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Abstract 

Introduction:  Numerous guidelines and policies for ethical research practice have evolved over time, how this 
translates to global health practice in resource-constrained settings is unclear. The purpose of this paper is to describe 
how the concept of ancillary care has evolved over time and how it is included in the ethics guidelines and policy 
documents that guide the conduct of research in the global south with both an international focus and providing a 
specific example of Malawi, where the first author lives and works, as a case study.

Methods:  Discourse analysis was conducted on 34 international ethics guidelines and policy documents. Docu-
ments were purposively selected if they contained a set of key terms that reflect the concept of ancillary care. Follow-
ing a process of inductive discourse analysis, five key interrelated text phrases relating to ancillary care were extracted 
from the documents. The evolution of these phrases over time was explored as they represented the development of 
the concept of ancillary care as a component of ethical health research guidance and practice.

Results:  We found key interrelated phrases that represent discourses regarding the evolution of ancillary care 
including participant protection; provide care as appropriate; supererogation; patient needs prevail over science; and 
ancillary care as an obligation. Arguments for the provision of ancillary care were characterised by safeguarding the 
safety, health rights and well-being of study participants. However, despite the evolution of discourse around ethical 
obligations to provide ancillary care, this is rarely made explicit within guidance documents, leaving interpretive space 
for differential application in practice.

Conclusion:  While there have been major changes to the ethics guidance that reflect significant evolution in the 
ethical conduct of research, the specific vocabulary or language used to explain the ethics of researchers’ ancil-
lary care obligations to the health needs of their research participants, lacks clarity and consistency. As a result, the 
concept of ancillary care continues to be under-represented in local ethical guidelines and regulations, with no clear 
directives for country-level research ethics committees to apply in regulating ancillary care responsibilities.

Keywords:  Ancillary care, Discourse analysis, Ethics guidelines, Policy documents, Health-related research, Resource-
constrained settings, Malawi
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Introduction
Numerous guidelines and policies for ethical research 
practice have evolved over time. The abuse of study 
participants in early experiments, a violation of human 
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rights as spelt out in article 25 of the UN General Assem-
bly [1], triggered the development of guidelines and 
regulatory policies for human research ethics. Many 
guidelines and regulatory policies have been developed 
in response to historical abuses of human participants 
in experiments, such as the Nazi research on prisoners 
which led to changes in research guidance and practice 
[2, 3]. The learning from lengthy international consulta-
tive processes which have taken place over recent dec-
ades resulted in the development of further guidance 
by the World Medical Association [4], the Belmont 
Report by the National Commission for the Protection of 
Human Subjects of Biomedical Behavioral Research [5], 
the International Conference on Harmonisation Guide-
line for Good Clinical Practice (ICH GCP) [6] (not per se 
an ethics guideline but an international ethical and scien-
tific quality standard commonly used as the basis for eth-
ics and ethical decision making in health-related research 
that involve the participation of human subjects), and 
the Council for International Organisation of Medi-
cal Sciences (CIOMS) [7]. In developing these research 
ethics guidelines, the primary focus  was to ensure the 
safety and well-being of research participants to prevent 
the reoccurrence of historical abuse. Relatively limited 
attention has been paid to the genesis of these texts and 
how certain aspects of the guidance have evolved over 
time and how this evolution in language has influenced 
the emphasis on different aspects of ethical conduct of 
research in different contexts.

International research ethics guidelines and policies 
now espouse the commitment of researchers to serv-
ing the participants who volunteer for research by being 
responsive to their health needs, both as a direct result 
of research participation and more broadly as an ethical 
obligation [8, 9]. Increasingly, these ethical guidelines 
emphasise optimal health benefits for research partici-
pants. The extent to which these guidelines are adhered 
to, especially when research is undertaken in resource-
constrained settings, has increasingly formed a signifi-
cant component of this discourse. According to these 
discussions, while the provision of care to study partici-
pants appears to be broadly recognised in international 
ethics guidelines such as the CIOMS [7], the World Med-
ical Association Declaration of Helsinki [9], and the ICH 
GCP [10], its implementation has been slow, making the 
universality of these guidelines problematic.

Driven by a global discourse prioritising the rights 
of research participants in the ethics of health research 
practice, the concept of ancillary care has become 
increasingly common in medical research. Recent dis-
cussions (triggered by Belsky and Richardson [11]) 
highlight the body of literature available on the provi-
sion of care during medical research, but does not focus 

on how the central ethical concept of providing for the 
ancillary health needs of research participants became 
increasingly important [12]. Participants and communi-
ties in low resource settings where global health research 
takes place increasingly demand protection and care 
from researchers. The provision of ancillary care in low-
resource settings may be advocated under a human rights 
approach that supports and strengthens medical research 
ethical standards of conduct and adds to the global scien-
tific debate on ethics [13, 14]. Particularly, ancillary care 
concerns broaden appreciation of the critical nature of 
protecting the rights of study participants and the extent 
to which researchers demonstrate an ethical commit-
ment to their subjects.

Richardson [12], Hyder, Merritt [15], Merritt [16], and 
Pratt et  al. [17] have critically examined the basis for 
the need for ancillary care to be provided to study par-
ticipants by researchers in medical research. The authors 
have emphasised three tenets for the provision of ancil-
lary care related to: researchers special duty to care [18], 
partial-entrustment [11] and principles of justice [19]. 
Whilst these arguments are coherent as providing prin-
ciples for ancillary care provision, there remains scant 
guidance on how this should practically be provided 
when medical research is undertaken in resource-con-
strained settings with no or limited availability of care in 
the communities where participants live, and typically 
without viable and functioning services for alternative 
treatment options.

Our earlier research on current practices of ancil-
lary care in East and Southern Africa demonstrated 
that care and support for study participants during 
medical research remain lacking, with no standardized 
guidelines [20]. Furthermore, there are contextual fac-
tors in resource-constrained communities in the global 
south that impact the decision regarding participation 
in health-related research, such as gaining access to bet-
ter health care services. Given this, most research eth-
ics committees (REC) in these settings lack the proper 
guidance to assess the issue of ancillary care in context. 
Specific guidelines should be available for those who are 
tasked with making these decisions.

Bringing together evidence of ancillary care from inter-
national and local ethics guidelines and policies, the anal-
ysis presented in this paper provides a part of an evolving 
process that aims to develop specific ethics guidelines for 
ancillary care in medical research and its application in 
resource limited settings. The purpose of this paper is to 
describe how the concept of ancillary care has evolved 
over time and how it is included in the ethics guidelines 
and policy documents that guide the conduct of research 
in the global south with both an international focus and 
providing a specific example of Malawi, where the first 
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author lives and works, as a case study. This paper builds 
on the work done by Krubiner et  al. [21] but focuses 
explicitly on how the language surrounding the provi-
sion of ancillary care has changed over time. We trace 
the documents backwards to look at where the influences 
on ancillary care were and how that has influenced or 
impacted on the ethics of medical research in practice. 
Specifically, we describe what is defined in the research 
ethics guidelines and policies regarding researchers’ 
responsibilities towards their participants, we document 
the chronology of how the concept of providing care to 
study participants has evolved over-time and through 
this, explore how the ethics of ancillary care has been jus-
tified within guidance and policy documents for practice.

Methods
Design
To develop an understanding of how the concept of pro-
viding care to study participants has evolved over time, 
we used discourse analysis to interrogate a purposively 
selected sample of research ethics guidelines and insti-
tutional policy documents. We examined how unique 
discursive features of guideline documents contribute to 
the construction of ancillary care in medical research. 
Critical discourse analysis is a technique for exploring the 
links  between discursive texts, events, and practices, as 
well as wider social and cultural structures, relationships, 
and processes [22]. In this study, it was used to determine 
how ancillary care is shaped by different research eth-
ics  guidelines and policies over time. According to Van 
Dijk [23] discourse analysis seeks to reveal implicit and 
hidden power dynamics enacted in discourse, as well as 
the various discursive strategies of dominance and resist-
ance. Due to the lack of clarity on these relationships, it 
is probable that those responsible for developing these 
guideline documents may be unaware of the connections 
between ancillary care provision, power dynamics in 
research, and discourse.

Document selection for analysis
This study involved the collection and analysis of 
research ethics guidance and policy documents relevant 
for the ethical practice of medical research globally. The 
use of ethics guidelines and policy documents as a frame-
work to evaluate the idea of ancillary care was consid-
ered because they directly dictate the ethical conduct of 
medical research involving human subjects. Additionally, 
these documents were chosen for this study because they 
provide ethical framework for scientifically and ethically 
sound medical research.

We conducted a search for and purposively selected 
the main international ethics guidance documents that 
are used as guidance for the conduct of medical research, 

including the Nuremberg code, the Declaration of Hel-
sinki, the Belmont report, the ICH-GCP, and the CIOMS. 
We traced the emergence of guidance within the inter-
national ethics guidelines across time, based on the 
chronology of their publication made available on their 
official websites, for example, the World Medical Associ-
ation, ICH-GCP, and CIOMS websites. Additional docu-
ments were included if they were mentioned or cited in 
already-included documents or secondary literature on 
the subject, and that they provide ethical guidance on 
the conduct of health research in resource-constrained 
settings (RCS) such as the Nuffield Council on Bioethics 
report. For the funding agencies, ethical guidelines and 
policy documents were obtained directly from organi-
zation or institution websites or, if the organisation did 
not make them available, from the regulatory authority 
that published the document. We sought to get access 
to documents from funding agencies that we consid-
ered could have such guidelines and policies because 
they fund  large-scale research projects in resource-con-
strained settings including in Malawi (Table  1). From 
the local regulatory institutions, BK requested for a col-
lection of guidance documents by asking directly from 
local institutions to suggest ethics or policy documents 
that are used as guidelines, and which are not available 
online. When requesting for the documents, members of 
the institution or organisation were asked to suggest eth-
ics or governance documents that could provide princi-
ples to guide the conduct of medical research. In total, we 
reviewed 88 ethics documents to determine their length, 
genre and primary objective or focus.

In the second phase, we applied discourse analysis to 
34 documents that had key textual phrases related to 
ancillary care, these were then included in the final analy-
sis (see Fig.  1). From the international ethics guidelines 
on the conduct of research involving human subjects we 
included 18 documents; 10 other documents included 
were for international financing organisations; and, in 
order to focus on our country case study, 6 guidelines and 
policy statements were from the Malawi research institu-
tions and regulatory bodies such as the Malawi National 
Health Sciences Research Committee (NHSRC).

Selected supportive and supplemental resources were 
included if they related to provision of care or support to 
study participants. The selection was restricted to docu-
ments in English language. Documents that discussed 
general ethical principles of medical research, without 
explicit mention of the concepts related to provision of 
care to study participants, were excluded.

The first document we chose to review was the Nurem-
berg Code [2], an important guidance document with a 
global/universal ethics focus. A fundamental principle of 
the Nuremberg Code was the recognition of the dignity 
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of the individual, which was also the cornerstone of the 
Universal Declaration on Human Rights [1]. Second, we 
included documents that were developed following the 
Nuremberg Code, including the Declaration of Helsinki 
[4, 9, 24, 25], the Belmont Report [5], CIOMS [7, 8, 26, 
27], the ICH-GCP [6], and the Nuffield Council on Bio-
ethics [28]. We traced these international research ethics 
guidance documents chronologically. The final selection 
of included documents was for those from funding agen-
cies including Wellcome Trust, European & Developing 
Countries Clinical Trials Partnership (EDCTP), National 

Institute of Health (NIH), National Institute for Health 
Research (NIHR), Medical Research Council (MRC). 
We also included local (Malawi) research ethics guide-
line and policies including the research ethics committee 
guidelines, research institutions (Malawi-Liverpool Well-
come Trust) policies, ministry of health research policies, 
mainly to look at what documents they refer to and to see 
their wording for provision of care to study participants.

Analysis
The selected documents were coded iteratively in NVivo 
(QSR, Melbourne) by BK. During the first coding pro-
cess, the texts were reviewed several times starting with 
the Nuremberg code, paying attention to words, phrases, 
and concepts related to the provision of care and support 
to study participants during medical research and explor-
ing how these changed over time. During the second step 
of the analysis of subsequent documents, we used the key 
phrases that had been identified for coding while also 
identifying new phrases that related to ancillary care. We 
also looked at the general structure, which included the 
formatting and their order, the use of quotes to introduce 
specific aspects, and the overall tone and verb tense of 
the text. We were particularly interested in tracing  the 
use of such phrases in various research ethics guidelines 
and policies, as well as how the language has evolved 
over time. In the final stage of the analysis, the coded text 
phrases were read and key themes (described in the find-
ings section) that best describes the discourses around 

Table 1  Inclusion criteria for funding organisations, research institutions and documents

Selection of research funding organisation Selection of local (Malawi) research 
institutions and regulatory bodies

Inclusion criteria of document

Those directly provide funding for research stud-
ies in RCS (Malawi)

Involved in reviewing and approving study 
plans, and monitor study progress—Research 
Ethics Committees

The ethics guidelines and policy or regulatory 
documents were included if they contained 
statements with key phrases that represent vari-
ous discourses that could imply the provision of 
ancillary care to research participants

Conducts a wide range of research projects 
including clinical trials—Malawi-Liverpool Well-
come Trust Clinical Research programme

Protection of participants rights, safety, life, health, 
and well-being

Preparations or plans for participant’s care

Respect for participants rights and integrity

Responsible for regulation of all health research 
conducted in Malawi—Malawi Ministry of 
Health Research department

Care as an act of kindness

Beneficence

Participant interests considered first

Responsiveness of research towards participants 
health needs

Responsible for the development of research 
ethics guidelines—National Commission for 
Science and Technology

Researchers’ responsibility or duty to care

Morally praiseworthy

Provide care as appropriate, feasible, or necessary

Participants care obligation

 
Documents identified through 
organization or institutional 

website search (n=76) 

Additional unpublished resources 
sought from local institutions 

(n=12) 

88 full-text documents assessed 
for eligibility 

54 full-text 
documents excluded 
because they did not 
contain text phrases 

that relate to ancillary 
care 

Documents included for 
discourse analysis (n=34) 

Fig. 1  Document identification, screening, and selection
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the provision of ancillary care to study participants and 
the related ethical justification were generated.

The analysis followed a framing used by Johnstone 
[29] for discourse analysis, which takes multiple fac-
ets of a text into account simultaneously. Six factors are 
included in this framing: the medium (print or video), the 
language (particular word choices), the people or par-
ticipants represented, the author’s objectives or purpose, 
and the social and cultural context. As previously noted, 
representations of care provision are critical textual tar-
gets for this study, and as a result, we focused on ancillary 
care or guidance for the provision of care to study par-
ticipants during medical research. We asked how docu-
ments explicitly or implicitly explain ancillary care and 
how does it appear to be referred to (for example, what 
ethical and other justifications apply?).

All authors discussed the interpretations during regu-
lar meetings and there was congruence among the find-
ings that emerged. Therefore, the interpretation provided 
in this article is based on a critical discourse analysis of 
texts relevant to the ethics of ancillary care as described 
in international and local research ethics guidelines and 
policies.

Findings
Different constructions of the research ethics guidance 
documents were reflective of the discourses around the 
idea of ancillary care. The documents differed profoundly 
in how they characterised the evolution of provision of 
care to study participants. We illustrate these findings 
using relevant quotes describing each of the analysed 
texts separately and sequence from broad international 
ethics guidelines (the Declaration of Helsinki, Bel-
mont Report, ICH-GCP, and CIOMS) to specific local 
research ethics guidance documents [30–33], and inter-
national funding agencies policies. We use key inter-
related phrases extracted from guidance documents to 
illustrate the findings: participant protection; provide 
care as appropriate; supererogation; patient needs prevail 
over science; and ancillary care obligation. These phrases 
reflect defined views on ancillary care that have been 
included into ethical guidelines and policy statements for 
use in health-related research globally. We discuss how 
these extracts have been put into the context of research 
ethics over time and how they relate to ancillary care 
(Table 2).

Participant protection
The one thing that all the different guidelines and poli-
cies have in common is that of safeguarding the safety of 
study participants from undue risks of harm. The discus-
sion around the protection of study participants is based 
on the established ethical principles that grew out of the 

ethical condemnation of Nazi experiments [2] and the 
philosophical underpinnings of ethical debates on justice 
and moral obligation [34, 35]. In the context of this paper, 
we found that, across all ethical guidance documents 
derived from the Nuremberg code, the protective obliga-
tion of researchers towards their participants is confined 
to study-related harm. Using the word "protectionism," 
Moreno [36] explains the ethical need to protect that is 
outlined in the ethics guidelines. In Moreno’s description, 
protectionism is a concept that emphasises the need of 
protecting human subjects from the risks associated with 
involvement in research. This is founded on the concept 
that a special duty is owned to those who participate in 
research. This is the case for both international guidelines 
and their interpretation within funding requirements, 
regulatory bodies, and research ethics committees which 
refer exclusively to protection of human research partici-
pants and place a strong emphasis on study-related harm.

In 1947, the Nuremberg code [2] established the first 
international guideline, stating that any study involv-
ing human participants must guarantee that adequate 
safeguards against experiment-related harm are made 
available. The Nuremberg code’s participant protec-
tion provisions were wide, including even improbable 
risks of injury, impairment, or death. The Nuremberg 
code was the first guideline to put a high value on safe-
guarding people from research-related harm. Follow-
ing that, research ethics guidelines were developed to 
strengthen that protection, through the Declaration of 
Helsinki, for example, which emphasises the protection 
of the well-being of research participants as being more 
important than the research results. In 1964, the World 
Medical Association Declaration of Helsinki [4] widened 
the scope of the protective duty to include specifically 
text on the life and health of participants.

It is the duty of the doctor to remain the protector of 
the life and health of that person on whom clinical 
research is being carried out [4].

By adding a broader term such as "protection of the par-
ticipant’s life and health," attention may have been given 
to caring for  any conditions that the participant may 
be suffering from while participating in the study, thus 
broadening the scope of responsibility assigned to those 
seeking to recruit participants in research. However, the 
focus remained on study-related issues, with little or no 
mention of care for additional health needs. Later, in the 
Belmont Report of 1978 [5], another broad idea of pro-
tection for study participants was emphasized, in which 
protection would be targeted at the overall well-being 
of a person who is involved in research. The Belmont 
Report went on to establish an additional idea of well-
being, which corresponded to what is included in the 



Page 6 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 

Ta
bl

e 
2 

su
m

m
ar

y 
of

 s
pe

ci
fic

 p
hr

as
es

 re
fle

ct
in

g 
br

oa
de

r d
is

co
ur

se

D
oc

um
en

t S
ou

rc
e 

an
d 

ye
ar

 o
f p

ub
lic

at
io

n
Ti

tle
D

is
co

ur
se

s

Pa
rt

ic
ip

an
t p

ro
te

ct
io

n
Su

pe
re

ro
ga

tio
n

Pa
rt

ic
ip

an
t n

ee
ds

 
pr

ev
ai

l o
ve

r s
ci

en
ce

Pr
ov

id
e 

ca
re

 a
s 

ap
pr

op
ri

at
e

A
nc

ill
ar

y 
ca

re
 re

se
ar

ch
er

’s 
ob

lig
at

io
n

N
ur

em
be

rg
 C

od
e 

[2
], 

19
47

Pe
rm

is
si

bl
e 

m
ed

ic
al

 
ex

pe
rim

en
ts

Pr
ot

ec
t p

ar
tic

ip
an

ts
 

ag
ai

ns
t s

tu
dy

 re
la

te
d 

ha
rm

W
or

ld
 M

ed
ic

al
 A

ss
oc

ia
tio

n 
[4

], 
19

64
H

um
an

 E
xp

er
im

en
ta

tio
n:

 
Co

de
 o

f E
th

ic
s 

of
 th

e 
W

or
ld

 M
ed

ic
al

 A
ss

oc
ia

tio
n 

(D
ec

la
ra

tio
n 

of
 H

el
si

nk
i)

Re
se

ar
ch

er
s 

pr
ot

ec
t l

ife
 

an
d 

he
al

th
 o

f t
he

 p
ar

tic
i-

pa
nt

Re
sp

ec
t t

he
 ri

gh
t o

f p
ar

-
tic

ip
an

ts
 to

 s
af

eg
ua

rd
 th

ei
r 

in
te

gr
ity

N
at

io
na

l C
om

m
is

si
on

 fo
r 

th
e 

Pr
ot

ec
tio

n 
of

 H
um

an
 

Su
bj

ec
ts

 o
f B

io
m

ed
ic

al
 

Be
ha

vi
or

al
 R

es
ea

rc
h 

[5
], 

19
78

Th
e 

Be
lm

on
t r

ep
or

t: 
et

hi
ca

l p
rin

ci
pl

es
 a

nd
 

gu
id

el
in

es
 fo

r t
he

 p
ro

te
c-

tio
n 

of
 h

um
an

 s
ub

je
ct

s 
of

 
re

se
ar

ch

Se
cu

re
 p

ar
tic

ip
an

ts
 w

el
l-

be
in

g
Be

ne
fic

en
ce

 (a
ct

 o
f k

in
d-

ne
ss

) a
s 

an
 o

bl
ig

at
io

n

Co
un

ci
l f

or
 In

te
rn

at
io

na
l 

O
rg

an
iz

at
io

ns
 o

f M
ed

ic
al

 
Sc

ie
nc

es
 [5

1]
, 1

99
1

In
te

rn
at

io
na

l e
th

ic
al

 
gu

id
el

in
es

 fo
r r

ev
ie

w
 o

f 
ep

id
em

io
lo

gi
ca

l s
tu

di
es

Pr
ot

ec
t t

he
 ri

gh
ts

 a
nd

 
as

su
re

 th
e 

w
el

fa
re

 o
f 

su
bj

ec
ts

W
he

re
 p

ar
tic

ip
an

ts
 n

ee
d 

he
al

th
 c

ar
e,

 a
rr

an
ge

m
en

ts
 

sh
ou

ld
 b

e 
m

ad
e 

to
 h

av
e 

th
em

 tr
ea

te
d 

or
 th

ey
 

sh
ou

ld
 b

e 
re

fe
rr

ed
 to

 a
 

lo
ca

l h
ea

lth
 s

er
vi

ce

In
te

rn
at

io
na

l C
on

fe
re

nc
e 

on
 H

ar
m

on
is

at
io

n—
G

ui
de

lin
e 

fo
r G

oo
d 

C
lin

ic
al

 
Pr

ac
tic

e 
[6

], 
19

96

In
te

rn
at

io
na

l C
on

fe
re

nc
e 

on
 H

ar
m

on
is

at
io

n 
of

 
te

ch
ni

ca
l r

eq
ui

re
m

en
ts

 fo
r 

re
gi

st
ra

tio
n 

of
 p

ha
rm

ac
eu

-
tic

al
s 

fo
r h

um
an

 u
se

Pr
ot

ec
t r

ig
ht

s, 
sa

fe
ty

, a
nd

 
w

el
l-b

ei
ng

 o
f p

ar
tic

ip
an

ts
Pa

rt
ic

ip
an

ts
 ri

gh
ts

, s
af

et
y,

 
an

d 
w

el
l-b

ei
ng

 p
re

va
il 

ov
er

 s
ci

en
ce

Pr
ov

id
e 

ad
eq

ua
te

 c
ar

e 
fo

r 
st

ud
y 

re
la

te
d 

co
nd

iti
on

s
Pr

ov
id

e 
ca

re
 b

e 
co

ns
id

er
ed

 
fo

r i
nt

er
cu

rr
en

t c
on

di
tio

ns

W
or

ld
 M

ed
ic

al
 A

ss
oc

ia
tio

n 
[2

4]
, 2

00
0

Et
hi

ca
l p

rin
ci

pl
es

 fo
r 

m
ed

ic
al

 re
se

ar
ch

 in
vo

lv
in

g 
hu

m
an

 s
ub

je
ct

s 
(D

ec
la

ra
-

tio
n 

of
 H

el
si

nk
i)

Pr
ot

ec
t t

he
 li

fe
, h

ea
lth

, 
pr

iv
ac

y,
 ri

gh
ts

, a
nd

 d
ig

ni
ty

 
of

 p
ar

tic
ip

an
ts

Pa
rt

ic
ip

an
t w

el
l-b

ei
ng

 
to

 ta
ke

 p
re

ce
de

nc
e 

ov
er

 
sc

ie
nc

e

Pr
ov

id
in

g 
ca

re
 a

s 
co

m
-

bi
ne

d 
w

ith
 re

se
ar

ch
Re

sp
on

si
bi

lit
y 

fo
r t

he
 

hu
m

an
 s

ub
je

ct
 m

us
t a

lw
ay

s 
re

st
 w

ith
 a

 m
ed

ic
al

ly
 q

ua
li-

fie
d 

pe
rs

on
 a

nd
 n

ev
er

 re
st

 
on

 th
e 

pa
rt

ic
ip

an
t

W
or

ld
 H

ea
lth

 O
rg

an
iz

at
io

n 
[4

2]
, 2

00
0

O
pe

ra
tio

na
l g

ui
de

lin
es

 
fo

r e
th

ic
s 

co
m

m
itt

ee
s 

th
at

 re
vi

ew
 b

io
m

ed
ic

al
 

re
se

ar
ch

Sa
fe

gu
ar

di
ng

 th
e 

di
gn

ity
, 

rig
ht

s, 
sa

fe
ty

, a
nd

 w
el

l-
be

in
g 

of
 p

ar
tic

ip
an

ts

Re
se

ar
ch

 in
te

re
st

s 
sh

ou
ld

 
no

t o
ve

rr
id

e 
th

e 
he

al
th

, 
w

el
l-b

ei
ng

, a
nd

 c
ar

e 
of

 
re

se
ar

ch
 p

ar
tic

ip
an

ts

Pr
ov

id
e 

ca
re

 to
 re

se
ar

ch
 

pa
rt

ic
ip

an
ts

 d
ur

in
g 

an
d 

af
te

r t
he

 c
ou

rs
e 

of
 th

e 
re

se
ar

ch

Co
uc

il 
fo

r I
nt

er
na

tio
na

l 
O

rg
an

is
at

io
n 

of
 M

ed
ic

al
 

Sc
ie

nc
es

 [7
], 

20
02

In
te

rn
at

io
na

l e
th

ic
al

 
gu

id
el

in
es

 fo
r b

io
m

ed
ic

al
 

re
se

ar
ch

 in
vo

lv
in

g 
hu

m
an

 
su

bj
ec

ts

Pr
ot

ec
t t

he
 ri

gh
ts

 a
nd

 
w

el
fa

re
 o

f v
ul

ne
ra

bl
e 

pe
rs

on
s

M
or

al
ly

 p
ra

is
ew

or
th

y 
fo

r 
re

se
ar

ch
er

s 
to

 p
ro

vi
de

 
an

ci
lla

ry
 c

ar
e 

to
 p

ar
tic

i-
pa

nt
s

Fo
r a

nc
ill

ar
y 

he
al

th
 n

ee
ds

 
re

se
ar

ch
er

s 
sh

ou
ld

, a
s 

ap
pr

op
ria

te
, a

dv
is

e 
th

em
 

to
 o

bt
ai

n,
 o

r r
ef

er
 th

em
 fo

r, 
m

ed
ic

al
 c

ar
e

N
uffi

el
d 

Co
un

ci
l o

n 
Bi

o-
et

hi
cs

 [2
8]

, 2
00

2
Th

e 
et

hi
cs

 o
f r

es
ea

rc
h 

re
la

te
d 

to
 h

ea
lth

ca
re

 in
 

de
ve

lo
pi

ng
 c

ou
nt

rie
s

Pr
ot

ec
t p

ar
tic

ip
an

ts
 fr

om
 

ha
rd

 in
 R

C
S

W
he

re
 it

 is
 fe

as
ib

le
 

re
se

ar
ch

er
s 

ha
ve

 a
 d

ut
y 

to
 

pr
ov

id
e 

ca
re

 fo
r a

nc
ill

ar
y 

he
al

th
 n

ee
ds



Page 7 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 	

Ta
bl

e 
2 

(c
on

tin
ue

d)

D
oc

um
en

t S
ou

rc
e 

an
d 

ye
ar

 o
f p

ub
lic

at
io

n
Ti

tle
D

is
co

ur
se

s

Pa
rt

ic
ip

an
t p

ro
te

ct
io

n
Su

pe
re

ro
ga

tio
n

Pa
rt

ic
ip

an
t n

ee
ds

 
pr

ev
ai

l o
ve

r s
ci

en
ce

Pr
ov

id
e 

ca
re

 a
s 

ap
pr

op
ri

at
e

A
nc

ill
ar

y 
ca

re
 re

se
ar

ch
er

’s 
ob

lig
at

io
n

M
ed

ic
al

 R
es

ea
rc

h 
Co

un
ci

l 
[4

1]
, 2

00
4

M
RC

 E
th

ic
s 

gu
id

e:
 M

ed
ic

al
 

re
se

ar
ch

 in
vo

lv
in

g 
ch

ild
re

n
Pa

rt
ic

ip
an

ts
’ in

te
re

st
s 

m
us

t p
re

va
il 

ov
er

 th
os

e 
of

 
sc

ie
nc

e

W
or

ld
 M

ed
ic

al
 A

ss
oc

ia
tio

n 
[3

8]
, 2

00
4

D
ec

la
ra

tio
n 

of
 H

el
si

nk
i: 

Et
hi

ca
l P

rin
ci

pl
es

 fo
r M

ed
i-

ca
l R

es
ea

rc
h 

In
vo

lv
in

g 
H

um
an

 S
ub

je
ct

s

Pr
ot

ec
t p

ar
tic

ip
an

ts
 

he
al

th
, l

ife
, p

riv
ac

y,
 a

nd
 

di
gn

ity

Th
e 

w
el

l-b
ei

ng
 o

f t
he

 
pa

rt
ic

ip
an

ts
 m

us
t t

ak
e 

pr
ec

ed
en

ce
 o

ve
r a

ll 
ot

he
r 

in
te

re
st

s

M
ed

ic
al

 R
es

ea
rc

h 
Co

un
ci

l 
[4

0]
, 2

00
7

M
RC

 E
th

ic
s 

gu
id

e:
 M

ed
ic

al
 

re
se

ar
ch

 in
vo

lv
in

g 
ad

ul
ts

 
w

ho
 c

an
no

t c
on

se
nt

Re
sp

ec
t t

he
 in

te
re

st
s 

of
 

an
 in

di
vi

du
al

 p
ar

tic
ip

an
t i

s 
m

or
e 

im
po

rt
an

t t
ha

n 
an

y 
po

te
nt

ia
l b

en
efi

ts
 o

f t
he

 
re

se
ar

ch
 to

 o
th

er
s

M
al

aw
i N

at
io

na
l H

ea
lth

 
Sc

ie
nc

es
 R

es
ea

rc
h 

Co
m

-
m

itt
ee

 [3
0]

, 2
00

7

G
en

er
al

 G
ui

de
lin

es
 o

n 
H

ea
lth

 R
es

ea
rc

h
Pr

ov
id

e 
ca

re
 to

 re
se

ar
ch

 
pa

rt
ic

ip
an

ts
 d

ur
in

g 
an

d 
af

te
r t

he
 c

ou
rs

e 
of

 th
e 

re
se

ar
ch

W
or

ld
 M

ed
ic

al
 A

ss
oc

ia
tio

n 
[2

5]
, 2

00
8

Et
hi

ca
l p

rin
ci

pl
es

 fo
r 

m
ed

ic
al

 re
se

ar
ch

 in
vo

lv
in

g 
hu

m
an

 s
ub

je
ct

s 
(D

ec
la

ra
-

tio
n 

of
 H

el
si

nk
i)

Pr
ot

ec
t t

he
 li

fe
, h

ea
lth

, 
di

gn
ity

, i
nt

eg
rit

y,
 ri

gh
t 

to
 s

el
f-

de
te

rm
in

at
io

n,
 

pr
iv

ac
y,

 a
nd

 c
on

fid
en

tia
l-

ity
 o

f p
er

so
na

l i
nf

or
m

at
io

n 
of

 re
se

ar
ch

 s
ub

je
ct

s

Th
e 

w
el

l-b
ei

ng
 o

f t
he

 
in

di
vi

du
al

 re
se

ar
ch

 s
ub

je
ct

 
m

us
t t

ak
e 

pr
ec

ed
en

ce
 

ov
er

 a
ll 

ot
he

r i
nt

er
es

ts

Co
un

ci
l f

or
 In

te
rn

at
io

na
l 

O
rg

an
is

at
io

ns
 o

f M
ed

ic
al

 
Sc

ie
nc

es
 [2

6]
, 2

00
9

In
te

rn
at

io
na

l e
th

ic
al

 
gu

id
el

in
es

 fo
r r

ev
ie

w
 o

f 
ep

id
em

io
lo

gi
ca

l s
tu

di
es

M
or

al
ly

 p
ra

is
ew

or
th

y 
fo

r 
re

se
ar

ch
er

s 
to

 p
ro

vi
de

 
an

ci
lla

ry
 c

ar
e 

to
 p

ar
tic

i-
pa

nt
s

Co
lle

ge
 o

f M
ed

ic
in

e 
Re

se
ar

ch
 E

th
ic

s 
Co

m
m

it-
te

e 
[3

1]
, 2

01
0

G
en

er
al

 g
ui

de
lin

es
 o

n 
he

al
th

 re
se

ar
ch

Pr
om

ot
e 

di
gn

ity
, r

ig
ht

s, 
sa

fe
ty

, a
nd

 w
el

l-b
ei

ng
 o

f 
re

se
ar

ch
 p

ar
tic

ip
an

ts

M
al

aw
i M

in
is

tr
y 

of
 H

ea
lth

 
[3

2]
, 2

01
2

N
at

io
na

l H
ea

lth
 R

es
ea

rc
h 

A
ge

nd
a 

20
12

–2
01

6
Pr

ot
ec

t a
nd

 p
ro

m
ot

e 
th

e 
di

gn
ity

 a
nd

 ri
gh

ts
 o

f a
ll 

re
se

ar
ch

 p
ar

tic
ip

an
ts

W
or

ld
 M

ed
ic

al
 A

ss
oc

ia
tio

n 
[9

], 
20

13
Et

hi
ca

l p
rin

ci
pl

es
 fo

r 
m

ed
ic

al
 re

se
ar

ch
 in

vo
lv

in
g 

hu
m

an
 s

ub
je

ct
s 

(D
ec

la
ra

-
tio

n 
of

 H
el

si
nk

i)

Pr
om

ot
e 

an
d 

sa
fe

gu
ar

d 
th

e 
he

al
th

, w
el

l-b
ei

ng
, a

nd
 

rig
ht

s 
of

 p
ar

tic
ip

an
ts

Th
e 

go
al

 o
f r

es
ea

rc
h 

sh
ou

ld
 n

ev
er

 ta
ke

 p
re

c-
ed

en
ce

 o
ve

r t
he

 ri
gh

ts
 

an
d 

in
te

re
st

s 
of

 in
di

vi
du

al
 

re
se

ar
ch

 s
ub

je
ct

s



Page 8 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 

Ta
bl

e 
2 

(c
on

tin
ue

d)

D
oc

um
en

t S
ou

rc
e 

an
d 

ye
ar

 o
f p

ub
lic

at
io

n
Ti

tle
D

is
co

ur
se

s

Pa
rt

ic
ip

an
t p

ro
te

ct
io

n
Su

pe
re

ro
ga

tio
n

Pa
rt

ic
ip

an
t n

ee
ds

 
pr

ev
ai

l o
ve

r s
ci

en
ce

Pr
ov

id
e 

ca
re

 a
s 

ap
pr

op
ri

at
e

A
nc

ill
ar

y 
ca

re
 re

se
ar

ch
er

’s 
ob

lig
at

io
n

Co
un

ci
l f

or
 In

te
rn

at
io

na
l 

O
rg

an
is

at
io

ns
 o

f M
ed

ic
al

 
Sc

ie
nc

es
 [8

], 
20

16

In
te

rn
at

io
na

l e
th

ic
al

 
gu

id
el

in
es

 fo
r h

ea
lth

-
re

la
te

d 
re

se
ar

ch
 in

vo
lv

in
g 

hu
m

an
s

M
ak

e 
ad

eq
ua

te
 p

ro
vi

si
on

s 
fo

r a
dd

re
ss

in
g 

pa
rt

ic
ip

an
ts

’ 
he

al
th

 n
ee

ds
 d

ur
in

g 
re

se
ar

ch
 a

nd
, i

f n
ec

es
sa

ry

H
ea

lth
 R

es
ea

rc
h 

A
ut

ho
rit

y 
[4

3]
, 2

01
7

U
K 

po
lic

y 
fra

m
ew

or
k 

fo
r 

he
al

th
 a

nd
 s

oc
ia

l c
ar

e 
re

se
ar

ch

En
su

rin
g 

pa
rt

ic
ip

an
ts

’ 
sa

fe
ty

 a
nd

 w
el

l-b
ei

ng
 in

 
re

la
tio

n 
to

 th
ei

r p
ar

tic
ip

a-
tio

n 
in

 th
e 

re
se

ar
ch

Sa
fe

ty
 a

nd
 w

el
l-b

ei
ng

 o
f 

th
e 

in
di

vi
du

al
 p

re
va

il 
ov

er
 

th
e 

in
te

re
st

s 
of

 s
ci

en
ce

IC
H

 E
6(

R1
) G

oo
d 

C
lin

ic
al

 
Pr

ac
tic

e 
IC

H
 E

6(
R2

) I
C

H
 

Co
ns

en
su

s 
G

ui
de

lin
e 

[1
0]

, 
20

16

In
te

gr
at

ed
 a

dd
en

du
m

 
to

 IC
H

 E
6 

(R
1)

: g
ui

de
lin

e 
fo

r g
oo

d 
cl

in
ic

al
 p

ra
ct

ic
e 

E6
 (R

2)

Pr
ot

ec
t r

ig
ht

s, 
sa

fe
ty

, a
nd

 
w

el
l-b

ei
ng

 o
f p

ar
tic

ip
an

ts
W

he
n 

th
e 

in
ve

st
ig

at
or

 
be

co
m

es
 a

w
ar

e 
of

 a
n 

in
te

r-
cu

rr
en

t c
on

di
tio

n,
 s

ho
ul

d 
no

tif
y 

th
e 

pa
rt

ic
ip

an
t

W
el

lc
om

e 
Tr

us
t [

48
], 

20
18

G
oo

d 
re

se
ar

ch
 p

ra
ct

ic
e 

gu
id

el
in

es
pr

ot
ec

t t
he

 ri
gh

ts
, i

nt
er

-
es

ts
 a

nd
 s

af
et

y 
of

 re
se

ar
ch

 
pa

rt
ic

ip
an

ts

H
3A

fri
ca

 [4
7]

, 2
01

8
G

ui
de

lin
e 

fo
r t

he
 R

et
ur

n 
of

 In
di

vi
du

al
 G

en
et

ic
 

Re
se

ar
ch

 F
in

di
ng

s

D
ep

en
di

ng
 o

n 
cl

in
ic

al
 

va
lid

ity
 a

nd
 re

le
va

nc
e,

 
ad

vi
sa

bl
e 

to
 p

ro
vi

de
 re

fe
r-

ra
l a

s 
an

ci
lla

ry
 c

ar
e

M
in

is
tr

y 
of

 H
ea

lth
 a

nd
 

Po
pu

la
tio

n 
[3

3]
, 2

01
9

N
at

io
na

l H
ea

lth
 R

es
ea

rc
h 

Po
lic

y:
 S

tr
en

gt
he

ni
ng

 
he

al
th

 re
se

ar
ch

 to
 im

pr
ov

e 
na

tio
na

l h
ea

lth
 s

ec
ur

ity

Pr
ot

ec
t t

he
 ri

gh
ts

 o
f 

re
se

ar
ch

 p
ar

tic
ip

an
ts

W
el

lc
om

e 
Tr

us
t [

44
], 

20
20

Re
se

ar
ch

 in
vo

lv
in

g 
hu

m
an

 
pa

rt
ic

ip
an

ts
 p

ol
ic

y
Pr

ot
ec

t t
he

 ri
gh

ts
, i

nt
er

es
ts

 
an

d 
sa

fe
ty

 o
f p

ar
tic

ip
an

ts
Pr

ov
is

io
n 

of
 c

ar
e 

as
 c

ol
-

la
te

ra
l b

en
efi

ts
 o

f c
ar

ry
in

g 
ou

t r
es

ea
rc

h,
 w

he
th

er
 o

r 
no

t t
he

y 
ar

e 
ne

ce
ss

ar
y 

fo
r 

th
e 

re
se

ar
ch

 d
es

ig
n

Co
un

ci
l f

or
 In

te
rn

at
io

na
l 

O
rg

an
is

at
io

ns
 o

f M
ed

ic
al

 
Sc

ie
nc

es
 [2

7]
, 2

02
1

C
lin

ic
al

 re
se

ar
ch

 in
 

re
so

ur
ce

-li
m

ite
d 

se
tt

in
gs

. 
A

 c
on

se
ns

us
 b

y 
a 

C
IO

M
S 

W
or

ki
ng

 G
ro

up

Re
se

ar
ch

er
s 

ha
ve

 a
n 

et
hi

ca
l 

ob
lig

at
io

n 
to

 c
ar

e 
fo

r p
ar

tic
i-

pa
nt

s’ 
he

al
th

 n
ee

ds
 d

ur
in

g 
re

se
ar

ch
, i

f n
ec

es
sa

ry

G
ue

nt
er

 e
t a

l. 
[5

2]
, 2

02
1

Et
hi

ca
l c

on
si

de
ra

tio
ns

 
in

 H
IV

 p
re

ve
nt

io
n 

tr
ia

ls
: 

Jo
in

t U
ni

te
d 

N
at

io
ns

 
Pr

og
ra

m
m

e 
on

 H
IV

/A
ID

S 
an

d 
th

e 
W

or
ld

 H
ea

lth
 

O
rg

an
iz

at
io

n

Re
se

ar
ch

er
s 

to
 ta

ke
 m

ea
s-

ur
es

 to
 p

ro
te

ct
 th

e 
sa

fe
ty

, 
di

gn
ity

, h
um

an
 ri

gh
ts

 a
nd

 
w

el
fa

re
 o

f p
ar

tic
ip

an
ts



Page 9 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 	

Ta
bl

e 
2 

(c
on

tin
ue

d)

D
oc

um
en

t S
ou

rc
e 

an
d 

ye
ar

 o
f p

ub
lic

at
io

n
Ti

tle
D

is
co

ur
se

s

Pa
rt

ic
ip

an
t p

ro
te

ct
io

n
Su

pe
re

ro
ga

tio
n

Pa
rt

ic
ip

an
t n

ee
ds

 
pr

ev
ai

l o
ve

r s
ci

en
ce

Pr
ov

id
e 

ca
re

 a
s 

ap
pr

op
ri

at
e

A
nc

ill
ar

y 
ca

re
 re

se
ar

ch
er

’s 
ob

lig
at

io
n

N
at

io
na

l I
ns

tit
ut

es
 o

f 
H

ea
lth

 [4
9]

, 2
02

1
N

at
io

na
l I

ns
tit

ut
e 

of
 H

ea
lth

 
G

ra
nt

s 
Po

lic
y 

St
at

em
en

t
Pr

ot
ec

t t
he

 ri
gh

ts
 a

nd
 w

el
-

fa
re

 o
f t

he
se

 p
ar

tic
ip

an
ts

N
IH

-fu
nd

in
g 

fo
r r

es
ea

rc
h 

pr
oj

ec
ts

 m
ay

 in
cl

ud
e 

fo
r 

co
st

s 
to

w
ar

ds
 p

ar
tic

ip
an

ts
 

ho
sp

ita
lis

at
io

n,
 te

st
in

g,
 o

r 
ca

re
 s

er
vi

ce
s



Page 10 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 

World Health Organization’s 1948 definition of health, “a 
state of complete physical, mental and social well-being 
and not merely the absence of disease or infirmity” [37].

Persons are treated in an ethical manner not only by 
respecting their decisions and protecting them from 
harm, but also by making efforts to secure their well-
being [5].

The above description of the range of protective duty of 
researchers towards their participants has evolved over 
time and used differently in guidance documents, how-
ever, the concept remains to refer to ensuring the safety 
of study participants. From the Nuremberg code which 
was concerned with the protection of experimental sub-
jects (participants) from study related harm, the concept 
has evolved through different international ethics guide-
lines. Several other ethics guidelines have focused on the 
protection of the life and well-being of study participants 
for example, the Belmont Report, and the CIOMs (Fig. 2).

The recently updated guidelines by the World Medical 
Association Declaration of Helsinki 2000, 2004, 2008 and 
2013 include additional specific areas of protection such 
as for the life, health, privacy, and dignity of participants 
[9, 24, 25, 38]. These terms used are still very broad, for 
example, protection of health or life. In 2002, the CIOMs 
provided guidelines which refer to the World Medical 
Association Declaration of Helsinki and Belmont report. 
Accordingly, the guidelines uphold that the researchers 
must make special provision for the protection of the 
rights and welfare of participants. However, the focus 
in the CIOMs is toward that of vulnerable individu-
als. While the 2002 and 2016 CIOMs guidelines focus 
on protection of vulnerable participants in research, the 
2021 CIOMs guidelines include RCS as the main target 
for the protective duty of researchers.

In the context of RCS protection of research partici-
pants has become more complex and requires a more 
multifaceted and interconnected system of protection. 
In the protective duty, guidance documents ensures that 
participants welfare is of central concern to the research-
ers by minimising the level of harm to which participants 
may be exposed and treat them with respect and dignity 
throughout the study.

The exact structure of protective duty for research par-
ticipants varies among guidance documents. Despite this 
flexibility, however, there are some basic protection func-
tions necessary to ensure safety of participants, for exam-
ple, protection against foreseeable study related harm, it 
is essential that researchers meet these needs. The empir-
ical literature and evidence from research ethics guidance 
documents that exist on protection of study participants 
tend to show that this may only be meant for protection 
against study related harm. However, the researchers may 

extend this protection duty to incidental conditions iden-
tified during the study among their participants and pro-
vide the needed ancillary care.

Subjects may be reimbursed for lost earnings, travel 
costs and other expenses incurred in taking part in 
a study; they may also receive free medical services. 
It might, for example, be agreed to treat cases of an 
infectious disease contracted during a trial of a vac-
cine designed to provide immunity to that disease, 
or to provide treatment of incidental conditions 
unrelated to the study [7].

In addition to researchers’ duty not to harm partici-
pants in research, there is a duty to benefit partici-
pants where possible. Thus, where it is feasible for 
researchers to diagnose and treat an illness which 
arises, or to ensure that effective treatment is avail-
able at a local level, they have a duty to do so [28].

This call for the duty to provide ancillary care in essence 
can have protective benefits to study participants in RCS 
where they have several unmet health needs which may 
be more critical than the condition under study or as 
compared to the study related harm. Within the interna-
tional ethics guidance documents from all years, explicit 
ancillary care obligation is not mentioned in the context 
of protecting study participants as one way of addressing 
their unmet health needs. Some participants may accept 
to participate in a study knowing that their needs will be 
taken care of and that they will be protected. It is sugges-
tive of a strong belief that the moral grounds for such acts 
are dependent on the established relationship during the 
conduct of research. It is also suggestive of a strong belief 
that ancillary health care issues are a matter of personal 
responsibility, such that the researcher’s obligation to 
protect the health of participants during research may be 
extended to include the provision of ancillary health care 
to their participants as a matter of personal responsibility.

There was limited discourse on protection of study par-
ticipants from funding agencies and local research regu-
latory bodies guidance and policy documents beyond 
study related conditions, however, it was noted that the 
majority refer to the international guidance documents 
[4–7].

Participant needs prevail over science
In this discourse, the key phrase is described in terms 
of researchers prioritising the responsiveness to the 
demands of participants in RCS. This discourse was 
first described in the 1989 World Medical Association 
Declaration of Helsinki [39] then later in CIOMS 1993, 
as cited in Nuffield Council on Bioethics [28], followed 
by the 1996 ICH-GCP [6] and is included in all the later 
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versions of the World Medical Association Declara-
tion of Helsinki, CIOMS, ICH-GCP. This textual phrase 
is also used in some policies from funding and policy 
organisations such as the MRC [40, 41], and the World 
Health Organization [42].

In research on man, the interest of science and 
society should never take precedence over consid-
erations related to the wellbeing of the subject. [39]
Research in developing countries should be 
‘responsive to the health needs and the priorities 
of the community in which it is to be carried out’ 
[CIOMS, 1993, as cited in [28]].
The rights, safety, and well-being of the trial sub-
jects are the most important considerations and 
should prevail over interests of science and society 
[6].

In medical research on human subjects, considera-
tions related to the well-being of the human subject 
should take precedence over the interests of science 
and society [24].

We observed that both international research ethical 
standards and funding agencies guidelines emphasise 
the importance of medical research not taking prior-
ity over participant demands. This discourse has been 
represented via the use of a variety of text phrases. 
The guidelines define the participants’ interests as 
their well-being [6, 24, 42, 43], rights [6], safety [6, 43], 
health [42], and care [27, 42] (Table 1).

The goals of research, while important, should 
never be permitted to override the health, well-
being, and care of research participants [42].
The safety and well-being of the individual prevail 
over the interests of science and society [43].

While some guidelines emphasise the importance of 
putting participants’ interests above research and soci-
ety, they do not specify whose participants’ interests 
are being covered.

In all research involving people, an appropriate 
balance must be struck between the interests of 
participants (and, where relevant, the communi-
ties to which they belong) and the interests of soci-
ety or the advancement of knowledge [44].

In a similar manner, this expression in the guidelines 
does not explicitly clarify whether it covers ancillary 
healthcare needs. While this may relate to the scientific 
information gained as a result of the study, it may also 
allude to the responsiveness of the research team to the 
participants’ extra health requirements. Using more 
general phrases like well-being, health, and rights, does 
this suggest that researchers are responsible to provide 
care for the ancillary health needs of their participants?

The most common and important expectation of par-
ticipants for ancillary care that researchers must meet, 
is to ensure the effacement of self-interest in placing 
the interests of their participants first. In biomedical 
research, however, commercialization of research par-
ticipant protection has contributed significantly to the 
conflict between self-interest and ethical responsibil-
ity. This is particularly true in the situation of RCS in 
global south settings, where participants have a vari-
ety of extra health requirements that are left unmet by 
the health  system. Consequently, although researchers 
have some ethical duties toward their participants dur-
ing medical research, such as the need to protect their 
safety, they also have scientific interests that compete 
with the services that their participants are expecting at 
the same time.

Fig. 2  key phrases that reflect the evolution of providing care to participants
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Supererogation
A third discourse on the researcher’s role in the ethi-
cal conduct of research centred on behaviours that are 
morally praiseworthy but go above and beyond the call 
of duty in terms of research ethics. As defined by Jacobs 
[45], supererogation occurs when an agent performs 
activities that are morally right or morally praiseworthy, 
but which are not required by the actor’s obligation. Even 
if particular acts fall short of what is objectively right, we 
should praise those who act from motives that are gen-
erally `utility maximising’ because praising such well-
motivated acts tend to promote the best results [46]. The 
CIOMS’s earlier versions of 1993, as cited in Nuffield 
Council on Bioethics [28], 2002 [7] and 2009 [26] rec-
ognise ancillary care as an act that is commendable act 
to do for the participants but not required. Therefore, 
acts of ancillary care by researchers would be lacking in 
moral worth if they are not provided. This, on the other 
hand, does not serve as a guide for researchers, nor does 
it provide any legal framework under which researchers 
may be required to provide for the ancillary health care 
demands of their participants. The guidelines are explicit 
in stating that this is not a responsibility put on research-
ers, and that rather this is just an act of kindness. As 
such, the translation of this act into an obligation set out 
in guidance documents is not an imperative.

However, the CIOMS guidelines would appear to 
enshrine the research ethics guidance in the discussion of 
ancillary care responsibility:

Although sponsors are, in general, not obliged to pro-
vide health-care services beyond that which is nec-
essary for the conduct of the research, it is morally 
praiseworthy to do so [7, 26].

Additional to this commitment, the guideline moves 
on to say; “in some circumstances, it may be relatively 
easy for researchers to treat the condition or refer par-
ticipants to local health centre where treatment can be 
provided [7].” The phrase “morally praiseworthy” speaks 
to the researchers as the most powerful partners in the 
research-participant relationship. However, while the 
provision of any ancillary care is considered morally 
praiseworthy in the 2002 and 2009 CIOMS guidelines, no 
other international or national body has praised or rec-
ognized the provision of ancillary care or the researcher 
as being particularly "morally praiseworthy" for providing 
such services to their participants. According to a review 
of ethics guidance materials for both the local institu-
tional review board [30, 31] and international funding 
agencies [40, 41, 44, 47, 48], there has been no evidence 
to suggest  that such discourses of morally praisewor-
thy conduct are translated into institutional policies and 
guidance documents. However, we found that in almost 

all the guidance documents reviewed from the local reg-
ulatory and international funding institutions they refer 
to the Nuremberg code [2], the Declaration of Helsinki 
[24], the Belmont report [5], the ICH-GCP [6], and the 
CIOMS [24].

Provide care as appropriate
While morally praiseworthy was used in the 2002 and 
other earlier versions of CIOMS guidelines, this phrase 
has been removed in the 2016 guidelines. Instead, the 
2016 guidelines encourage provision of ancillary care as 
it may seem ‘appropriate or necessary’ by the research-
ers and other research stakeholders [8]. What is regarded 
suitable or required in this discourse seems to be depend-
ent on the judgments that the researcher would make. 
So, similarly to the framing of ancillary care provision 
as ‘morally praiseworthy’ the statement "as it may seem 
appropriate or necessary" does not give any significant 
direction to researchers, particularly in RCS where every 
participant may have additional health-care requirements 
that qualify as being required or appropriate to provide 
care for. The Nuffield Council on Bioethics in their report 
which also serves as a guidance document on the ethical 
conduct of research particularly in developing countries 
and has been referenced by many other recent guidance 
documents including those for the international funding 
agencies such as the Wellcome Trust [44], also uses the 
phrase ‘if necessary’. However, the report encourages that 
researchers provide care for incidental finding among 
their participants if deemed feasible [28].

In addition to researchers’ duty not to harm partici-
pants in research, there is a duty to benefit partici-
pants where possible. Thus, where it is feasible for 
researchers to diagnose and treat an illness which 
arises, or to ensure that effective treatment is avail-
able at a local level, they have a duty to do so” [28].

The inclusion of the words `have a duty’ moves this pro-
vision from being an act of guidance, something that 
is ‘morally praiseworthy’ to being something that the 
researcher has an obligation to provide. However, like 
in the CIOMS 2016 guidelines, the Nuffield Council on 
Bioethics [28] report provides further guidance on what 
researchers can do when in that situation:

During research, participants may develop an 
entirely unrelated condition. In some circumstances, 
it may be relatively easy for researchers to treat the 
condition or refer participants to a local health cen-
tre where treatment can be provided. In other cases, 
researchers may not have the expertise to treat the 
condition effectively and appropriate treatment may 
not be available locally as part of the public health 
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system [28].

The use of the passive term “may” in these guidance 
documents including some from funding agencies [49] 
suggests that funding agencies wish to give researchers 
options and not to make it obligatory, but this remains 
problematic in the sense that it does not provide an 
explicit position. The researcher in this case may be 
required to make decisions on a case-by-case basis as 
described in the 2016 CIOMS guidelines [8]. This has 
translated into funding guidance. For example, the Well-
come guidance notes on research involving people in low- 
and middle-income countries only  emphasises that any 
considerations for the provision of ancillary care should 
be that which is equal to the local standard-of-care:

Where it is proposed to offer healthcare unrelated to 
the specific research question, we recommend that 
this should usually be the standard treatment that is 
available locally [44].

This is particularly problematic because there are dis-
parities in standards of care between middle-income and 
low-income countries, as well as within those settings, 
and it contributes to further inequity, largely because 
there is a catch-all recommendation that is universalised 
without consideration for specific context.

Ancillary care researchers’ obligation
The last and most recent discourse is about the ancil-
lary care obligations researchers have towards their par-
ticipants. The 2021 CIOMS guidance has been the first 
to clearly recognise ancillary care as an obligation of 
researchers toward their participants.

Researchers have an ethical obligation to care for 
participants’ health needs during research and, if 
necessary, for the transition of participants to care 
when the research is concluded [27].

These guidelines make some noticeable steps to demon-
strate that researchers have a responsibility to care for 
their participants. This could be due to the fact that some 
researchers [50] have written on the conditions that the 
majority of RCS participants experience. These guide-
lines lay a strong focus on the fact that researchers have 
a commitment to provide ancillary care to their partici-
pants in order to assist them in addressing unmet health 
needs that remain unaddressed due to limited or unavail-
ability of services in the local health care system, as stated 
in the guidelines. This discourse is suggestive of a social 
reality where the ethics of ancillary care during research 
places a greater value upon responding to participants 
needs. The guidelines provide further guidance that 
such care should not be considered as undue influence 

but rather that researchers should work to improve the 
health, quality, and access to health care services of their 
participants which are limited or not available.

While referral of participants requiring additional 
health care services from medical personnel with the 
necessary ability to continue the care (World Medical 
Association Declaration of Cordoba on patient-physician 
relationship), is supported in medical research guidance 
documents gives the same options to researchers. How-
ever, issues of limited availability of the required services 
are not well addressed. Just as with issues of standard-of-
care, what if such services are limited or not available at 
all? This has not been well addressed in guidance docu-
ments particularly for the conduct of research in resource 
constrained settings.

The translation of international guidelines to local research 
ethics guidance
While international research ethical guidelines  include 
clear guidance for the provision care to study partici-
pants, we found limited guidance on the same from local 
research ethics guidelines and policy documents, which 
provide a significant research oversight. On the other 
hand, we found that the  majority of local research eth-
ics guidelines and policy documents are established 
pursuant to the International Ethical Guidelines for the 
Conduct of Research Involving Human Subjects, which 
are mostly regarded as primary  source of guidance on 
research ethics matters.

These Guidelines have been developed basing on a 
number of resource materials including the Republic 
of Malawi Constitution; National Science and Tech-
nology Policy; National Procedures and Guidelines 
for the Conduct of Research in Malawi; Policy Meas-
ures for the Improvement of Health Research Co-
ordination in Malawi; CIOMS; WHO Operational 
Guidelines for Ethics Committees That Review Bio-
medical Research; UNESCO Declaration on Bio-
ethics and Human Rights, and other many relevant 
international ethical guidelines and regulations 
- Malawi National Health Sciences Research Com-
mittee [30]

The rights, safety and standards for research design 
and conduct are governed by the: Declaration of 
Helsinki, Nuremberg Code, and CIOMS [44]

These statements lay out a range of sources and options, 
demonstrating that the decision about which guidelines 
to follow is subjective. Lack of established local guide-
lines outlining the researchers’ responsibilities towards 
their participants creates a gap when it comes to how 
researchers should respond to the additional health 
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needs of their participants while participating in research 
studies. For example, the general guidelines on health 
research state that “medical care should be provided 
to research participants while they are participating 
in the study” Malawi REC Guidelines p. 22 [30], but no 
description is given of what that means or to what extent 
researchers can provide that care or when do such obli-
gations stop. Such broad generalizations can confound 
researchers when designing their  studies, which is par-
ticularly true in global south settings, where participants 
may have a variety of additional unmet health needs.

Despite significant progress in encouraging research-
ers doing studies in RCS to consider the provision of 
ancillary care by some funding agencies, there is limited 
attention on whether or not ancillary care should be con-
sidered to be an obligation by researchers. And, even if 
it did, there are no clear guidelines over how it should or 
could be monitored.

Conclusion
Through this discourse analysis, the Nuremberg Code’s 
ethics guidance, first published in 1947 and subsequently 
the declaration by the World Medical Association in 1964, 
demonstrates commitments and values towards the ethi-
cal  conduct of research. The primary focus of these two 
first ethics guidelines, as well as all subsequent guidelines, 
is on protecting study participants against risk associated 
with research participation. The 1993 CIOMS guidelines 
and subsequent revisions in 2002, 2009, and 2016 estab-
lished the concept of providing care to study participants 
during research, including for non-study-related diseases, 
known as ancillary care [11]. However, ancillary care was 
not acknowledged as a researcher obligation until the 
recent guidelines by the Council for International Organi-
sations of Medical Sciences [27], which appears to reflect 
a sensitivity to the ethical need of researchers to provide 
ancillary care to their participants. This demonstrates a 
shift in the language away from a sole focus on the protec-
tion of study participants to one that includes the provision 
of additional care. While there have been major changes 
to the ethics guidance that reflect significant evolution in 
the ethical conduct of research, the specific vocabulary or 
language used to explain the ethics of researchers’ ancillary 
care obligations to the health needs of their research par-
ticipants is often complex and lacks clarity and consistency.

We acknowledge that this study has a limitation in 
that it is largely based on ethical guidance documents. 
We have not examined how such documents are imple-
mented in practice, such as the actual procedure of ethics 
review by research ethics committees. Our analysis dem-
onstrates how specific textual features guide researchers 
in both the global north and  south to provide ancillary 
care to their study participants. Conducting additional 

qualitative methods research with research stakeholders 
in practice settings would provide insight into whether 
the shifts in language found within textual documents are 
reflected in current practices. That said, while this analy-
sis is limited to ethics guidance documents, the research’s 
broader message is applicable to guidance documents 
from funding agencies and local ethics bodies that do not 
provide explicit guidance on ancillary care.

Aspects of ancillary care are not currently standard-
ised, as evidenced by several funding agencies’ reluc-
tances to express an opinion on the subject. Alternatively, 
it is possible that these funding agencies will defer to the 
researchers and the local research ethics guidelines in set-
tings  where the research is being conducted. However, 
these local research ethics guidelines also refer to inter-
national research ethics guidelines as described above, 
which leaves a gap on proper guidance on ancillary care 
provision. Additionally, this research found that, while 
discourses regarding the provision of care to study par-
ticipants have evolved significantly over time, as demon-
strated in the international ethics guidance documents, 
local ethics guidelines and policies of international fund-
ing agencies continue to refer to the Declaration of Hel-
sinki of 2000, the Belmont report of 1978, the ICH-GCP 
of 1996, and the CIOMS of 2000. Due to a lack of explicit 
discourses on ancillary care in local research ethics guide-
lines and regulatory documents, research ethics com-
mittees have difficulty regulating or advising researchers 
regarding their ancillary care responsibilities. Additionally, 
we found that the current discourses used in international 
ethics guidelines, such as “morally praiseworthy,” “if neces-
sary or as appropriate,” are too broad to serve as guidelines 
for researchers. Using such broad discourses fail to address 
general concern of ancillary care guidance on the extent to 
which this care can be provided and how does that apply 
to different contexts where medical research is conducted.

These historical depictions have a significant impact 
on the solutions that are proposed for health challenges 
faced by study participants in the global south, and as a 
result, we argue for explicit consideration of the ways in 
which writing choices on ancillary care can address some 
ethical issues in research. Our findings suggest that newer 
versions of ethics guidance documents must illustrate that 
the idea of ancillary care is explicitly included to provide 
researchers with clear guidance, particularly in RCS.

Abbreviations
CIOMS: Council for International Organisations of Medical Sciences; COMREC: 
College of Medicine Research Ethics Committee; EDCTP: European & Develop-
ing Countries Clinical Trials Partnership; ICH-GCP: International Committee 
on Harmonization of Good Clinical Practice; MRC: Medical Research Council; 
NHSRC: National Health Sciences Research Committee; NIH: National Institute 
of Health; NIHR: National Institute for Health Research; RCS: Resource-con-
strained settings; REC: Research Ethics Committee.



Page 15 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 	

Acknowledgements
We would like to express our gratitude to Dr. Deborah Nyirenda (Malawi-
Liverpool Wellcome Trust Clinical Research Programme and GHBN fellow) for 
her guidance and assistance in document selection and manuscript review. 
We would like to convey our appreciation to those research institutes and 
funding agencies that provided us the necessary documents when requested. 
We would also like to express our gratitude to Markus Gmeiner for his assis-
tance and direction in identifying the documents required from the national 
research ethics bodies. The authors would also like to acknowledge the 
contributions made by members of the Global Health Bioethics Network and 
the Malawi-Liverpool Wellcome Trust Clinical Research Programme.

Author contributions
BMK: Conceptualization, developed and conducted document searches, 
screened the documents identified using inclusion and exclusion criteria and 
extracted data from the included document, formal analysis, writing—original, 
drafts and final manuscript. ND: Supervision, Conceptualization, Validation, 
Methodology, Writing—critical review of all drafts. JS: Supervision, Concep-
tualization, Methodology, Validation, Resources, Writing—critical review of all 
drafts. All authors read and approved the final manuscript.

Funding
The Global Health Bioethics Network (GHBN) supported this research with a 
Wellcome Trust Strategic Award (096527) managed by the London School of 
Hygiene and Tropical Medicine. The funding agency had no part in the study’s 
design, data collection, analysis, and interpretation, or manuscript preparation.

Availability of data and materials
Data sharing is not applicable to this article because all of the documents col-
lected and analysed during the current study are already in the public domain. 
However, we are seeking to make available the documents we sourced via, 
CIOMS website (https://​cioms.​ch/), Wellcome Trust website (https://​wellc​ome.​
org/​grant-​fundi​ng/​guida​nce/​resea​rch-​invol​ving-​human-​parti​cipan​ts-​policy), 
the H3Africa website (www.​h3afr​ica.​org), NIH website (https://​www.​nih.​
gov/), MRC website (https://​mrc.​ukri.​org/), ICH-GCP website (https://​ichgcp.​
net/), World Medical Association website (https://​www.​wma.​net/), and NCST 
website (https://​www.​ncst.​mw/).

Declarations

Ethics approval and consent to participate
Since this study involved analysis of only documents that are already in the 
public domain, this is not human subject research and does not require ethi-
cal approval. Though there was no formal research ethics review for the study, 
the researchers, on the other hand, were bound by all of the standard research 
ethics, research integrity and publication ethics guidelines, which ensured that 
study confidentiality would not be violated.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 London School of Hygiene and Tropical Medicine, London, UK. 2 Malawi-Liv-
erpool Wellcome Trust Clinical Research Programme, P.O. Box 30096, Chichiri, 
Blantyre 3, Malawi. 3 Liverpool School of Tropical Medicine, Liverpool, UK. 

Received: 24 January 2022   Accepted: 25 April 2022

References
	1.	 UN General Assembly. Universal declaration of human rights. UN General 

Assembly. 1948;302(2):14–25.
	2.	 Nuremberg Code. Permissible medical experiments. Trials of War Crimi-

nals before the Nuremberg. 1947.

	3.	 Pressel DM. Nuremberg and Tuskegee: lessons for contemporary Ameri-
can medicine. J Natl Med Assoc. 2003;95(12):1216–25.

	4.	 World Medical Association. Declaration of Helsinki: recommendations 
guiding doctors in clinical research. Can Med Assoc J. 1964;91(11):619.

	5.	 National Commission for the Protection of Human Subjects of Biomedical 
Behavioral Research. The Belmont report: ethical principles and guide-
lines for the protection of human subjects of research. United States: 
National Commission for the Protection of Human Subjects of Biomedical 
Behavioral Research; 1978.

	6.	 International Conference on Harmonisation—Guideline for Good Clinical 
Practice. International Conference on Harmonisation of technical require-
ments for registration of pharmaceuticals for human use 1996.

	7.	 Coucil for International Organisation of Medical Sciences. International 
ethical guidelines for biomedical research involving human subjects. Bull 
Med Ethics. 2002;182:17–23.

	8.	 Council for International Organisations of Medical Sciences. International 
ethical guidelines for health-related research involving humans. Interna-
tional ethical guidelines for health-related research involving humans. 
2017.

	9.	 World Medical Association. World Medical Association Declaration of 
Helsinki: ethical principles for medical research involving human subjects. 
JAMA. 2013;310(20):2191–4.

	10.	 ICH E6(R1) Good Clinical Practice ICH E6(R2) ICH Consensus Guideline. 
Integrated addendum to ICH E6 (R1): guideline for good clinical practice 
E6 (R2). Current Step. 2015;2:1–60.

	11.	 Belsky L, Richardson HS. Medical researchers’ ancillary clinical care respon-
sibilities. BMJ. 2004;328(7454):1494–6.

	12.	 Richardson HS. Moral entanglements: the ancillary-care obligations of 
medical researchers. Oxford: Oxford University Press; 2012.

	13.	 Participants in the Georgetown University Workshop on the Ancillary-
Care Obligations of Medical Researchers Working in Developing 
Countries. The ancillary-care obligations of medical researchers working 
in developing countries. PLoS Med. 2008;5(5):e90.

	14.	 Tshikala T, Mupenda B, Dimany P, Malonga A, Ilunga V, Rennie S. Engag-
ing with research ethics in central Francophone Africa: reflections on a 
workshop about ancillary care. Philos Ethics Humanit Med. 2012;7(1):1–7.

	15.	 Hyder AA, Merritt MW. Ancillary care for public health research in devel-
oping countries. JAMA. 2009;302(4):429–31.

	16.	 Merritt MW. Health researchers’ ancillary care obligations in low-resource 
settings how can we tell what is morally required? Kennedy Inst Ethics J. 
2011;21(4):311.

	17.	 Pratt B, Zion D, Lwin KM, Cheah PY, Nosten F, Loff B. Ancillary care: from 
theory to practice in international clinical research. Public Health Ethics. 
2013;6(2):154–69.

	18.	 Dickert N, Wendler D. Ancillary care obligations of medical researchers. 
JAMA. 2009;302(4):424–8.

	19.	 Hooper CR. Ancillary care duties: the demands of justice. J Med Ethics. 
2010;36(11):708–11.

	20.	 Kapumba BM, Desmond N, Seeley J. What do we know about ancillary 
care practices in East and Southern Africa? A systematic review and 
meta-synthesis. Wellcome Open Res. 2021;6:164.

	21.	 Krubiner CB, Syed RH, Merritt MW. Health researcher’s ancillary-care 
responsibilities in low-resource settings: the landscape of institutional 
guidance. IRB Ethics Hum Res. 2015;37(3):12–9.

	22.	 Jørgensen M, Phillips LJ. Critical discourse analysis. Discourse analysis as 
theory and method. London: Sage; 2002. p. 60–95.

	23.	 Van Dijk TA. Aims of critical discourse analysis. Jpn Discourse. 
1995;1(1):17–28.

	24.	 World Medical Association. World Medical Association Declaration of 
Helsinki: ethical principles for medical research involving human subjects. 
Bull World Health Organ. 2000;79(4):373.

	25.	 World Medical Association. Declaration of Helsinki. Ethical principles for 
medical research involving human subjects. Jahrbuch Für Wissenschaft 
Und Ethik. 2008;14(1):233–8.

	26.	 Council for International Organisations of Medical Sciences. International 
ethical guidelines for review of epidemiological studies. International 
ethical guidelines for epidemiological studies; 2009.

	27.	 Council for International Organisations of Medical Sciences. Clinical 
research in resource-limited settings. A consensus by a CIOMS Working 
Group. Council for International Organizations of Medical Sciences; 2021.

https://cioms.ch/
https://wellcome.org/grant-funding/guidance/research-involving-human-participants-policy
https://wellcome.org/grant-funding/guidance/research-involving-human-participants-policy
http://www.h3africa.org
https://www.nih.gov/
https://www.nih.gov/
https://mrc.ukri.org/
https://ichgcp.net/
https://ichgcp.net/
https://www.wma.net/
https://www.ncst.mw/


Page 16 of 16Kapumba et al. BMC Medical Ethics           (2022) 23:51 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	28.	 Nuffield Council on Bioethics. The ethics of research related to healthcare 
in developing countries. London: Nuffield Council on Bioethics; 2002.

	29.	 Johnstone B. Discourse analysis. 3rd ed. Oxford: Wiley; 2018.
	30.	 Malawi National Health Sciences Research Committee. The national 

health Sciences research committee general guidelines on health 
research: “Valuing Collective Responsibility in Promoting Excellence in 
Scientific and Ethical Conduct of Health Related Research in Malawi” In: 
Health Mo, editor. Malawi: Malawi Governement; 2007.

	31.	 College of Medicine Research Ethics Committee. General guidelines on 
health research—college of medicine research and ethics committee 
(COMREC). Malawi: Malawi College of Medicine; 2010.

	32.	 Malawi Ministry of Health. National health research agenda 2012–2016. 
In: Health Mo, editor. Malawi: Ministry of Health; 2012.

	33.	 Ministry of Health and Population. National Health Research Policy: 
Strengthening health research to improve national health security. In: 
Health Mo, editor. Malawi: Ministry of Health; 2019.

	34.	 Levine RJ. International codes and guidelines for research ethics: a criti-
cal appraisal. In: Vandepool HY, editor. The ethics of research involving 
human subjects: facing the 21st century. Frederick: University Publishing 
Group; 1996. p. 235–59.

	35.	 Freeman SJ, Engels DW, Altekruse MK. Foundations for ethical standards 
and codes: the role of moral philosophy and theory in ethics. Couns Val-
ues. 2004;48(3):163–73. https://​doi.​org/​10.​1002/j.​2161-​007X.​2004.​tb002​
43.x.

	36.	 Moreno JD. Protectionism in research involving human subjects; 2001.
	37.	 World Health Organization. WHO (2011). Presentation: “Designing the 

Road to Better Health and Well-Being in Europe” at the 14th European 
Health Forum Gastein; 2011.

	38.	 World Medical Association. Declaration of Helsinki: Ethical Principles for 
Medical Research Involving Human Subjects; 2004.

	39.	 World Medical Association. Declaration of Helsinki: Recommendations 
guiding physicians in biomedical research involving human subjects; 
1989.

	40.	 Medical Research Council. MRC ethics guide: Medical research involving 
adults who cannot consent. MRC London; 2007.

	41.	 Medical Research Council. MRC Ethics Guide: Medical research involving 
children. Medical Research Council; 2004.

	42.	 World Health Organization. Operational guidelines for ethics committees 
that review biomedical research: World Health Organization; 2000.

	43.	 Health Research Authority. UK policy framework for health and social care 
research. Health Research Authority London; 2017.

	44.	 Wellcome Trust. Research involving human participant policy. Wellcome. 
2018. https://​wellc​ome.​org/​grant-​fundi​ng/​guida​nce/​resea​rch-​invol​ving-​
people-​low-​and-​middle-​income-​count​ries Accessed 30 Apr 2021.

	45.	 Jacobs RA. Obligation, supererogation and self-sacrifice. Philosophy. 
1987;62(239):96–101.

	46.	 Hill Jr TE, Cureton A. Supererogation. International Encyclopedia of Ethics; 
2013.

	47.	 H3Africa. Guideline for the Return of Individual Genetic Research Find-
ings. 2018. https://​h3afr​ica.​org/​wp-​conte​nt/​uploa​ds/​2018/​05/​H3Afr​ica%​
20Fee​dback%​20of%​20Ind​ividu​al%​20Gen​etic%​20Res​ults%​20Pol​icy.​pdf. 
2021.

	48.	 Wellcome Trust. Good Research Practice Guidelines—Grant Funding | 
Wellcome. Wellcome Trust. 2018. https://​wellc​ome.​org/​grant-​fundi​ng/​
guida​nce/​good-​resea​rch-​pract​ice-​guide​lines.

	49.	 National Institutes of Health. National institutes of health grants policy 
statement. Bethesda, MD Retrieved June. 2021:IIB-142–IIB-6.

	50.	 Laman M, Pomat W, Siba P, Betuela I. Ethical challenges in integrating 
patient-care with clinical research in a resource-limited setting: perspec-
tives from Papua New Guinea. BMC Med Ethics. 2013;14(1):1–6.

	51.	 Council for International Organizations of Medical Sciences. International 
guidelines for ethical review of epidemiological studies. Geneva: CIOMS; 
1991.

	52.	 Guenter D, Esparza J, Macklin R. Ethical considerations in international 
HIV vaccine trials: summary of a consultative process conducted by the 
Joint United Nations Programme on HIV/AIDS (UNAIDS). J Med Ethics. 
2000;26(1):37–43.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1002/j.2161-007X.2004.tb00243.x
https://doi.org/10.1002/j.2161-007X.2004.tb00243.x
https://wellcome.org/grant-funding/guidance/research-involving-people-low-and-middle-income-countries
https://wellcome.org/grant-funding/guidance/research-involving-people-low-and-middle-income-countries
https://h3africa.org/wp-content/uploads/2018/05/H3Africa%20Feedback%20of%20Individual%20Genetic%20Results%20Policy.pdf
https://h3africa.org/wp-content/uploads/2018/05/H3Africa%20Feedback%20of%20Individual%20Genetic%20Results%20Policy.pdf
https://wellcome.org/grant-funding/guidance/good-research-practice-guidelines
https://wellcome.org/grant-funding/guidance/good-research-practice-guidelines

	A chronological discourse analysis of ancillary care provision in guidance documents for research conduct in the global south
	Abstract 
	Introduction: 
	Methods: 
	Results: 
	Conclusion: 

	Introduction
	Methods
	Design
	Document selection for analysis
	Analysis
	Findings
	Participant protection
	Participant needs prevail over science
	Supererogation
	Provide care as appropriate
	Ancillary care researchers’ obligation
	The translation of international guidelines to local research ethics guidance

	Conclusion
	Acknowledgements
	References


