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Editorial   
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Introduction 
India's rape laws don't apply if a man rapes his wife. Marriage is a license to rape in India. No 

doesn't mean NO in a marriage in India. Domestic violence in India is an entrenched problem, 
and it has only been exacerbated in recent years. According to the National Crime Records 
Bureau’s (NCRB) ‘Crime in India” report, about 70% of women in India are victims of domestic 
violence. One such manifestation of this domestic violence is Marital rape. Marital rape, the act of 
forcing your spouse into having sex without proper consent, is an unjust yet not uncommon way 
to degrade and disempower women. Today, Marital rape has been impeached in more than 100 

countries but, unfortunately, India is one of the only 36 countries where marital rape is still not 
criminalized. Even though many legal amendments have been done in criminal law for the 
protection of the women, the non-criminalization of marital rape in India undermines the dignity 
and human rights of women. In India, only 2–4% women seek help from authorities with respect 
to marital rape. The inability to talk about the abuse and seek help also negatively impacts women’s 
mental health, exacerbating the stress, anxiety and depressive symptoms experienced by victims 
along with posttraumatic stress disorder. The evidence suggests that the mental health burden from 

marital rape in India is potentially high. However, societal inattention to the issue, lack of 
infrastructure and procedure for screening, comorbid exposures and lack of help-seeking avenues, 
it has been challenging to estimate the consequences of marital rape within Indian society 

 

What is Marital Rape?  
Section 375 of the Indian Penal Code defines rape as "non-consensual sexual intercourse with a 
woman". However, it exempts the husband from any penal consequences if he forces intercourse 

on his wife without her consent, given that his wife is above the age of 15 years. The 15 years bit 
was written down to 18 years by the Supreme Court. Marriage in India under the law means 
irrevocable implied consent. Rape occurring within a marital between husband and wife without 
consent implies marital rape. 
 

History of Marital Rape in India  
In 1889, Phulmani Dasi a 10 year old child bride died because of her 35 years old husband raped 
her, and cited his right to have sex with his wife according to the contract of marriage. The 
government at the time tried to bring the age of consent bill but the bill faced severe opposition 
from many upper caste Hindu sections of the society. An incident that happened more than a 
century ago are imperative in our understanding of why India has still not criminalized marital 
rape. Historically, our society has found it difficult to comprehend the concept of marital rape. 
"How is it rape if they are married?" The underlying assumptions is even more disheartening. It 

seems to imply that the only collateral damage to rape is the ignominy and no one would want to 
marry the raped woman. Therefore, if a woman is already married, why is she complaining? More 
disturbingly, it also suggests that marriage is a legitimate license for a man to live out his base, 
animal instincts without any regard for his wife's self -respect and dignity.  
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According to Hindu scriptures, no religious rites can be performed with perfection by a man 
without the equal participation of his wife in any religious rites. Wives are thus called ‘Ardhangani’. 

They are supposed to be given not only importance but equal position with men in the society. But 
is it happening at all in our country?   

 

Does Marriage imply a contract for Sex 
Yes, in India it can be practically true, here a marriage is seen as a contract or deal between two 
families and individuals where the daughter (bride) is treated as an object who is offered to the 
man during their marriage, termed as ‘Kanyadaan’. Hence, the husband gets the right over the wife 

in total. In India, marriage is regarded as an institution, a sacred bond that brings two individuals 

together for their joint pursuit of Dharma (duty), Artha (possessions), Kama (sexual desires) and 

Moksha (salvation); at least in theory accepted in our society. 

The concept of marital rape in India is the epitome of what we call an “implied consent”. Marriage 
between a man and a woman here implies that both have consented to sexual intercourse and it 
cannot be otherwise. In India, women have mostly not given equal importance; their position is 
still not what it should have been. Women have at times been considered inferior as compared to 
men, which have led to India being developed as a country with male chauvinist ideologies. 

Women in India are subjected to criminal atrocities such as rape, domestic violence, sexual 
harassment, trafficking and forced prostitution. This is just a small part of a never-ending list of 
crimes against women. Marital Rape refers to the sexual intercourse between a man and a woman, 
who are legally accepted as husband and wife, where the woman does not give consent for such 
intercourse. Marriage gives right to the husband and wife to lawfully consummate their marriage. 
Marriage is a stable relationship in which a man and a woman are socially permitted to have 
children implying the right to sexual relationships. 

Being a part of the wedlock does not permit the man to forcefully have sex with his wife. The right 
to have sexual intercourse must be consensual and not an obligation of his wife. The wife should 
have the liberty to refuse to have sex and cannot be compelled by her husband to do it. Even today 
the law system in India does not recognize marital Rape as a crime. On 6th August 2021, the 
Kerala High court upholds marital Rape as a good ground to claim divorce. 

 

Possible causes of Marital Rape 

 
1. Dominance of gender: When the discord between spouses increases, the husband may try 

to assert himself by forcing himself upon the woman. In an attempt to one-up, his wife will 
use the ultimate weapon in his arsenal to demean and degrade her. In this way he is 
showing his dominion over her and destroying her privacy. By doing so, he is insulting 
what the woman considers most sacred.  While the act of rape in itself is heinous, it is often 

the elaborate process of insulting, attacking and disrobing the victim that makes marital 
rape particularly demeaning for the woman and the society as a whole.  

2. Power: Sexual dissonance between the couple: At times the woman may not be interested 
in sex for reasons that are clear only to her and may refuse her husband. Men are generally 
more oversexed than women are. So, when the man is denied sex, he treats it as an insult 
to his manhood. It is also said that anatomically, the female body is designed to receive 
the sexual activity and the male body is meant to give. When the wife refuses sex, it could 
be because she has had a history of sexual abuse at a young age and may not view sex as 
a positive, pleasurable activity. Hence, she may not receive it the way the husband expects 
her to. He may therefore not feel accepted because he is denied from performing the sexual 
act. This in turn causes discord between the couple. It is also believed that a man in a bid 
to overcome the humiliation of sexual rejection, will eventually force himself upon the 
wife. 
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Effects of Marital Rape  
Marital Rape has more severe and long-lasting consequences for any individual because of the 
simple fact that the rapist is none other than her husband/ wife with whom a lifetime of happiness 
was expected. 

Physical effects: The physical effects of Marital Rape include injuries to private organs, bruises, 
torn muscles, lacerations, fatigue, fractures etc. Women who are subjected to physical violence, as 
well as rape, suffer from other complications like blackened eyes, broken bones, and wounds 
inflicted by any sort of weapon, during sexual violence. Women also go through various hazards 
due to Marital Rape like forced pregnancy, miscarriages, abortions. Sexual infections, infertility 
and also the chances of diseases like HIV etc. 

Psychological effects: The trauma a woman goes through when her own husband repeatedly rapes 
her cannot be explained in words. The psychological effects are far worse than the physical effects, 
some of the short -term psychological effects are shock, fear, stress, suicidal tendencies, panic 
disorder, clinical depression, anxiety, low self-esteem, low self-confidence, deep self -hatred etc. In 
extreme cases it can lead to Post Traumatic Disorder requiring intensive Psychiatric interventions. 
Marital Rapes cannot disappear totally. Rape or any crime for that matter is individualistic even if 
they are laws made to protect the victim and to punish the criminal.  

 
What needed is awareness. Both, the husband and the wife should be treated for the problem 
relating to their sexual life. Approaching a psychologist or a psychiatrist is imperative to get treated 
through medicine along with psychotherapy. The victim and the perpetrator are thoroughly 
examined to have an idea about their personality make up as well as mental state, including a 
study of their childhood, especially with respect to their equation with their parents. 

 

Status of Marital Rape in India 

 The definition of rape codified in Section 375 of the Indian Penal Code (IPC) includes all 
forms of sexual assault involving non-consensual intercourse with a woman. 

 Non-Criminalization of marital rape in India emanates from Exception 2 to Section 375. 

 However, Exception 2 to Section 375 exempts unwilling sexual intercourse between a 
husband and a wife over fifteen years of age from Section 375’s definition of “rape” and 

thus immunizes such acts from prosecution. 

 As per current law, a wife is presumed to deliver perpetual consent to have sex with her 
husband after entering into marital relations.  

 Article 21 of the Indian constitution states “Protection of life and personal liberty”. The 
article includes the right to live with personal liberty and dignity but if a female is forcefully 
asked to have sexual intercourse with her husband, then the validity of her right to exercise 

her personal liberty is questionable and her dignity is affected. An exception to Section 375 
of the Indian Penal Code violates this right given to all females. 

 

Conclusions 
In the current scenario Marital Rape can be only seen as rape which is legally permissible that 
negates the element of consent from the woman. Though the Marital Rape is centered around 
women in India there are instances where a man /husband is forced to have sexual intercourse 

with his wife or a with a woman with intimate personal relations. Hence, while deciding the 
judicial aspects and criminalizing Marital Rape all the aspects need to be cared with equal justice 
for all the citizen of India irrespective of their gender. It is high time that the judicial system in 
India makes laws criminalizing marital Rape to preserve the dignity and psychological wellbeing 
of the woman. 
Almost all studies show an association between marital rape and adverse mental health outcomes, 
despite likely widespread underestimation of marital sexual abuse prevalence. The qualitative 
studies provided relevant context regarding the lack of recognition of actions that may be 
considered abuse and mental health symptoms. Thus, further research in the association between 
marital sexual abuse and poor health outcomes, especially mental health is needed. 
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Marital rape violates fundamental human rights and is linked to adverse psychological 
consequences. Lawmakers should be made aware of these highly adverse effects, as it may 
motivate criminalization of marital rape in India. Marital rape and its effects on health and 
wellbeing warrants greater scholarly focus and nuanced, sensitive research to drive informed and 

evidence-based decision making. Further research into various facets of this phenomenon are 
needed. 
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  ABSTRACT 
 

Autism spectrum disorders is one of the commonest developmental disabilities that is seen in 
clinical practice. There have been a number of new interventions that have been posited to be 
useful in the management of autism spectrum disorders. This has resulted in the need for sound 
clinical trials using these interventions in management of children with the condition. The present 
paper provides an overview of the various ethical issues that arise when conducting clinical trials 
in children with autism spectrum. Issues like informed consent, legally acceptable representative 
and safety have been discussed. The paper will serve as a primer for those working in the area and 

even undertaking clinical trials in this population.   
 

Keywords: clinical trials, autism, autism spectrum disorders, ethical, children. 

 

Introduction 
Research on Autism spectrum disorders (ASD) have increased in the last 2 decades with the 

confluence of increased awareness of ASD globally and increased funding opportunities for 
conducting research on ASD [1-2]. This necessitates attention towards research ethics. Although 
pediatric bioethics is a well-established field, very little is written about ethics of research in 
children and adolescents with disability [3]. Given the history of research ethics, guidelines were 
laid due to the unethical research conducted on children with intellectual disability [4]. Efforts to 
enhance research regulation and protect children against exploitation in research culminated in 
the development of guidelines such as the World Medical Association’s Declaration of Helsinki 

[5]. The thought of potential abuse, confusion over consent, lack of capacity to consent, fear of 
litigation, difficulty in accessing this population and limited profit for pharmacological companies 
had led to a decline in research among children and adolescent with developmental disorders [4]. 
Exclusion of children with disability from research has led to sub-standard treatment for them and 
unequal access to the benefits of research. In this era, accessing and inclusion, as opposed to 
protection, are becoming dominant themes [3]. In this article too we will be discussing about 

ethical issues faced by researchers at various stages while conducting research in children with 
autism spectrum disorders. 
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Current State of Clinical Trials in Autism Spectrum Disorders 
Most knowledge on treatment guidelines and recommendations on autism are typically based from 
short-term interventional studies. There is a lacuna of knowledge about key questions, such as 
what interventions and support strategies are effective for which age group, which interventions 

can lead to a change beyond their proximal outcomes, interventions should be given for how long 
with what expected outcomes and for what cost. The genetic and neurobiological research are still 
in a stage of infancy in finding a biological ideal treatment or cure for autism, which has led to a 
huge gap between clinical challenges and their solutions [2]. Medications for the core symptoms 
of autism are yet to be approved by any regulatory agencies [2,3,6]. Clinical trials in ASD have 
produced several supportive pharmacological treatments for the associated symptoms with not 

much evidence to treat pharmacologically the core symptoms [4]. Atypical antipsychotics such as 
risperidone and aripiprazole, have been approved by United States (US) Food and Drug 
Administration (FDA) for the treatment of irritability associated with ASD and Risperidone for 
the same purpose has been approved by the European Medicines Agency [2,6]. The use of 
Methylphenidate, Atomoxetine and Clonidine for the treatment of ADHD symptoms in children 
with ASD have been supported by clinical trials. Melatonin has shown considerable effectiveness 
in treatment of insomnia, particularly for improving sleep onset. Several agents such as selective 

Serotonin reuptake inhibitors, dopamine antagonists, glutamergic agents (Memantine, D-
cycloserine, Acamprosate), GABAergic agents (Arbaclofen) and neuropeptides (Oxyctocin, 
Vasopressin) have shown effectiveness in core symptoms of autism in small studies, unfortunately 
the effect couldn’t be replicated in medium sized randomized controlled trials (RCT) studies [6]. 
Nonpharmacological interventions for stereotyped and repetitive behaviors in ASD children that 
have been used are behavioral, massage and music therapies, audiovisual stimulations and virtual 
reality, family-implemented treatment for behavioral inflexibility with treatment approach, animal 

or pet therapies, etc. The early intensive behavioral interventions such as applied behavior analysis 
is used to improve language, cognitive ability and adaptive skills. The evidence in support for such 
interventions is weak and same effects have not been replicated in large studies [2, 7-9]. 

 

Informed Consent in Autism Spectrum Disorders – ethical issues  
Obtaining informed and voluntary consent or assent is a necessary part of all research. The purpose 

is to ensure that the participants understand the aim of the study, the associated risks and the 
expected outcomes [10]. This becomes paramount in clinical trials as these are interventional in 
nature and consent becomes an ongoing process in the various time frames of the intervention. 
When it comes to clinical trials for individuals with autism, there are various factors which may 
complicate the process: majority of the participants are children, who legally cannot provide 
consent, or adults who are unable to give consent due to their limited capacity, as determined by 
the researchers.  

Although parents or caregivers of individuals with ASD are likely to be the family members who 
initially show interest in the study, it is important to ensure they do not provide consent on behalf 
of other members of their family. Individuals with ASD and children may be particularly 
vulnerable to having their consent provided for them. Similarly, although parental/care givers 
consent is generally the primary requirement needed for children to be involved in research, this 
should not replace obtaining assent from the individuals with ASD and children themselves [10]. 

Developmentally appropriate information and communication techniques are required for 
meaningful consent and assent. They must be presented in an accessible manner ensuring better 
understanding of the entire process (e.g., simplified language, video, audio-visual aids) [3,11]. 
Adequate time needs to be provided and consider repeating the responses of the individual to 
ensure the clarity of the process [11-12].  
Accessible communication strategies such as assessment by a specialized communication team 
(e.g., speech-language pathologists and occupational therapists) and the use of augmentative or 

alternative communication devices or techniques may be required depending on the child’s age, 
level of disability and communicative competencies [11-13]. 
Collaborative and child- and family-centered consent is an important strategy for optimizing the 
consent process. Here, the parents, caregiver and child are consented or assented together. 
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Adolescents with ASD having limited communicative competence, may have an emerging 
capacity to consent. Therefore, they would require provisions for capacity assessment to provide 
consent [3]. 
Often parents who are being approached for a clinical trial are under the assumption that if a 

particular molecule is being researched, it must be effective and hence consent with that frame of 
mind. The desperation to have some kind of help for their child may drive them to participate, 
even in stem cell research trials, often discounting the risks involved, as it seems their only ray of 
hope. Parents often have very limited understanding of the research process and hence expecting 
them to make an ‘informed’ choice is imprudent [1]. 

 

Legally acceptable representative (LAR) – ethical issues in ASD  
The legalities that govern research involving adults who lack capacity to consent varies across 
countries, and at times even within legal jurisdictions in the same country. They also vary 
depending on the nature of the clinical trial. These guidelines lay down criteria such as proxy 
decision maker, the level of risk permitted, level of intervention and the amount of information 
regarding the trial which can be made available to the individual who lacks capacity to consent 
[14-15].  

For adults who lack the capacity to consent to research, a surrogate decision-maker often acts as a 
legal representative. This individual is involved in the decision of participation in the trial. The 
legal frameworks governing who can act as a legal representative also vary across countries [14]. 
Many a times, the participants (legal representatives) are provided with a renumeration to 
participate in the study, which can highly influence their decision to do so. 
Few countries have given a list of individuals who can give a proxy consent for the individual: 
guardian, spouse, adult son or daughter, parent, adult sibling, adult grandchild or other close 

relative, close friend, and guardian of estate. It has been suggested that medical professionals, 
providers, or employees of a provider should not be appointed as legal representatives, due to 
conflicts of interest [15]. 
 

Interventional pharmacological and non-pharmacological trials in ASD – dangers and ethical 

issues 
Pharmacological interventions have shown evidence in reducing irritability and comorbid 
psychiatric symptoms, whereas non-pharmacological interventions such as Applied Behavioral 
analysis (ABA) have shown significant reduction in the core symptoms in ASD with milder 
severity, higher intellectual functioning and early age of starting the intervention [2,6,16]. There 
could be certain dangers with pharmacological interventions such as side effects of a particular 
drug and assessing the cost and benefit of polypharmacy [17]. Few studies on ABA show that there 
is a point of diminished returns with too high treatment intensity [16]. There have been limited 

data on age at which non-pharmacological interventions have to be started. Documentation and 
reporting of potential for negative side effects while using punishment, negative reinforcement in 
behavior therapy are limited [16]. The data on eclectic treatment is limited. When individuals 
undergoing such eclectic treatment approach participate in a study, there is no clearcut 
understanding about which therapy is being beneficial and which one is harmful and has no 
benefit. The issue in such an approach also arises that the beneficial treatment may not be received 

by the client at a high intensity when compared to a non-beneficial treatment [16]. 

 

Vulnerability of parents of children with ASD and clinical trials 
As we know, there have been fewer interventions to modify the behaviors of ASD and they take 
longer time to achieve such behavioral changes, parents are desperate to find a cure that works 
instantly. This desperate need leads them to take measures such as participate in a research project, 
without regard to its efficacy and clinical safety [1]. With a limited understanding of ASD and 

research on it, it is difficult for parents of ASD to provide consent for any research. Due to the 
ubiquity of therapeutic misconceptions, parents typically believe that an intervention being 
researched means it is known to be effective.  
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The research conducted on ASD families recruited from schools reveals that they are constantly 
afraid of being expelled from school and avoid inquiring about the research. The consent provided 
by parents of ASD in research for a new intervention could have been due to coercion or enrolment 
without the knowledge of the parents such as a random school assignment or blood sample drawn 

for some other test used [1]. 
It’s the duty of researchers to provide parents with sufficient time to consider the elements of 
consent, the known risks and possible benefits of the promising, but unproven therapy, are 
understood. The parents must be given the opportunity and facility to consult with other family 
members and their child with similar situation to the extent possible. Also, parents have to be 
explained about the meaning and likelihood of randomization into a non-medicinal treatment arm 

[3]. 
 

Stem cell use in ASD – ethical issues and studies 
Studies portraying that Stem cell interventions (SCI) that have provided benefits are usually 
unblinded, nonrandomized, uncontrolled studies and preliminary in nature. There have been no 
convincing evidence of randomized controlled trials showing safety and efficacy of Stem cell 
therapies for ASD. Stem cell therapies for ASD have not been licensed and stem cell interventions 

are not part of the evidence-based standard of care for persons with ASD [18]. 
The studies on stem cell therapies are mainly focusing on the usage of iPSC (induced pluripotent 
stem cells) and mesenchymal stem cells (MSCs) in treatment of ASD. Due to the genomic 
instability of iPSCs, even improved protocols for their differentiation, do not guarantee safe clinical 
application and may result in generation of tumors. Similar unwanted differentiation is seen in the 
transplanted MSCs due to their potential to suppress anti-tumor immune response and generate 
new blood vessels that may promote tumor growth and metastasis [19-20]. 

Many parents pursue stem cell therapies for their children with ASD despite the lack of robust 
safety and efficacy supporting it. The costs are typically not covered by health insurance and push 
families to engage in crowdfunding to pay for such expensive procedures. Pay to participate or 
patient funded studies or other funded studies contain significant scientific limitations and 
undisclosed forms of bias that questions their credibility. Such studies also may not document the 
adverse effects. When a reward is involved for participation, there can be risk of placebo 

amplification. Ethical concerns should focus on SCI's marketing claims that can influence client’s 
decision in participating in the study as well as information provided about beneficial, adverse and 
neutral effect from the interventions [20]. 
 

Compliance and Adherence issues in ASD clinical trials – ethical issues 
According to Gudjonsson, compliance is the tendency of an individual to go along with 
propositions or carry out the requests or demands of others [21]. Chandler and others found that 

autistic individuals had a significantly higher tendency to comply with the requests of others when 
compared to non-autistic individuals [22]. Other studies have shown that both children and adults 
are not suggestible but are compliant [23-26]. The majority of autistic individuals participate in 
research because they want to contribute to research, improve the lives of autistic individuals, learn 
more about themselves, feel accepted and generally wanting to be helpful and supportive [22, 27-
28]. Compliance is a major factor to success of most research that include autistic individuals. The 

important ethical issue for researchers is regarding the requests they make to autistic participants 
of not over-burdening them to continue taking part beyond what is reasonable. Autistic reasoning 
and perceptions of fairness should be examined more closely in future research in the context of 
compliance to research and other types of requests [22]. 
Certain non-pharmacological research trials involve interventions provided by the therapists and 
or by parents. The adherence to specific protocols and specific methods in research is difficult to 
monitor. Adherence at different level that needs to be monitored are trainer adherence while 

training therapists; therapist adherence while teaching parents; parent adherence while working 
with their children. The monitoring of intervention adherence of trainers and therapists can be 
conducted through direct supervision or video assisted supervision [29]. The videotaping in one of 
the studies conducted showed they were blind as to whether videotaping was done for the purpose 
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of monitoring child’s behavior or fidelity of the therapists [30]. The ease of taking consent from a 
therapist to monitor their intervention adherence is feasible when compared to the parents. Parents 
adherence to intervention poses certain difficulties such as consent for monitoring their adherence, 
timing of session (distributed throughout the day) and location (may not have fixed location at 

home). Studies have studies have assessed parental adherence through daily reporting of hours of 
delivery of intervention, knowledge test, self-competent assessments, change in parent child 
interactions, video and direct observations by a supervisor [29]. 
 

Ethical Issues for the future in ASD 
A number of ethical issues arise for the future in clinical trials in children with ASD. The advent 

of robotics and artificial intelligence has opened up newer paradigms in the management of 
children with ASD but also pose new ethical challenges. How will one have clinical trials using 
robotic interventions which may not be totally in our control as they are programmed. The advent 
of brain-based interventions like neuromodulation and radiology guided transcranial magnetic 
stimulation as well as deep brain stimulation which are invasive procedures has opened up new 
issues for clinical trials in this area. ASD is a biologically heterogenous disorder. This may result 
in marked heterogeneity in the clinical responses to interventions as the response may vary child 

to child and this could also skew the results of clinical trials. There is a need for rigorous scrutiny 
of methodology of clinical trials with independent observers for these trials so that the human 
rights and vulnerability of families and children with ASD are not exploited.  

 

Conclusions 
Thus, there are a large number of ethical issues that arise in clinical trials with children that have 
ASD. There is a need for ethics committees to be cognizant of the various issues and the need for 

interdisciplinary evaluation and collaboration in these trials and the need for stringent observation 
and that no violation of ethical issues happen. There will be a need for committees to be formed 
that will develop guidelines for conducting clinical trials in children with ASD which will serve as 
a general guideline for the same.    
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  ABSTRACT 
 
Conscientious objection (CO) is the refusal to perform a legal role or responsibility because of 

personal beliefs. The right to conscientious objection is founded on human rights to act according 
to individuals' religious and other conscience. In health care, conscientious objection can involve 
practitioners not providing certain treatments to their patients and hence affects someone else’s 
access to care because the refusal interrupts the delivery of health services. The goal of this study 
is to analyses the role of conscientious objection in scenarios a physician faces in the real world 
today namely: abortion, physician assisted death and critical care and attempt to look at the 
solutions being formulated globally for the same.  We also give a global overview of laws 

formulated protecting and limiting the physician’s rights of conscience and their duties in morally 
complex scenarios. PRISMA Guidelines for scoping review was followed. We searched on 
Pubmed, Embase and Cochrane databases. Search Terms like “Contentious” and “objection”; 

“Contentious” and “refusal” etc. were used. After exclusion 47 articles were finally reviewed. We 

found that most countries that legally allow doctors to conscientiously object to treat their patients 
are required to refer the patient to a non-objecting doctor without any delay. They were also not 

allowed to object when a patient required emergency treatment. Studies included also shed light 

on the social and religious dimension of CO. 
 

Key Words: Conscientious objection, refusing patients, refusal, doctor patient relationship, 
abortion rights, organ donation. 

 

 

 

Introduction  
Conscientious objection (CO) has been defined as “the refusal to participate in an activity that an 

individual considers incompatible with his/her religious, moral, philosophical, or ethical beliefs.” [1]. CO in 

the West originates in Christianity in the form of pacifism – the belief that taking human life under 
any circumstances is evil [2]. The original expression of conscientious objection was the refusal to 

perform mandatory military service because of personal or religious moral objections to killing. 
However, in recent years, the concept has been used by some in the medical profession to refuse 
to provide services with which they personally disagree, such as euthanasia, abortion, 
contraception, sterilization, assisted reproduction, and other health services – even when these 
services are legal and within the scope of their qualifications and practice [2].  
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Currently, at least 70 jurisdictions (national and subnational) have provisions that allow refusal to 
treat in the context of unwanted pregnancies. As per literature review conducted 2 reviews on topic 
of abortion and CO [3-4] were found which discussed the reasons given by Nurses and Doctors 
respectively for not indulging in abortion. Our objective of the current article is to review the 

literature on Conscientious objection by the healthcare professionals 

 In order to provide a global perspective from different nations and professional bodies 

 On the issue of abortion 

 On the issue of critical care and organ donation 
 

Literature search on PubMed, Cochrane library, Embase was conducted (Figure 1) 

 

The terms used for search were  

 Conscientious, religious, ethical  

 Objection, Refusal 
 

A combination of one term from bullet 1 and 2 was combined using and for eg. (conscientious) 
and (objection); (contentious) and (Refusal) 
There was no date restriction put while searching, and all the articles that were free to view full 
text and were in English language were included for review. All the three authors were involved 

in screening and selecting the final studies to be included. The studies pertaining to objectives 1, 
2, 3 were reviewed respectively by AS and RR, GL respectively 

 



13 Sethi, Laha and Raval: Examining the extent of Conscientious Objection 

 

                                                        Global Bioethics Enquiry 2022; 10(1)  

Results 
A total of 47 (17 pertaining to global perspective, 10 pertaining to abortion and rest on critical care 
and organ donation), studies were finally included in the review 

Global perspective 
The International Federation of Gynecology and Obstetrics (FIGO) affirms that to behave 
ethically, practitioners shall [6] 

 Provide prior public notice of professional services they decline to undertake on grounds 
of conscience; 

 Refer patients who request such services to other practitioners who do not object;   

 Provide timely care to their patients when referral to other practitioners is not possible and 
delay would jeopardize patients’ health and 

 In emergency situations, provide care regardless of practitioners’ personal objections 
 

The General Medical Council (GMC) in UK has similar ethical guidelines on CO [7] 
12. If you have a conscientious objection to a treatment or procedure that may be clinically 

appropriate for the patient, you must do the following. 

 Tell the patient that you do not provide the particular treatment or procedure, being careful 
not to cause distress. 

 Make sure that the patient has enough information to arrange to see another doctor who 
does not hold the same objection as you. 

13. If it’s not practical for a patient to arrange to see another doctor, you must make sure that 
arrangements are made without delay. In emergencies, you must not refuse to provide treatment 

necessary to save the life 
As per the World Medical Association's statement on medically-indicated termination of 
pregnancy [8] 
“8. Physicians have a right to conscientious objection to performing an abortion; therefore, they may withdraw 
while ensuring the continuity of medical care by a qualified colleague. In all cases, physician must perform 
those procedures necessary to save the woman’s life and to prevent serious injury to her health”  

Countries can be divided into three categories based on their CO laws. Countries that ban CO, 
those who allow CO but with obligations upon doctors and those who allow CO without any 
restriction or obligations.  

Countries that Allow CO with restrictions 
The obligations that most countries put on objecting doctors are similar to ones that FIGO and the 
GMC put. However, countries like South Africa, Chile put additional obligations as well. In Chile, 
Objecting providers need to register as objectors. When registering as an objector, the provider 
must first notify the hospital or clinic director in writing before they can object to an abortion 
procedure and they must indicate for which of the three legal grounds (i.e. abortions to save a 
woman’s life, lethal fetal anomaly, or rape) they object. Registration must occur before a patient 
requests the abortion. The hospital or clinic director must honour the objecting provider’s status. 
Moreover the law does not allow conscience-based refusal claims for pre-abortion (diagnosis) or 
post-abortion care [9]. In South Africa a health care provider must also lodge in writing to the 

employer refusal to participate in performing an abortion. A study found 87% of South African 
medical students agreed that CO should be allowed to health care professionals [10]. 
A few nations that permit CO, only allow it for private institutions (eg. Uruguay, France) while 
some like Bolivia and Mexico [11] prohibit entire institutions (institutional conscientious 
objection) from being registered as CO but countries like Argentina allow CO from both private 
and public institutions [12]. 

Although many jurisdictions allow physicians to exercise CO, the same doesn’t recognize the 
nurses, paramedic’s right to exercise the same. eg- As per the Australian law “a registered nurse is 
under a duty to assist a registered medical practitioner in performing an abortion in an emergency” 
[13]. 
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The 1967 UK Abortion Act, states that “No one is under any duty to participate, contrary to his 
or her conscience, in any treatment authorized by the Act”; although the exemption does not apply 
where treatment “is necessary to save the life or to prevent grave permanent injury to the physical 
or mental health of a pregnant woman”. The UK Supreme Court in the case of Greater Glasgow 

Health Board v Doogan [14] held that midwives can’t claim CO under this section 

Countries that Don’t allow CO  
Countries like Sweden, Finland, Bulgaria, Iceland, Czech Republic and South Korea don’t allow 
CO [1]. In South Korea this ban is enforced under Article 15(1) of the Medical Service Act 1995 
[15]. Sweden has stricter restrictions on CO. Medical authorities have stated that those who object 
to performing abortions (or inserting intrauterine contraception) cannot become 

obstetricians/gynecologists or midwives [16]. 
Sweden, Iceland and Finland nations rank in the top five in the world when it comes to the well-
being of mothers and children, showing that excellent maternal health outcomes are closely 
correlated with a lack of ‘CO’ [17]. A key feature common to the three countries is the mandatory 
training in abortion care for Ob/Gyns. This aspect has a significantly positive effect for everyone 
involved [18]. 

Of the EU member states where induced abortion is legal, invoking CO is granted by law in 21 
countries. The same applies to the non-EU countries Norway and Switzerland [19]. The 
prevalence of CO in European nations varies with 70% of OB/GYN in and 50% of 
anesthesiologists have registered as professionals with CO in Italy [20] which goes to as high as 
80% in Portugal [21]. 
 

Countries that allow CO without restriction 
Poland lies on the other side of spectrum or the “conscience absolutism”, meaning doctors neither 
have an obligation to provide care that conflicts with their conscience nor any obligation to 
facilitate access to care by another provider [22]. 
However, the European Court of Human Rights In the 2011 case of R.R. v. Poland and case of S. 
v. Poland, ruled that unregulated practice of conscientious refusal to be in violation of the EHCR. 
It determined that Poland had violated the individuals’ right to be free from inhuman and 

degrading treatment, as well as the right to privacy. Furthermore, for the first time, the Court 
recognized that states have an obligation under the Convention to regulate the exercise of 
“conscientious objection,” in order to guarantee patients access to lawful reproductive health care 
services [23]. 

Conscientious objection in Abortion 
Freedom of conscience is a core element of human rights that in Europe is protected in documents 

such as the European Convention on Human Rights (EHCR). As safe abortion laws became 
enacted in each country, for the most part, they included a conscience clause which permitted 
opting out of providing such services on conscience grounds. Abortion remains a morally 
contentious issue with some midwives and nurses declining to participate in it on the grounds of 
conscience. Of the reasons to deny abortion under conscientious objection, four categories, which 
encompassed all the reasons: legal, moral, practical and religious reasons [24]. 

 

Practical and legal reasons   
As the only legal way to refuse to provide abortions that are permitted by law, conscientious 
objection can become a safety valve for clinicians under pressure and may be claimed by clinicians 
who do not have moral or religious objections. This is of significance in areas with high numbers 
of clinicians identifying as objectors and there is a real possibility of non-objectors having an 
increased workload due to referred cases [25]. 

Impact of this provision of conscientious abortion: Case study Italy 
Despite the European Union’s liberal policy on abortions they have a clause for conscientious 
objection. According to the Italian abortion law, in the first ninety days of pregnancy, abortion is 
permitted whenever childbearing, birth or motherhood could undermine the mother's physical or 
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mental health. This law also grants healthcare personnel the right to refuse to partake in procedures 
specifically directed at the termination of pregnancy, on grounds of conscientious objection [26]. 

 

Religious and moral reasons 
The prevalence of conscientious objection is often associated with religious beliefs, as the majority 
of the Italian population is Catholic and the critical stance of the Catholic Church against abortion 
may influence physicians’ attitudes. Similarly 'moral cause' can be cited by midwives in the UK 
while refusing to participate in cases of abortions [27]. In any case, the empirical evidence 
consistently suggests that conscientious objection hampers access to abortion at the local level. It 
imposes longer waiting times and travel distances, and thus greater costs, on women who intend 
to terminate pregnancy. The evidence provided also suggests that women from poorer regions or 
experiencing other forms of economic disadvantage face steeper barriers to abortion access [28]. 
Conscientious objection policies and debates around the world generally do not take into account 
the social, political, and economic pressures that profoundly influence clinicians who must decide 
whether to claim objector status. 

Reasons in favour of conscientious abortions 
Given the gradually increasing trend of conscientious objectors impinging on an important legal 
and ethical provision of abortion worldwide and the complex, and sometimes dubious and difficult 
to verify reasons behind clinicians turning objectors the question arises of why we need this 
provision altogether. However, if a healthcare practitioner is forced to provide services contrary to 
their core moral beliefs, their moral integrity is compromised [29-30]. Moral integrity is part of the 
common good and is a particularly important quality for healthcare professionals.  
Secondly, an uncompromising position on conscientious objection may result in staff shortages by 

discouraging entry into certain healthcare professions. For example, Sweden does not permit 
conscientious objection, despite having a chronic shortage of midwives for several years.  

Reasons against retaining the conscientious objection clause 
It can be argued that medical professionals voluntarily join a profession that is expected to serve 
society by providing essential services, all of which are legal and professionally accepted, and 
refusing to do so is incompatible with their professional responsibilities. They are expected to place 
their patient’s interests above their own. Moreover, allowing conscientious objection places 
burdens on patients and compromises their care by lowering the quality of healthcare. It has also 
been observed that most doctors performing abortions reside in urban areas thus creating a 
geographical divide in access to essential medical services [31]. 
 

Solutions 
There have been various suggestions made to the Italian government by the European Union that 
we can look into and modify to adopt for various scenarios. They are stipulated to maintain a 
healthy ratio of objectors to non-objectors. This is to prevent most gynecologists turning objectors 
as a career choice to avoid bearing the brunt of doing all the abortions refused by other clinicians. 
Another solution might be that we reserve a certain portion of specialist trainee intake as non-
objectors. Other solutions suggested include financial incentives and paid leave guaranteed to non-
objecting clinicians.  
Ideally, the initial introduction of quotas should aim to minimize disruption. Quotas should 
initially be set as high as possible to avoid communicating that those with a conscientious objection 
are unwelcome in the specialty, whilst also reducing the likelihood that access to abortion services 
will be compromised. It is also possible that a clinician believes change during the course of 
training and any solution proposed must make room for accommodating such changes [32]. 
 

Conscientious objection in Euthanasia and Organ Donation 
To be a doctor is to be willing and able to offer appropriate medical interventions that are legal, 
beneficial, desired by the patient, and a part of a just healthcare system. 
Euthanasia (Eu = good, thanatos = death) 
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Physician assisted dying refers to "the administration of a voluntary assisted dying substance and 
includes steps reasonably related to such administration", "for the purpose of causing a patient's 
death, within the final weeks or months of life”, who may receive medical-assistance to 'choose 
the manner and timing of their death' [33]. 

Netherlands is among the first countries to legalize euthanasia if the following conditions are 
met:  

 The disease is incurable/ the patient’s condition is terminal.  

 The patient requests death as the suffering is unbearable [34] 
That being said, it is important to talk about the types of euthanasia  

 Active Euthanasia is an act of commission, 

Eg. Administering large doses of drugs to hasten death (ex. Narcotics like opium which 
can cause respiratory depression) whereas 

 Passive Euthanasia is an act of omission, i.e, to withhold any heroic measures to help 
prolong the life of a patient,  
Eg. Do not resuscitate, Do not intubate [35] 

This helps to respect the autonomy of the patient which is one of the core pillars of ethical 
principles. However, with the advent of legalized medical assistance in dying [MAiD] in Canada 

in 2016 [36] and in the Australian state of Victoria [37-38], where voluntary assisted dying [VAD] 
has been legal since June 2019, intriguing new ethical and theoretical challenges are being faced. 
Among them is the concept of conscientious objection, which was built into the legislation as a 
safeguard to protect the rights of healthcare workers who feel they cannot participate in something 
that feels morally or ethically wrong [39]. While a large percentage of healthcare professionals 
agree upon the view point that euthanasia should be legalized, majority of them would 
conscientiously object in facilitating it, which leads to inefficiency and inequity [40]. 
Studies have found CO by healthcare professionals to euthanasia is influenced by their 

 Previous personal and professional experiences, 

 Comfort with death, 

 Emotional impact. 

 Preferred end-of-life care approaches, 

 Faith or spirituality beliefs, 

 Self-accountability and conceptualization of duty [41]. 
In this section we will explore core ethical issues and possible solutions related to critical care from 
the perspective of healthcare professionals (HCP) and ethicists such as – 

 Professional autonomy of the healthcare professional 
A person’s values and conscience have different roles in public and private life. 
Let’s take the example of a physician who has right from the first day of medical school 

been under just the same societal impression as medical professionals to be caregivers and 
healers will find it challenging to assist ending the life of a patient he has closely formed a 
rapport with as it would shake the foundational belief of the person which led him into the 
field in the first place, While the person might be compelled to assist dying in their 
professional life, at the end of the day it might affect their private life as well. This can lead 
to, 

a. the HCP questioning themselves and not being able to live with their decisions 

b. Slowly finding themselves becoming accustomed towards the practice, thereby 
paralyzing them emotionally which can in turn lead to not putting in the optimal 
efforts in patient care [42,43] 

 Geographical Divide 
a. Exercising CO to MAiD in rural and remote areas with limited staff, by way of 

policies developed with an urban focus, creates conditions that limit the ability to 

transfer care or call on a designated team [44] and hampering the efficiency and 
functioning of the healthcare practices. 
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 Additional Vulnerability of Junior doctor, nurses and pharmacists 
a. Nurses and pharmacists despite being equally involved in the end of life care, are 

subjected to unclear guidelines leading to role ambiguity and lack of inter 
professional collaboration [45,46,47] 

b. In a context where senior colleagues are supportive of VAD, the junior doctor's 
subordinate position in the medical hierarchy exposes them to potential significant 
harms: compromising their moral integrity by participating, or compromising their 
career progression by objecting [48]. 

 Organ retrieval and death 
In the UK and USA, brainstem death is considered as legal death while most religions believe 

‘cardiorespiratory death’ as the form of death [49]. Based on the discrepancy defining death, a 
practitioner with religious beliefs can conscientiously object to organ retrieval from ‘legally 
deceased’ persons as he believes to aid in precipitating death illicitly [50-52]. 
Hence, 

 Evidence from various jurisdictions highlighted a need for clear guidelines and protocols 
that define each profession's role, scope of practice, and legal boundaries for MaiD [50]. 

 No healthcare provider could be compelled to participate in MAiD, they may opt out of 

participation if they conscientiously object to it, 

 Institutions should develop and revise physician-assisted death policies, 

 Conscientious objection and moral distress for health care providers must be considered; 

 Any would-be conscientious objector must ensure that patients know about and receive 
care that they are entitled to from another professional in a timely manner that does not 
compromise their access to care [36]. The Canadian Nurses Association states that Nurses 

who conscientiously object to participation have a professional obligation to inform their 
employers of that objection, to report requests for MAiD, and to not abandon their clients 
[53]. 

 

Conclusions 
Mahatma Gandhi once said “there is a higher court than courts of justice and that is the court of 
conscience. It supersedes all other courts”.  In that spirit we undertook this project and found a 

total of 51 articles to be included into this scoping review from three different databases. We 
conclude that 

 Globally most professional bodies including FIGO, WMA and the GMC have allowed 
conscientious objection but with certain restrictions. However the law on CO across the 
globe countries is variable and is not codified into legislation of most countries.  

 Traditionally CO as an objection is synonymous with refusing to undertake and refer the 

patient for abortion. However the reasons under which a healthcare provider might claim 
to be an objector status are complex and difficult to verify at best. Hence to codify a 
uniform protocol to protect and limit at the same time a physician’s right of conscience is 
a work in progress.  

 In the field of physician assisted death, we found that active euthanasia, which refers to 
active shortening of a patient's life, is the most contested issue. The most complex issue 
amongst all is the junior doctor’s refusal to stay on the team of doctors providing assisted 

dying.  
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  ABSTRACT 
 

This article discusses the global shift from in-person healthcare for diabetes and other chronic 
conditions to digitalization of health services because of the COVID-19 pandemic. It highlights 
the ethical issues associated with digitalization and how that might affect healthcare utilization. It 
also addresses the increasing need for digital healthcare, currently used applications, cybersecurity 
and insurance coverage concerns, continuity of care, patient and provider preferences, and gaps in 
the availability and accessibility of digital services. 

 
Key words: digital health services, diabetes management, ethical issues. 

 

 

Introduction 
The impact of the COVID-19 pandemic has been monumental, and the domino effects resulted in 
grave issues in many areas of global healthcare. Under-utilization of healthcare services and 

inefficiencies in the accessibility of these services are important to maintain continuity of care in 
chronic diseases. We are primarily focusing on diabetes as it is a top global health concern and is 
often accompanied by other chronic conditions [1]. Unfortunately, medication prescribing and 
wellness checks for diabetes patients have significantly decreased in the past two years, and gaps 
between economically developed and developing countries raise concerns for the future of global 
healthcare [2]. One of the proposed solutions for this problem is digitalization including 

telemedicine, eHealth, mHealth, and other digital health programs. 
Although the United States (U.S.) healthcare system has been using electronic services for 
managing chronic conditions, the COVID-19 challenges provided a new impetus to digitalization 
by compelling organizations and patients into using telemonitoring, virtual physician visits, online 
health promotion, mobile health, and artificial intelligence for diagnosis and disease management. 
The United Kingdom witnessed significantly reduced rates of diabetes checks and prescriptions 
during the lockdown and post-lockdown periods, with the highest reduction observed in older 

patients and marginalized individuals with Type II diabetes [3]. Nations like India quickly turned 
to telehealth to maintain continuity of care, assessing glucose control, remote monitoring of patient 
wellness and medication, along with social media usage to make up for limited telehealth resources 
[4]. In the Western Pacific, Australia has developed “MyDesmond” and “Type 2 and Me,” two 
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government sponsored, interactive e-learning platforms for self-management and education of 
diabetes [5]. However, Africa’s sub-Saharan region is experiencing implementation challenges 
such as limited political support, lack of technology, and low health insurance coverage posing 
more barriers than facilitators for telehealth [6]. 

Health promotion and patient education services are critical to manage chronic disease symptoms 
and to prevent exacerbation between physician visits. The importance of self-management is more 
apparent when there is a disruption or delay in care due to unprecedented lockdowns, pandemic-
induced restrictions and fear, and clinician and service shortages [3-4]. Evidence-based self-
management programs empower patients to take charge of their health in between their physician 
visits, and some even offer virtual versions using video conferencing technology, email, and other 

platforms discussed in detail in the self-management and patient education section of this article. 
There is limited research addressing how ethical issues might impact these programs as the use of 
virtual versions has increased during the pandemic.  
Table 1 (attached) displays global diabetes prevalence by region, corresponding comorbidities, and 
telehealth solutions implemented to tackle the global epidemic of diabetes [2]. Among specific 
digital services used, chatbots, email, telemonitoring, video consultations, social media 
applications, and online disease management programs are prominent and extensively used 

examples in healthcare [7-8]. 

 

Table 1. Global Comparison of Diabetes (T2D) Rates, Comorbidities, and Digital Health 

Applications 
 

Global Region Total Diabetes 

Patient Count 

in 2021  

Most Common 

Comorbidities 

with Diabetes 

Digital Services Offered for 

Diabetes and Related Chronic 

Diseases 

Europe 61 million Hypertension, 
hyperlipidemia 

Dexcom G6 Continuous Glucose 
Monitoring Systems (CGM), 
Online health promotion programs 

North America 
and Caribbean 

51 million Major 
Cardiovascular 

Disease (CVD), 
Kidney Disease, 
Diabetic 
Ketoacidosis 

Dexcom G6 CGM System (USA) 
Tandem Diabetes (USA), 

telehealth devices, Online health 
promotion programs 

Western Pacific 
(includes 
Australia, East 

Asia) 

206 million Obesity, 
hypoglycemia 

Type 2 and 
 Me, MyDesmond, 
Teleconsultations, Email 

Southeast Asia 90 million Hypertension, 
obesity, CVD 

Chatbots, messaging and 
smartphone applications 

Africa/ Middle 

East 

97 million Chronic kidney 

disease, CVD, 
stroke, coronary 
artery disease 

SMS messaging, educational 

email, telephone consultations 

 

Digital Health Services: Definitions, Applications, and Scope 
Terms such as eHealth, mHealth and telemedicine are often used interchangeably but serve 
different purposes in digital healthcare. The World Health Organization (WHO) describes eHealth 

as a “cost‐effective and secure use of information and communication technologies (ICT) in 

support of health and health‐related fields” [9]. Mobile health, or mHealth, refers to applications 
using mobile phone technology for remote patient monitoring and real-time symptom tracking in 
digital health practices, acting as a useful tool that has gained attraction during the pandemic [10]. 
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Any remote or long-distance doctor-patient interaction functions as telemedicine practice. which 
also falls under the umbrella of telehealth, which broadly describes all areas of nonclinical and 

clinical practices in healthcare research, education, and promotion.  
The rise of teleconsultations and online disease management programs during COVID-19 has 
allowed for continuity of care for chronic diseases during the pandemic [11]. Additional global 
examples include MOOCs (Massive Open Online Courses) that teach self-management with 
additional telemonitoring diabetes tools such as Dexcom [12-13]. Southeast Asia has several 
programs for endocrinologic therapeutic advancements of diabetes treatment such as Diabetes 
Telemanagement System (DTMS) and FreeStyle Libre since 2015 for glucose monitoring [14].  
With rapid advancements in telehealth services during the pandemic, reassessment of current 

digital technologies required observation of more recent studies of digital health applications for 
diabetes and other chronic diseases. Addressing beyond the telemonitoring, services such as 
DIABETe, an emerging form of “telemedicine 2.0” involve real-time synchronization with a 
patient’s health status to generate artificial intelligence (AI) alerts [15]. Current tablet technology 
and Wi-Fi usage is required for AI projects to provide non-invasive medical sensors and services 
to remotely track patient comorbidities and provide relevant educational tools for their well-being. 
Machine learning, as a subset advancement of AI, is also under consideration for risk management 

to detect risk factors and genomic data regarding chronic diseases and comorbidities such as 
diabetes, retinopathy, kidney disease through eHealth records and self-programming algorithms 
that have major potential for diagnostic and monitoring tools [16].  

 

Digital Health Programs for Self-Management and Patient Education 
After diagnosis of chronic diseases such as diabetes, it is beneficial for patients to be referred to an 
evidence-based self-management program focusing on symptom management and improved 

quality of life. Patient outcomes could be significantly improved by learning and applying health 
promotion skills such as increasing physical activity, getting better sleep and nutrition, and 
managing difficult emotions. One such health program is the Chronic Disease Self-Management 
Program (CDSMP). It was primarily offered as an in-person class that taught participants how to 
live a healthy life while managing their chronic conditions such as diabetes, arthritis, pain, heart 
disease, etc [17]. The CDSMP complements clinical treatments and encourages patients to truly 
partner with their physicians to maintain positive health outcomes. It focuses on lifestyle factors, 
increasing patients’ self-efficacy, medication adherence, improving patient-provider 
communication, using peer support and public health resources [17]. During the pandemic, in-
person CDSMP classes were not possible, which led to virtual CDSMP. This transition was 
successfully implemented in many parts of the US and the continuity in services was made possible 
by the virtual version with improved access by overcoming geographical limitations.  
As part of a Geriatrics Workforce Enhancement Program (GWEP) funded by the U.S. Health 

Resources and Services Administration, our team is offering a virtual version of CDSMP in twelve 
rural counties of the Midwestern US region targeting chronic disease patients referred from 
partnering clinics as well as self-referrals from the community, with a special focus on diabetes. 
The method involves providing an at-home toolkit for participants for accessibility to live, weekly 
video-conferencing sessions, a chronic disease handbook, additional telephonic support for 
diabetics, and peer support. To overcome some of the technology barriers, we offered patients the 

equipment and training needed to participate in virtual CDSMP. The advantages of virtual 
programming are long-term cost savings, convenience, the ability to provide care to those who 
have mobility limitations and those who live in rural areas, increase productive time spent with 
participants, and variability in program delivery.  
Even prior to the pandemic, tele-CDSMP usage in rural communities had already proven its 
promising efficacy in the North American region. An experimental study of rural Northern 
Ontario communities revealed efficacy and flexibility for patients, stronger leadership, and 

improved group dynamics using the Stanford Tele-CDSMP six-week program for a patient 
population of approximately 40,000 [18]. However, this shift in the program delivery does not 
come without barriers. One of the drawbacks of digital health services is access to technology when 
participants are unable to receive a stable Internet or phone connection or face transportation 
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difficulties to a telehealth site. Important qualitative results of the study were the willingness to 
engage with the telehealth services that CDSMP provided, and the long-term connection with class 
peers after the program to maintain motivations of health maintenance and social dynamics during 
periods of physical isolation [18]. 

To encourage referrals and participation in self-management programs, relational databases could 
be set up between electronic medical records and local resources who offer these programs. Patient 
portals could be used for automatic relay of messages as new resources become available or for 
reminders about resources or programs tied to the diagnosis, age, or other demographic just as 
they do for appointments and medication refills. This can be particularly beneficial since 
individuals are often overwhelmed when first diagnosed with chronic conditions and need reliable 

and valid information on managing their conditions.  
The operational and clinical barriers that are typically associated with clinic visits are reduced 
when health services are offered digitally and majority of the world’s health organizations are 
already developing or implementing some form of digital healthcare [9,11,15]. Long wait times 
and patients’ lack of participation in preventive care such as screenings were both significantly 
improved by telemedicine, as shown in an effectiveness study for digital screenings in patients at 
risk for diabetes induced retinopathy [19].  

 

Ethical Issues in Digital Health Services 
As a result of the pandemic, digital health has earned an irrefutable place in today’s healthcare. 
The appeal of digital services for chronic disease and diabetes management is all too exciting with 
its reliability and cost-efficient implications. However, the weight of healthcare ethics and 
technological inadequacies must be addressed prior to implementing these services in mainstream 
global healthcare. Accessibility for underserved populations remains a debatable issue. It is ironic 

that digital health services seem to improve access but only for those who have stable access to the 
right technology. 
Furthermore, the dynamic of patient-provider interaction is vital for high-quality care. While 
digital interactions have been able to facilitate care, the legal and ethical uncertainty of digital 
service protocols poses an obstacle for both clinical and non-clinical services. Although the U.S. 
healthcare system is at the forefront of digital healthcare, it has faced several core issues making it 

challenging to implement digital services effectively and uniformly. Varying regulatory policies for 
patient privacy across states, lack of uniform insurance coverage policies for digital services, issues 
of confidentiality, informed consent, data security, and physician liability are also barriers to 
effective digitalization of healthcare [20]. In Europe, some of these issues have been ensured 
through uniform regulation of the General Data Protection Regulation for personal data 
management, serving as a model for other nations [21]. 
The ability and preferences of users to adapt to the digital environment, resistance to change, and 

maintaining the emotional and cultural awareness about the patient from a distance are natural 
barriers to the widespread adoption of digital health services in chronic diseases [22-23]. From the 
health professional’s perspective, inadequate digital training, long-term stability of provider-patient 
relationships, and threats to patient privacy and traditional patient care are barriers to the efficiency 
of digital healthcare [20,23]. A long-term patient-provider relationship is important in chronic 
disease management and such a relationship is based on trust and mutual responsibility. These 

values are best cultivated when people stand face to face, engage in eye contact, and feel the 
presence of another human being instead of a machine. Digital health services certainly provide 
several advantages as mentioned in the earlier sections. However, knowing that excessive reliance 
on virtual health services and artificial intelligence could be depersonalizing [24], health 
professionals and patients must make conscious efforts to overcome this challenge to truly reap the 
benefits of digital healthcare without compromising quality and access. 
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  ABSTRACT 

 
The Core Curriculum proposed by UNESCO as a tool for dissemination and ethical education has 

been widely used by several countries and seeks to structure a bioethical content related to human 
rights agreed at the UN. In this article, we review the contents present in this teaching material 
and the learning objectives that are worked on in the proposal. The proposed content is 
anthropocentric and instrumental. Some themes are missing from the material, notably the 
discussion of animal ethics which would involve the fact-based discussion of replacing animal use 
in experiments and animal welfare, and environmental ethics. Considering the limits of the 
pedagogical proposal, we suggest using the concepts of moral and ethical competence to structure 
the Core Curriculum and choose appropriate methods for teaching Bioethics.   

Key words: UNESCO; Bioethics/education; Curriculum; moral development; teaching materials. 

 

 

Introduction  
Bioethics emerged as a phenomenon, in the second half of the last century, in the context of socio-

cultural changes and advances in the biotechnical sciences [1]. Despite understanding that medical 
practice has had a moral code since the Hippocratic era, the fact is that these moral codes have 
come to be recognized as insufficient to cope with modern social complexity. The principle of the 
sacredness of life, which for centuries has guided health care decision making, is no longer 
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sufficient to determine, for example, who is to be treated and what is to be done, and who should 
be cared for in a situation of resource scarcity. Considering that this principle has always been an 
absolute principle, that is, it did not admit exception, and the fact that it was no longer sufficient 
for decision making, other principles could be considered in this process [1].  

While the medical practice was guided by the principle mentioned earlier and anchored in 
historical aphorisms such as the one erroneously assigned to Hippocrates, "Cure when possible; 
relieve when necessary; comfort always ." This was probably an adaptation made under Christian 
interpretation of the phrase that appears in the Hippocratic Corpus: "As for medicine, as I conceive 
it, I believe that its aim, in general terms, is to remove the suffering of and reduce the ferocity of 
their illnesses, abstaining from treating diseases, refraining from treating the seriously ill for those 

whom medicine has no remedy," has no resources" [2, p. 56]. This adaptation, whose oldest record 
dates to the 15th century, rejects this certain Hippocratic fatalism for something more under 
Christian values and morals. 
It is not surprising, then, that the recommendation concerning "medical ethics" should be taught 
in medical schools only emerged in the context of the World Medical Association in 1999, when 
a World Medical Association resolution "strongly recommends to medical schools throughout the 
world that the teaching of medical ethics and human rights be included as a compulsory course in 

their curricula" [3]. Until then, the moral principles of medicine were anchored in the morality of 
religions, as it still is for many practitioners, who claim to apply the rules of their specific religions 
to the lives of others. 
Among so many different concepts that can be offered to Bioethics, we would like to point out our 
understanding that Bioethics includes more than ethics applied to the field of human health. We 
take as our task the analysis of moral arguments for and against certain human practices that affect 
the quality of life and well-being of humans and other living beings the quality of their 

environments and propose solutions based on this analysis [4].  
In this context, UNESCO elaborated and published, in 2008, a proposal for a Core Curriculum [5-
6] (CC) based on the Universal Declaration on Bioethics and Human Rights. The Core Curriculum 
(CC) would be a means to disseminate basic concepts for teaching bioethics worldwide. It was 
divided into two parts. The first part is called "Thematic Program, Ethics Education Program." 
The second part is called "Study Materials, Ethics Education Program." The two sections make 

up the Basic Curriculum while leaving the topics and methodology open to be adopted by each 
professor or department of Bioethics in their respective universities and present a guiding sense for 
the teaching of Bioethics. 
The titles of each teaching unit of the CC correspond to the articles contained in the Universal 
Declaration on Bioethics and Human Rights, approved on October 19th, 2005, by the General 
Conference of UNESCO at its 33rd session. In this sense, UNESCO presented this syllabus to 
guide the teaching of Bioethics as a strategy for disseminating the principles contained in this 

Declaration among its member states. 
In addition to the units that address the Declaration's principles, there are two introductory units 
in the CC, which theoretically address the perspectives of ethics and bioethics, making a total of 
17 units. The first part is a teacher's manual indicating the theoretical content covered in each unit. 
In the second part, the UNESCO syllabus suggests how to approach, in the classroom, the topics 
of the units for a better understanding of the contents. 
The purpose of this article is to reflect on the proposed content and learning objectives present in 

the main curriculum, as well as on the concept of education indicated in the UNESCO program, 
accepting the challenge posed by the Program itself to understand it only as an initial basis for the 
teaching of Bioethics and to propose possible ways for its use. Thus, we intend to analyze the 
Program from two perspectives. The first will focus on the contents written in the CC to establish 
relationships with the more general debate on ethics and bioethics. In contrast, the second 
perspective will focus on the concept of learning from the CC. In the end, the concept of 

competence will be presented, distinguishing it as moral competence and ethical competence, 
according to Lawrence Kohlberg and Georg Lind, as a suggestion for the formulation of 
educational objectives in Bioethics. 
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Review of the contents of the basic curriculum 
In this first topic, we intend to critically analyze the contents covered in the two sections of the 
Basic Bioethics Syllabus. With this, we will discuss some points of the Program, the approach, and 
absences, identifying, in the end, the bioethics perspective that leads it. This first approach will 

serve as a basis for a critical reflection on the UNESCO program, more specifically, the teaching 
of Bioethics. 
It is known that the official languages of the United Nations (UN) are English, Chinese, French, 
Spanish, Russian, and Arabic. Therefore, there is no official version of the CC for Portuguese or 
other languages. Such absences may lead to the proliferation of unofficial versions that may present 
translation biases that may even be relevant. Therefore, this omission, which also occurs in World 

Health Organization (WHO), is regretted. 
The concept of ethics is presented in the first unit, whose title is "What is ethics?". Although it 
emphasizes the idea of variability in human morality, it does not clarify the conceptual differences 
between ethics, legal, religious and moral rules, and punctilio. In the same way, it does not explain 
what causes a problem in morality. It is necessary to highlight that the values between those 
involved can and will be different since the CC affirms that "there are some universal and 
immutable elements in human morality." However, an inattentive reader of the example offered 

by the UNESCO's document may understand the propositions "do no harm" and "tell the truth" 
as absolute universal obligations. However, this should be understood in accordance with secular 
a bioethical thought, expressed, for example, by Beauchamp and Childress' theory of principles 
[7]. According to these authors, ethical principles are valid "prima facie," i.e., valid in principle but 
admitting exceptions. 
Furthermore, we must consider that one's own understanding of what would be a harm to someone 
may vary significantly among the agents involved in the same situation under consideration. 

However, the concepts "moral" and "ethical" could be treated in general as equivalent. However, 
we must recognize the understanding that morality is the set of rules external to the individual and 
ethics as a second-order reflection on the problems situated in the field of morality. 
From the third unit of the CC onwards, the contents are organized according to the Universal 
Declaration on Bioethics and Human Rights. The CC itself justifies this option because it is only 
a program considered to be minimal, which has as its starting point bioethical principles that have 

acquired legal status by consensus. However, the document also encourages the adoption of the 
flexible curriculum so that its application is as broad as possible, both in terms of content 
approaches and in accordance with the local context. As the document indicates, a critical 
reflection of the curriculum itself is necessary for its practical application. 
Considering these proposals set out in the document itself, it is unavoidable to analyze the content 
present in the CC and its approach to analyze its construction as teaching material claiming to be 
an international reference for teaching bioethics. Human rights can be considered "as the closest 

expression of what we can call universal morality" [8, p. 479]. However, it is recognized as a social 
and historical construction of Western culture and an expression of its desire. 
Therefore, it is equally essential to be aware of its limitations as didactic material for universal use. 
Human rights are clear and constant as a guiding network throughout this curriculum, even being 
structured around the 15 principles of the Declaration of Bioethics. The principles were chosen to 
lead the discussion of Bioethics within what was debated by experts from different countries and 
to respect universal human rights. 

In the same way that the invocation of human rights is an asset of the CC, giving it strength and 
credibility at the international level, reinforced through the figure of the UN, it is also a potential 
limiting factor that we must always consider. By appealing to human rights, we call for a discussion 
of the principles explained in the Universal Declaration, which lists the rights to be safeguarded 
by every citizen of the world and the concepts involved in constructing that Declaration. 
The risk of positioning Human Rights, fundamentally with a function of modern international 

law, as the fixed structure of a curriculum that aims to discuss and teach ethics is to place it within 
the limits of such law. Both the discussions and the concepts of ethics and bioethics themselves 
would only be conceived and carried out within the confines of human rights law. With this, 
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although adequate and just, more fixed in time/space than ethics, the law ends up pruning the 
competence to think about itself. 
In analyzing the content presented within the CC, we notice the intense focus on medicine. The 
document even explains that medical students are the primary focus group of the curriculum. 

Although the document acknowledges that the teaching of bioethics is relevant to other foreground 
health courses and courses in social sciences, law, and background in philosophy, the examples 
placed within the CC Part 2 are, in their vast majority, related to a hospital or medical situations. 
On the other hand, there are faulty parts in content within the CC. Animal ethics is a fundamental 
part of bioethics, with discussions around different areas of human society, from the use of animals 
in food to cultural use. Authors in this field also made contributions to Bioethics such as Singer [9-

10], Adams [11], Joy [12], demonstrating the versatile and applied scope of the discussion of 
animal ethics, also combined with criticism of the daily mode of production and violence suffered 
by various groups. However, the small mention made within the CC about nonhuman animals is 
given by the discussion on the use of animals in experiments, most notably in medical experiments. 
Nominally, in Case 1 of the Unit 17 study material, there is a discussion of the use of rats in clinical 
studies on insulin in the fight against diabetes. In addition to being the only proposed discussion 
of animal ethics in the entire material, the case ends by stating that medical scientists say that there 

is no alternative to the use of animals in this case, and that is for the good of the majority should 
be maintained. The material fails to mention the existence of divergences within the field on animal 
use and the existence of dense literature on alternatives to animal use, even without mentioning 
the internationally known 3R's [13]. 
Environmental ethics is also an area of great general interest within Bioethics today. Furthermore, 
again, it is only in specific cases that this discussion arises within the material. In the first part of 
the Program, in which theoretical concepts are presented, concepts in environmental ethics are 

mentioned - such as ecocentrism and biocentrism - however, there is a gap in the different currents 
of environmental ethics that fit into the discussion. Looking at the second part of the Program, the 
cases that directly address plants and the environment in Units 16 and 17 are intensely focused on 
the well-being of human beings, particularly with future generations who will be at risk due to 
environmental consequences of anthropocentric actions. 
These limitations of the CC can be understood as a result of adherence to the human rights 

framework in a very limited way. Human rights, anchoring their basis in the concern of human 
beings, derive their environmental concerns and concerns with other beings; from there, 
compromising a more holistic vision that evaluated the interests of these beings and the 
environment and sought more eco-centric paths of production and interactions [14]. 
The main concern for the maintenance of future generations, a fundamental point of the 
environmental vision, figured directly in the initial concept of sustainability. It was coined by the 
UN in 1987, according to which sustainability would be a "development that meets the needs of 

the present without compromising the ability of future generations to meet their own needs" [15]. 
However, as discussions on the subject have progressed, the concept has expanded to include 
economic development, resource preservation, human health, and species preservation [16].  
Sustainability and concern for the environment are not only listed as one of the points of the UN 
Millennium Development Goals. However, they have also become the focus of the UN 
Sustainable Development Goals, a guide to orient actions at the international level. Among these 
17 goals, there is reportedly a concern for life, terrestrial, aquatic life, and gender equality issues 

that have not been explored in either part of the core curriculum. 
The limits presented in the CC programmatic analysis indicate a limited perspective on bioethics 
and human rights rather than a restriction of topics. Therefore, the critique focuses on the choices 
made by UNESCO in its teaching program. The limits presented are evidenced by its objectives, 
the target audience, how the topics are approached, but also by its conception of the subject of 
ethics and morality. Given these observations regarding content, it is necessary to discuss a 

pedagogical concept that can understand ethics as a dynamic and constantly changing subject. 
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The pedagogical concept of the Core Curriculum 
The educational perspective adopted by the CC can be seen by the pedagogical objectives, general 
and specific, and by the methodologies indicated for teaching the Program. According to José 
Carlos Libâneo [17], the teaching-learning process is characterized by the relationship established 

between objectives, contents, and methods. In the previous section, we commented on the contents 
and how they are approached from a bioethical perspective. In order to reflect more globally on 
the CC, the learning objectives and the mediation between them, contents, and teaching methods 
will be analyzed. The learning objectives chosen for a pedagogical process determine the 
organization of the contents of this process, reflecting an educational concept. 
The general objectives of the analyzed Program and the specific learning objectives described in 

each unit indicate an educational perspective for the teaching of bioethics. It is observed that the 
learning objectives of the CC are always marked by the expression "should be able to." This 
expression defines what students, at the end of each unit, must achieve for the curriculum to have 
fulfilled its purpose. Therefore, it is not surprising that in the face of educational objectives being 
limited to abstract capabilities, such as "applying the ethical principles of the Universal Declaration 
on Bioethics and Human Rights," the contents would be restricted to an institutionalized and static 
ethical perspective and human rights. 

The Unit 3 of the CC, referred to Article 3 of the Universal Declaration on Bioethics and Human 
Rights, addresses the theme of human dignity and human rights. The unit, specifically, aims to 
develop students' ability to explain and apply concepts on these two topics. However, these are 
central issues in the current discussion of bioethics regarding, for example, medical intervention 
for the extension of life and respect for the rights and dignity of users [18]. In healthcare, this type 
of conflict requires from the healthcare workers a set of skills that go far beyond being able to 
explain and apply concepts. 

The traditional model of teaching ethics and bioethics is a heteronomous process. Even adherence 
to concepts that express supposed universal moral values, such as those present in the Declaration 
on Bioethics and Human Rights, usually occurs through memorization only [19]. When faced with 
a concrete situation, moral action cannot be taught simply by explaining concepts. Thus, the 
educational objectives for teaching bioethics should aim to develop a critical capacity to build 
moral decisions that are expressed in the interaction with the external environment and with the 

worldviews internalized by the student [19]. 
Using appropriate teaching methods and techniques, these educational objectives are possible in 
the teaching and learning process. According to Libâneo, "methods are determined by the 
objective-content relationship and refer to the means to achieve general and specific didactic 
objectives" [17, p. 149]. Part 2 of the UNESCO program, called "study materials," suggests 
discussing cases done in groups, including the projection of films and a complimentary 
bibliography to support the discussions. Case discussion is undoubtedly a good learning technique 

anchored in active methodologies, encouraging participation and debate between subjects with 
different views and moral values. 
Furthermore, this type of activity, in which the cases are prepared in advance, usually has a certain 
prior expectation about the students' behavior. One of the cases proposed for group discussion in 
Unit 3, for example, concerned a prisoner who was kept handcuffed when undergoing medical 
intervention. Undoubtedly, this is a case that can generate exciting questions for bioethics 
teaching. On the other hand, it is made clear that a measure is expected between respect for human 

dignity, regardless of the prisoner's condition against the subject, and the protection of society. 
However, concrete situations do not always present themselves in an obvious way and sometimes 
involve a much broader set of moral issues that need to be considered in deliberations. 
Thus, for the development of skills related to critical thinking and autonomous moral action, the 
teaching of bioethics could also indicate methodologies in which students were responsible for 
formulating cases. In specific cases, it could even be suggested that students investigate at health 

services, or in interviews with health professionals, specific situations that could be discussed in 
the training set. This type of technique allows not only the application of the concepts learned in 
previously elaborated cases but, fundamentally, contributes to the active exercise in recognition of 
a situation in which an ethical conflict is established in health practices. 



31 Chagas et al.: Brazilian Critique of UNESCOs Core Curriculum 

 

                                                        Global Bioethics Enquiry 2022; 10(1)  

From the analysis of the CC, it is understood that its critical use as a reference can stimulate the 
development of teaching projects more compatible with current discussions in the field of ethics 
and bioethics and with local contexts. Therefore, taking the Universal Declaration on Bioethics 
and Human Rights as a starting point should not mean restricting oneself to it but adopting it as a 

minimum point of reference that can and should be expanded. This is made possible by appropriate 
pedagogical objectives and teaching methods. In this sense, it is interesting to note that the 
UNESCO document does not work with the concept of competence, so fashionable in 
contemporary discussions on training, even before vocational training. 

 

The pedagogy of competencies 
It is believed that the pedagogical conception for teaching bioethics to learn the development of 
skills can contribute to the articulation between knowledge and practice. Indeed, the concept of 
competence is polysemic, with diverse origins and applications that can also be highly questionable 
when used in a technical perspective to develop specific skills for a given technical activity. 
In addition, more recently, the strategic use of competencies has been favored by the neoliberal 
speech of governments and international organizations for the conduction of reforms in 
educational systems [20]. According to this critique, competencies would link education directly 

to the business world, eliminating its humanistic perspective and devaluing diplomas as defining 
social position in the labor market [20-21]. 
While recognizing the relevance of discussions on teaching by competencies, it is necessary to 
critically reflect on the subject to adequately define this concept for its adoption in bioethics 
teaching. Perrenoud's perspective on education by competencies differs, notably, from the business 
and technical vision of education. The author thus introduces the topic "Competence is the ability 
to mobilize a set of cognitive resources (knowledge, skills, information, etc.) to resolve a series of 

situations with relevance and effectiveness" [22]. 
In the book "Building competencies from school" [23], Perrenoud refutes the idea that the concept 
of competencies is used in the field of education in the same sense in which it is used in relation to 
changes and modernization of the labor market. According to the author, the idea of competency-
based curriculum reforms is not necessarily, or at least not exclusively, related to the proposals 
advocated by economic agents. On the contrary, competencies in education are defended by 

segments with different thoughts about the world and the education of these agents. For the author, 
teaching by competencies is fundamental to guaranteeing an efficient school strongly linked to 
reality. 
Competencies, for Perrenoud, should have a management role in relation to knowledge and not 
in opposition to it [23]. Although he does not deny the importance of knowledge, the author's 
perspective understands that this knowledge must have a practical application, a verifiable and 
accountable meaning in order to be mobilized in education. Theoretical concepts, in this way, 

become unnecessary or secondary when a practical value is not verified. The rising of the idea of 
competencies as an organizing principle of training would exclude, in this sense, concepts and 
categories characterized by disinterested knowledge, affirming an education in which knowledge 
has practical applicability, i.e., a recognizable value. 
The point is that, in this case, only the contents and objectives of education are removed from the 
economic world, but the utilitarian logic of education persists. Recently, some authors have stated 

that Neo-liberalism is constituted as rationality in which even the non-economic aspects of social 
processes begin to be treated in economic terms [24-26]. Neo-liberal changes in education do not 
justify its management model, its commercialization, or budgetary restrictions and privatizations. 
Educational Neo-liberalism is also the sheath, and it is proven when the management of school 
knowledge links the validity of knowledge to its usefulness [25]. However, the school also consists 
of disinterested knowledge, which sets the pace of imagination and human development to its full 
potential.  

The criticism of the pedagogy of competencies, formulated by Perrenoud, does not concern, 
therefore, its linkage with the educational agenda of economic agents. The limitation lies within 
the utilitarian logic in which knowledge, including knowledge related to the exercise of citizenship, 
is made available. In order to prioritize content for its practical utility, the author empties the 
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broader meaning of education and its role in the formation of democratic citizenship. Considering 
the teaching of bioethics, it makes no sense to understand that the necessary knowledge for moral 
deliberation, in the face of ethical conflicts arising from human practices, should be guided by 
utilitarian logic. 

The development of the field of bioethics is linked, as mentioned above, to issues such as human 
dignity, justice, environmental protection, human and nonhuman rights, as well as values such as 
respect for the plurality of thought and autonomy of subjects. These categories can be understood 
from the perspective of secular bioethics, which advocates the guarantee, on the part of society, of 
individual projects without State interference, as long as it does not compromise the collective 
welfare [27]. This type of thinking in the field of health education refers to knowledge that cannot 

always be identified, immediately or previously, as helpful or not for the exercise of professional 
practice. 
However, it is understood that the notion of competence can contribute to the pedagogical 
conception in the teaching of bioethics. Nevertheless, this will only be possible if there are areas of 
approximation between contents that articulate more general knowledge about humanity with 
those more easily identifiable with practices and their ethical conflicts. The pedagogy of 
competencies can be redefined to configure, in addition to a capacity, an ethical and political 

commitment of the professional in training concerning the society in which he/she is inserted. 
This commitment must be permeated by articulating theoretical knowledge and professional 
practice without any hierarchy. By adopting the CC from this perspective, bioethics education is 
configured as a process embodied in the interaction between theory, skills, and professional 
practice that are constantly nourished and changed. The practical requirement for the development 
of competencies in the field of bioethics must be supported by the teacher's active role in the 
selection of content, in the configuration of a plural and respectful debate, and the 

contextualization of the production of the content addressed. The concept of learning, guided by 
the notion of competence, can thus contribute, during the pedagogical process, to the production 
of new knowledge in bioethics, to the appreciation of the practical knowledge of the health 
professional, and to the formation of competent subjects to act in the ethically committed world. 
This perspective allows us to think of the teaching of bioethics as permeable to the collective 
demands that originate in society with the participation of various actors and social movements. 

Knowledge thus begins to make sense; professional practice is revalued, and cognitive and 
emotional competencies take on a collective dimension. This set of competencies, linked, at the 
same time, to a pedagogical current oriented to the formation of a democratic society (21) and 
secular and contemporary bioethics [27], will be called ethical competency. 
 

Ethical Competence and Moral Competence 
We constantly make moral decisions about issues that involve our own lives throughout our 

existence. However, this competence is not entirely innate. It must always be developed, 
considering cognition and emotions as inseparable dimensions and being driven by agents trained 
to develop this function. With the theoretical perspective of socio-cognitive developmental 
psychology, we assume that Moral Competence is necessary to understand the formation process 
that will result in autonomous and critical individuals. George Lind (1947-2021) [28] emphasizes 
that the affective dimension is what drives this competence and is inseparable from the cognitive 
structure. These two dimensions, although distinct, are contained in moral behavior, and this 

construction of moral competence requires the integration of both. He, like Kohlberg, worked with 
Jean Piaget's theory. Through Piaget's studies with children, he discovered that knowledge is 
neither innate nor transmitted is the result of a process of continuous construction of inventions 
and discoveries from the interactions between the subject and the environment in which he lives. 
He stated that there was a parallel development of the intellectual and affective characteristics of 
being, so that, concerning moral conscience, every individual would have the potential to evolve 

from a situation of moral anomy, when he ignores some law or norm, followed by a phase in 
which he acts in accordance with expectations and norms external to the individual (moral 
heteronomy), until, finally, he can make moral decisions based on his own convictions and values 
(autonomy) [28-29]. 
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However, Lawrence Kohlberg (1927-1987) expanded, in the 1970s, the studies on moral 
development based on Piaget's theory [29]. For him, moral reasoning is based on a sense of justice 
and not on emotions and actions. He affirms a universalist perspective in terms of morality, 
following the tradition of Kantian thought like Piaget. 

Recently, intending to guide educational practices to develop the moral reasoning of students of 
all ages and at any educational level, Professor Georg Lind of the University of Konstanz 
(Germany) has developed a teaching methodology called Konstanz Method Dilemma Discussion 
(KMDD). Based on John Dewey's conceptions of the essential relationship between morality, 
democracy, and education and on Moshe Blatt and Kohlberg's concept of dilemma discussion, 
Lind says that it is essential for the individual to be able to act in accordance with his moral ideals, 

even in the most challenging situations [30]. So that, in a given situation, moral feelings come to 
the fore and place the individual in front of his primary challenge: to cope with emotions. 
Behaviors are shaped by beliefs, values, prejudices, feelings, experiences, and previous knowledge. 
Therefore, the definition of moral competence must encompass emotion and cognition, so its 
methodological approach includes a new educational format based on the development of 
competencies [31]. Considering reason and emotion separately is only reasonable for descriptive 
didactic reasons. 

This Kohlberg's idea of moral competence is different from what can be called competence in ethics 
or bioethics [32]. This other concept is characterized by the ability to identify, understand, and 
internalize moral aspects in situations of possible ethical conflicts, respecting the diversity and 
plurality of values and beliefs with critical reflection, seeking coherent decision making based on 
consistent arguments [30-31]. 
In summary, the concept of moral competence that we use was developed by the psychologist 
Lawrence Kohlberg in 1958 and referred to "the competence [of an individual] to make decisions 

and moral judgments (based on internal principles) and to act in accordance with such judgments" 
[33, p.425]. There should be careful not to confuse moral competence with competence in ethics, 
which can be understood as the competence to mobilize a set of cognitive resources (theoretical 
and methodological knowledge - the toolbox [34] related to ethics/bioethics. 
The challenge comes in the form of how we should stimulate the development of moral and ethical 
competencies in the present day, with changes in ethical behavior, with the quest for the expansion 

of rights, and with the sophistication of the human being in a pluralistic society, which is constantly 
changing. Therefore, to think about the teaching of Bioethics, we propose a different meaning to 
what was defined as moral competence. The idea of ethical competence or bioethical competence 
aims to broaden the content of bioethics teaching, but mainly to renew its conception of education 
and, consequently, its objectives and methodologies. If for the Basic Curriculum the objective is to 
train professionals capable of making ethical decisions, for the notion of ethical competence, the 
objective is to train autonomous, critical citizens committed to the rights of justice in a pluralistic 

society and that will be able to ethically justify their decisions and commit themselves to them. 
The purpose of this article was to attempt to analyze the UNESCO syllabus for teaching Bioethics 
critically. From this analysis, we accepted the challenge posed by the syllabus itself to understand 
it only as an initial basis for teaching Bioethics and to propose possible avenues for its use. The 
basic curricular boundaries were analyzed both from the perspective of the content that covered 
much of its pedagogical design. 
The Basic Bioethics Curriculum proposed by UNESCO, or "Core Curriculum," has great merits. 

The very conception of its creation, investing in dense and explanatory material to serve as an 
initial basis for introducing Bioethics and its discussions in different parts of the world, is laudable. 
Its value as an educational tool is straightforward and valid with a set of well-written contents, 
exciting discussions, and didactics. Moreover, more than 15 countries in different continents are 
actively using it in universities [35]. It is also worth noting the constant concern not to limit itself, 
even calling on professors who use it to collaborate actively by sending suggestions. It is in this 

spirit that we wrote this article. 
However, created as a direct result of the Universal Declaration on Bioethics and Human Rights 
and this of the Universal Declaration of Human Rights, the proposed Program has the same limits. 
Based firmly on the Declaration on Bioethics, when structured, the CC applies a specific cut, 
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guided by the 15 items of the Declaration of Bioethics contents to work. While it is explained that 
the Program is not intended to be a definitive tool, it is essential to keep in mind the cuts used. 
When creating any document intended as a curriculum, a projection is made of the contents to be 
inserted and, therefore, considered fundamental for that subject. Likewise, by not mentioning or 

simply forgetting other contents, the message is being transmitted that these are not essential 
knowledge and are not part of what would be a minimum knowledge in the subject. Likewise, the 
idea of training professionals capable of carrying out certain activities also limits the collective and 
dynamic dimension of conflicts in bioethics. 
This cultural construction with educational intentions can end up silencing voices that are 
dissonant with the cultural and social hegemonic within an area. It is up to a select group of 

professionals, ordered by a higher body, in this case, the UN, to define the contents that would be 
the minimum necessary and the pedagogical concept to teach Bioethics. With a strong inclination 
towards the medical field and with scientific heritage and thinking centered in the geopolitical 
North, there is always the questioning of the cut used, with the risk of consistently inserting a 
hidden curriculum, remnants of practices and values never directly explained in the contents, but 
which permeate both the content and its didactic aspect [36]. 
Also, does the selection of specialists consulted to elaborate this Core Curriculum, all men, not 

affect the bioethical issues that will be inserted, especially those of gender? Feminist-centered 
bioethics currents, such as ecofeminism and inter-sectional bioethics, could further enrich this 
material and disseminate these currents. 
As much as the material mentions at the beginning that it is not intended to provide a specific 
vision of Bioethics, the construction of a curriculum, especially when intended to introduce 
something, is a cut impregnated with socio-political conjunctures of those involved. This 
construction can silence voices that are dissonant to hegemonic thought or do not have the 

political/scientific force to be disseminated. However, it has all the philosophical and scientific 
support to be a valid theory. Therefore, to reflect on a curriculum is also to reflect on the socio-
political and cultural context in which that course and institution are inserted, and to analyze the 
CC is also to analyze UNESCO's vision of Bioethics and confront it with its objectives. 
The critical analysis suggested by the CC in applying the contents, especially regarding the use of 
the curriculum and its structure to suit the reality of that country or region, starts from a minimum 

knowledge of the subject of Bioethics or ethics in general way. If the educator in question knows 
little about the subject, critical thinking about applying these theories to his or her reality is limited 
or limited, and it becomes safer to stick to the problems and didactics presented by the material. 
In this sense, the notion of ethical competence allows the use of CC to be carried out in dialogue 
with the actors and issues that emerge in the teaching-learning process. 
In making a critical analysis of the programmatic delimitation of CC, a perspective on Bioethics 
was presented that recognizes the importance of the issues highlighted by the Universal 

Declaration on Bioethics and Human Rights but considers it necessary to broaden them. On the 
other hand, this context of bioethics requires an educational concept in which the values of 
bioethics such as autonomy, democracy, and justice are inserted in the pedagogical action itself. 
The teaching of bioethics based on the development of ethical competence articulated with a 
secular conception of bioethics can contribute to the adoption of CE in a contextualized way, open 
to new knowledge, and committed to the human formation of health professionals. 
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ABSTRACT 

 

Background: Alongside clinical expertise, application of standards of ethics and professionalism 

is an essential attribute for a physician. In India, until 2019, a formal curriculum for medical 
students in ethics and professionalism was non-existent. The newly launched undergraduate 

curriculum of 2019 has included a module on ‘Attitude, Ethics and Communication.’ This study 
was conducted to evaluate ethics and professionalism standards among the undergraduate medical 
students who have not been trained formally prior to implementation of the new curriculum, to 

assess the gap in the same. 

Methods: This was a questionnaire-based study conducted among undergraduate medical students 
(n=192) of a university hospital in Mumbai. It consisted of two domains- A: to assess knowledge 
of ethics and professionalism and B: to evaluate students’ attitude regarding ethics and 
professionalism. The data was analyzed using descriptive statistics. 

Findings: Overall response rate was low (27%). Mean domain A score was 4.83/11 (<50%) with 
a trend of increase in the scores with increasing seniority (academic year of study). In Domain B, 
though the mean score for the different attributes was less than 5/10, humanistic values had higher 

scores whereas accountability and subordinate self-interest had the lowest scores. The percentage 

of students showing desirable responses for all the attributes ranged from 60 to 91%. 

Conclusion: Undergraduate medical students have low knowledge of ethics and professionalism 
but have a reasonably positive attitude for attributes of professionalism. Our study highlights the 
the need for systematic training and scope for improvement with the systematic training on 
attitude, ethics and communication (AETCOM) which has been recently introduced. 

 

Keywords: Medical education, Professionalism, Ethics, Attitude, Communication 
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Introduction 
Ethics and professionalism are inherent components of medical practice. Ethical principles are 

basic to the physician-patient relationship. Jordan Cohen, President of the Association of 

American Medical Colleges said in his speech, “The physician professional is defined not only by what 

he or she must know and do, but most importantly by a profound sense of what the physician must be” [1]. 

Medical professionalism refers to a set of values such as accountability, altruism, commitment to 
excellence, compassion, integrity, respect, responsiveness and sensitivity to diversity [2]. The 
privileged status of being a physician comes with the obligation to render service to the sick while 

maintaining the highest ethical and professional standards. 

Codes of ethical and professional conduct differ across institutions and countries. The historic 

Hippocratic oath is still sworn by the new medical graduates as a means to abide by the principles 

of professional etiquettes in many countries including India [3]. However, many nations have 
developed their own version of the document of professional conduct. In the United States of 

America, the American Medical Association Code of Medical Ethics offers ethical guidelines 

which govern the clinical practice [4]. Similarly, the British General Medical Council's Good 

Medical Practice sets standards of professional and ethical conduct for the practitioners in the 

United Kingdom. There are Australian Medical Council guidelines for Australian physicians [5]. 
In India, we have a code of conduct for medical practitioners laid down by the Medical Council 

of India [6]. 

Challenges to medical professionalism are manifold and are increasing by the day in India. Higher 

demand for specialty services, increased patient access to information, the influence of commerce 

to develop profit-centered services, heavy patient load, especially in public hospitals are some of 

the issues which may impinge on professional values. The rapid advances in technology and 

research provide more options for diagnosis and treatments. The high-cost diagnostic and 

treatment modalities need to be used judiciously keeping the patient’s interest in mind. A plethora 

of new information is available without guidelines or comparative effectiveness for a clinician to 
process and use in practice, which is overwhelming [7]. The advances in technology also pose new 

ethical dilemmas and challenges. A medical practitioner needs to learn the attributes of Ethics and 

Professionalism before the start of clinical practice. 

It was believed in the past that the concept and applications of professionalism and ethics are 
always learned from seniors and are not explicitly required to be covered in the curriculum. A 

medical student is expected to learn only the technically “right” treatment for the patient [8]. 
However, the scenario has changed now. The United States’ Accreditation Council for Graduate 
Medical Education (ACGME) has set guidelines for evaluating general and specialty-specific 

competencies, including professionalism, in residency and fellowship programs [9]. 

If ethical behaviour and professional values are inculcated during medical school training, they are 

likely to have a lasting impression. A study among American doctors suggests that disciplinary 
action against doctors by state medical boards is predicted by low supervisor ratings of their 

professionalism in medical school [10]. Till recently, ethics and professionalism in India remained 

as a hidden curriculum, to be learnt by observation and experience. A need was felt to train students 

students in the same using a comprehensive curriculum [8,11]. Therefore, in August 2019, the National 

Medical Commission (then called as Medical Council of India) introduced a new competency-

based curriculum that includes a structured longitudinal program on attitude, communication and 

ethics (AETCOM) competencies [12]. It offers a framework of competency-based learning in the 

AETCOM domains that a medical professional must possess at the time of graduation to 

effectively fulfill the functions of an ‘Indian medical graduate’ as a clinician and a member of the 

health-care fraternity. The AETCOM module suggests an ideal format to impart the competencies 
related to ethics and professionalism. Since the new AETCOM curriculum is being implemented, 

it was felt that a baseline general assessment for the awareness among medical students may help 

us to provide a glimpse into the current situation. The data may help while implementing, revising 

and assessing the impact of the new AETCOM curriculum in our institute. With this background, 

we planned to conduct the present study to assess the knowledge and attitude of undergraduate 
medical students regarding ethics and professionalism. 
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Methodology 
This was a cross-sectional questionnaire-based survey conducted in a medical school attached to a 

tertiary care hospital in a metropolitan city in India. Institutional Ethics Committee permission 

was obtained (EC/OA-54/2018). The medical program is an undergraduate course that lasts four 

and a half years, followed by a one-year internship. Academic year 2 lasts for one and a half years, 
while academic years 1, 3 and 4 are each one year long. Clinical hospital-based training occurs in 

years 2, 3 and 4. 

We made use of convenience sampling to gather the data, with students being contacted in the 

class and asked if they were willing to participate in the study. All students of 2nd (180), 3rd major 

& minor (360), and interns (180) were approached to participate in the study. The recruitment of 

participants was done from May to October 2018. Each participant was administered a two-part 

questionnaire following an informed consent. It was designed in a way to assess the knowledge of 

ethics and professionalism in the first part (domain A) and attitude towards professionalism in the 

second part (domain B) of the questionnaire. 
 

Domain A of the questionnaire was designed by the authors keeping the local values, practices, 

and cultural beliefs in mind. Domain A included 6 single best response questions on knowledge 

about ethics and 5 single best response questions on knowledge about professionalism. The grading 

was: one point for each correct answer and no points for an incorrect answer or un-attempted 

question. Content validity and face validity were tested by 10 teaching faculty members of which 
5 members were a part of the Institutional Bioethics Unit. The Content Validity Ratio was 0.833. 

The responses were analysed as a mean score out of 11 and the percentage of students giving 

desirable answers for ethics and professionalism were separately calculated. 

Domain B comprised of 21 questions on the assessment of attitude towards professionalism. These 

questions were taken from a previously validated standard questionnaire [13]. The responses were 
obtained on a five-point Likert scale with 5 corresponding to ‘strongly agree’ and 1 to ‘strongly 

disagree.’ Attributes like ethics and moral standards, humanistic values, accountability, self- 

reflection and subordinate self-interests were assessed. 

The data was analyzed using SPSS V.26 and expressed as descriptive statistics. The responses for 

the five-point Likert scale for each question were clubbed into three responses, desirable, neutral 

and undesirable. For the ease of analysis, the responses ‘Agree’ and ‘Strongly agree’ were 

combined as desirable responses and ‘Disagree’ and ‘Strongly disagree’ were considered as 

undesirable responses. The analysis of desirable responses was done to compare the groups. 

Comparisons were made among the three groups viz 2nd year, 3rd year (major and minor), and 

interns as separate groups. The study data was reported in aggregate and no individual participant 

was identified in the analysis. The appropriate statistical tests were applied to compare the scores 

(Kruskal Wallis test) and percentage of correct responses (Chi-square test) among the groups after 

testing the data for normality. 
 

Results 
Out of 720 students approached, 192 students consented to participate in the study. The response 

rate was 27.22%. Table 1 presents the demographic data of the students. The percentage of students 
responding from each academic year is given in Table 2. 

 

Table 1: Demographic details of participants 

 
 

 

 

 
 

 
*SD – Standard Deviation 

 

 

Variables  

Age (mean ± SD) 21.02 ±1.73 

Sex 
 

Male 

 

53.13% (102) 

Female 46.87% (90) 
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Table 2: Year-wise responders 

Year-wise responders Domain A: 

Knowledge of ethics and 

professionalism (n=192) 

Domain B: 

Attitude regarding 

professionalism 

N=188 

Second year 67 66 

Third year 95 93 

Interns 30 29 

 
 

 

Domain A: Knowledge of Students on Ethics and Professionalism (Figure 1, Table 3) 

 

 

 

 

Table 3: Scores of Domain A: Knowledge of Ethics and Professionalism 
 

Groups Scores (out of 11) 

Second year 4.5±1.38 

Third year 4.93±1.65 

Intern 5.23±1.71 

Composite 4.83±1.58 

 

Expressed as mean±SD, Not significant using Kruskal Wallis test(p=0.1409) 
*SD – Standard deviation 

All 192 participants completed Domain A of the questionnaire. The mean composite score was 

4.83±1.58 (<50%). As shown in Table 3, the score was getting higher with increasing professional 
year, however, the difference among the groups was not statistically significant. 

The percentage of correct responses were higher for knowledge of ethics (KE) scores for second, 

third year students and interns as compared to those of the knowledge of professionalism (KP) 

scores as seen in Figure 1. There was also a rising trend of better responses with regards to KE 
from second year till internship but the same was not observed for KP results (Figure 1). The mean 

scores showed a dip in the third year and internship compared to the second year (Table 3) 
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Domain B: Attitude of students regarding Professionalism (Figure 2, Table 4) 
 

 

Table 4: Scores of Domain B: Attitude of Students regarding Professionalism 

 

Attributes 
 

Mean (out of 10) SD 

Accountability Composite 3.61 1.13 

Second year 3.69 1.07 

Third year 3.57 1.13 

Intern 3.57 1.13 

Humanistic values Composite 4.32 0.75 

Second year 4.40 0.69 

Third year 4.28 0.78 

Intern 4.28 0.78 

Self reflection Composite 3.91 1.03 

Second year 3.84 1.07 

Third year 3.95 1.05 

Intern 3.95 1.05 

Sub-ordinate 

self interest 

Composite 3.62 1.04 

Second year 3.67 0.99 

Third year 3.62 1.02 

Intern 3.62 1.02 

Ethics and morals Composite 4.10 0.89 

Second year 4.15 0.88 

Third year 4.10 0.86 

Intern 4.10 0.86 

*SD – Standard Deviation 

 
Domain B was attempted by 188 students. The scores of domain B are presented in Table 4. In 

Domain B, though the mean score for the different attributes was less than 5/10, attribute of 

humanistic values had higher scores, whereas the score was lower for accountability and subordinate 
self-interest. There is no change in the scores with increase in the professional years for any attribute. 

The percentage of students showing desirable responses for all the attributes ranged from 60 to 
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91% (Figure 2). The highest percentage of students having desirable responses was for humanistic 

values followed by ‘Ethics and Morals’ and the lowest percentage was for accountability. There 

was a downward trend in responses with professional experience in medical school in all the 

attributes except for self-reflection, which showed an upward trend. The difference among the 

groups was not statistically significant for these attributes. 

 

Discussion 
Medical ethics and professionalism are core competencies in the medical curriculum, but training 

in these two domains is not uniform across the world. Unlike in developed countries, no formal 

system of training and assessment existed in our country in the medical curriculum until recently 
before the novel AETCOM module was introduced in 2019. We felt the need for a baseline 

assessment before its implementation to know the existing knowledge and attitude of students 

about ethics and professionalism. Hence, we have attempted to generate this baseline data among 

the medical students of our institution by carrying out a questionnaire based cross-sectional survey. 

There was a gap in the knowledge and the attitude of students with respect to ethics and 
professionalism. In our study, the students were found to have low knowledge as the mean score 

in the knowledge domain was less than 50%. Also, no significant change in the scores with the 

increasing professional years impinges on the lack of training. The students were slightly better 

informed about knowledge of ethics than that of professionalism. This finding could possibly be 
explained by the fact that the students were exposed to the bioethics workshop once a year as a co- 

curricular activity in our institute. 
In the attitude domain, large proportions of students responding desirably was a positive finding. 
The percentage of correct responses was observed to be higher for humanistic values and lower for 

accountability. These findings are similar to a study by Blue and others [13]. In our study, the 

percentage of desired responses decreased with an increase in the professional year, except for self-
reflection. Similar results are reported by Peters et al from West Indies [14]. This falling trend in 

the attitude domain with increasing professional experience is an issue of concern. 

Findings regarding lapses in knowledge and attitude concurrent with our study have been observed 

by previous researchers too [15-16]. The students may have less empathy and this does not change 
much over the years in medical school [15]. Another study reported that there was a general 

positive attitude towards professionalism in those who chose medicine as their profession. [17]. 

However, this might not necessarily mean that they have clarity as to how these attributes of 

professionalism function in practice [13]. The main limitation of the study was the low response 

rate to the questionnaire which may have led to non-response bias limiting the generalisability of 
the data. 

Overall, the students had low knowledge of ethics and professionalism but had a positive attitude 

for attributes of professionalism. The knowledge of ethics and self-reflection attribute appeared to 

improve marginally with the increase in professional experience. From 2015, the UNESCO chair 

in Bioethics, Haifa in collaboration with multiple state universities across India, started ‘Bioethics 
Units’ in a few affiliated colleges. Bioethics co-curricular teaching was initiated in our college too 

and was well received by the students. This might have had an influence on the knowledge and 

attitude responses of some students. 

The new formal AETCOM curriculum implemented by the National Medical Commissioner from 

2019 in India focusses on developing attitudes and skills in addition to imparting knowledge of 
bioethics, communication skills and professionalism. It also incorporates formative and 

summative assessments of students on AETCOM [12]. Thus, there is a scope for improvement 

with intensive and practically oriented training under the new curriculum. Reassessment about 

knowledge and attitude regarding ethics and professionalism needs to be done periodically using 
the study questionnaires to find out the impact of AETCOM training. Early detection and 

correction of deficits in students’ knowledge and attitude will help in better professional 

development. It is proposed that similar studies should be conducted to evaluate knowledge and 

attitude about ethics and professionalism among resident doctors and physicians in Indian settings. 

To conclude, our study has generated objective evidence regarding awareness and attitude about 
ethics and professionalism among medical students. 
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Annexure 1: Domain A of the questionnaire Scoring: 
Correct answer = 1, wrong answer =0 

 

1. The four cardinal principles of medical ethics are: 

a. Autonomy, beneficence, non-maleficence and justice 
b. Privacy, autonomy, beneficence and justice 
c. Autonomy, beneficence, veracity and justice 
d. Autonomy, beneficence, confidentiality and morality 

 
2.   means a system/mechanism which allows prioritizing healthcare resource allocation based on those 
who are most critically ill or in urgent need 
a. Justice 
b. Equality 

c. Beneficence 

d. Triage 

 

1. If a patient is unconscious, which one of the following statement is correct with respect to taking decisions 
related to his/her healthcare? 

a) Physician can make the final decision 
b) Living will/advance directive is a written document by patient about his healthcare decisions 

c) Attorney/family member speaks on behalf of patient 

d) b and c 

e) All of the above 

 
2. You are a family physician for MP family for many years. Mr. MP is diagnosed with depression and is 

prescribed antidepressant medications by your psychiatrist friend. Mr. MP refuses and is not willing to take 
medications despite your counselling. You in consultation with his wife start the treatment without his 
knowledge and inform him, that he is receiving vitamins. Mr. MP’s condition improves gradually. The 
action is 

a) appropriate as patient has improved 
b) not appropriate as you should have involved his attorney 

c) not appropriate as you treated against patient’s consent 

d) appropriate as your intention was not to keep patient uninformed 

e) appropriate as wife has been involved in decision making 

 
5. A 14 years old child having scalp lacerations with active bleeding is brought to Emergency Medical Services 
(EMS) by his neighbour. You are EMS –in-charge and looking at the wound, you have decided to suture the scalp. 
Which one of the following actions is appropriate? 
a) Go ahead with treatment as consent is not needed in an emergency 

b) Obtain consent from the accompanying adult neighbour for the procedure 

c) Wait for consent from both the parents before undertaking treatment 

d) Wait for consent of one parent 

 

6. When an adult patient refuses a life-saving treatment on religious grounds, a physician should 
a) treat anyway 
b) persuade the patient through counseling 

c) refer the matter to hospital ethics committee 

d) b and c 

e) do not treat the patient and respect his decision. 

 
7. You are a Third year MBBS student. While taking case history in the ward, the patient reports to you that 

one of the resident doctors on that day appeared drunk as his breath was smelling of alcohol and speech was 
improper. What should you do? 

a) Nothing as you are just a student, too junior in hierarchy 
b) Observe the resident and talk to him directly 

c) Counsel and convince the patient that this is unlikely 

d) Report the matter to Head of Unit or Dean 

 
8. You have completed a large funded clinical trial as a principal investigator and you ask a newly hired 

research assistant to analyse results quickly to submit a publication. The results are positive and the paper is 
accepted in a prestigious journal. Close to publication, you find that about 15% of the numbers are incorrect. 
You confront the research assistant who admits making up a few numbers in the huge data thinking it 
wouldn't affect the results. When analysed again, you find that results though numerically showing strong 
positive trend, the statistical significance reported in earlier analysis is now lost after correction. Which one 
of the following options would you select? 

a) Terminate the research assistant to teach him a lesson. 
b) Reprimand him and report the incident to the sponsor. 
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c) Notify the journal immediately and retract the publication. 

d) Notify the journal immediately that there was a statistical error in the paper and provide the correction. 

e) Do not report the incident to anyone because the results are still positive numerically 

 
9. You are having a busy day as a consultant and you are still at hospital at 10.00 pm. You learn from the 

assistant that a general practitioner has requested a consultation from you to see his patient tonight. What is 
the most appropriate course of action for you to take: 

a) Complain to the assistant that you are too busy and to leave you alone. 
b)    Attend the call 

c) Call the practitioner to obtain more information and tell him to always inform you first about level of urgency. 

d) refer to other physician 

e)    c and b 

f)     c and d 

 

10. Which of the following actions is NOT an example of accountability as a student? 
a) Provide constructive feedback to peers. 
b) Address observed errors by fellow student. 

c) Participate constructively in small group sessions. 

d) Accept appropriate feedback from fellow students. 

 
11. You are 2nd year postgraduate resident posted in EMS at KEM hospital. While you are examining patients in 
an overcrowded casualty, your medical senior teacher comes to you with her patient. The teacher requests you to 
examine her patient as she has to rush for her duty. What would you do? 
a) Immediately comply to the request of your teacher and request her to come forward with the patient. 
b) Humbly request the teacher to wait and continue examining the patients as they come. 

c) Tell your first year junior to attend to the patient and you continue examining your patient 

d) Politely request the teacher to wait and follow your own rule to examining two patients in the queue before 

examining a known patient coming out of turn 

 
 

**************************** 
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  ABSTRACT 

 
Background: Human immunodeficiency virus infection and acquired immune deficiency 
syndrome (HIV/AIDS) is a spectrum of conditions caused by infection with the human 
immunodeficiency virus. An improved life span is experienced by the people living with 
HIV/AIDS (PLWHA), but they are also experiencing extensive chronic health problems. This 

gives physiotherapists an opportunity to work with people living with HIV related conditions and 
comorbidities. A comprehensive approach to the treatment of PLWHA is necessary as the disease 
has a complex multi system presentation. The maintenance of fitness and range of motion, pain 
control and rehabilitation, respiratory and palliative care are all aspects in which physiotherapy 
has a major role to play in PLWHA. It is important to possess adequate knowledge and a positive 
attitude while caring for people living with HIV/AIDS. The street play method as an educational 

intervention was applied to use an innovative and creative mode of education rather than the 
conventional teaching methods to gain maximum interest and attention of the undergraduate 
students.  

Methodology: A total of (N=300) physiotherapy students aged between 17-22 years (mean=19.5 
years) among which most of the participants were females completed the pre-test questionnaire. 

Results: The analysis of the data revealed that 3rd year and 4th year students had an good to 
excellent knowledge (International AIDS Questionnaire-English version score<36) and (AIDS 

attitude scale score<30). The students who had lower scores in the pre-test showed significant 
improvement in the post-test scores by 50-60%(p<0.001).  

Conclusions: Enhancement of knowledge and attitudes towards HIV/AIDS patients is best 
achieved in situations where the information, education and communication intervention is 
conceptualized, designed and implemented in a participatory fashion for the optimum professional 
experience of the students. 

 

Keywords: HIV, street play, students, knowledge, attitude, physiotherapy. 
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Introduction  
Human immunodeficiency virus infection and acquired immune deficiency syndrome 
(HIV/AIDS) is a spectrum of conditions caused by infection with the human immunodeficiency 
virus (HIV). The prime nucleus of the HIV pandemic is in south and southeast Asia, 

predominantly in India, there are numerous other nations all over this region which are in the 
initial stages of the pandemic [1]. In India, the adult human immunodeficiency virus (HIV) (both 
males and females) occurrence is approximated as 0.32% with uncertainty bounds 0.26–0.41% in 
2008 and 0.31% in 2009 with uncertainty bounds 0.25–0.39%. The adult human 
immunodeficiency virus (HIV) occurrence was approximated at 0.25% for women and 0.36% for 
men in 2009. The human immunodeficiency virus (HIV) positive women of India accounts for 

thirty-nine percent of all HIV infections in the nation. In India, approximately 0.93 million women 
are living with HIV/AIDS [2]. 
An improved life span is experienced by the people living with HIV/AIDS (PLWHA) while being 
on anti-retroviral drugs (ARVs) [3], but they are also experiencing extensive chronic health 
problems [4]. This leads to an increased impairment and disability in people living with 
HIV/AIDS (PLWHA) [5]. This gives physiotherapists all around the world a huge opportunity as 
well as responsibility to work with an increasing number of people living with HIV related 

conditions and comorbidities [6]. The advantageous role of physiotherapy in the treatment of 
musculoskeletal, neurological, respiratory and painful syndromes amongst the people living with 
HIV/AIDS (PLWHA) have been suggested in many studies [7-8].  
A comprehensive and ingenious approach to the treatment of people living with HIV/AIDS 
(PLWHA) is necessary as the disease has a complex multi system presentation. The maintenance 
of fitness and range of motion, pain control and rehabilitation, respiratory and palliative care are 
all aspects in which physiotherapy has a major role to play in people living with HIV/AIDS 

(PLWHA). 80% of people living with HIV/AIDS (PLWHA) encounter impairments such as 
muscle weakness and pain, activity limitation such as lack of independent locomotion, or 
participation restriction such as inability to work due to their HIV status in a paper that has been 
published [9]. More than 90% people living with HIV/AIDS experience great impairments, over 
80 % with activity limitations and over 90% with participation restrictions according to a British 
Columbia study. 

Physiotherapists play a major role in treating people living with HIV/AIDS (PLWHA) 
considering the recorded rate of impairments, activity limitations and restrictions encountered by 
PLWHA [10-12]. Physiotherapists are also competent enough to manage the complications or 
other diseases that set in or are worsened due to their HIV/AIDS. Physiotherapy rehabilitation 
and care is progressively important in the continuance of HIV care and can slow the degradation 
process of the individual’s condition and give the person an opportunity to gain and maintain 
independence.  

A diverse method of exercise therapy practiced by physiotherapists such as aerobic exercises, 
progressive resistance and therapeutic exercise is proved to be very effective by evidence in 
literature. It is indicated for pain, atrophy, muscle wasting and weakness. Also, a proper home 
exercise programme should be prescribed by the physiotherapist to successfully achieve goals set 
for the patient [13]. The management of people living with HIV/AIDS demands a continuum of 
care for the individual and the family [14]. A multidisciplinary approach is required in the 
management of PLWHA. The medical staff and professionals may experience stress while 

providing care to PLWHA due to the presumed dangers of HIV infection. 
It is important to possess adequate knowledge and a positive attitude while caring for people living 
with HIV/AIDS. An adequate knowledge leads to significant reduction in stress levels and can 
result in better and improved care for PLWHA. Based on the ethical principles of beneficence, 
non-maleficence and justice. Physiotherapists do not have the right to refuse treatment to 
PLWHA. Hence, the role of physiotherapist is not to judge or discriminate but to provide excellent 

care to PLWHA [5]. Physiotherapists and other health care professionals in these nations will have 
to be enormously caring for patients with HIV/AIDS, Because of the increasing occurrence of 
HIV/AIDS [1]. This lever ups the question about how knowledgeable our physiotherapists are 
about HIV/AIDS and what are their attitudes towards PLWHA [1]. 
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The street play method as an educational intervention was applied to use an innovative and 
creative mode of education rather than the conventional teaching methods to gain maximum 
interest and attention of the undergraduate students. HIV/AIDS is disease which basically affects 
stigmatized groups, such as men having sex with men (homosexuals), illegal intravenous drug 

abusers and sex workers. This infectious disease can arouse unjustifiable emotions and fears in 
health care providers, inclusive of physiotherapy students [6]. Henceforth, it is of the essence to 
analyze their knowledge and attitudes, as these two factors could have a profound impact on the 
quality of services they provide to their patients. The education has a consequential influence on 
the level of knowledge about HIV/AIDS and the degree of tolerance toward HIV/AIDS related 
problems as well [6]. 

The opportunistic infections caused due to the natural course of the syndrome has led to a lot of 
complications and side effects affecting the quality of life of people living with HIV/AIDS 
(PLWHA). Physiotherapists do not play an active crucial role in the direct treatment of HIV/AIDS 
patients but provide an extremely important supportive treatment so as to improve the quality of 
life of PLWHA. Physiotherapists are reluctant towards treating PLWHA because of the 
prevalence of fear of contagion and the social stigma associated with the disease. An appropriate 
knowledge and attitude of physiotherapists towards HIV/AIDS patients can motivate the students 

in providing treatment and supportive care to such patients. The educational curriculum has only 
utilized the stereotypical lectures in teaching about HIV/AIDS. Street play method is an off-center 
teaching method of improving knowledge and attitude on HIV/AIDS. So this study thought of 
implementing the street play method as a mode of teaching to improve knowledge and attitude of 
physiotherapy students.  
 

Aims   
To improve the knowledge of and attitude towards HIV/ AIDS of undergraduate physiotherapy 
students through street play method. 

 

Objectives 

 To determine the prevailing knowledge of HIV/ AIDS among undergraduate 
physiotherapy students. 

 To evaluate the attitude of undergraduate physiotherapy students towards HIV/ AIDS 
patients. 

 To implement an innovative street play method in improving the knowledge and attitude 
of undergraduate physiotherapy students towards HIV/ AIDS. 

 To evaluate the improvement in the knowledge and positive attitude post street play among 
undergraduate physiotherapy students. 

 

Methodology 
The study was a community based cross- sectional study carried out with 300 undergraduate 
physiotherapy students. Sampling method used for the study was a purposeful sampling technique. 
The study was carried over a duration of 3 months in Karad. 

 

Inclusion Criteria  

 First to final year physiotherapy students (undergraduates) 

 Age group: 17-22 years. 

 Students willing to participate 

 Informed consent received from the patient 

 Both male and female students.  
 

Exclusion Criteria  

 Physiotherapy interns 

 Post-graduation students 

 Repeaters 
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 Partially filled questionnaires. 

 Students absent on the day of the study.  

 

Outcome Measures  

 The prevalent knowledge of physiotherapy undergraduates towards HIV/AIDS. 

 The attitude of physiotherapy students towards HIV/AIDS patients.  

 

Outcome Tools   

 International AIDS questionnaire- English version (IAQ-EV.) 

 AIDS attitude scale. 

 

Procedure 
The effects of an educational intervention using a street play program on physiotherapy 
undergraduate student’s knowledge and attitude towards people living with HIV/AIDS (2000) 
were determined using a one-group pre-test and post-test. The recruitment of the participating 
students is done on the basis of the inclusion criteria mentioned above. The undergraduate students 

were given an informed consent form prior to conducting the pre-test. 
Demographic data of each student was obtained which included basic personal information. The 
students who submitted a completely filled consent form and the demographic data sheet and were 
further willing to participate were included in the study. The study was conducted on a regular 
college day and the absent students were eliminated from the study. The participating 
undergraduate students were given the international AIDS questionnaire-English version (IAQ-
EV) and the aids attitude scale as a pre-test assessment.  

Pre-test responses of 300 undergraduate physiotherapy students were recorded on the first day of 
the study. Evaluation of the scores in the pre-test forms was done over a few days. The 
International AIDS questionnaire- English version (IAQ-EV) and the AIDS attitude scale were 
applied with a 5 point likert type scale, which includes strongly disagree (1), disagree (2), don’t 
know (3), agree (4), and strongly agree (5). The lesser the score on the likert type scale, the better 
was the knowledge of the students and indicating a more positive attitude towards the PLWHA. 
Once the scores on pre-test forms were evaluated, percentages were removed and physiotherapy 

undergraduates scoring more than 90 percentage were considered having adequate knowledge and 
depicted a more positive attitude towards the PLWHA, hence they were excluded from the second 
phase of the study which is the educational intervention to improve the knowledge on HIV/AIDS. 
Hence the physiotherapy undergraduates scoring less than 90% on both International AIDS 
questionnaire-English version (IAQ-EV) and AIDS attitude scale requires a further educational 
intervention.  

The attempt to make an educational intervention in the mode of street play was done to engage 
the students completely into the program. The street play included a ten situations displaying the 
situation about intravenous drug abusers, a pregnant women who is HIV positive being abused by 
in laws due to lack of knowledge on intra-placental transmission from mother to fetus, a case 
scenario depicting how a physiotherapist should ideally receive and treat a patient having an HIV 
positive status, an anganwadi worker spreading awareness about safe sexual practices and a doctor 
treating a sex worker without any discrimination due to the economic status and not having a 

stigma due to the HIV positive status and many such situations. 
After the street play an informative session on the human immunodeficiency virus/ acquired 
immune deficiency syndrome was held by qualified doctors and all the undergraduate 
physiotherapy students who were further included in the study were given the liberty to ask and 
clear all the doubts or stigmas related to the topic being discussed. Immediately post the street play 
and informative session was held the participants were given the international AIDS 
questionnaire-English version (IAQ-EV) and the aids attitude scale as a post-test assessment. 

The evaluation of the post test scores were done over the few days and the results were produced. 
The results produced by difference between the pre-test and the post-test showed the improvement 
in the knowledge and attitude of physiotherapy students towards HIV/AIDS post street play. The 
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statistical analysis was done using the paired t test. The lesser the scores, the better was the 
knowledge of the participating physiotherapy students and vice-versa. 

 

Results 
A total of (N=300) physiotherapy students aged between 17-22 years (mean=19.5 years) among 
which most of the participants were females completed the pre-test questionnaire. The analysis of 
the data revealed that 3rd year and 4th year students had an good to excellent knowledge 
(International AIDS Questionnaire-English version score<36) and (AIDS attitude scale score<30). 
The students who had lower scores in the pre-test showed significant improvement in the post-test 
scores by 50-60% (p<0.001). 
 

Statistical analysis of International AIDS questionnaire- English version 

YEAR IAQ-EV 

PRE TEST 

(MEAN) 

IAQ-EV 

PRE TEST 

(SD) 

IAQ-EV 

POST 

TEST 

(MEAN) 

IAQ-EV 

POST 

TEST (SD) 

p VALUE t VALUE 

FIRST 

YEAR BPT 

71.907 5.609 21.120 2.604 <0.0001 75.182 

SECOND 

YEAR BPT 

79.613 7.073 24.440 3.554 <0.0001 59.422 

THIRD 

YEAR  BPT 

21.8 3.188 - - <0.0001 59.223 

FINAL 

YEAR BPT 

21.347 2.339 - - <0.0001 79.023 

 

Statistical analysis of AIDS attitude scale 

YEAR AAS PRE 

TEST 

(MEAN) 

AAS 

POST 

TEST (SD) 

AAS POST 

TEST 

(MEAN) 

AAS POST 

TEST (SD) 

p VALUE t VALUE 

FIRST 

YEAR BPT 

81.693 5.916 25.520 2.882 <0.0001 75.865 

SECOND 

YEAR BPT 

84.373 11.032 26.827 3.815 <,0.0001 40.418 

THIRD 

YEAR  BPT 

25.200 3.357 - - <0.0001 59.223 

FINAL 

YEAR BPT 

25.40 4.524 - - <0.0001 79.023 

 

Discussion 
Education about AIDS which included knowledge based information and addressed attitudinal 
issues, had a positive impact on subjects knowledge on AIDS and their attitude towards PLWHA. 
Neriman Akansel and others in their study concluded that a two hour power point presentation as 
education by an AIDS researcher led to improvement in the knowledge of undergraduate nurses 
but in the post test they still possess negative attitude and reluctance towards providing care to 
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AIDS patients [15]. Brissette and others in their study found no distinct difference in the level of 
AIDS knowledge respective to the level of physiotherapy workplace setting or means of education 
[16]. Sweesy and others mentioned no significant difference in the level of AIDS knowledge 
compared to years of physiotherapy practice or number of patients with AIDS treated by them 

[17]. A few studies have shown that physiotherapists, like other health care professionals, have 
inconsistent knowledge about AIDS and negative attitudes towards PLWHA. There is also a 
major lack in research articles that indicate the knowledge and attitude of physiotherapy 
undergraduates towards PLWHA followed by any means of educational intervention. Other 
authors have recognized the requirement for physical therapy in the team approach to the 
treatment of PLWHA. 

The study carried out by Uwakwe [18] of a systemized HIV/AIDS education for student nurses 
concluded increased willingness of the participating nurses subsequently to work with and treat 
HIV/AIDS patients when compared to the pre-test results. Also the study has laid reliance to the 
fact that the systematized psycho-educational intervention holds promise for the improvement of 
HIV/ AIDS related knowledge and attitudes amongst student nurses [18]. Although considerable 
insufficient of knowledge and predominantly negative attitudes exist among health care workers 
required to treat PLWHA, there is proof that educational intervention gains quiet an improvement 

in both knowledge of AIDS and attitudes toward PLWHA as well as in the willingness to treat 
PLWHA. A huge number of nurses, technicians, licensed practical nurses and aides, etc from 
various hospitals were surveyed, prior and post institutional training programs. A marked 
reduction in stress and anxiety levels, perceived risks associated with providing care and treatment 
to HIV/AIDS patients and a negative attitude towards PLWHA was considerably improved post 
the in-service training programs [19]. A study found a significant improvement in the knowledge, 
attitude and willingness of physical therapy students towards treating people living with 

HIV/AIDS (PLWHA) post an AIDS educational program, which is similar to this research as 
well where the educational intervention was in the form of a street play [20]. 
With low levels of knowledge and poor attitudes, physical therapists and physical therapy students 
may be imperfectly prepared and at times unwilling to provide treatment care to PLWHA. Thus, 
establishing the zone in which physical therapists indicate a low level of knowledge and feel 
uncomfortable towards PLWHA and the effect of educational interventions is an essential step in 

providing necessary physical therapy treatments to PLWHA. Previous studies using the 
conventional educational intervention has shown improvement in the knowledge and attitudes, 
but the innovative street play method has gained much more interest of the undergraduates and 
had an extreme impact on the attitude towards PLWHA. Each academic year students have been 
isolated from each other so as to provide a better and precise preview of the prevalent knowledge 
and attitude and hence helping in producing specific statistical analysis in the results. The PLWHA 
will benefit from this study as the future practicing physiotherapists will be possessing a better and 

precise knowledge and an appropriate attitude so as to respect the principles of bioethics and lead 
to a better ethical practice. The study is limited to the undergraduate students at one institution 
but should be inclusive of the interns and postgraduate students as they are in immediate contact 
with patients and should have an excellent knowledge as well as positive attitude. A true 
determination of how students will treat patients with AIDS cannot be made because of inability 
to measure clinical behaviour. Based on the findings of the study follow up research is required. 
Further study of the postgraduates and interns, measurement of actual practice behaviours, and 

comparisons of different educational interventions are needed.  

 

Conclusion 
Enhancement of knowledge and attitudes towards HIV/AIDS patients is best achieved in 
situations where the information, education and communication intervention is conceptualized, 
designed and implemented in a participatory fashion for the optimum professional experience of 

the students. 
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Introduction  
The convoluted nature of tactics used by abusers in their efforts to sexually abuse children is 
evident in their accounts. Grooming is one such pertinent tactic that is evident in society, but there 

is little understanding and research surrounding this phenomenon. Grooming can be described as 
the act by which a child is befriended by a would-be abuser in the pursuit of gaining the child’s 
trust and confidence through a relationship that appears to be outwardly sincere. It can be 
considered as a prerequisite for an abuser to gain access to a child and doing so enables them to 
get the child to accede to their abusive activity [1].  
An interesting uncovering about grooming techniques is that potential victims of child sex abuse 

are not the only targets. These techniques can also be targeted towards those individuals who are 
involved in gaining access to the child’s life, like their parents or other primary caregivers, 
colleagues and other staff members in the case of an institutional setting [2]. It is important to keep 
in mind that grooming may not always inevitably lead to sexual abuse and that sexual abuse can 
also commence in the absence of any grooming behavior.  

 

The Grooming Process 
Understanding the grooming process and the ability to identify sexual grooming behavior is critical 
in order to prevent child sex abuse. Some of the common elements and techniques involved in 
grooming behavior include: identifying a target who may be already vulnerable; befriending the 
target (here, the child) in order to develop trust and gain access to them; isolating the child and 
making them dependent; gaining the child’s compliance with the abusive behavior; and ensuring 
that the child remains silent in regards to the abuse to avoid discovery [3]. Grooming is a process 
through which the abuser infiltrates the way the child sees and responds to his world in order to 

help keep their relationship under wraps, and by doing so avoids going to prison. Past literature 
has identified three types of sexual grooming which include self-grooming, grooming the 
environment and grooming the child [1]. 
 

Self-grooming  
Self-grooming is the process by which the abusers ‘groom themselves’ and justify or deny their 
offending behaviors. This process plays a crucial part in the transition from being motivated to 
sexually abuse a child to the subsequent abuse and targeting of the child. Furthermore, self-
grooming can be influenced by the responses from the child and the community in addition to the 
success or failure of the efforts of the abuser to victimize the child. Success leads to greater denial 
or justification of their actions accompanied by a deeper sexual interest in the child and motivation 
of offend. Whereas failure results in the abuser enhancing their strategies to ensure success.  

 

Grooming the environment 
Abusers often groom the environment of their potential victim’s, including those close to them like 
their parents or teachers. This may mean that the abuser integrates themself into places where they 
are more likely to meet the victims, putting them in a position of trust. They then begin grooming 
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the adults belonging to these communities, especially those significant to their potential victim. 
This behavior is carried out with the aim of creating more opportunities to access and abuse a 
child. We often tend to focus on the concrete and materialistic aspects of grooming, but in reality 
grooming behaviors can be a lot more subtle and implicit. The dynamics of grooming are so wide 

that in some cases, the abuser assumes the roles or replaces the child’s primary caregiver as well.  
Familial and institutional grooming can be looked at from an evidentiary viewpoint wherein 
emphasis is laid on how families and institutions as a whole form the narrative of how a child is 
sexually abused. This vantage point looks at more than just the elements involved in the crime and 
the legalities, but on the context as well.  

 

Grooming the child 
The grooming of the child is the most commonly recognized type of sexual grooming. This type 
of behavior constitutes two different forms- physical and psychological. Physical grooming 
involves the gradual succession and sexualization of the relationship between the abuser and the 
victim. Whereas psychological grooming is used in order to attain this increased sexualization.  
The process of grooming begins with the abuser justifying their sexual behavior to the child which 
could involve normalizing the act of sex or highlighting their responsibility to train the child for 

later life. The abuser successively builds the child’s trust, makes them feel good, and then begins 
to violate boundaries [4]. Abusers often desensitize their victims to touch by beginning with non-
sexual touching such as hugging, stroking the child’s head, or even tickling. Gradually 
conversations become more sexual too.  
The abuser makes the child believe that they are truly benefitting from this complacent 
relationship. They may also use manipulation to shift responsibility to the child wherein the child 
is made to believe that the abuse is their fault and that they were the cause of this wrongdoing. The 

abusers can also go on to assume the role of the victim in such situations, leading to betrayal and 
complex trauma generated dynamics.  
It is worth noting that grooming can take place without any actual physical touch but through non-
contact methods like voyeurism, suggestive language and introducing the child to porn as well. 
This complicates the course of proving intent of grooming. It also makes it difficult to distinguish 
friendly behaviors and behaviors that underlie the grooming process.  

 

The Link Between Grooming and Development  
In a talk on ‘Evidentiary issues in child sex abuse cases,’ hosted by SAMVAD-NIMHANS, Dr. 
Karen Muller talks about grooming as a process that is interlinked and dependent on one’s 
cognitive developmental stage, socio-emotional stage, family/interpersonal dynamics and other 
aspects of their development. A child’s holistic level of development underlies how easy it would 
be for the abuser to manipulate them.  

The child’s cognitive development affects their understanding of abuse- younger children do not 
necessarily recognize abuse, however, old children or adolescents are able to perceive and 
rationalize abuse. Moreover, younger children are highly egocentric so they do not have the 
cognitive capacity to see things from the perspective of the abuser and recognize their manipulative 
behavior. The lack of language development in the child also plays a part in the manipulation 
process and especially how the story unfolds in the courtroom setting. Grooming behaviors fit into 

the development of interpersonal relationships in children and adolescents, especially those about 
intimacy and sex.  
The impact of grooming can sometimes be worse than the actual act of physical and sexual abuse 
itself. The model of traumagenics can be used to further explain the depth of grooming and the 
impact it has on a child.  
 

Recognizing and Responding to Grooming 
Recent research suggests that many children don’t realize that abuse has occured because of the 
context it has taken place in. Recognizing grooming is important here because it is concerned with 
other aspects of abuse and our developmental understanding of it.  The behaviors used to groom 
a child are not any different to innocent behaviors intended to broaden their experiences. The only 
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difference is the motivation that underlies these behaviors. Against this background, it could be 
difficult for one to recognize and respond to grooming.  
Past literature proposes that the most efficient way to identify and prevent grooming and child sex 
abuse is through procedures and policies in account with organizational values and culture. These 

measures should be consistent with child-safe policies that identify inappropriate behavior towards 
children and strategies to address these concerns. The onus for reporting grooming behaviors 
should be on institutional members in order to increase the likelihood of identifying and 
appropriately addressing grooming [5].  

 

Grooming in the Indian Context  
When talking about the Indian context, regulating grooming behavior can prove to be difficult 
because at present since the law does not consider individuals under the age of 18 in capacity of 
giving consent. However, with the introduction of the POCSO Act (Protection of Children from 
Sexual Offence Act) in 2012 and its special provisions, the sexual intents and scope of reporting 
sexual crimes against children is changing. While the POCSO act does not explicitly recognize 
grooming as a punishable offence, experts have said that section 11 of the Act can be interpreted 
to recognize and criminalize grooming behaviors. Grooming related behaviors that involve 

building relationships with a child in either online or in-person settings so as to facilitate sexual 
contact with them is criminalized by section 67(b) of the Information Technology Act.  

 

Conclusion 
In spite of the broad acceptance of the term, sexual grooming of children is not clearly understood, 
especially in the public domain. A greater understanding of the meaning, its elements and the 
process of sexual grooming is required in order to effectively utilize this information to codify it. 

Grooming should be seen as something that is much more complex than we currently do, in order 
to make better sense of it. Greater emphasis needs to be laid on understanding why abusers go in 
for grooming before the act of sexual abuse, and the underlying elements operating these 
behaviors. The side effects of grooming in the process of disclosure also need to be looked into 
further. By doing so, effective evidence-based training programs can be developed to help certain 
groups like police or legislations identify grooming behavior. 
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2021 has been a very significant year for oral health. January 2021 saw the release of the FDI 

Vision 2030 document "Delivering Optimal Oral Health for All" 
[https://www.fdiworlddental.org] which advocates integration with medicine for holistic care, 
addressing workforce challenges to deliver oral care in all settings and aspiring towards universal 
health coverage (UHC) with a major emphasis on prevention as the blueprint for the future of 

dentistry. This coincided with the meeting of the WHO Executive Board in January 2021 and 
agenda setting for the 74th World Health Assembly (WHA74) in May 2021. This turned out to be 
a truly historic landmark for oral health in that the resolutions at WHA74 included definition of 
oral diseases as non-communicable diseases (NCDs) which facilitates the integration of oral health 
with general health and wellbeing. This makes tremendous sense in that oral diseases share risk 
factors (CRF) with other NCDs such as cardiovascular disease, cancers and diabetes / obesity and 

it provides an unprecedented opportunity for Dentistry to adapt its remit and become a truly valued 
contributor to holistic care, health and wellbeing.  

Much has been said since that announcement by Dr Tedros at the WHA74 that the integration of 
oral diseases with other NCDs presents a unique opportunity for Dentistry and the Dental 
profession. There is however an urgent need for action and this has been continuously reinforced 
by the statements and ongoing dialogue within the profession including leadership of WHO, FDI 

and IADR, and from those outside such as representatives from the Non-Communicable Disease 
Alliance (NCDA), International Diabetes Federation, International Society of Nephrology, World 
Heart Federation, the World Stroke Organization, and more recently from COP26, and so a 
tremendous opportunity and impetus for change presents at this point in time. This change 
however will not happen organically but will require a concerted effort both upstream and 
downstream with a strategic plan, and a commitment for changing the entire concept of how 
Dentistry is delivered in primary care, and ultimately will require changes in government policy.  

Ringing the changes 
The need for change is global and should be driven by a range of factors that include social, 

economic and ethical / moral. There are global inequalities in the distribution of and access to 

oral and dental care and there is a well-documented relationship with socio-economic status being 
commensurate with access to and quality of dental care. In Dentistry we have a right to be 
indignant about the injustice that surrounds dental inequalities and the fact that the more 

socioeconomically deprived in society have the poorest oral health, and also the poorest general 
health. This righteous indignation however is a wasted emotion if it is not accompanied by action 
for change, and action must be aimed strategically to areas where it can make a difference.  
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1. Primary dental care landscape is changed forever: Dentistry is beginning to emerge from 
the greatest upheaval in primary care that has ever been experienced and the Dental team 
has emerged as a frontline public health workforce through redeployment in various roles, 
and dental health professionals have been shown to be leaders, competent and efficient 

vaccinators and able to work shoulder to shoulder with colleagues in other healthcare 
professions. In addition to their role in the provision of emergency dental care, the 
profession has been hailed as having stepped up as healthcare providers and good 
colleagues in the battles to protect, prevent spread and reduce COVID related mortality. 
What Dentistry has failed to do however is deal with the consequences of dental health 
problems with growing anxiety about the failure to provide routine dental care. These 

consequences extend beyond oral health to general health and wellbeing with possible 
psychological implications. Inevitably there will be a deterioration of oral health because 
of recurrent caries, gum inflammation, calculus accumulation, periapical infections, and 
there are possible mental health implications due to lack of access to dental care, and it is 
inevitable that (a) teeth will be extracted unnecessarily and (b) there will be delayed 
diagnosis of cases of oral cancer because of the pandemic. In order to address this and with 
the ongoing risk of airborne viral disease and cross-infection via aerosols, Dentistry needs 

to adapt. 
 

2. The system of remuneration for dental intervention must change: Management of dental 
disease remains an enigma in that, despite being the most common of all NCDs, dental 
caries is entirely preventable, yet there is no concerted effort to prevent - and a lack of 
reward or incentive to focus on primary prevention. Dentists are rewarded to treat the 
consequences as opposed to the causes of dental caries and other oral diseases. The 

remuneration system in Dentistry in the UK is therefore fundamentally flawed and there 
is an urgent need for reform. Of course there will always be a need for reparative and 
restorative dental interventions, and the backlog created by the pandemic must be 
addressed, but the remuneration systems for primary care dentists must be adapted to 
redress the balance between restorative intervention and primary prevention.  

 

3. Scope of practice within healthcare workforce must change: A major consideration is 
whether Dentistry is ready to take this seriously and begin the preparations- and how the 
future activities in a primary care dental practice might look. The answer I believe is that 
there has never been a better time in the history of the Dental profession to modify and 
enhance the role of a dentist as a healthcare professional and we will probably never be in 
a better position to bring primary care Dentists into such a discussion and co-develop a 
vision and a plan in collaboration with other healthcare professions such as medical and 
pharmacy colleagues and mid-level healthcare workers. This is relevant to oral health 
across the world as the oral health workforce is under-represented in many low income 
settings and delivery of a dental / oral healthcare service to populations throughout the 
world will take many forms, but with one common, abiding principle – a switch in 
emphasis from intervention to prevention. This needs to be delivered by appropriately 
trained healthcare workers, and this carefully managed diversification of the oral health 

workforce will underpin the principle of UHC and the possibility of being able to achieve 
universal health coverage (UHC) with respect to healthcare.  It will also achieve the Vision 
2030 principle of reducing inequalities and provision of “Oral Health for All”.  

 

4. Dentistry’s unique access to the healthy population must be embraced: There have been 
recent discussions about the need for the traditional so called “6 monthly dental check-up” 
which comprises an inspection of the oral health and usually a scale & polish. Patients 

highly value this as do dentists since it represents an opportunity for early identification of 
oral inflammatory diseases and a range of other chronic diseases / disorders have oral 
manifestations, including oral malignancy - and preventive advice can be provided or 
reinforced. The other reason dentists value this regular check up is that uniquely this 
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represents regular access in a healthcare setting to the general population and it is an 
opportunity that can be exploited and expanded beyond oral health. Future virus and flu 
vaccination and booster programmes, HPV vaccination programmes for boys and girls, 
recording of blood pressure and blood sugars are examples of simple procedures that could 

readily be carried out in a dental practice setting, and reporting / appropriate management 
in collaboration with medical colleagues. So rather than discourage the regular 6 monthly 
check up the health professions should enhance and encourage it and adapt it towards 
holistic care. This would represent a truly preventive health service as opposed to reactive 
health service that is geared only to respond to illness. If this public health activity were to 
receive Government support the dental profession would respond positively and embrace 

these additional primary prevention roles in the spirit of overall improvement of health and 
wellbeing.  

 

5. Proven methods for behaviour change must be adopted: Ultimately fundamental changes 
to the attitude of the dental profession towards dental intervention is required and making 

prevention of dental disease the primary goal in oral health which has implications for 
education, workforce and research. An important aspect of this will be to use evidence 

based tools in changing behaviour of both the care giver and the recipient. Dental health 
education alone has been found to be ineffective in changing behaviour, but there is 
emerging evidence of the efficacy of a motivational interviewing / health coaching 
approach which empowers the patient to make the behavioural and lifestyle changes that 
influence health outcomes. This is becoming increasingly used for addressing NCDs and 
studies that have adopted Health Coaching programmes to address obesity and 
hypertension have reported it’s efficacy [2-3]. Dentists are trained to be effective 

communicators and already do embrace longitudinal motivational interviewing in 
smoking cessation and paediatric toothbrushing habits. It is more intensive and time 
consuming than health education, but if behaviour change is achieved it will have much 
greater cost benefit. Such fundamental change to clinical practice would also require 
dialogue with a broad range of stakeholders with respect to workforce and remuneration 
issues. 

 

6. Research must support the aspirations and incentives to change: It is perceived that in 
addition to the positive effects on health and wellbeing another major advantage of primary 
prevention is cost reduction and there is scope for significant reduction in the global 
expenditure on dental intervention. Since there is a need for widespread implementation, 
there is a need for implementation research. Health economic research will be required to 
evaluate cost effectiveness in the short, medium and longer term. Research will also be 
required to clarify aetiological aspects in relation to common risk factors such as the role 
of infection, inflammation and immunity in dental, oral and general disease and this adds 
further impetus to the need for closer integration with medical disciplines. Other research 
should aim to develop and evaluate innovations in clinical practice, carry out clinical trials 
in primary and secondary care environments, develop new materials and tissue substitutes, 
exploit advancements in IT systems, digital workflow, remote access and investigate social 

determinants of health and wellbeing for all.   

 

Conclusion 
In summary, Dentistry needs to and can change as the profession has shown itself to be resilient 
and adaptable and it is a well-established biological principle that it is adaptation to changing 
environment that ensures survival. Despite the setbacks over the last 2 years, Dentistry can emerge 
stronger, fairer and greener and in an evolving world Dentists as Oral Health Professionals can 

have a very bright future. It is time to action these upstream and downstream changes 
simultaneously and the ideal time is now.  
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Dear Sir, 

The split verdict of Delhi High Court in the case challenging the validity of the marital rape 
exemption in law (The editorial, 'Debating the exception', The Indian Express News Paper, 13th 
May 2022 edition) is a matter of debate and concern for everyone and particularly for the mental 
health professionals.  
Rape is a sexual assault and marriage doesn't give right (legal or otherwise) of any kind of assault 
to the spouse.  

One fails to understand that when domestic violence is considered as a crime and punishable 
offense, then why under Indian law, marital rape is not considered as a crime, (except during the 
period of marital separation of the partners). 
A husband and a wife should have equal say in the marriage. If the wife is not interested in sex for 
whatever reason, the husband should respect her wish. Husband should not, under any 
circumstances, force her overtly or covertly for sex and if he does so, it should be considered as 

sexual assault.  
Marriage does not mean that a husband can demand and have sex with his wife anywhere at any 
time irrespective of his wife's wish and consent.  
If the marriage is not working out, then the couple can opt for marital counselling and even seek 
separation or divorce.  
It is imperative that to stop marital rape, it should be considered as a crime and should not be 
exempted. The law exempting it should be considered as unconstitutional and should be amended. 
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