
pronounce onwhether the costs are or are not justified

(d) Theremay well be legitimate grounds for considering the rights of a collectivity
ofworkers in relation to the rights of an individual patient,where risks to
co-workers are real and significant

(e) If the policy interaction raisesmedical issues distinct from the issue under
consideration that require further intervention, the occupational health
practitioner is obliged to take appropriate steps.For example, if it emerges
that a serious health hazard exists at theworkplace, andno remedial action
is contemplatedbymanagement, the occupational health practitionermay
be obliged to resort to one or morewhistle-blowing strategies as part of his
or her ethical responsibilities
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(PRU) into the incidence of mesothelioma and
its relationship to asbestos dust exposure and
asbestosis in the early 1960s was terminated in
midstream by industry pressure, including the
withdrawal of funding. The medical officer for
Cape Asbestos was sent to South Africa where
he visited the mines and saw first hand the high
exposure to dust. Despite this, he did not
recommend any interventions or further research
to reduce dust levels but rather disparaged the
PRU researchers and suggested relocating
ten mesothelioma sufferers in Prieska out of
the area to Johannesburg, thereby removing the
problem from sight. Actions such as labeling of
fiber bags with health warnings were dismissed
as not only unnecessary and impractical, but
undesirable.

THE INDIVIDUAL OHPAND
THE INSTITUTIONAL RESPONSE

For many reasons, it is insufficient and probably ineffec-

tive to locate the problem in an individual practitioner’s

behavior [Emanuel, 2002]. Critical is the need to look more

broadly at the institutional context in which ethical behaviors

are facilitated or obstructed, and what steps can be taken to

enable practitioners to make the best ethical choices when

faced with conflicts of dual loyalties. This would include an

examination of what professional organizations could do to

support members through advisory and ombudsman func-

tions to promote ethical professional practice, and, particu-

larly, to support colleagues [Ladou et al., 2002] whose

isolation facilitates their victimization for their ethical

stances [Kern, 1998]. Precisely because the choice to follow

an ethical course of action may lead to adverse consequences

for the OHP [Frumkin, 1998; Kern, 1998], the role of profes-

sional collectivities is critical in addressing the problem of

dual loyalty [Rubenstein et al., 2002].

Education and training is a key strategy to promote

awareness and best practice, not only directed at the com-

munity of practitioners but also at key stakeholders in the

occupational health setting—employers, employees, and

their organizations. Raising the level of awareness amongst

employer bodies of the need to respect practitioner indepen-

dence and impartiality would be a first step in enabling

individual practitioners to assert such ethical obligations.

Secondly, the nature of the occupational practitioner’s

contract with a third party should explicitly include the ethical

obligations of the OHP, and be buttressed by regulations

[Ladou et al., 2002; Rubenstein et al., 2002]. Provisions in a

contract recognizing the independence and impartiality of the

OHP open space for the practitioner to insist on keeping

ethical obligations above third party considerations.

Largely in recognition of the need to address the problem

of dual loyalties in the health professions, an International

working group has proposed guidelines on dual loyalties for

health professional practice [Rubenstein et al., 2002]. These

guidelines propose standards for individual conduct and

also identify institutional mechanisms to address the context

for ethical behavior and protection of human rights, in a

framework that integrates human rights standards with

ethical practice principles. This integration of human rights

and ethics is an evolving perspective that has much to offer

ethical practice [British Medical Association, 2000] includ-

ing that in the occupational and environmental health fields

[Smith, 2003]. Besides generic guidelines, the working group

included the workplace as one of its setting-specific guide-

lines (http://www.phrusa.org/healthrights/dual_loyalty.html/),

specifically in recognition of the importance of dual loyalties

in ethical dilemmas in occupational health practice. As these

guidelines are increasingly considered by national medical

associations and international professional associations, it

would be helpful for the international occupational health

community to engage with the proposed guidelines, in order

to promote debate to expand and elaborate on the proposed

actions and mechanisms. The opportunity to turn a legacy of

human rights violations into guidance material for OHPs

should not be ignored.

ACKNOWLEDGMENTS

The research for this study was developed in collabora-

tion with the Dual Loyalties International Working Group.

The intellectual contributions of colleagues Len Rubenstein

and Laurel Baldwin-Ragaven to the genesis of this work are

particularly acknowledged. Peter Westerholm, David Kern,

and Joe Ladou are thanked for their comments on various

drafts of this manuscript.

REFERENCES

Aguilar-Madrid G, Juarez-Perez CA, Markowitz S, Hernandez-Avila
M, Sanchez Roman FR, Vazquez Grameix JH. 2003. Globalization and
the transfer of hazardous industry: Asbestos in Mexico, 1979–2000. Int
J Occup Environ Health 9:272–279.

AIDS Law Project. 2003. Press Release: Judgment: ‘VRM’ vs HPCSA.
ALP, Johannesburg, October 13th 2003. Accessed on 5th January
2004 at URL: http://www.alp.org.za/view.php?file¼/resctr/prstmnts/
20031013_VRMpress2.xml.

American College of Occupational and Environmental Medicine. 1993.
American College of Occupational and Environmental Medicine
(ACOEM) Code of Ethics, 1993. Accessed on 6th January 2004 at
URL: http://www.acoem.org/code/.

American Industrial Hygiene Association. 1995. American Industrial
Hygiene Association Code of Ethics for the Practice of Industrial
Hygiene. Fairfax: American Industrial Hygiene Association. Accessed
on 6th January 2004 at URL: http://www.iit.edu/departments/csep/
PublicWWW/codes/coe/AIHA-CoE.html/.

Dual Loyalties in Occupational Health 329



American Occupational Medicine Association. 1976. Code of ethical
conduct for physicians providing occupational medical services.
Chicago: American Occupational Medicine Association.

Anonymous. 1996. Taking the policy battle to court. Sunday Times
(South Africa), 1st December 1996. Access on line at URL: http://
www.btimes.co.za/96/1201/survey/survey3.htm/.

Baldwin-Ragaven L, London L, de Gruchy J. 2000. Learning from our
apartheid past: Human rights challenges for health professionals in
contemporary South Africa. Ethn Health 5:227–241.

Baldwin-Ragaven L, de Gruchy J, London L. 1999. An ambulance of the
wrong colour. Health professionals, human rights and ethics in South
Africa. Cape Town: UCT Press. 246p.

Berlinguer G, Falzi G, Figa-Talamanca I. 1996. Ethical problems in the
relationship between health and work. Int J Health Serv 26:147–171.

Bloche MG. 1999. Clinical loyalties and the social purposes of
medicine. JAMA 281:268–274.

Braun L, Greene A, Manseau M, Singhal R, Kisting S, Jacobs N. 2003.
Scientific controversy and asbestos: Making disease invisible. Int J
Occup Environ Health 9:194–205.

British Medical Association. 2000. The medical profession and human
rights handbook for a changing agenda. London: Zed Books. 561p.

Brodkin CA, Frumkin H, Kirkland KH, Orris P, Schenk M. 1996. AOEC
position paper on the organizational code for ethical conduct. J Occup
Environ Med 38:869–881.

Butler M. 1997. Lessons from Thor chemicals. In: Bethlehem L,
Goldblatt M, editors. The bottom line—Industry and environment in
South Africa. Cape Town: University of Cape Town Press. 225p.

Matletsky C. 2000. HIV discrimination case reaches courts. Namibian
March 31, 2000. Accessed on 5th January 2004 at URL: http://
www.namibian.com.na/Netstories/2000/March/News/reaches.html/.

CIOMS. 2002. International Ethical Guidelines for Biomedical
Research Involving Human Subjects. Prepared by the Council for
International Organizations of Medical Sciences (CIOMS) in collabora-
tion with the World Health Organization (WHO), Geneva.

Commonwealth Medical Association. 1994. The guiding principles:
Medical ethics and human rights. London: Commonwealth Medical
Association.

Cullen MR, Rosenstock L. 1994. Principles and practice of occupational
and environmental medicine. In: Rosenstock L, Cullen MR, editors.
Textbook of clinical occupational and environmental medicine.
Philadelphia: WB Saunders. p 1–21.

De Gruchy J, London L, Baldwin-Ragavan L, Lewin S, Health and
Human Rights Project Support Group. 1998. The difficult road to truth
and reconciliation—The health sector takes its first step. S Afr Med J
88:975–979.

Deubner D, Sturm RE. 2002. Patient advocacy versus employer
protection. Occup Med 17:607–615.

Emanuel E. 2002. Introduction to occupational medical ethics. Occup
Med 17:549–558.

Felton JS. 1997. How the occupational physician works with the unions.
Occup Med (Lond) 47:117–119.

Forst L, Levenstein C. 2002. Ethical issues in worker productivity.
Occup Med 17:687–692.

Frumkin H. 1998. Right, wrong, and occupational health: Lessons
learned. Int J Occup Environ Health 4:33–34.

Gillon R. 1994. Medical ethics: Four principles plus attention to scope.
BMJ 309:184–188.

Gostin L, Mann JM. 1999. Towards the development of a human rights
impact assessment for the formulation and evaluation of public health
policies. In: Mann JM, Gruskin S, Grodin MA, Annas GJ, editors.
Health and human rights. A reader. New York: Routledge. p 54–71.

Gostin LO, Bayer R, Fairchild AL. 2003. Ethical and legal challenges
posed by severe acute respiratory syndrome: Implications for the control
of severe infectious disease threats. JAMA 290:3229–3237.

Gruskin S, Tarantola D. 2002. Health and human rights. In: Detels R,
McEwen J, Beaglehole R, Tanaka H, editors. Oxford textbook of public
health. Fourth Edition. Oxford: Oxford University Press. p 311–335.

Guidotti TL, Cowell JWF. 1997. The changing role of the occupational
physician in the private sector: The Canadian experience. Occup Med
(Lond) 47:423–431.

Higgins P, Orris P. 2002. Providing employer-arranged occupational
medical care: Conflicting interests. Occup Med 17:601–606.

Holtzman NA. 2003. Ethical aspects of genetic testing in the workplace.
Comm Gen 6:136–138.

Howard J, Gereluk W. 2001. Core Labour Standards and Human Rights
in the Workplace. International Institute for Environment and Devel-
opment (IIED), London. Accessed on 5th January 2003 at URL: http://
www.iied.org/docs/wssd/bp_corelabor.pdf/.

Human Rights Watch. 1998. MEXICO. A Job or Your Rights: Continued
Sex Discrimination in Mexico’s Maquiladora Sector. Human Rights
Watch 10(1(B)). December 1998. Accessed on 6th January 2004 at
URL: http://www.hrw.org/reports98/women2/.

Iacopino V. 2000. Health professionals cannot be silent witnesses. West
J Med 172:304–305.

ICOH. 2002. International code of ethics of occupational health
professionals. Updated 2002. Rome: International Commission on
Occupational Health.

International Labour Office. 2003. Fundamental principles and rights
at work: A labour law study. Costa Rica, El Salvador, Guatemala,
Honduras, Nicaragua. Geneva: International Labour Office. 51p.

Johansson M, Partanen T. 2002. Role of trade unions in workplace
health promotion. Int J Health Serv 32:179–193.

Kern DG. 1998. The unexpected result of an investigation of an outbreak
of occupational lung disease. Int J Occup Environ Health 4:19–32.

Ladou J, Tennenhouse DJ, Feitshands IL. 2002. Codes of ethics
(conduct). Occup Med 17:559–585.

Lax MB. 1996. Occupational disease: Addressing the problem of under-
diagnosis. New Solutions 6:81–92.

Lewis KS, Kleper A. 2002. Legal issues confronting the occupational
physician. Occup Med 17:625–635.

London L. 1993. The Ray Alexander Workers Clinic—A model for worker-
based health services for South Africa? Soc Sci Med 37:1521–1527.

London L. 2001. Compensation, gate-keeping and medical ethics
(letter). Occ Health South Africa 7:28.

London L. 2003. Human rights, environmental justice, and the health of
farm workers in South Africa. Int J Occup Environ Health 9:59–68.

London L, Kisting S. 2002. Ethical concerns in international occupa-
tional health and safety. Occup Med 17:587–600.

Lurie SG. 1994. Ethical dilemmas and professional roles in occupa-
tional medicine. Soc Sci Med 38:1367–1374.

Macan-Markar M. 2003. LABOUR-ASIA: HIV Testing of Migrant
Workers Fuels Pandemic. Inter Press Service, July 2nd 2003. Accessed
on 5th January 2004 at URL: http://www.aegis.com/news/ips/2003/
IP030701.html/.

330 London



Mahomed H, London L. 1991. Workers Health: Union-based health care
initiatives. Crit Health 36(37):116–121.

McCrary BF. 1992. Ethical concerns in the practice of military aviation
medicine. Aviat Space Environ Med 63:1109–1111.

McCulloch J, Tweedale G. 2004. Double standards: The multinational
asbestos industry and asbestos-related disease in South Africa. Int J
Health Serv 34:663–679.

McCunney RJ. 2002. Genetic testing: Ethical implications in the
workplace. Occup Med 17:665–672.

Myser C. 2000. The problem of Dual Loyalties: Standards of Conduct
for the Health Professions. PHR and UCT Working Group Discussion
Guide. Prepared for the International Workgroup meeting, Durban 29th
and 30th November, 2000. Physicians for Human Rights and University
of Cape Town. Boston: Physicians for Human Rights.

Nemery B. 1998. The conflict prone nature of occupational health
research and practice. Int J Occup Environ Health 4:35–37.

Pagaduan-Lopez J. 1991. Medical professionals and human rights in the
Philippines. J Med Ethics 17(Suppl):42–50.

Plomp HN. 1992. Workers’ attitude to the occupational physician.
J Occup Med 34:893–901.

Plomp HN. 1999. Evaluation of doctor-worker encounters in oc-
cupational health: An explanatory study. Occup Med (Lond) 49:183–
188.

Reeves M, Schafer KS. 2003. Greater risks, fewer rights: US farm-
workers and pesticides. Int J Occup Environ Health 9:30–39.

Rodham K. 1998. Manager or medic: The role of the occupational health
professional. Occup Med 48:81–84.

Rosenstock L, Hagopian A. 1987. Ethical dilemmas in providing health
care to workers. Ann Intern Med 107:575–580.

Royal College of Physicians, Faculty of Occupational Medicine. 1999.
Guidance on Ethics for Occupational Physicians. London: Royal
College of Physicians.

Rubenstein L, London L. 1998. The UDHR and the limits of medical
ethics: The case of South Africa. Health Hum Rights 3:160–175.

Rubenstein LS, London L, Baldwin-Ragaven L, Dual Loyalty Working
Group. 2002. Dual Loyalty and Human Rights in health professional
practice. Proposed guidelines and institutional mechanisms. A project
of the International Dual Loyalty Working Group. Physicians for
Human Rights and University of Cape Town. Boston: Physicians for
Human Rights. 145 p.

Rudolph L, Dervin K, Cheadle A, Maizlish N, Wickizer T. 2002. What
do injured workers think about their medical care and outcomes after
work injury? J Occup Environ Med 44:425–434.

SASOM. 2000. Guidelines on ethical and professional conduct for
occupational health practitioners. Johannesburg: South African Society
of Occupational Medicine.

Sass R. 2000. Agricultural ‘‘killing fields’’: The poisoning of Costa
Rican banana workers. Int J Health Serv 30:491–514.

Smith C. 2003. Human rights, environment and individual action.
Int J Occup Environ Health 9:1–3.

Soskolne CL. 1989. Epidemiology: Questions of science, ethics,
morality, and law. Am J Epidemiol 129:1–18.

Strasser AL. 1981. Controlling unwarranted medical absenteeism.
Occup Health Saf 50:16–17.

Truth and Reconciliation Commission. 1998. Truth and reconciliation
commission of South Africa report. Volume 4. Cape Town: South
African Truth and Reconciliation Commission. 316p.

UNICESCR (United Nations International Covenant on Economic,
Social and Cultural Rights). 1966. GA Resolution 2200 (XXI), UN
GAOR, 21st Session, Supplement No. 16, at 49, UN Document A/6316
UN, Geneva.

Van Damme K, Casteleyn L. 1998. Ethical, social and scientific
problems related to the application of genetic screening and
genetic monitoring for workers in the context of a European ap-
proach to health and safety at work. La Medcine Lavoro 89(Suppl 1):
S15–S45.

Van der Linde I. 1995. What a waste. S Afr Med J 85:311–315.

Walsh DC. 1986. Divided loyalties in medicine: The ambivalence of
occupational medical practice. Soc Sci Med 23:789–796.

Watterson A. 1994. Hazard communication for employees: A neg-
lected ethical issue in British occupational medicine. New Solutions
4:49–56.

Watterson A. 2000. ICOH and the pesticides industry (Editorial). Int J
Env Occup Health 6:73–76.

White N. 1997. Submission on systematic racial discrimination in
the health sector and the consequences for the health of mine workers.
Truth and Reconciliation Commission. 21st May 1997. Cape Town:
Truth and Reconciliation Commission.

Williams JR. 1997. The new code of ethics of the Canadian Medical
Association. J Int Bioethique 8:119–122.

World Health Organization. 2002. 25 Questions & answers: Health &
human rights. World Health Organization Health & Human Rights
Publication Series, Issue No.1. Geneva: WHO. 32p.

Younge QD, Stover E. 1990. Physicians and human rights. JAMA
264:3127–3129.

APPENDIX: Dual Loyalties: Guidelines for
Health Professionals in the Workplace.

1. Health professionals should exercise independent judg-

ment1 in their clinical management and non-clinical

assessment of the worker/patient.

2. Even when acting in a non-therapeutic role in relation to

the patient, such as that of independent evaluator, a

health professional cannot ignore the ethical obligations

to the individual patient, to which he or she would be

subject in a typical clinical encounter.2

3. Health professionals should maintain confidentiality of

medical information, and not disclose clinical informa-

tion not directly germane to the purpose of evaluation.3

2 This guideline is consistent with similar approaches in forensic
practice.

3 The obligation to maintain medical confidentiality is contained in ILO
Recommendations 112 (Occupational Health Services in Places of
Employment, 1959) and 97 (Recommendation Concerning the
Protection of the Health of Workers in Places of Employment, 1953).

1 The requirement for independent judgment on the part of occupa-
tional health personnel is explicitly cited in ILO Recommendation
112 (Occupational Health Services in Places of Employment, 1959)
and in ILO Convention 161 (Occupational Health Services, 1985).
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4. Health professionals must release information regarding

workplace hazards to affected workers or the appropriate

authorities, where definable harm—either existing or

threatened—to the worker-patient, other workers,

or third parties outweighs the right of the company and

of the patient to privacy.

5. Health professionals should ensure that any audit or

regulatory monitoring undertaken to ascertain risks to

workers, their families, or the neighboring community,

is undertaken with the highest standard of scientific integrity.

6. Health professionals should support other occupational

health professionals facing conflicts arising from dual

loyalty conflicts.

7. Health professionals should identify and declare any

conflicts of interests before helping disseminate research

findings or formulate policy for the control of occupa-

tional health hazards.

Source: Extracted from Dual Loyalty & Human Rights

in Health Professional Practice: Proposed Guidelines &

Institutional Mechanisms. A Project of the International Dual

Loyalty Working Group. Physicians for Human Rights and

the School of Public Health and Primary Health Care,

University of Cape Town, Health Sciences Faculty. Boston,

2002. URL: http://www.phrusa.org/healthrights/dual_loyalty.

html
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