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The criminalization of behaviors such as the ingestion of certain mood-altering drugs creates ethical dilem-
mas for researchers studying those behaviors. The Syringe Access, Use, and Discard (SAUD) project is
designed to uncover microcontextual factors that influence HIV and hepatitis risk behaviors of injection drug
users. The article presents seven ethical dilemmas encountered using ethnographic methods: issues involving
syringe replacement at injection locales, risks of participants’ arrest, potential disruptions in participants’ sup-
ply routes, risks of research staff arrest, threats to the protection of confidentiality, issues surrounding informed
consent in working with addicts, and the confiscation of potentially incriminating information by police. The
article concludes with a discussion of the limitations of traditional ethical frameworks, such as utilitarianism,
for resolving these dilemmas and recommends instead improving public health professionals’capacity for prac-
tical reasoning (phronesis) through the greater use of case studies in public health curricula.

John Rawls reminds us that ethics is centrally about the relationship between the right
and the good.1,2 The good is defined in terms of ideals of human well-being and how one
should live to realize a life worth living. What is right is defined in terms of justice, or fair-
ness, in the allocation of rewards, paying particular attention to the means by which peo-
ple pursue the good life and, at a minimum, ensuring that it does not harm others.

David Buchanan is an associate professor of community health education, School of Public Health and
Health Sciences, University of Massachusetts, Amherst. Kaveh Khoshnood is an assistant professor in the
Department of Epidemiology and Public Health, Yale University School of Medicine. Tom Stopka works for the
Hispanic Health Council in Hartford, Connecticut, and is the Syringe Access, Use, and Discard (SAUD) project
coordinator. Susan Shaw and Claudia Santelices are ethnographers on the SAUD project and work for the His-
panic Health Council. Merrill Singer is the associate director and chief of research for the Hispanic Health
Council and the principal investigator for the SAUD project.

Address reprint requests to David Buchanan, 306 Arnold House, School of Public Health & Health Sci-
ences, University of Massachusetts, Amherst, MA 01003; phone: (413) 545-1005; e-mail: buchanan@
schoolph.umass.edu.

The research described in this article is supported by the National Institute on Drug Abuse, grant R01
DA12569, Merrill Singer, principal investigator.

Health Education & Behavior, Vol. 29 (1): 30-42 (February 2002)
© 2002 by SOPHE

30

 at SAGE Publications on August 27, 2009 http://heb.sagepub.comDownloaded from 

http://heb.sagepub.com


In classical philosophy, the good was seen to take precedent over the right; establish-
ing just social conditions (ensuring that people get their due) was viewed merely as the
means to attaining the higher goal of human well-being. In the modern era, however, the
classical hierarchy has been inverted, and concerns about the right have become preemi-
nent. With a growing appreciation of the plurality of conceptions of the good life, atten-
tion has turned to preserving a sphere of individual autonomy, defined in terms of human
rights, free from the imposition of any particular vision of the good life. John Stuart
Mills’s On Liberty3 powerfully expressed the value of individual freedom, and the Ameri-
can Bill of Rights is the quintessential articulation of the rights of individuals to be pro-
tected from state coercion regarding the pursuit of happiness. The rise of the modern lib-
eral nation-state is largely distinguished by the principle that there is an inviolable realm
of individual privacy that should remain free from state powers of control.

Many philosophers today, particularly communitarians, have lamented the inversion
of the classical relationship between the right and the good, where a certain fervor about
rights today has displaced concerns about the good life in popular thought. Michael
Sandel4,5 and Alaisdair MacIntyre6,7 have persuasively argued that the current primacy
putting forward visions of the good life. While it is not our intent to argue the merits of
their position, we do want to call attention to the ethical dilemmas created by the
(re)imposition of state-defined conceptions of the good.

Contrary to the drift of most liberal democratic societies that have slowly expanded the
sphere of individual autonomy and rights over time, the U.S. government has taken a
strong stance, both morally and legally, in proscribing the ingestion of mood-altering sub-
stances. Former drug czar William Bennett was unequivocal, “Drug use is a moral prob-
lem.”8 Consequently, substantial federal resources have been allocated to compel a life of
abstinence from drugs. Drug taking is now prohibited as a means of pursuing individual
happiness. The government ordains that we do not have the right to decide for ourselves
whether taking drugs is something that we want to do in our search for personal fulfill-
ment.9 State power has usurped the decision and now enforces significant sanctions to
advance one particular notion of the good life, specifically, a good person must never take
(certain) drugs that change the way they think or feel. The act alone—taking marijuana,
ecstasy, cocaine, heroin, and so forth—makes one a criminal and a bad person, irrespec-
tive of whether one breaks other laws against stealing, harming others, and so on.

For social scientists seeking to understand people’s behavior, the criminalization of
status behaviors creates a number of ethical dilemmas in conducting field research with
populations whose behaviors violate laws against drug use. This article presents a series
of case examples of ethical dilemmas that have arisen as a consequence of legal prohibi-
tions against injection drug use and associated behavioral practices.

PREVIOUS STUDIES

Although there is a voluminous literature on the ethical conduct of research, a recent
study by Coughlin and his colleagues found that only 1 of the 24 accredited schools of
public health required students to take even a single course in ethics.10 Compounding the
paucity of offerings, Buchanan11 has pointed out that these courses are usually structured
around what Pincoffs12 and others13,14 have termed “quandary” or “lifeboat” ethics
wherein students are typically presented with seemingly intractable moral problems (e.g.,
should a mother abort a fetus with a genetic defect?) that they are then expected to resolve
by identifying the single moral principle that overrides all other possibilities. These types
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of courses and texts15 are premised on the modernist assumption that a coherent, universal
hierarchal rank ordering (or “rule procedure”2) of moral principles will emerge with dili-
gent rational inspection.

Other philosophers are less sanguine about the prospects of establishing this univer-
sally accepted hierarchy of ethical principles and have called instead for a re-visioning of
ethics centered on the role of virtues. In line with this school of thought, Buchanan con-
cludes with a call for revising course offerings by incorporating case studies of ethical
problems into the public health curriculum. The purpose of using such case studies would
be to increase students’sensitivity to the full range of considerations that bear on morally
complex, real-life situations and to improve their powers of moral or practical reasoning
through conscientious, deliberate reflection on these situations.* This article is intended
to contribute to the store of case examples that could be used in such courses.

A good starting point for any discussion on the ethics of conducting research is the
mandatory standards that all federally funded research must meet. Federal policy on the
protection of human subjects is spelled out in Title 45, Part 46 of the Code of Federal Reg-
ulations of the U.S. Department of Health and Human Services. Most readers are familiar
with Form 441, Protection of Human Subjects, that is promulgated in these regulations.
This form must be submitted to one’s institutional review board (IRB) for approval before
any federally funded research can proceed. Form 441 is divided into six sections: (1) char-
acteristics of group(s) involved, (2) special groups, (3) type of consent, (4) confidentiality
of data, (5) possible risks involved, and (6) nonbeneficial research. The three central con-
cerns underpinning this document are that the participants are fully informed about the
purposes and procedures of the research and provide their voluntary consent to partici-
pate in full awareness of these matters, that the participants’ privacy is protected and all
information collected remains absolutely confidential, and that the risks to the partici-
pants are minimized and outweighed by the potential benefits. As such, these guidelines
reflect both a principled concern for preserving human autonomy and dignity and the util-
itarian standard of weighing the costs and benefits. In conducting the research described
in this report, we have been confronted with difficult ethical dilemmas on both of these
grounds.

In one of the seminal articles of a rapidly growing literature16-19 that examines ethical
dilemmas associated with conducting ethnographic research on drug use, Singer and his
colleagues describe many ethical challenges that ethnographers face due to (1) the natu-
ralistic and participatory nature of the research methods, (2) the illegal and potentially
lethal nature of the behaviors under examination, and (3) the fact that most research is
supported by public funding.20 (These challenges are reported in the results of the find-
ings of a workshop sponsored by the AIDS Advisory Committee of the Society for
Applied Anthropology [SAA].) While richly informed by experience, their article
focuses largely on the ancillary conduct of the researchers themselves, raising issues such
as the problems entailed in sharing drugs with study participants, having sex with the par-
ticipants, allowing participants to use drugs in the researcher’s home or car, and so on. In
contrast, the focus of this article is on situations in which we have encountered ethical
dilemmas as part of the data collection process itself.
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DESCRIPTION OF THE RESEARCH

The Syringe Access, Use, and Discard (SAUD): Context in AIDS Risk project inte-
grates epidemiological, ethnographic, and bioassay procedures to identify and compare
risk factors for contracting HIV and hepatitis at the individual, neighborhood, and city
level. The project is being carried out in eight neighborhoods each in New Haven (Con-
necticut), Hartford (Connecticut), and Springfield (Massachusetts). The research has
four objectives: (1) to understand the social and environmental factors associated with the
acquisition of syringes; (2) to understand patterns of syringe use and the social and envi-
ronmental influences associated with the potentially risky use of this equipment; (3) to
understand patterns of syringe and other injection equipment discard; and (4) to test
hypotheses regarding HIV and hepatitis risk in relation to syringe acquisition, use, and
discard practices and identified social and environmental factors. The major hypotheses
of the research focus on whether there are differences in microsocial contexts, down to the
neighborhood level (e.g., the presence of a needle exchange van), that influence patterns
of risk. The goal of this research is to gain knowledge that may be applied at the neighbor-
hood or city level to reduce rates of disease transmission among injection drug users
(IDUs).

The research combines quantitative and qualitative research methods to achieve the
research objectives. On the quantitative side, we are conducting epidemiological inter-
views with 960 IDUs (320 from each site, 40 from each neighborhood in each city)
regarding syringe acquisition, use, and discard practices, using a modified AIDS Risk
Assessment instrument. We also collect new and discarded syringes and test them using
bioassay techniques to determine if they have been contaminated. Qualitative methods
include (1) focus groups to construct social maps of local acquisition and drug use sites,
(2) ethnographic descriptions of neighborhoods, (3) IDU diaries, (4) “day visits” with
IDUs, (5) syringe seller and buyer interviews, and (6) field observations of drug injection.21

The research methods and a completed Form 441 were duly submitted to three inde-
pendent IRBs at each of the collaborating institutions, the University of Massachusetts,
Yale University, and the Hispanic Health Council, respectively. The research protocol
was approved by all three IRBs.

CASE EXAMPLES OF ETHICAL DILEMMAS

This section presents seven case examples of ethical dilemmas encountered during the
first 18 months of this research.

Removing and/or Replacing Syringes

As part of the data-gathering process, we collect syringes found in injection locales—
indoor and outdoor sites where IDUs use drugs, either individually or in small groups.
The research objectives seek to test these syringes to determine if they contain antibodies
for HIV, thereby indicating that they have been used by an infected individual. The project
methodology calls for retrieving syringes off the ground or wherever else they may be
found (using safe procedures), depositing them in safety containers, and transporting
them to the lab for testing.

In this work, we have discovered that we find not only syringes that have been dis-
carded (because they are worn out or otherwise malfunctioning) but also syringes that
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have been carefully stored for later use. Since carrying a syringe puts IDUs at risk of
arrest, many leave their syringes hidden at the site where they inject. Unlike discarded
syringes thrown on the ground, it is generally easy to tell when syringes are still in use
because they are typically not in plain sight; rather, they are usually tucked away on top of
a rafter or under something and often wrapped in plastic bags with the rest of their
“works” (i.e., cotton, cookers, etc.) The ethical dilemma here is the following: When we
find syringes that are still in use, what should we do—leave them where they are or collect
them for testing? This dilemma was pointedly brought to the attention of our field staff by
an IDU who protested that the project had “stolen” his needle and that he wanted us to buy
him a new one.

On one hand, collecting syringes without replacing them could put IDUs at higher
risk. They expect to find their syringe where they had left it. If it is not there, they may
resort to using some other syringe that is more likely to have been used by others in this
unexpected “emergency” situation. For example, they might pick up one that they find
laying on the ground, or they might share or purchase a syringe from other users who hap-
pen to be there at the time, or they might obtain a syringe as expeditiously as possible off
the street instead of going to their usual, trusted supplier. Clearly, the failure to replace
stashed syringes increases the chances that someone will inject with a used and poten-
tially infected needle.

On the other hand, the federal government and the funding agency (National Institute
on Drug Abuse) explicitly forbid the use of project resources to supply clean syringes.22

Even if we obtain new syringes using other resources (e.g., paying for them out-of-
pocket), are we not violating the spirit—if not the letter—of federal law? Furthermore, it
is currently against state law to run a needle exchange program in Springfield, Massachu-
setts, or to be in possession of syringes without a prescription. Thus, replacing syringes in
Springfield puts our research team in direct violation of state law. Moreover, the start-up
of a needle exchange program in Springfield was rejected in a heated local referendum.
The main argument of people speaking against its initiation was that it was morally inap-
propriate to aid and abet illegal and self-destructive behaviors that are also, directly and
indirectly, harmful to others. Are they right? What should we do?

Increasing the Participants’ Risk of Arrest

Another research method asks active drug users to let us go with them while they
acquire syringes from their usual sources so that we can test these syringes to determine
whether they have ever been used (based on the presence of human DNA). Going out with
the research staff is conspicuous: Two ethnographers are white, the third Latina, yet they
spend considerable time in neighborhoods where the population is predominantly Afri-
can American or Puerto Rican. Cooperating with the research staff may thus elicit
increased attention by the police, as the company the participants keep falls outside the
scope of “normal” traffic in the neighborhood and/or the police assume that any minority
with a white person must be purchasing drugs for them. The arbitrary nature of decisions
about which behaviors are defined as criminal becomes glaringly evident here when we
note that the possession of syringes is legal in Connecticut, where two of the study sites
are located, yet illegal in Massachusetts, home of the third site. Participation in the
research in Springfield thus puts participants at increased risk of arrest.

On one hand, gaining information about which sources might be distributing contami-
nated syringes would be helpful in interrupting this mode of HIV transmission. On the
other hand, the process of attaining this knowledge could result in the participants’ incar-

34 Health Education & Behavior (February 2002)

 at SAGE Publications on August 27, 2009 http://heb.sagepub.comDownloaded from 

http://heb.sagepub.com


ceration, at least at one of the sites, due to the criminalization of syringe possession. The
standard criterion for approval by IRBs is whether the potential benefits outweigh the
potential risks. How are we supposed to weigh the risk of incarceration against the risk of
infection?

Disrupting Regular Supply Routes

In an interesting twist on the above problem, we have learned that participants are also
deeply concerned that their suppliers may notice that they are accompanying the research
staff. We often hear them express fears that their sources will assume that they are collab-
orating with the police (“snitches”) and hence refuse to make transactions with them any
longer. In our experience, the participants voice this concern more often than fear of the
police. If their usual supplier refuses to do business with them, then the participants may
be forced to turn to alternative sources. As we are learning in this research, it is precisely
the disruption of access to established, trusted suppliers that puts IDUs at higher risk of
obtaining adulterated equipment. So, what should we do? The point of the research is to
determine whether used syringes are being distributed on the streets and, if so, to warn
people to avoid these sources. This information could be vitally important to the partici-
pants. But gaining this knowledge could potentially disrupt their usual mode of access
and thus result in their need to approach different—and hence potentially riskier—
sources.

Further complicating matters, participation in the research itself offers potential bene-
fits to the participants. We provide information and materials to participants in response
to questions about, for example, safer drug-using practices. All research staff members
are knowledgeable about the drug and medical treatment systems (locations, admissions
criteria, etc.) and are well connected for making referrals. If any participants want to go
into treatment, staff members often make the phone calls and take them there. On top of
these immediately tangible benefits, developing a more trusting relationship is essential
to the conduct of ethnography, and so participation may also offer occasion for self-
reflection about whether they might want to change the way they are living. This is often
the first step toward entering treatment, and thus, participation in the research expands the
opportunities for health-promoting change.

On balance, do the benefits of participating in the research tip the scales in favor of
going forward, despite the risks of getting arrested or disrupting normal supply routes?
How are we supposed to measure these competing goods?

Increasing Staff’s Risk of Arrest

Conducting this research not only poses risks to the participants but also to the
research staff. As noted above, it is against the law to be in possession of syringes in
Massachusetts and, of course, any illegal drugs at all three project sites. Collecting
syringes from discard sites thus puts us in violation of Massachusetts law. We have met
with the local police department, but they have politely informed us that their hands are
tied, the law is the law, and they will arrest us if they catch us in possession. We requested
a license from the Massachusetts State Department of Public Health so that we could pos-
sess syringes legally, but they denied our request, stating that our purposes were not cov-
ered in the intent of the law, as codified in Massachusetts General Law. To try to protect
ourselves, we have registered with a needle exchange program (NEP) located in another
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Massachusetts city about 20 miles away.* According to advocates, such registration
should provide legal protection throughout the Commonwealth, but whether it will afford
legal protection in actual practice elsewhere has not yet been tested in court.

Study participants in Springfield who have registered with the nearby NEP have told
us that the police just throw their syringe exchange membership identification cards away
and then arrest them. Since these cases frequently involve other charges and are almost
invariably pleaded out before reaching court, the director of the nearby NEP has even
asked us whether we would be willing to be arrested, specifically to test the extent of pro-
tection of the law in court. However, as our outreach workers are recovering addicts with
criminal records, they have no interest in being arrested as test cases to advance case law
because the arrest alone would be added to their record, whether or not they might eventu-
ally be convicted. Is accomplishing the research objectives worth putting staff at risk of
arrest?23 Do we have a moral obligation to test the legitimacy of laws that we think unjust?
Does the absence of needle exchange rise to that level of injustice?24 How do we factor in
differences in positional status, that is, does it make any difference whether we are talking
about the principal investigators; or white, well-educated, female ethnographers with no
criminal records; or ex-addict, high school drop-out, African American and Puerto Rican
male outreach workers, who have extensive experience suffering at the hands of the crimi-
nal justice system?

Of even greater concern, current law states that if the police detect the residue of any
illegal drugs in the syringes, they can charge that person with possession of narcotics,
over and above any charges relating to syringe possession. It is not uncommon to pick up
between 20 to 30 discarded syringes per site; the likelihood that one or more have trace
amounts of heroin is high. Here, the issue of needle possession is moot. Do we have a right
to ask our field staff to put themselves at risk of arrest for narcotics possession, even if we
think that it will most likely be thrown out in court?

Protecting Confidentiality

Following federal guidelines, the research procedures adhere to strict protocols for
storing all data collected from participants to protect their confidentiality. These proce-
dures include informed, signed consent; voluntary participation (including the right to
refuse to answer any questions at any time during the interview); the use of arbitrarily
constructed subject identification codes on all questionnaires and interviews; storage of
raw data in locked filing cabinets; the expunging of any individually identifiable informa-
tion from all data files; strict password-protected and limited access to the computerized
databases; the storage of master identification lists in separate locked facilities; and so on.
We are confident that the storage of these data scrupulously protects the participants from
any invasion of their privacy. But we have encountered other circumstances that have
given us pause to reconsider the adequacy of these assurances.

We conduct the interviews in various public buildings at the different sites (e.g., a com-
munity health center, a neighborhood council building, etc.). As participants enter and
exit these buildings, what obligations do we have to minimize the likelihood of their run-
ning into someone they know and having to explain their reasons for being there? For
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many addicts, this is not an issue because everyone who matters in their lives knows about
their habit, but for others, their addiction is a carefully guarded secret. What if they are
seen entering an interview room when it is widely known to staff in the building that we
are only interviewing active IDUs? Because these are illegal behaviors, they face the
threat of losing their jobs, their children, and their housing if word gets out.

Case in point, in one building that we use, a guard is posted in the front lobby where
everyone must sign in upon entering and exiting the building. The guard happens to be an
old-timer from the neighborhood who is well acquainted with the majority of people who
use the building. He has grown up with and knows very well almost all of the drug addicts
from the neighborhood, greeting most by name. He is aware of their struggles with addic-
tion, but, as we painfully learned, he does not know all them. If someone agrees to meet us
there for an interview, to what extent are we responsible for running down a list of all of
the people that he or she might run into and pointing out that, if that were to happen, he or
she might not want to be seen with us? Despite the best laid plans, it is also common for
things to happen and the need to improvise to arise—participants show up late, they bring
someone along with them, they get mixed up on the day or the place of the interview—
where does the fault lie in these situations?

In another unanticipated twist, similar problems have come up with our outreach
workers, where relatives have spotted our team in the field arranging to acquire syringes
and then mistakenly spread rumors that their cousin (our outreach worker) has relapsed
and is back “in the mix.” What is our responsibility here? How extensive are our obliga-
tions to protect privacy, or how much should we accept that many things are out of our
control?

Cash Incentives for Participation

Like all projects that work with this population, we provide cash incentives for partici-
pation. Acquiring informed consent from IDUs who may be going through withdrawal
with an immediate need to inject presents another ethical challenge. Is it making a mock-
ery of “voluntary” participation to offer cash incentives to someone who wants nothing
more than to get his or her next “fix”? Is the solution for us just to wait until after they have
had their morning injection? Does it make sense on humanitarian grounds to turn away
precisely those people who are in the deepest throes of withdrawal?

More broadly, can we feel morally comfortable that participants are making a rational
assessment of the risks and freely choosing to expose themselves to these risks when they
are being offered an immediate, highly effective means to carry on a compulsive behav-
ior? Would we feel any different if we were to give them heroin directly? The director of
one of the agencies with whom we collaborate objects to providing cash payments
because she believes that this enables their addiction. Indeed, we have witnessed partici-
pants leave, “score,” and get high within minutes of finishing an interview. We respond
that the stipend reduces crime, as the participants will not have to carry out their usual
hustle (typically, “boosting” [stealing] consumer goods for resale), at least on that day.
So, are we duly compensating people for their time, for which they have the right to
decide for themselves however best they see fit to use that money, or is this a sorry ratio-
nalization in which we are complicit in assisting another’s self-destruction, or are we con-
tributing to crime prevention efforts while at the same time providing another occasion in
hope for the day when a given individual will decide to change his or her life?
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Confiscation of Potentially Incriminating Information

In another qualitative method, participants are asked to write daily diary entries that
detail their syringe acquisition, use, and discard practices. Participants make note of the
locales where they buy and use heroin and sometimes even the names of drug dealers and
“running buddies.” On one occasion, a participant was arrested while in possession of his
diary with entries from several previous days. When booked at a local jail, the partici-
pant’s possessions were taken from him, according to police procedure. The arresting
officer found the diary, a pocket-sized notebook, and began flipping through it. While the
officer did not pay too much attention to the entries, he joked that he might find some
valuable information to help him with future investigations.

The diaries provide our team with important data that have helped us to better under-
stand variations in risk behaviors. They make it possible, for instance, to find out what
IDUs do in crisis situations (e.g., when a needle clogs in the middle of the night and the
IDU needs to find another syringe to avoid withdrawal) that otherwise would be difficult
to observe. Despite its richness as a research tool, the diary can, however, expose research
participants and their acquaintances to increased risk of arrest. Is the diary thus too risky
for the participants and their acquaintances? Or, should we assume that the diary is a pri-
vate, legally protected document that the police, by law, cannot inspect and therefore it
poses no threat?

DISCUSSION AND CONCLUSION

In reflecting on the many ethical dilemmas encountered in this research, we would like
to conclude with two points. The first point concerns the limitations of the currently dom-
inant ethical frameworks, that is, utilitarian and Kantian principles, for resolving these
issues. Recalling an earlier point about “lifeboat” ethics, the assumption underlying these
frameworks is that one single principle, one decision-making rule procedure, or one sin-
gle scale of measurable and directly comparable costs and benefits will eventually
emerge to dissolve the dilemma and provide unambiguous guidance about what we
should do. As noted above, many philosophers today argue that it is mistaken to think that
any such rule-procedural, hierarchical ranking will ever emerge.6,7,12,13,25-29

For example, in the chapter by Singer and his colleagues,20 they identify another
dilemma that we, too, have encountered: observing a significant risk behavior like
syringe sharing by an HIV-discordant couple. In the course of data collection, we have
observed dangerous behaviors, such as needle sharing with someone who we know is
HIV+. Do these observations fall outside the scope of activities protected by the confi-
dentiality guarantees afforded participants? Should we say something if we see that one
person is about to use a needle used by another person who we know has HIV because of
their participation in our research? If one purpose of the research is to document the extent
of risky behaviors now transpiring in this population, would speaking out constitute an
intervention and hence undermine the validity of the research? Should we consider the
potential chilling effect of saying something on our ability to recruit new enrollees into
the study?

Beyond the immediate situation, if we report these observations to anyone, are we vio-
lating assurances of confidentiality? Does it make a difference if the person that we might
wish to inform is a spouse, who may only be in a position to protect herself, versus inform-
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ing the police who could put the perpetrator in jail? Do we have any moral obligations to
“innocents” at high risk of becoming infected? What if the person committing these acts
is not a participant in the study? If we witness someone who is not enrolled in the study
sharing needles with persons with AIDS, should we feel unconstrained to inform his wife
about his behaviors, whereas we should feel inhibited about informing on his running
buddy who is performing the exact same behaviors but is enrolled?

In describing this dilemma, Singer and his colleagues20 report the findings of the SAA
AIDS Advisory Committee workshop participants, who, while acknowledging the com-
plexity of the issues involved, concluded with the recommendation that “breaching confi-
dentiality to prevent a potential risk event should be avoided” (p. 218). This type of rec-
ommendation is precisely what is expected to flow from these modern ethical
frameworks—one triumphant principle that overrides other concerns, to wit, protecting
confidentiality is more important than preventing harm. While we do not wish to fault the
work of the workshop participants, we wonder if there might be more fruitful ways of
thinking about these issues.25

Starting from the premise that tragedy is inherent in the human condition (i.e., that
conflicts about principles and conflicts about the (in)commensurability of different types
of goods are inescapable), MacIntyre6 and others26-28,30 have called for the renaissance of
virtue ethics. While space constraints preclude a full discussion, their point is that if life is
inherently tragic, then we need to cultivate virtues, such as courage and wisdom, both to
anticipate circumstances that are likely to result in such ethical dilemmas (so as to avert
such tragic occurrences) and also to meet these situations when they are encountered with
the best of our ability to act wisely. The capacity for acting wisely in circumstances where
the proper course of action is not readily apparent and not reducible to one single overrid-
ing principle is the essence of practical reasoning. As Taylor defines it, “Phronesis or
practical reason involves an irreducible element of perception of the particular, that just
here and now, this is the right thing to do” (p. 808).29

As Taylor31 continues, it is through experience and reflection on the complexities of
particular situations that one improves one’s ability to perceive the full range of relevant
considerations and discern the most salient elements that will, as one becomes more
adept, make clearer the best course of action in that particular situation. Through experi-
ence and reflection on case studies, one improves one’s capacity for practical reasoning:
the ability to act wisely and to make the right decision in the face of morally complex
events. The details described in these case examples matter; there is not a single rule, pro-
cedure, or principle to invoke to prescribe what one should do in similar, yet undeniably
distinct, circumstances. In short, instead of issuing any blanket recommendations, we
want to suggest that different people in their unique specific situation can reasonably and
legitimately reach different conclusions about the best course of action, depending on
their particular circumstances.

We decided that, despite legal prohibitions, the principal investigator alone would
replace stashed syringes with new ones, both to reduce the risk of IDU infection and to
protect the research staff. We make a point of emphasizing the threat of observation by
police and/or dealers and/or bystanders in neighborhood locales if the participants coop-
erate with us in the field research (and consequently, many have declined to participate).
We continue to pay participants, although in deference to one agency director, we now
provide food coupons (in an amount equivalent to the cash incentives) instead at one site.
Last, we now make every effort to collect diaries on a daily basis to minimize their circu-
lation. But rather than providing the answers, we continue to believe that the more valu-
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able contribution is to provide public health professionals with case examples and more
opportunities to think about all the ethically relevant aspects of situations that they are
likely to encounter, to discuss how they would act and why in those situations, and to
explore the implications of different directions they might choose.32

Finally, the second point that we wish to raise is the criminalization of status behav-
iors. The ethical dilemmas described in this report are socially constructed. To appreciate
the impact of this social artifact, imagine for a moment substituting legal drugs like alco-
hol or tobacco into the examples above: no fear of arrest, no problems with access to sup-
plies, no fear of contamination, no threat of the loss of one’s housing. If federal policy
were to change to support NEPs, the ethical dilemmas encountered in our guerilla forays
in smuggling contraband syringes would quickly disappear.

Current federal policy is based on the assumption that drug use per se is the crux of the
moral problem and, consequently, must be stopped at any cost. We believe that the drug
use behaviors that we are studying are largely a symptom of deeper social structural ineq-
uities and that efforts to eliminate illegal narcotics use are, and will continue to be, futile
until we as a society address these fundamental antecedent political-economic problems.
Drug use does indeed pose a moral problem for our society, but the center of our ethical
attention focuses on the crisis in U.S. race relations and the persistence of inner-city pov-
erty in the midst of extraordinary opulence.33 Despite knowing that one-third of all Afri-
can American children are now growing up in poverty,34 we now spend more money on
prisons than we do on welfare.35 After a decade of unprecedented economic growth,
America imprisons a larger share of its population than any other “advanced” industrial-
ized nation, at a rate more than six times that of our nearest competitor.36 Presently, almost
60% of all federal inmates are drug offenders.37 These facts point to serious moral injus-
tices. One step to redress these wrongs would be the decriminalization of drugs. The ethi-
cal dilemmas described in this report would disappear if these status behaviors were
decriminalized. But decriminalization, by itself, will not resolve the more serious ethical
challenge we face. The critical ethical issue remains the clarification of basic human val-
ues and vision of a good society, one in which we hope the brutality of poverty and racism
will no longer be tolerated.
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