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LETTERS TO THE EDITOR

In your news article on the recent
Geneva meeting to discuss ethical guide-
lines for AIDS vaccine trials, Adrian
Ivinson concluded that a “hard-won
consensus” was reached. He also cited an
article about the meeting that I wrote for
Science, in which I reported precisely the
opposite conclusion.

I well understand why Ivinson be-
lieved that a consensus had taken
place—it was a confusing issue for many
of the participants, some of whom may
not have understood the nuances of the
wordsmithing that took place. But I tape
recorded the meeting and I think it was
his otherwise accurate article that missed
the point. Because the interpretation of
what happened at the meeting could
have significant ramifications, I think it’s
worth spelling out my evidence.

As we both reported, the contentious
debate centered on current ethical guide-
lines that imply that people who become
infected with HIV during an AIDS vac-
cine trial should, regardless of whether
they live in a poor or rich country, re-
ceive the best proven treatment. The ma-
jority of attendees believed that the
guidelines should be modified to read
the “highest practically attainable stan-
dard.’’ But a vocal minority would not
compromise on this point, contending
that all humans should be treated the
same, regardless of where they live.

Near the meeting’s end, Ruth Macklin
did not record in the minutes, as Ivinson
reported, “the consensus opinion that
the guidelines should call for the ‘highest
practical standard’...but would stop short
of demanding ‘the best proven treat-
ment.’” Macklin explicitly stated that
“we did not reach agreement between
those two, and therefore there was sub-
stantial disagreement.” I believe confu-
sion occurred because she did say that
the group had reached consensus “on a
procedural solution to the very sticky
[question].”

Macklin a few minutes earlier had de-
fined what she meant by a procedural so-
lution. “When people disagree or are

morally ambivalent, a solution is to turn
it to a procedural solution, that is to say
who should decide this question. We in
this room are unable to decide it....But we
do know that there is a procedural solu-
tion, and it’s precisely the one you just
named: This should be left to each coun-
try in which the trials are to be con-
ducted. That answers the question of who
should decide but it doesn’t come close to
answering what should be available.”

At that point, Christine Grady, an ethi-
cist who wrote The Search for an AIDS
Vaccine: Ethical Issues in the Development
and Testing of a Preventive HIV Vaccine,
said, “How is that different?” Grady’s
point was that some people in the room
did not think each country should be al-
lowed to decide this question. Rather,
they insisted that there be one standard
for the world. From my interviews with
these dissenters, I think the suggestion
that they changed their thinking at the
elenventh hour, as Ivinson’s article im-
plies, is inaccurate. And if their objections
remained, then a substantial disagree-
ment, not a consensus, prevailed.

JON COHEN

Science, 368 Stafford Avenue
Cardiff, CA 92007, USA
email: jcohen@aaas.org

Ivinson replies—I am grateful for Jon
Cohen’s clarification. It is indeed an im-
portant issue and as such clarity is impor-
tant. Cohen agrees that a consensus was
reached but disagrees with respect to what
that consensus applied to. Ruth Macklin
has told Nature Medicine that despite the
absence of formal minutes, immediately
following the meeting “an official proce-
dural agreement [was] recorded”. This
read: “... Differences of opinion on
whether the standards of counselling (sic)
and treatment for trial participants who
contract HIV should be those of the spon-
soring country or those of the host coun-
try were resolved by consensus in favour
(sic) of ‘the highest practically attainable
standard’ (which could be arrived at

through a fully collaborative decision of
the sponsoring and host partners).”

However, in the weeks following the
meeting, Macklin tells us, discussions be-
tween a few of the meeting’s participants
(likely including some of the “dissenters”
to whom Cohen refers) resulted in this
paragraph being amended to read:

“... However, participants in the
Geneva meeting did not succeed in
reaching consensus on what level of
treatment should be provided to partici-
pants in a vaccine trial who become in-
fected during the trial. Some people at
the meeting argued that the ‘best proven
therapy’ should be provided, in compli-
ance with the current CIOMS interna-
tional guidelines. Others at the meeting
argued in favor of what they believe to be
a more realistic standard—’the highest
practically attainable’ level of treatment.
No amount of further discussion brought
these two different opinions closer to-
gether. Rather than leave the matter en-
tirely unresolved, participants agreed to
set aside for the present any attempt to
set a substantive standard, and agreed in-
stead on a ‘procedural’ solution. That so-
lution is to leave decisions about the
level of care to the host country in a vac-
cine trial, those decisions to be made in
full collaboration with sponsors of the
trial. The result is that different countries
will almost certainly decide upon differ-
ent standards to apply to their own situa-
tion. However, in no case may the host
country and the sponsor decide on a
level of care that is lower than the ‘high-
est practically attainable’ level.”

Wordsmithing aside, what this tells us
is that whereas a change in wording, to
date discussed by only a minority of the
attendees, has seemingly facilitated
broader agreement, the intention re-
mains that trial participants be guaran-
teed access to the “highest practically
attainable standard of care” in the host
country while leaving open the issue of
whether they should be offered “the best
proven treatment”. It is this consensus
(procedural or otherwise) that I reported.

ADRIAN J. IVINSON

Editor
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