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We are living today in a digital age. When patients visit a psychiatrist for a mental health 
assessment it has become prudent to ask about digital phenotypes of patient during the history 
and assessment phase. The digital phenotype of a patient includes the mobile usage patterns, 
social media usage, emails and messages sent on various platforms, avatars and online profiles as 
well as Facebook posts. These digital phenotypes when assessed add value to physical and 
mental status assessment. There are however huge ethical ramifications to this assessment. One 
of the key factors is patient consent while doing the same and whether the patient would be 
comfortable being assessed in this manner. Patients may or may not consent to this. Examining 
the digital phenotypes of patients add a lot of metadata that may be missed during the clinical 
assessment and even adds data that may be hidden from the clinician.  
One ethical dilemma is a point whether this can be carried out without consent of the patient as a 
part of mental status assessment. Should psychiatrists then be sleuthing on their patients and 
checking about their patients online to add value to the efficacy of psychiatric treatment as well 
as psychotherapy. Can this then be used in treatment without informing the patient? [1-2] 
Another key question is the reliability of such metadata. The reason is what is called the online 

disinhibition phenomenon described by Suler [3]. In the online and digital space people shed 
their garb of decency and may project an extreme self not in sync with their usual personality or 
self. This may mislead clinicians when they assess digital phenotypes of patients and try to 
diagnose or judge their patients on the basis of the information obtained. It is however prudent 
that this data be examined yet with an openness that the findings need to be viewed with a 
skewed perspective [4]. 
Many caregivers bring in emails and messages sent by patients and ask the psychiatrist to assess 
and give a diagnosis based on such data. Fidelity of relationships, sanctity of mental status and 
deviant psychopathology ate expected to be assessed using this data. It is important that digital 
phenotypes serve as an addendum to clinical information and the mental status assessment and 
not a substitute for the same. Never use digital phenotypes as the final say for a psychiatric 
diagnosis or for evidence in a court of law as the findings may be construed. 
An even graver ethical conundrum is when we set to examine digital phenotypes of children and 
adolescents based on parental consent. The adolescent usually regards digital space as sacred and 

an area that is his own and space where others must not tread. His connections are highly 
personal and the adolescent may lose faith in the treating psychiatrist if this personal space is 
violated in the name of adding value to psychotherapy or psychiatric treatment. He may never 
come back for treatment and may even develop a disdain for all mental health professionals. This 
is more so in cases of externalizing behaviour problems where rapport with the therapist is 
paramount for recovery. The parent child relationship may also be compromised and this may 
jeopardise the trust bond between parents and their adolescent [5-6]. 
It is well known that the phenomenon of transference exists in psychiatry and psychotherapy. 
The treating psychiatrist and psychotherapist is supposed to maintain personal boundaries and 
avoid emotional contagion with the patient. Exploring a patient’s digital phenotypes allows the 
psychiatrist or therapist to enter the personal realm of the patient and may foster the 
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development of positive or negative transference based on the data available and examined. 

Personal pictures of the patient may lead to the development of positive or negative transference 
and evoke mixed feelings of sympathy and empathy in the mind of the psychiatrist. Thus digital 
phenotypes assessment is a sticky path to walk in the aisle of treatment. 
Software that tracks a patient’s online activity has been used in the management of patients with 
conduct issues and substance use disorders. This keeps a track of the whereabouts of patients and 
alerts the caregiver when the patient is in a danger zone which is prefixed from patient to patient. 
This while being effective curbs movement of the patient and may violate the basic human rights 
of the patient. Caregivers may give in easily to such apps and interventions and may be open to 
clinicians examining digital phenotypes but the dignity and privacy of those coming for 
psychiatric treatment must be respected at all costs and their consent is a must for faith to 
develop on the psychiatrist [7]. 
Digital media is here to stay and patients will use digital media as well. Are we ready to 
incorporate digital phenotype assessment into mainstream psychiatric care is yet another 
question. Psychiatrists and patients need to brace themselves for this phenomenon and must 

need to be sure whether they would use this in their routine assessments. While using digital 
media in routine assessments and clinical work with patients we must be aware of the perils and 
merits and must keep in mind ethical principles while doing so. While we look forward to 
receive information of the patient we must also be aware not to invade the privacy of the patient. 
There is also a need for training and further research in this regard. 
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  ABSTRACT 
 
In the past few decades, there has been a tremendous biotechnologies breakthrough in the field of 
medicine combined with disturbed doctor-patient relationship bringing in various bioethical 
issues and challenges. There  is a need of a  systematic and standard approach  to deal with these  
ethical issues which  is  missing  in the  Indian Medical  undergraduate  curriculum. The Indian 
medical system is based on age old traditional paternalistic Doctor- patient relationship which is 
imposed on the students. However the understanding of rights of the patients along with the 
responsibilities and duties of health professionals to be able to understand, analyse and make 
appropriate ethical decisions is the need of the hour. This paper focuses on the requirement of 
introduction of bioethics curriculum in Indian scenario, challenges faced, the attitude of the 
undergraduate medical students towards ethics and the changes taking place in the current field 
of bioethics in Indian undergraduate medical education. 
 

Key words: bioethics, curriculum, medical, Indian, undergraduate 
 

 

 

INTRODUCTION 
 
The prime objective of a medical curriculum is to produce clinically competent medical 
practitioners having a set code of behaviour towards the society [1]. In the past, this relationship 
between the doctor and patient was paternalistic [2]. However, there has been a tremendous 
change in the field of medical sciences and technologies in the recent few decades. These 
advancements have created new dilemmas eg. euthanasia, intensive care, pain management, 
medical genetics and biotechnologies, procreation causing previous ethical resolutions to become 
obsolete and ruining the patient- physician relationship thus increasing the gap between medicine 
and society at large. As mentioned by Dr S.K. Pandya in The National Medical Journal of India, 

that today “unfortunately the number of role models in the medical colleges is diminishing as 
unethical practices flourish and this adds to the frustration of students for they see a divergence 
between what is preached and what is practised” [3-5]. This has posed a requirement of 
introducing bio ethics in the undergraduate medical curriculum. The application of the 
Consumer Protection Act to the medical profession has stimulated medical professional to 
consider medical ethics in their annual deliberations. Reports of misconduct between doctor-
patients, in research, and the Indian Council of Medical Research (ICMR) guidelines on clinical 
trials, have stimulated a keen interest in the study of bioethics in our country [3]. 
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Figure 1 – Bioethics education: the core aims   
 
 

So what is Bioethics ? “Bioethics” word was coined by a biochemist, Van rensselaer potter, in 
1970  is  “a field of study concerned with the ethics and philosophical implications of certain 
biological and medical procedures, technologies, and treatments, as organ transplants, genetic 
engineering, and care of the terminally ill”. Professor Dunstan gives a succint but good definition 
of medical ethics- "obligations of a moral nature which govern the practice of medicine" [6]. 
Across the world, Bioethics is now regarded as an integral part of contemporary medical 
education. Well defined strategies have been developed and are in place for undergraduate as 
well as postgraduate bioethics education [7]. The four basic, accepted, moral obligations or 

principals of bioethics  in a doctor-patient relationship in all societies are, patient autonomy, non-
maleficence, beneficence and justice. 

Autonomy: Health professionals should enquire about their patient's wishes to receive 
information and to make decisions - it is a professional obligation. 

Non-maleficence: It obligates the doctors  to abstain from causing harm to others and  supports 
several moral rules, including :Do not kill, Do not cause pain or suffering, Do not incapacitate, 
Do not deprive others of the goods of life. 

Beneficence: It means doctors must take positive steps to help people and not merely refrain 
from harm. Patient welfare embodies medicine's goal, justification and rationale - include public 
health, preventative medicine and biomedical research. 

Justice: is the need to improve both utility (efficiency) and justice (fairness and equality). It is the 
judicious balance between these obligations that determines ethical decisions in a given clinical 
situation [8].   

 

CURRENT SCENARIO OF BIOETHICS TEACHING IN UNDERGRADUATE 

MEDICAL CURRICULUMS IN INDIA 
 

In the existing medical education, the Medical Council of India (MCI) curriculum does not have 
“Medical ethics” as a separate subject in any of its courses. In this curriculum of phase II, 
Forensic Medicine, the students learn about the principles of medical ethics, mainly the legal 
aspects in brief and it is taught in four to five hours. In the study done by Akoijam Brogen and 
others [9] to understand the knowledge and attitudes of medical students on medical ethics in a 
teaching hospital, they found the lack and inadequacy of the knowledge regarding codes of ethics 
and its curriculum during the undergraduate medical teaching. They also stressed on the need of 
inclusion of ethics in the medical curriculum through lectures, seminars, workshops or 
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continuing medical education (CME). The article also highlighted the unawareness of the role 

played by the ethical committee in the medical institution. A similar study done by Biswajit 
Chatte [10] showed only 10.9% of the student’s awareness of the existence of the institutional 
ethics committee and many of them did not know its specific functions. This highlights the need 
for the institutional ethics committee of teaching hospitals to publicise their work at regular 
intervals for the benefit of trainees. The institutional ethics committee should publish reports 
related to its involvement in different health-related activities within the institution, and these 
should be circulated among the students as well. The study also revealed that there is no 
proportionate increase in awareness of ethical issues along with an increase in the years of 
medical education; the mean score of second year students was better than that of their seniors. 
Similar findings were reported in other studies [11-12]. This suggests that the mode of teaching, 
predominantly didactic and text book-oriented does not increase students’ awareness of this 
subject. Clinically-oriented approaches with interactive components through case studies and 
workshops may be more effective. A similar study done by Hariharan also showed 52% of senior 
medical staff and 20% of senior nursing staff at their institution knew little of the laws pertaining 

to their work [13]. Due to these lacunae, the students are expected to “observe the principles of 
medical ethics in the practice of his profession”. However as undergraduate  medical students, 
who are already coping with various challenges like adjusting with the new learning 
environment, inadequate communication skills, insufficient orientation towards procedures and 
practices, scholastic performance and  economic stress, they are left with no time and inclination 
to spare a thought for the hardships of others [14]. When passing an exam and scoring is the 
main goal, the patient is bound to get relegated to being “just a case”. This habits formed during 
these undergraduate years continue into residency and become the guiding principles of practice 
thereafter [15]. The situation does not appear to improve once medical education is completed, 
and it may even worsen as trainees progress through education, as shown by many studies .A 
three-year cohort study by Patenaude and others [12], found that students’ understanding of 
ethics did not improve substantially with education. 72% of the students surveyed remained at 
the same stage of moral reasoning in their third year of study as in their first, as evidenced by 
mean scores of 3.46 in the first year and 3.48 in the third year. In fact, 13% moved down to the 

lower stage and only 15% moved to the higher stage.. The mean attitude score in relation to the 
intimate examination of patients to adhere to rules regarding informed consent and 
confidentiality also showed that second and third year students had higher mean scores than 
their seniors. 
In addition to this, the following are some issues faced by undergraduate medical students – 

1. Lack of bioethics curriculum: The time allotted for and the quality of the medical 
bioethics curriculum has a vast variation. Very few colleges have a department of 
bioethics with a faculty that is trained in bioethics and is dedicated to teaching medical 
students; and there are a handful of colleges that have engaged in the development and 
evaluation of an ethics curriculum. 

2. Lack of original content: The colleges that do have a bioethics curriculum in place often 
hit a dead end when it comes to offering study material. Since very little effort is made to 
develop these programmes in bioethics education, these courses are often poorly 
developed and are meagre in content. They mostly contain case studies and modules 

sourced or adapted from western medical literature. 

3. Lack of substance: Most institutions offering ethics programmes satisfy only the 
minimum requirement of education in bioethics. They mostly accredit agencies and don’t 
have proper services to ensure ethical care to patients themselves. Students from the 
medical sector have been demanding for practical teaching of ethics, where in a role play 
by those experienced in the field gives them a firsthand experience of the field. 

4. Lack of finances: This is a critical barrier to providing good quality bioethical education 
in India apart from the lack of educational curricula development. Most medical 
institutions do not have a separate budget to run an ethics department. Encouraging 
faculty members to share their knowledge and experiences, logging of medical cases and 
sharing them with students are some ways to encounter this problem; though having a 
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full swing staff and developing a model of teaching ethics is the best way to ensure a 

balance between professional medicine and ethical medicine. 

5. Lack of resource persons: There is an acute shortage of trained medical ethics faculty in 
the country. There is an urgent need to train staff if medical ethics is to be introduced as a 
subject. 

6. Lack of assessment of students and evaluation of the programme: The student needs to 
be assessed 360 degree for their understanding of bioethics subject along with the 
required attendance in the same 

This  lack of structured curriculum in bioethics and awareness of basic ethical principles and 
obligations results in coercion, forced decision making, reduced confidentiality, respect for the 
person and informed consent which  leads to malpractices and hampers the routine of the 
hospital [16]. 

 

THE ROAD AHEAD  

 
Various international survey conducted on medical ethics curricula in Asia with 89 out of 100 
medical colleges have shown integration of bioethics in the medical curriculum to bridge these 
gaps in ethical understanding of the medical students Indian Council of medical Research 
(ICMR) has been conducting sensitization workshops on Bioethics to the students as well as 
faculty throughout the country since 2004.  Few medical colleges in India have integrated formal 
teaching of Bioethics in the curriculum which includes St. John’s Medical College India (1998) 
teaching medical ethics as a regular part of its undergraduate curriculum. The Kasturba Medical 
College, Manipal, has a series of sessions dealing with ethical issues, and several other medical 
colleges similarly have six to eight sessions on the subject. The Christian Medical College, 
Vellore, uses case studies during internship to inculcate ethical thinking in future doctors. 
According to Hafferty, training in medical ethics should be started early and continued 
throughout all of the basic and clinical sciences years. Since India presents a unique case of 
socio-economic, ethnic, multilingual, religious and cultural diversity. The most important need 
would be to inculcate the philosophy of ethical practices into the minds of medical students [7]. 

 

MEDICAL COUNCIL OF INDIA VISION 2015 

 
On March 29, 2011, the Medical Council of India released Vision 2015 document [18] which 
discusses various reforms in the undergraduate and postgraduate medical curriculum. The aim of 
this medical curriculum is to build an effective and competent “Indian Medical Graduate”, 
which means that the student who joins the Medical College needs studying medical sciences 
effectively. To achieve this, an orientation program is needed to sensitize and inculcate in the 
student the basic principles of self‐ learning, effective written, verbal and non‐ verbal 
communication skills, medical ethics, managing self, including stress and time management, 
professionalism community health and human values. It stresses to restructure the existing 
curriculum to “integrate ethics, attitudes and professionalism into all phases of learning” to 
“enable the Indian Medical Graduate to function professionally and ethically”. This can be 
inculcated through a Foundation Course which is being planned right at the beginning of the 
course. This two-month course include elements of ethics, professionalism and communication 
skills besides giving students and orientation to national health policies, health economics, 
computer skills and an overview of anatomy, physiology and biochemistry. It also outlines plans 
to introduce early clinical exposure at the primary care level focusing on communication, clinical 
skills and professionalism. This curriculum also allows flexible learning options in the form of 
electives for two months in the field of bioinformatics, tissue engineering, ethics, genetics, sports 
medicine, assisted reproductive technology, and ethics and medical education where the students 
are expected to do a project and enhance self-directed learning, critical thinking and research 
abilities .In  addition  to this, in the month of March 2015, there was memorandum of 
understanding signed between MCI-MUHS-UNESCO to introduce vertically integrated 
Bioethics curriculum for the Undergraduate Medical students.  
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The objectives of this curriculum are to enable medical students to – 
1. Be able to identify the ethical issues, which occur during medical practice; also, be able to 

anticipate any issue, which might arise. Apply ethical principles to those issues and arrive 
at decisions.  

2. Be able to defend his decisions, by providing rational justifications.  
3. Additionally, be able to fine tune his decisions, on the basis of moral beliefs, and 

traditional practices in the particular cultural milieu [19]. 
 
The general ‘principals of this curriculum are uniformity of the curriculum which incorporates all 
the 17 modules of the Bioethics Core Curriculum UNESCO 2008 ver1 and all the 15 principles 
and the 28 articles enshrined in the Universal Declaration on Bioethics and Human Rights of 
UNESCO 2005. Integrated teaching-learning method shall be employed with Innovative 
methods and standardised text books for leaning. Evaluation of the course curriculum, shall be 
done by constant feedback from students. Evaluation of the students’ performance shall be 

achieved (a) by traditional written tests and (b) by non formal evaluation [19]. 

 

CONCLUSION 
 

To conclude, teaching medical ethics in curricula in our medical schools will produce better 
young doctors who will be good managers of health care resources, advocate for patients and 
may be leaders for organizational change. A need of a well-constructed curriculum in medical 
ethics for undergraduates and young doctors to provide an array of competencies in dealing with 
ethical dilemmas has lead to various measures taken upon by the stakeholders of medical 
education in India. This will definitely be   fruitful in future of medical education and clinical 
practice in India. 
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  ABSTRACT 
 

The present paper looks at the growing problem of social media amongst the young clergy in 
India. Social media usage while potentially benefitting from a religious perspective may also 
serve as a distraction to young clergy from their religious duties and this may lead many of them 
spending large amounts of time on social media. The article outlines the need to restrict social 
media use in young clergy and delineates the ethical aspects of the same.  
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INTRODUCTION 
 
Social Media is a term that is so often used in our daily conversations. Whether we like it or not, 
it has become an inevitable part of our life and it is going to stay that way in the time to come. Its 

rapid growth and acceptability has greatly influenced human behaviour, lifestyle and thinking. 
People regardless of their age, gender, status and geographical location actively get involved in 
different social networking sites. The speed, cost and reach captivates the users to spend more 
time on the social media. Whether social media is good or evil will depend on the nature of its 
use. Pope Francis, who called himself “a disaster” when it comes to technology said that the 
Internet, social networks and text messages are “a gift of God” if used wisely. Emails, text 
messages, social networks and chats can also be fully human forms of communication [1]. While 
acknowledging the tremendous growth of social media over the year, this article focuses its 
attention on some of the essential ethical aspects the young clergy should follow.  
 

WHAT IS SOCIAL MEDIA 

 
According to the Merriam-Webster dictionary online, Social Media is defined as “forms of 
electronic communication (as Web sites for social networking and microblogging) through which 
users create online communities to share information, ideas, personal messages, and other 
content (as videos)” [2]. 
The emergence of social media began almost at the advent of internet when people started to use 
this medium to share information and exchange communicate with each other. Although people 
in general tend to restrict social media to some networking websites like Facebook, WhatsApp 
and Twitter, social media in fact covers various services relating to content formation and 
sharing and exchange. This could include all types of internet forums, blogs, wikis, and podcasts 
among others [3].  
 

The Role of Social Media 
Social media empowers social change in the society. It provides a platform for people to air their 
thoughts and opinions and the possibility of being heard by others. Social media influences 
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people from all walks of life including celebrities, politicians, public figures, businessmen and 

media tycoons in their decision making, interests and thought process [3].  
Social media has undergone tremendous transformation over the years and it has brought about 
remarkable improvements in the lives of people. Even though initially it was meant to promote 
good values and common good, bad elements crept in as time passed by. It has now become a 
platform for anyone and everyone to post comments and opinions according to his/her wishes. 
Therefore, it is of vital importance that certain tools are employed and common guidelines are 
observed to ensure human dignity and accuracy of information.  
Akin to the general population, the clergy too are passionate users of social media today. They 
use it to share information and to post comments and opinions on various topics. The chances 
are that they too will have equal stakes on both the benefits and ill-effects of the social media. 
Therefore, clergy must be disciplined users if they want to be credible members on the social 
media platform.  
 

CHURCH AND SOCIAL MEDIA 

 
Over the years, religious communication and activities have grown online and different religions 
like Christianity, Judaism, Islam, Buddhism, Hinduism, and Paganism have their online 
presence. Pew report [4] states that 64% (128 million) of U.S. internet users have done things 
online that related to religious or spiritual matters. This figure increased substantially with every 
successive reports. Pope John Paul II [5] exhorted the Church “to be bold and creative” in using 
the media. Pope Paul VI said, “The Church would feel guilty before the Lord if she did not 
utilize these powerful means” [6,no.45]. Church believes that creative use of social media can stir 
interest in individuals particularly the youth to actively participate in the liturgy and worship. 
Different social networking sites, particularly those custom designed for religious needs would 
help the members to stay engaged with their religious communities and neighbourhood. 
 

ETHICAL CONSIDERATIONS FOR YOUNG CLERGY 

 
The advancement in new information technologies cautions us with many ethical concerns in the 
social networking etiquette. While there are many advantages, we can’t ignore the harm done to 
the society by the inappropriate use of the social media. Following considerations in the use of 
the social media might help young clergy to ensure that right values and morals are upheld and 
social media is primarily used for the spread of the Good News.  
 

Uphold Morals and Values 
With the revolution that internet and social media brings about in the modern society, the young 
clergy like the youth around is not left with the choice of whether or not to use social media, but 
only how to creatively and effectively participate in the social media in order to stay relevant in a 
fast evolving society. Since Church does not exist devoid of the society, she can’t ignore the 
presence and impact of social media on her faithful and activities today. The clergy therefore 
should engage in social media, and do so to share information and opinions that are relevant 
andto uphold the values and morals of the Church. “The human person and the human 

community are the end and measure of the use of the media of social communication; 
communication should be by persons to person for the integral development of persons” 
[7,no.21].  
 

Respect for All 
Clergy has to respect the opinions of all. He has to show cultural sensitivity and esteem for 
others’ values and beliefs. He has to guarantee that nothing unethical occurs while using the 
social media. It is to be reminded that social media is not a platform for anyone, particularly the 
clergy to engage in unhealthy arguments and mudslinging. Counter opinions are to be expressed 
with utmost care and with respect for the other. Clergy is a spokesperson of the Church and 
therefore be on guard while clarifying comments and airing opinions. Derogatory and defaming 
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posts are to be avoided as any comment once posted becomes public and can spread like viral 

leading to serious damage to persons and legal problems. Even provocative comments are to be 
responded with kindness, compassion and prudence. Social media is not a platform to settle 
scores with the other, instead make it a pulpit where mutual respect and appreciation is 
maintained.  
 

Promote Common Good 
Second Vatican Council teaches that the freedom of speech for individuals and groups must be 
permitted so long as the common good and public morality be not endangered [8]. Social Media 
has to work towards personal fulfilment and life satisfaction of all members. The good of an 
individual member greatly depends upon the good of the group or the community one belongs. 
Clergy should care for one another and promote solidarity among members of social media. 
While everyone has the right to know the truth, everyone also has the responsibility to 
communicate the truth as these are important imperatives in promoting common good. Social 
media also contribute towards solving human problems, promoting integral development of 

members, sharing one another’s burdens, realizing dreams, and creating a world governed by 
justice, peace and love. Clergy has to encourage the gifts and talents and promote positive 
attitude in others, and thus uphold social media as a true gift from God [9].  

 

Privacy and Confidentiality 
There is a tremendous amount of data on the social media and therefore there are privacy 
concerns attached to it [10].Every clergy is ordained primarily for the care of souls. That involves 
access to a lot of personal information through listening to the members. The clergy has the 
moral obligation to maintain the confidentiality of these data although it may not come under 
the seal of confession.  People who follow the social networking sites know about the growing 
concern over breach of privacy and confidentiality. Anything that affects his professional 
credibility should be considered unethical. Or anyreference to persons or families or any attempt 
to draw out information that would some way damage the good name of any individual would 
be considered unethical invasion into the privacy of the person. Clergy has to keep guard not to 

leak out any personal information of members to the social media due to his negligence.  

 

Honesty and Truthfulness 
For all users of social media including the clergy has the duty to be honest and truthful about the 
content shared on the social networking sites. Moreover, clergy being a person with certain 
privileges and authority has the responsibility to share honest, authentic and appropriate 
information about the people and things on social media. People easily tend to believe and share 
the posts and comments of clergy. Any dishonest and false information is going to detrimentally 
affect the reputation and good name of oneself and others. Therefore, clergy has to keep the 
ethics in front while using the social media. They have to ensure to acknowledge the source and 
authenticity of information to avoid misdirection, intellectual theft and legal complications.  

 

CONCLUSIONS 

 
Every means of communication is a gift of God and the purpose is to promote good values, 
morals and thoughts. The challenging question for the young clergy of today is whether he is 
making the best use of this God-given gift, and what role does he play in promoting good and 
eliminating evil around him. Every clergy should work towards making social media a platform 
to promote common good, practice mutual respect and appreciation, honesty and truthfulness 
while ensuring the privacy and confidentiality of members. Social media can make an 
enormously valuable contribution to human life. It can foster prosperity and peace, intellectual 
and aesthetic growth, mutual understanding among peoples and nations on a global scale [11].  
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  ABSTRACT 
 
Knowledge, attitudes and practices of medical ethics among 297 undergraduate medical interns 
of four medical colleges from eastern part of India were assessed using a self administered 
structured questionnaire. Questions on source of medical ethics, codes and guidelines were set to 
assess the knowledge of medical ethics while importance of ethics, autonomy, justice and 
confidentiality were used as questions to assess attitudes towards medical ethics. Practices of 
medical ethics, however, were assessed by questions on frequency of ethical dilemma, research 

ethics etc. Out of 297, 259 interns (87.2%) responded. 106 interns (40.9%) said that sources of 
knowing medical ethics are lectures and/or seminars. Others told either through own reading 
(20.6%), training (19.8%) or during doing work (18.7%). In code & guidelines, all interns knew 
Hippocratic Oath but 52.3% interns were aware of Indian Council of Medical Research’s code of 
ethics. 87.6% interns admitted importance of ethics in their work but 22.5% interns believed that 
consent is required only during operation and not at the time of taking blood. In practice of 
ethics 52.5% interns told that ethical dilemma comes once in a month. 12.4% interns, however, 
told that they faced ethical dilemma in their daily work. Regarding application of consent form 
in human research, 58.1% interns knew about informed consent. 100% interns had no clear cut 
idea about ethical issue on end-of-life. Implementation of teaching on medical ethics seems to be 
important in undergraduate medical curriculum in this study zone.    
 

Key words: attitudes, knowledge, medical ethics, practice, undergraduate medical interns  
 

 

 

INTRODUCTION 
 
Medical ethics, the term dates back to 1803, is a combination of moral principles and values that 
are applied to take judgement in the practice of medicine. The first code of medical ethics was 
published as early as 5th century during the reign of Ostrogothic king Theodoric the great. 
Western people preached medical ethics through Hippocratic Oath and Christian teachings. 
Traditional medical ethics guidelines were developed by Muslim, Catholic and Jewish thinkers. 
In 18th century English physician Thomas Percival wrote a book on medical ethics which is 
considered as gateway of ethics in modern medicine. Based on this book, the American Medical 
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Association developed code of ethics in medical practice. All countries have now their own code 

of ethics in medical practice [1].  
There are six principles/pillars of medical ethics. These are autonomy (respect for the patient's 
right to self-determination), beneficence (the duty to 'do good'), non-maleficence (the duty to 'not 
do bad'), justice (to treat all people equally and equitably), dignity (the patient and the person 
treating the patient have the right to dignity), truthfulness and honesty (patients deserve to know 
Truth about their illness and treatment). These principles are highlighted in the guidelines of 
medical ethics of different countries [2-7]. 
 
Until the early 1980s it was thought that ethics education in medical curriculum is simply 
wastage of time as doctors could come to knowmedical ethics adequately in course of patient 
care [8]. In 2010 in one technical bulletin of World Health Organization, however, it was 
commented …… learning of professionalism and medical ethics is like acquiring “heart”. Therefore, 
medical ethics is at the “heart” of medical practices and this fact needs to be stressed repeatedly to medical 

students [9]. It was, thus, felt that medical ethics is one of the most important components of 

medical education and in addition to learn different subjects in medical curriculum, medical 
students must know medical ethics [10]. Learning medical ethics will not only solve many 
problems that they may face in future in their daily practice but also make them virtuous doctors 
[11-12]. 
It was, therefore, thought worthwhile to assess knowledge, attitudes and practices of medical 
ethics among undergraduate medical interns of few medical colleges from eastern part of India.  
 

METHODOLOGY 

 
A cross sectional study was undertaken to assess knowledge, attitudes and practices of medical 
ethics among 297 undergraduate medical interns of four medical collegesfrom eastern part of 
India using a self - administered structured questionnaire. Name of the medical colleges and 
number of participating interns were as follows – 

1. Kishanganj Medical College, Kishanganj, Bihar – 74 medical interns 

2. Katihar Medical College, Katihar, Bihar – 82 medical interns. 
3. R. G. Kar Medical College, Kolkata, West Bengal – 69 medical interns 
4. North Bengal Medical College, Siliguri, North Bengal – 72 medical interns 

Questions on source of medical ethics, codes and guidelines were set to assess the knowledge of 
medical ethics. A semi-structured questionnaire was prepared which was validated and then 
distributed among the students. The results were tabulated and presented using descriptive 
statistics. The questionnaire is presented in Appendix 1. 
 

RESULTS 

 
Out of the 297 interns that were administered the questionnaire, 259 (87.2%) responded to the 
complete questionnaire. Incomplete and illegible questionnaires were discarded. 
On assessing the knowledge amongst medical interns, 105 (40.9%) said that they derived 
bioethics knowledge from lectures, 53 (20.6%) derived it from own reading, 51 (19.8%) from 

training and 49 (18.7%) from work. It was heartening that all students (100%) knew the contents 
of the Hippocratic oath. Only 135 (52.3%) students knew the details of the Indian Council of 
Medical Research (ICMR) code of ethics.  
On assessing the attitudes of students towards medical ethics, 227 (87.6%) felt that medical ethics 
was very important and had great relevance in their day to day work. 58 (22.5%) felt that consent 
was need only for surgeries and not for blood collection while the rest felt that consent was 
needed for all procedures. 212 (81.8%) students mentioned that it not needed that patients be 
informed of all wrong doing while the rest thought otherwise. 57 (21.9%) felt that it was alright 
to charge some patients more in order to provide funds for the management of poor patients 
while the rest thought that all patients must be charged equally. 107 (41.5%) felt that maintaining 
confidentiality in the modern era was difficult and must be done away with. 
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On studying the practice of medical ethics amongst medical interns it was noted that 91(35.1%) 

occasionally encountered ethical dilemmas in clinical work while 136 (52.5%) encountered these 
dilemmas at least once a month. 135 (51.9%) said that it was a must to take informed consent 
during research on human subjects while the rest were sadly not aware of the same. All the 
students had no clear ideas on the ethical issues at the end of life which is a very important aspect 
of medical practice.  
 

DISCUSSION 

 
Acharya and Shakya [13] studied knowledge, attitude and practices of medical ethics among 
medical interns in a medical college in Kathmandu. They noted that most common source of 
medical ethics was lectures/seminars (35.7%) followed by experience at work (24.5%), training 
(21.4%) and own reading (17.3%). Almost similar findings were observed in a study among 
residents and interns in Pakistan [14]. In another study it was reported [15] that common source 
of medical ethics is lecture (54.7%). However, in the present study we have noted that the source 

of knowledge of medical ethics is primarily lectures or seminars (40.9%). 
Idea on ethical codes and guidelines is the basis of knowledge of medical ethics. In this study it 
has been observed that only 52.3% interns were aware of Indian Council of Medical Research’s 
code of ethics. In other studies, however, it has been noted that 60.9% medical interns and 50% 
surgical residents and interns know the code of ethics published by the Medical Councils of their 
countries [13-14]. 
In 2006 Hariharan and others [16] showed that 90% of the nursing staff was of the opinion that 
knowledge of ethics is important for their daily work. In another study it was demonstrated that 
91.3% of medical intern students realized importance of medical ethics [13]. In the present study 
we, however, found that 87.6% interns admitted importance of ethics in their work. In the 
present study 22.5% interns stated that consent is required only during operation and not at the 
time of taking blood when other studies [13,17] showed that only 21.7 % of medical interns and 
9% of medical students supported the statement. Further, 18.2% interns were of the opinion that 
patients should always be informed of wrong doing. 21.9% interns supported that doctors may 
charge more money from the financially sound patients in order to raise fund to treat poor 
patients. 41.5% interns were of the opinion that confidentiality can’t be kept in modern era and 
should be abandoned. All these indicate poor attitude of the medical intern students under study 
towards medical ethics. 
In practice of ethics 52.5% interns told that ethical dilemma comes once in a month while in 
other studies it was shown that 43.5% interns told that ethical dilemma comes once in a month 
[13]. Regarding application of consent form in human research, only 58.1% interns under present 
study knew about informed consent but as per other study [13].  82.6% of interns were involved 
in taking informed consent. Further, 100% interns of this study had no clear cut idea about 
ethical issue on end-of-life. 
Experts are of the opinion that ethics teaching influences the attitude of medical professional [18] 
and this teaching should be started right from under graduate training [19-20]. Several countries 
have called for a basic curriculum in ethics for students in the medical profession as a result 
ethics courses are now common in medical schools of many countries [21-22]. Results of the 

present study also advocate immediate implementation of medical ethics teaching in medical 
colleges of this study zone. 
 

CONCLUSIONS 

 
To know the level of knowledge, attitude and practices of medical ethics among few medical 
interns of eastern part of India we had undertaken a base line study and the results of the study 
showed that medical interns under study have limited knowledge, attitudes and practices of 
medical ethics. Implementation of teaching on medical ethics is, therefore, important in 
undergraduate medical curriculum in this study zone.    
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Appendix 1 – Questionnaire used in the study 
 

1. Do you consider importance of ethics in your work ? 
   a) Yes b) No 
 
2. Do you consider that consent is required only in case of operation & not at the time of blood 
    taking ? 
   a) Yes b) No 
 
3. Do you think that patients should always be informed of wrong doing ? 
   a) Yes b) No 
 
4. Is it ethical that certain doctors charge more money from the patients in order to raise fund to 
    treat poor patients ?   
   a) Yes b) No 

 
5. Do you think that confidentiality can’t be kept in modern era and should be abandoned ? 
   a) Yes b) No 
 
Practices of medical ethics, however, were assessed by questions on frequency of ethical 
dilemma, research ethics etc.  
Questions were – 
 

1. Frequency of ethical dilemma –  
a) Occasional      b) Once in a month       b) Daily work? 

 
2. Do you consider informed consent should have to be taken when researching on human  

            a) Yes b) No 
 

      3. Have you got clear cut idea about ethical issue on end-of-life ? 
             a) Yes b) No 
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  ABSTRACT 
 
Students are learning the science of physical examination and procedures during their training, 
but very less are taught the softer skill of doctor patient relationship or the art  of empathy and 
humanity. Over the last few years, bioethics teaching is being introduced and carried out in a few 
Indian Medical Colleges. However, teaching Bioethics in classrooms does not serve the purpose 
unless ethics in real life situations is actively discussed and practiced during the training of 
medical students. But, educational experiences of the students and Interns during their course 
pose conflict between ethics education and dilemma in learning process related to specific gaps 
between what they are taught and what is being practiced 

 

Key words: Bioethics teaching, practice 

 

 

 

INTRODUCTION 
 
Bioethics is a relatively new term coined by a biochemist, Van Rensselaer Potter, in 1970 in an 
endeavour to draw attention to the fact that the rapid advances in science had proceeded without 
due attention being paid to values. Potter said that he coined the word bioethics using two Greek 
words, bíos, life, representing the facts of life and life sciences, and éthos, morals, referring to 

values and duties. He conceived this new discipline, bioethics, as a ‘bridge’ between ‘facts’ and 
‘values’. During the second half of the twentieth century, he said that biological sciences had 
been increasing their knowledge and technical power continuously, but reflection about the 
values at stake has not progressed in the same proportion [1].  
Bioethics is related with every practicing doctor’s day to day duty. Medical practice includes a 

moral component, in the form of duty to his or her patient or in clinical decision-making. 
Clinicians are facing moral dilemmas in regular practice.  There have been continuing demands 
for the renewal of medical education [2-3]. Social considerations in medicine demand a long 
term perspective on human relationships requiring knowledge about human nature, family 
culture, and social welfare.  Thus, it has now been recognized as an important component in 
medical education [4].  There has to be a focus on classical dilemmas and a textbook knowledge 
of principles is yielding its previous dominance to permit a more detailed examination of ethical 
behavior in actual practice in medicine [5]. Over the last few years, bioethics teaching is being 
introduced and carried out in a few Indian Medical Colleges. However, teaching Bioethics in 
classrooms does not serve the purpose unless ethics in real life situations is actively discussed and 
practiced during the training of medical students. Students are learning the science of physical 
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examination and procedures during their training, but very less are taught the softer skill of 

doctor patient relationship or the art of empathy and humanity [6]. But, educational experiences 
of the students and Interns in demonstrating knowledge, skills, and attitudes in professionalism 
and ethics are found to be insufficient to meet the real life ethical challenges experienced in 
actual practice [7].   
Medical students face a number of ethical issues during their clinical rotations in the hospital 
arising from the reality. Several questions emerge in their mind in course of training when they 
are coming to learn about various ethical principles. Henceforth, starts the beginning of ethical 
dilemma and conflicts in their mind. Below are two such dilemmas by the interns in the form of 
personal experience narratives [8]. 
 
 

NARRATIVE 1 – The Cross Road 

 
Hema, while pursuing her Bachelors in paramedical courses got into live-in-relationship and became 

pregnant at the age of 19 years. She was very tensed and worried, so called one of her friends, Dhara, doing 
internship in MBBS course.  
Hema said “Dhara, Please help me! How can I come out of this situation?” Dhara thought for a while, she 
was not in a position to either prescribe some drug to abort the foetus. She was absolutely confused, her 
conscious was inhibiting her, reminded her of the class on morals to kill or harm someone who is not yet born 
in one hand, and wishing to help her friend, Hema who was in a difficult time on the other hand. Suddenly 
she remembered, “Why not to talk to Dr. Urmila Shah? She, being our teacher, will surely help!”  
Dhara took Hema to the Gynecologist, Dr. Urmila and narrated the whole story.  
After listening, Dr. Urmila told, “I can’t give pills as such, it could even harm the mother.  You have to 
undergo some investigations and once it is confirmed from the investigations, I can perform further 
treatment”. After hearing all this, Hema refused to undergo for so many investigations in the hospital as she 
didn’t want her identity to be revealed. Earlier, Hema witnessed other scenarios of how the staff members 
kept discussing of such type of cases, and she was afraid of being humiliated ! She was thinking, “…. 
Hospital is a place where patient should feel comfortable …..and….. I can’t even share this to my colleagues 

and come to the hospital …. they will laugh at me…..what a grave mistake have I done …for which I cant 
show  my face to any  anyone ….. can’t they understand how much I am suffering? from such a situation?” 
Finally Hema went to another Gynaecologist practicing privately. She, without going through proper 
checkup, without advising the consequences of the pills, and without any counseling, treated Hema by 
charging double fees. Hema was helpless and thought “Finally this is my destiny!, I have to pay for my err”. 
One day, in a case discussion session in the department, Dr. Urmila referred the case of Hema revealing her 
name, who was well known with other students and a few staff members. Dhara was also present and taking 
part in the case discussion. The ethical issues related to that incidence were taken up and discussed. 
A lot of thoughts came to Dhara’s mind, “What is ethics that we are learning in a class, where my friend is 
being exposed badly in a teaching session?” ……..“Is it that Second Gynecologist took the advantage of  
Hema’s situation?  Was it a right way to treat in such a situation?” ……“ Is it our social and  cultural 
matters influencing our profession?” 
 

From the above narrative by the Interns, it is evident that dignity and respect and also 

confidentiality, which are essential for the doctor patient relationship, are missing from students’ 
experiences of learning medicine. The Interns were witnessing the gap between teaching and 
practice and preaching as well. This is producing a terrible stressed environment in the mind of 
students and interns. Thus it seems that ensuring high ethical standards in medical education is a 
difficult task. 
 

NARRATIVE 2 – Can’t I get the same scope of learning ? 

 
As a medical student I was always eager in learning new things practically. When I was posted in 
Obstretrics and Gynaecology Department, I was the only boy, in a group of 5 students.  
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Once on a regular OPD day, there was a patient diagnosed to have some rare disease. I don’t remember the 

disease as I didn’t get chance to see her. As per usual custom, during examination of a female patient, there is 
a resident along with a student in the OPD. It was an unusual case, so the resident told all of us to see the 
patient. As soon as all the girls entered, the patient felt a bit uncomfortable to be examined by the students. 
But the resident counseled her of the fact that she was in a medical college hospital which is also a place for 
students to learn medical science. So the patient sat quietly. But when I entered the room, the patient was 
enraged seeing me, a male. She immediately told to stop the examination as she didn’t want herself to be 
exposed in front of a male student. The resident got angry and I was told to be off from the room. I felt 
deducted.  
I understand that being in a medical field, assimilating knowledge is most important but the situations don’t 
allow me doing that. How am I as a medical student ? Is it  like I am going to be a clinician with less hands 
on experience?  Is it only girls who are privileged enough to gain hands on skill in that department???..... 
 

An exploratory survey reported by a final year medical students clearly shows that medical 
students and clinical teachers, even in the developed world, tend to take their patients for granted 

[9]. This narrative is reflecting an ethical dilemma in students’ mind on justice in medical 
education. The teaching of physical examinations and acquiring skills in procedures poses ethical 
problems for students and educators. In one hand, students must learn, but on the other side 
patients must be protected. Several questions emerge in the minds of medical trainee during their 
course like conflict between medical education and patient care,  dilemma in involvement in care 
as a student and more so, the specific gaps between what they are taught and what is being 
practiced.  
To develop ethical training in teaching hospitals, clinical teachers would have to play a major 
role now. They must supervise students accordingly based on risk assessment educate patients 
about the benefits of student participation in medical care, and their role in training the next 
generation of physicians. Treating patients with respect and asking permission before doing any 
examination, tests, or procedures can help establish good doctor-patient relationship. Role 
modeling must have some impact on our students. So in the face of this eroding clinical 
environment, it is necessary to preserve the best qualities of the medical profession to make sure 

that there is a faculty who can take good care of patients and be role models for students [10].  
Also, because patients play a major role in shaping our education, and lend their body to do so, 
we must acknowledge their contribution in our training with gratitude. 
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  ABSTRACT 
 
People with HIV-AIDS are subjected to a wide variety of discriminatory practices and are denied 
basic health care needs. India has a high population of people living with HIV whose rights and 
human dignity has not been acknowledged. In 2014, a new bill was introduced in parliament to 
address these concerns and prevent the spread and control of HIV in India. After nearly 3 years, 
passing of this ‘people-centric’ bill unanimously by the parliament is a constitutional victory for 
our country. This article is an appraisal of this landmark bill which seeks to remove social stigma 
associated with the disease and criminalize discrimination against this vulnerable community. 
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INTRODUCTION 
 
India has the third largest Human Immunodeficiency Virus (HIV) epidemic in the world. The 
United Nations AIDS office estimates that as of 2017, about 2.1 million people were living with 
HIV in India and 68,000 had died of the disease. The adult HIV prevalence is 0.3% with 80,000 
new HIV infection and 62,000 AIDS related deaths. Currently, 50% adults and 33% children are 
on antiretroviral treatment and estimates show that one million people in India are receiving 
treatment for HIV infection. The epidemic though heterosexual sex driven is largely confined to 
high risk individuals, such as female sex workers but includes men in sexual relationships with 
other men, and intravenous drug users [1]. 

This disease is fraught with numerous legal and ethical issues such as confidentiality and 
disclosure, employment and disability rights and accessibility to medical care. More importantly, 
people living with HIV and AIDS experience high levels of discrimination and issues of social 
stigma and human dignity that result in grave consequences. A new legislation in India has been 
introduced to remove these barriers and empower people living with HIV/AIDS and help in 
challenging violations of human rights. 
 

THE NEW BILL 
 
On April 24, 2017, Pranab Mukherjee, the President of India at the time, approved a new 
legislation that bans discrimination against people who are HIV-positive or who have Acquired 

Immunodeficency Syndrome (AIDS). The Human Immunodeficiency Virus (HIV) and 

Acquired Immunodeficiency Syndrome (Prevention and Control) Bill 2017, guarantees equal 
rights in medical treatment, admission to education institutions and employment. The law 
provides a broad legislative framework for HIV in India and is the first of its kind in South Asia. 



124 Mathew : Landmark Legislation for people with HIV/AIDS in India 

 

                                                        Global Bioethics Enquiry 2017; 5(3)  

This ‘people-centric’ Bill is an indication of the government’s commitment to strengthen the 

rights of people with HIV and ensures free treatment. 
This extensive legislation has 50 clauses, arranged in 14 chapters that cover a number of topics, 
including penalties for violation of its provisions. 
It addresses the issue of stigma faced by people with HIV and AIDS, ensures confidentiality and 
privacy while providing HIV and AIDS related services and strengths the existing National 
AIDS Control Programme by bringing in legal accountability. Existing establishments, both 
private and public are called to recognize the need to safeguard the rights of people infected with 
HIV/AIDS, particularly, women and children. 
Within the ambit of this Bill is the provision that makes anti-retroviral therapy, a legal right of 
people with HIV/AIDS and states that “’every person in the care and custody of the state shall 
have the right to HIV prevention, testing, treatment and counseling services.” The central and 
state governments are mandated to provide treatment, infection management and facilitate 
access to welfare schemes. An important and notable feature in the Bill is the clause that specifies 
that HIV testing, treatment, and status disclosure require informed consent. No person shall have 

to undergo HIV testing or medical treatment without an informed consent. However, screening 
in licensed blood banks and medical research where the testing is anonymous does not require an 
informed consent.  
The Bill had added provisions that count as discriminatory practice against people with HIV 
which include denial or discontinuation of employment, education, renting or residing property, 
standing for public or private office and health care. The Bill prohibits HIV testing as a perquisite 
for obtaining employment, health care services and education [2]. This law also ensures the right 
to access to insurance and freedom of movement. In keeping with the principle of ensuring 
human dignity, this law bans unfair treatment of people with HIV with regard to access of public 
facilities such as shops, restaurants, hotels, public entertainment venues and burial grounds. The 
Bill gives minors with HIV, the right to live in a shared household and prohibits people from 
inciting hatred against them. 
There are clauses establishing safe working environments; and measures on the creation of 
mechanisms to redress grievances and investigate complaints [3]. The Bill provides provision for 

fast tracking of cases by the court related to HIV positive persons on a priority basis. Regarding 
dealing of such cases, the court may pass orders to ensure confidentiality during proceedings by 
suppressing the identity of the person/ or to conduct in camera and to restrain from publishing 
information that discloses the identity of the person [4]. 
 

PENALTIES 

 
The penalties established in the Bill include imprisonment from three months to two years 
and/or a fine of up to 100,000 rupees (about US$1,550) for persons convicted of publicly 
advocating hatred, discrimination, or violence against protected persons or propagating feelings 
likely to expose them to hatred, discrimination, or violence. Disclosing the HIV status of a 
protected person is also subject to a 100,000 rupee fine. The Bill defines protected persons as 
those who are HIV-positive or who ordinarily live or did live with a person who is HIV-positive.  
An important provision of the legislation is the prohibition of mistreatment of whistleblowers in 

cases related to the issue of treatment of those with HIV or AIDS. The protection covers people 
who make complaints, bring proceedings, give information, or serve as witnesses in related 
proceedings [5]. 

 

CONCLUSION 

 
This landmark legislation on HIV/AIDS is a complete expression of the exercise of fundamental 
rights of every person as declared in the Constitution of India. This Bill ensures equality, justice 
and human dignity at the same providing protection for this vulnerable community. 
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Genomics has contributed greatly to our understanding of the molecular basis of disease and, to 

a lesser but growing extent, to the development of effective interventions. Clinicians and society 
at large, however, are concerned about the effect genetic knowledge will have on the well-being 
of individual persons and groups. Much effort is being devoted to trying to anticipate, 
understand, and address the ethical, legal, social, and political implications of genetics and 
genomics. 
Understanding the social effects of genomics requires an analysis of the ways in which genetic 
information and a genetic approach to disease affect people individually, within their families 
and communities, and in their social and working lives. Genomics presents challenges with 
respect to clinicians' ethical and professional responsibilities, including the appropriate use of 
genomic information in the health care setting. 
Genes affect virtually all human characteristics and diseases. These influences can be ascertained 
in individual patients through a review of the family history, physical examination, and the use 
of medical diagnostics. Given the variety of these effects and the limits of knowledge, the term 
“genetic information” is used in various ways at different times. These various meanings may 

make sense in context, but confusion can occur requiring the speaker and listener are defining the 
term in the same way. 

 

What people in general are worried about 
The most commonly expressed fear is that genetic information will be used in ways that could 
harm people — for example, to deny them access to health insurance, employment, education 
and even loans. Part of that concern is fueled by the growing recognition that health information 
is not entirely private, despite people's expectations and desires to the contrary. This debate is 
informed appropriately by the recognition that limiting access to the medical record to the 
patient and the treating clinician is neither possible nor desirable. 
People tend to see genetic information as more definitive and predictive than other types of data, 
human characteristics are the product of complex interactions over time between genes — both a 
person's own and those of other organisms — and the environment. It is felt, that the way to 
allay people's fears about genetics is simply to give them a more realistic understanding of the 

informative power of these tools. An approach to addressing the social implications of genetics 
requires knowledge, of how genes are perceived and what is known about their function. 

 

The Issue with Discrimination 
The question of whether genetic information should ever be used to affect one's access to health 
and other forms of insurance has been a dominant issue of public concern in the past decade. 
People cite fear of losing insurance as a major reason to avoid genetic testing. Others argue that 
discrimination by insurance companies is not a problem, often pointing out that few of these 
cases, which are difficult for employees to win, have been filed. Insurers assert that they do not 
perform tests to obtain genetic information but argue that they should be free to use such 
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information if it is available, citing the need to avoid “moral hazard” — the risk that people who 

know they will become ill or die soon will try to obtain insurance at regular rates.  
The complexity of the issues surrounding discrimination can be illustrated more generally by 
examining a case involving Burlington Northern Santa Fe Railroad (BNSF). Allegedly relying on 
the advice of its company physician, who in turn had apparently relied on the representations of 
a diagnostic company, BNSF began obtaining blood for DNA testing from employees who were 
seeking disability compensation because of carpal tunnel syndrome that occurred on the job. The 
employees were reportedly not told the purpose of the tests, which was to detect a mutation 
associated with hereditary neuropathy with liability to pressure palsies. The company's motive 
for pursuing testing was never made clear, but it seems reasonable to suspect that BNSF would 
have tried to deny disability benefits to any employee who had such a mutation, arguing that the 
mutation, and not the job, caused the carpal tunnel syndrome, the company settled claims 
brought by its employees for an undisclosed amount of money.  
The first step in developing an appropriate response is to determine how the use of genetic 
information fits within the broader framework of antidiscrimination laws, which were passed to 

create a certain kind of society, one in which people must be included regardless of race, sex, or 
disability, even at some cost to employers.  
 

The Challenge of Genomic Medicine with respect to the Physician – Patient Relationship 
Consider the case of a man who died of colon cancer in the 1960s. When the same disease 
developed in his daughter approximately 25 years later, she obtained her father's pathology 
slides, discovered that he had had diffuse adenomatous polyposis coli, and sued the estate of her 
father's surgeon, alleging that the physician should have warned her about her 50 percent risk of 
having the disorder. An intermediate appellate court in New Jersey ruled that the physician had 
a duty to warn the daughter directly (she would have been a child at the time of her father's 
death), perhaps even over her father's objections.  
This is only one court's view in one case, but given how much attention it received, it is 
important to ask whether this was a good result. Two central tenets of Western medicine are that 
physicians should focus on the interests of their patients and that they should protect the 

confidentiality of their patients' medical information. Yet the tools of genomic medicine often 
reveal information about health risks faced not only by patients but also by their relatives. What 
should clinicians do? It seems clear that they should tell their patients about the risks faced by 
family members. The harder questions are whether physicians are ethically permitted to contact 
the relatives themselves, in contravention of traditional patient-centered norms, and whether 
they should be legally required to do so. 
This issue must be viewed in the light of the fact that the duty to protect confidentiality is not 
absolute. Physicians are required to report numerous infectious diseases and they have been held 
liable for failing to warn people whom their patients have specifically threatened with violence. 
The question then becomes more complex: are genetic risks sufficiently similar to these existing 
exceptions to the requirement of confidentiality that they warrant an exception as well? Over the 
years, numerous prominent advisory bodies have said no, opining that physicians should be 
permitted to breach confidentiality to warn third parties of genetic risks only as a last resort to 
avert serious harm.  
 

Genomic Medicine and Public Health 
Complex questions arises when the government requires testing and interventions. State 
mandated screening of newborns for metabolic and genetic disorders. Governments undertake 
many activities to promote health — universal screening of newborns for phenylketonuria, for 
example, is generally considered a resounding success — but it is worth asking in each case 
whether there is sufficient justification to pursue mandatory as opposed to voluntary action or to 
place such activities in the public rather than the private sector. Requiring public health agencies 
to assume such responsibilities has advantages, such as more transparent accountability to the 
public and greater uniformity in access and results. Relying on public health entities in matters 
that directly affect the health of individual persons, however, entails certain risks as well. 
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Physicians and patients count on receiving accurate and informative results regardless of whether 

a private or a public entity is doing the testing. A public health analysis of genomics, of course, 
involves more than state-run testing. The broadest question is whether the public's health is 
improved by the knowledge derived. A major determinant is access to testing and to the medical 
interventions that may be warranted as a result. In our current multiplayer system of health care, 
people will have widely differing levels of access to these forms of technology. One cannot 
assume that everyone will reap the benefits of this knowledge. 
From a public health perspective, it might do to go one step further and ask whether people will 
use the test results to alter their behavior in ways that improve health. Some people whom testing 
identifies as predisposed to cancer subsequently decline to undergo surveillance or other 
interventions for psychological reasons or because of other demands on their time. Some 
preventive or therapeutic measures are more likely to be pursued than others; most people find it 
difficult to take medications for a lifetime or to maintain major lifestyle changes, no matter how 
important such approaches are for their health. 
Public health agencies exist not only to identify barriers to health but also to improve health and 

health care. Efforts to determine when genetic tests are reliable enough for routine clinical use 
are quintessential public health activities. The development of strategies to educate health care 
providers and patients about genomic medicine and to decrease obstacles to health-promoting 
behavior also falls comfortably within this  

 

Personalized Psychiatry 
Personalized medicine in psychiatry, e.g., in the form of tailored antidepressant or antipsychotic 
treatment, has already made important progress, notably in terms of adjusted therapeutic doses, 
and predictable drug responses or drug-induced side effects. Although promising, these 
opportunities also give rise to numerous scientific, ethical, legal, and social challenges. An 
adequate assessment of personalized medicine in psychiatry must within all these perspectives be 
based both on analyses of the science behind pharmacogenomics research to get a realistic view 
of what can be achieved, and on analyses of the relevant sociopolitical structures surrounding 
this research. 
The ethical considerations that have been considered in terms of adequacy, cost, and therapeutic 
equity raise no objections to the development of personalized medicine per se in this domain. 
Rather, they point to the necessity of developing a social infrastructure with adequate guidelines 
to ensure the responsible implementation of these promising new techniques. 

 

Conclusion 
This brief discussion illustrates public expectations and fears about the effect of genomics, 
challenges to the goals of antidiscrimination laws and to the nature of the physician–patient 
relationship, the contrasting perspectives, legal rules that apply to personal medical care, public 
health and personalized medicine. Acknowledgment and examination of these complex issues 
are critical for identifying the appropriate ethical principles that should be applied and for 
creating the necessary legislative and regulatory responses. 
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At its core Social work must respond to the moral imperative of caring for the neediest among us. This entails 
re-claiming and building on the commitment of early social workers ‘to work with forces that make for 

progress . . . to forward the advance of the . . . common people’ 

(Richmond, 1899, p. 151) 
 

Social work has always been a value-based profession; throughout its history and has confronted 
ethical challenges in providing value-based practice in the human-service field [1]. To help meet 
these challenges, social workers have defined guidelines for professionally and socially 
acceptable practitioner conduct. The main aim of code of ethics is to articulate its basic values, 

ethical principles, and ethical standards in order to guide the conduct of social work professionals 
[2].  
In July 2014, the Global Definition of Social Work was approved in the general meeting of 
International Federation of Social Workers (IFSW) and General Assembly of International 
Association of Schools of Social Work (IASSW). This definition states that “Social work is a 
practice-based profession and an academic discipline that promotes social change and development, social 
cohesion, and the empowerment and liberation of people. Principles of social justice, human rights, collective 
responsibility and respect for diversities are central to social work. Underpinned by theories of social work, 
social sciences, humanities and indigenous knowledge, social work engages people and structures to address 

life challenges and enhance wellbeing” International Federation of Social Workers (IFSW) and 

International Association of Schools of Social Work (IASSW) 2014. 

 

Social Work Code of Ethics: Global Standards 
The International Federation of Social Workers (IFSW), the largest social work organizational 
member body that includes 470,000 social workers from all continents and 80 countries round 
the world, has developed ethical standards for social workers [1]. The International Federation of 
Social Workers (IFSW) is a global organization that strives to promote social work through 
efforts related to social justice, human rights, and social development through international 
collaboration (http://ifsw.org/what-we-do/). The Economic and Social Council of the United 
Nations and the United Nations Children’s Fund granted the IFSW Special Consultative Status. 
In 1994 the International Federation of Social Workers (IFSW) introduced ethical standards for 
social workers [3]. IFSW, representing the social work profession internationally, proclaims the 

following human rights as a common standard and guide for the work of all professional social 
workers (http://ifsw.org/policies/human-rights-policy/) The National Association of Social 
workers Delegate Assembly approved the first edition of the NASW Code of Ethics on October 
13, 1960. Since then, the Code has emerged as the standard bearer for defining the values and 
principles that guide social workers’ conduct in all practice areas. The NASW Code is used as a 
model for social work practice across the United States and worldwide. It has been adopted by 
many organizations and incorporated into a number of state social work licensing laws. The last 
major revision came in 1996 when the NASW Delegate Assembly addressed a wider 
understanding of ethical issues that included media, publicity, and health care.  
In 2006, a Social Work Ethics Summit was hosted by the NASW, to examine the relevance of 
the current code; the group concluded that the Code did not need revision but recommended 

http://ifsw.org/policies/human-rights-policy/
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ethical education for social workers. The last revision to the Code came in 2008, which 

incorporated sexual orientation, gender identity, and immigration status into non-discrimination 
standards (https://www.socialworkers.org/About/Ethics/Code-of-Ethics/History) 

 

Social Work Code of Ethics: Indian Context 
The Indian Government has not recognized any formal body or has not declared the uniform 
code of ethics for Professional Social workers which will be applicable all over India. 
Establishment of professional body is one of the main characteristics of any profession. In India 
there are multiple social work associations separated by geographical boundaries. This posits 
major challenge in formulating a Standard code of Ethics. An attempt initiated in this direction 
was the formation of the Indian Network of Professional Social Work Association (INPSWA) 
with the association of six Indian professional associations that created a new level of national 
social work unity (http://ifsw.org/news/india-joins-ifsw/) 
The INPSWA members are – 

 Indian Society of Professional Social Workers, founded in 1970. 

 The Karnataka Association of Professional Social Workers, founded in 1977. 

 Bombay Association of Trained Social Workers founded, in 1989 

 Kerala Association of Professional Social Workers, founded 2013. 

 The National Association of Professional Social Workers, founded in 2014. 

 Professional Social Workers Association, founded 2004. 
The India Network of Professional Social Work Association (INPSWA) has now joined the 
International Federation of Social work. 
The Social workers Educators forum in India has prepared a Draft Declaration of Ethics in 
Social Work which was intended to serve as a guide to the members of the social work 
profession to base their work on recognized knowledge, philosophy and skills. The Declaration is 
rooted in the contemporary social reality which has a historical background and in the 
framework of humanistic values, based on the intrinsic worth of all human and non-human life. 
The Declaration provides general ethical principles to guide conduct with respect to self and the 
profession, work with the marginalized and other people in need, the society and the state, co-

workers and employing organizations and social work education and research. 
(http://ijsw.tiss.edu/collect/ijsw/import/vol.58/no.2/335-341.pdf) 
The National Association of Professional Social worker in India (NAPSWI) has also formulated 
a Code of Ethics to articulate its basic values, ethical principles, and ethical standards in order to 
guide the conduct of social work professionals. The underlying objectives of the Code of Ethics 
are as follows: 

 Sets forth ethical guidelines to control professional conduct of social workers 

 Provide ethical standards to which the people can hold the social work profession 
answerable 

 Serves as a guideline for the development of ethically based professional conduct and 
helps 

 Social work professionals, especially new comers to take a stand on various issues and 
situations 

 Stimulate ethical discourse between professionals in social work and social 
organizations, 

 Training and professional development institutions, other disciplines and professional 

 organizations 

 Strengthen the professional identity and self-conception of professionals, their networks 
and the organizations in which social work is practiced. 

 

Fundamental Ethical Values and Principles from the Human Rights Perspectives 
The International Federation of Social workers has been the most articulate in embracing the 
principles of human rights as a core component of the social work profession. The International 
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Federation of Social workers maintains that “The social work profession, through historical and 

empirical evidence, is convinced that the achievement of human rights for all people is a fundamental 
prerequisite for a caring world and the survival of the human race… The social work profession accepts its 
share of responsibility for working to oppose and eliminate all violations of human rights” 

(http://ifsw.org/policies/human-rights-policy/). 
The primary mission of the social work profession is to enhance human wellbeing and help meet 
the basic human needs of all people, with particular attention to the needs and empowerment of 
people who are vulnerable, oppressed, and living in poverty. The broad ethical principles are 
based on social work’s core values of service, social justice, Integrity dignity and worth of the 
person, importance of human relationships, integrity, Sustainability and Competence [4]. 
Based on “humanitarian and democratic ideals,” the Ethical Principles articulates the basic 
values of the profession of social work and defines standards of professional behaviors 
highlighting the best pathways social workers need to address in their practice as Professionals. It 
is imperative that Social workers must update ethical practice standards and codes in accordance 
with the complexity of practice issues in the context of cultural and social diversity. The 

emerging concern is to focus more on establishing Professional Practice standards based on 
social work’s value-based mission in the midst of contemporary Political , Economic, Social and 
Global challenge.  
 

Figure 1 – Ethical principles in social work 
 

 
 

Figure 2 – Guidelines for all social workers 
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The New Media 
There are more than two billion social media users worldwide representing about a global rate of 
around 28% of total digital users. In India, the documented number of social media users 
approximate to 168 million users in 2016. Social networking already accounts for 28 percent of 
all media time spent online, and users aged between 15 and 19 spend at least 3 hours per day on 
average using platforms such as Facebook, Twitter and Instagram- across the globe. And 18% of 
social media users can’t go a few hours without checking different social media platforms before 
getting up in the morning. This is popularly known as FOMO or Fear Of Missing Out- quite a 
term for addicted use to social media where one fears to miss out the updates and activities 
happening on social media platforms [1]. 
The age of 21st century is that of digital revolution. With its ubiquitous presence, we are 
surrounded by technology- from personal computers, smart phones, the internet, web and mobile 
phone applications, to digital assistants, and cloud computing. Digitalization is rampant and new 
forms of technologies are working their way into every aspect of diurnal practices. Information 

technology, in retrospect, is technology that records, communicates, synthesizes or organizes 
information. However, the definition today encompasses wide-ranging tasks [2]. 
Information can be understood as any useful data, instructions, or meaningful message content. 
The word literally means to “give form to” or to shape one's thoughts. The digital media or 
recently known as the new media- are synonymous to the internet and the worldwide web. 
Online newspapers, websites, podcasts and blogs are examples of new or digital media. The full 
spectrum of digital space is broad enough that includes technology like the wireless and mobile 
media, satellite radio, digital television, digital music players, medical interventions, virtual 
reality, digital cameras and other new or emerging technologies for mediated public 
communication and health practices. All of this diversity is available for multi-channelled cross-
communication and practice. John V Pavlik defines digital media as “the system of public 
communication, the systems of content production, distribution and the computer and network-
based technologies that support and shape them” [3].  
Pavlik [3] mentions that the transformation of media in the digital age involves at least twelve 

dimensions. They are – 
1. The medium of digital delivery;  
2. The devices for accessing, displaying, watching and listening to digitalized media;  
3. The audience or users of digital media;  
4. The producers of digital media;  
5. Digital media content itself;  
6. The distributors of media;  
7. The financers, owners and business of media;  
8. The regulators and law of media;  
9. The digital technologies of production (and encryption) that in many ways are fuelling 

the explosive growth in media production and protection;  
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10. The inventors and innovators of next generation media;  

11. The ethical framework surrounding or providing context for media;  
12. The next generation of media consumers, users and creators – children. 

 

Digital Media: The double-edged sword 
What we experience these years is a pace of technological developments as never seen before. 
Not only did the World Wide Web and the capacities of digital technologies develop over just a 
few decades, but the digital revolution expanded into practically every area of life and society 
over an even shorter period of time. It is estimated that in the year 1986 less than 1% of the 
world's media storage capacity was digital and in 2007 it was already 94% [4]. The year 2002 is 
assumed to be the year when human kind was able to store more information in digital than in 
analogue media and is consequently marked as the beginning of digital age.    
Information over the media is used for awareness creation, communication, exchange of ideas, 
exchange of practices, as a learning tool, for medical intervention and therapeutic apparatus; it is 
an aid for simple daily functions like searching, browsing, knowing, learning and 

communicating. Among digitalization, social media websites such as Facebook, Instagram, 
Twitter, and Pinterest as well as the use of smartphones have come to become a significant part 
of our lives. They are widely used by people across all classes, ages and demography. As with 
any new technology, they bring both rewards and challenges. 
The challenges with digital media include that of ethical usage, its implication on human 
relationships, link with human behaviour and impact on the overall life of an individual and 
communities in general. We can consider the following – 

1. Netiquettes: A contraction of the word internet and etiquettes, netiquettes are guidelines 
that govern behaviour when communicating on the Internet. Netiquette covers not only 
rules of behaviour during discussions but also guidelines that reflect the unique electronic 
nature of the medium. Poor choices may lead to unpleasant consequences. Netiquette 
usually is enforced by fellow users who are quick to point out infractions of netiquette 
rules. A summary of the rules is as follows – 

 Identify yourself 

 Include a subject line 

 Respect others' privacy 

 Acknowledge and return messages promptly 

 Copy with caution 

 No spam (junk mail) 

 Be concise 

 Use appropriate language 

 Use appropriate emoticons to help convey meaning  

 Use appropriate intensifiers to help convey meaning 
 

2. Freedom of speech: everyone has the right to freedom of opinion and 
expression. Freedom of speech is a valid political pathway recognized as a human right 
under Article 19 of the Universal Declaration of Human Rights. It is a dangerous 

weapon for specific group of people to manipulate the right to release or spark an 
unethical sentiment such as racial or religious hatred within the digital space through 
social media [5]. 

 

3. Identity Theft: Identity theft is a form of technique used by criminals to impersonate 
someone’s identity with intention to pursue or commit for crime. The victim is held to be 
responsible for the consequences of fraud or action done by the impersonators. Identity 
theft on the Internet can be done either by creating a fake account or stealing and hacking 
the password of the victim. Awareness about security usage must be inculcated among 
users [6].  
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4. Leakage of data: Data leakage continues to remain a big issue. It can be traced back 
where it is most possibly to be caused by user’s minimal awareness and understanding on 
the ethical privacy and protection value on the policies used by each respective social 
networking sites [7]. 

 

5. Cyber bullying: Different from bullying, cyber bullying can take place anytime and 
anywhere. It is more invasive and carried out largely through social digital means such as 
social media platforms, e-mails, e-chats and other online platforms of communication. 
As one of the faster growing trends among the youth, cyber bullying has the potential to 
target a larger audience. It has a long-standing impact on the affective styles and 
cognitive patterns of the ones affected, thus, must be prevented in order to secure a sound 
mental health for the youth [8].  

 

6. Internet privacy: A debatable issue with regard to use of internet is the privacy of an 
individual in the cyber space. Each and every identity online can be traced and kept 

record of, therefore, a safety concern with regard to the content and nature of 
information that goes online is important [9].  

 

7. Digital divide: Digital divide is the lack of access to information and communication 
technologies among different segments of the society- such as- gender, socio-economic 
status, race and resource equity. It is when these factors play a role in the division of 
access to internet and internet services; such as women versus men, poor versus rich, 
different races and those with inequitable resource availability [10].  

 

8. Digital Affairs: Online affairs of married or committed men and women have created a 
great deal of divide among relationships. Whether married, unmarried or in a 
relationship, emotional fidelity is seen on a rise- and this is often also called as social 
media cheating. Many a times these virtual relationships do take a real form and create a 
parallel in the real world to the relationships that people have with their spouses. 

Consequently, relationship issues, divorces, and marriage failures are seen on the rise 
[11]. 

 

9. Cyber footprints: Every online move leaves cyber footprints that are rapidly becoming 
fodder for research for the people behind screens. Using social media for academic 
research is accelerating and raising ethical concerns along the way, as vast amounts of 
information collected by private companies — including Google, Microsoft, Facebook 
and Twitter are giving new insight into all aspects of everyday life. This can be 
understood with an example- mining online communication has already helped 
Microsoft identify women at risk of postpartum depression. It's also allowed Facebook to 
study how parents and their children interact. The possibilities appear limited only by the 
imagination of the researchers, which is why such issues come in the spotlight. 
Increasingly, the human behaviour online is coming under the microscope without 
people having the knowledge about it [12]. 

 

10. Addiction: Addiction to digital (social) media has also been linked to mental health 
disorders like depression. Studies have also demonstrated the linkage of excessive social 
media use and reduction in levels of happiness. Other negative impacts of social media 
include decreased self-esteem, which often goes hand in hand with eating disorders; 
anxiety; feelings of insecurity and deterioration in concentration and other symptoms of 
ADHD [13]. 

 

Should Digital Media Use Be Supervised 
Apart from understanding the above stated issues that are prevalent with the rise in internet use, 
pervasive technological use in our lives has hugely impacted the space of our interpersonal 
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relationship. It has become an ever-increasing problem with a breadth of technologies available 

to make internet just a click away- from smartphones to tablets to ipads and computer, laptops 
and palmtops. Additionally, despite the formulated rules in practice, we see underaged children 
using social media- the age for use of internet is also decreasing. Cyber-crimes are alarmingly 
high and behavioural addictions like the internet addiction, online shopping addiction, online 
pornography addiction and video game addiction are being reported. The complexities of 
technological luxury have invaded the privacy and essence of human relationships [13].    
 

CONCLUSIONS 
 
Therefore, it is necessary that we imbibe certain guidelines while using the digital media –  

1. You can reach out, offline: by substituting your social media time with interpersonal 
activities with family members and friends, you can cut back and limit the hours you 
spend online. Replenish the non-virtual relationships that you can depend and trust on. 
Research claims that detaching and disconnecting from real relationships can be as 

harmful as smoking 15 cigarettes.  
2. You could put down your phone and other devices when with friends on an outing. 

Investing in relationships that are around you is important for your well-being.   
3. Physically tune up your mind and body: Spend time to exercise and meditatethat can 

strengthen your muscles and boost a positive mood.  
4. Don’t compromise sleep. Sleep is of great importance to promote a healthy lifestyle and 

good mental health.  
5. Unplug and erase: take social media off your radar by uninstalling apps, removing 

shortcuts from your home screen and bookmarks from your browser. This makes getting 
to social media more effortful and a longer process.  

6. Spread an awareness among children, youth and everyone about the responsible use of 
social media and internet. 

7. Monitor social media and internet use for children below the age of 16 years to ensure 
safety and security. Parents can monitor use by deterring access to certain websites 

deemed unfit for the age of the child. A track can also be kept about he social media 
friends of their child.  

8. Keep family hours of ‘no social media use’ to inculcate the culture in your children and 
spend quality time with family. Everyone in the family must follow this. Dinner time of 
the day can also be kept free from using any gadgets. A family that eats together, stays 
together. 

9. Schools can actively participate in advocating for safer use of internet and making 
students aware of the ill-effects of digital media. 

10. You can also set firm boundaries by restricting your social media time and get support 
either from friends and families or local and national organisations specialising in mental 
health and measures to keep social media addiction at distance.   
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“From this earth, we were born. 
From this earth, we prospered, 

Unto this earth, we give ourselves. 
Into this earth, we will descend.” 

 
In the barren deserts of Rajasthan, where wandering tribes roamed, where trees did not grow 
until rains  were promised on our land, and where animals came out only at dusk, there lived a 
community, which flourished among nature – the Bishnois. The Bishnois were nature lovers. 
Their basic principle was protection of plants and animals that thrived on their land. Many lost 
their lives, in this valiant effort. But today their relevance has been lost. How? Under the pressure 
of technological advancement, it no longer became possible to continue in the old ways oftheir 
folk. Due to the population boom, along with advancement at the cost of tradition, even the 
environment started suffering, lush groves made way for small towns. And what happened to the 
Bishnois in return? Displaced from their land, they were also estranged from their identity. Thus, 
the loss of the environment, lead to the loss of a community. Who truly suffered? Man or the 
wild? Or did both? 
 
Another ethnic group, the aborigines of Australia have lost their individual identity, as their love 
for nature, lost out to the thirst for development. Tribal pockets even in our country staying in 
the fringes of sanctuaries, or trying to hide under thick foliage, are losing their homes. Where is 
the justice, really, inthis? When did marginalization lead to octracization?When did nurturing of 
nature become a means of losing out to the rest of the human race?  
 
Welcome, to the whole wide world of “Environmental Justice”. In definition, it means the 
complete inclusion of all people, not differentiated by any race, colour, social class or any such 
divide, in the development, implementation and enforcement of the laws, regulations and 
policies pertaining to the environment. In principle it is the simple rule of equality for all, in their 
environment. Till a few days ago, even I was unaware about the correct usage of this term until I 
realized that it is simply one thing – Equality when it comes to the environment. If we are all 
born from the same earth, it is our duty equally to restore it to its previous glory.  

 
Just as we seep in the deep meaning resonating behind this term, we must also know the opposite 
of the above – Environmental Elitism. When the environmental movement starts excluding 
people, only to eventually become a club for the rich and the powerful – that is when elitism 
creeps in, and the “justice to all” who are part of this movement is lost. There are several 
examples of such elitism existing throughout history! For years, on an international level, India 
has been the worlds dumping ground for harmful toxic waste. India receives annually, over a 
million tones of e-waste from western countries, in addition to the waste which is generated 
indigenously.  
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The Alang shipyard along the Gujarat coast is the world’s largest graveyard for ships. For years, 

men and women have worked tirelessly, to breakdown metal and pull down masts, and to 
dispose off the world’s ships. Much has always been said about the state of the coast, the health 
of the people and the long term hazards of dumping some of the most toxic metals and chemicals 
at Alang.  Things reached a zenith, when the “Clemenceau” ship, which had been rejected by 
shipyards in the developed nations, was headed to its floating mortuary at Alang. Known for its 
toxicity, environmentalists rallied to stop the ship, and send it back to its parent nation – France. 
Eventually the protests payedoff, and the ship was not dismantled at Alang. But still the 
conditions of people haven’t improved dramatically; skin lung and eye diseases still abound.  
 
One of the most tragic environmental disasters to have happened in our country, the Bhopal gas 
tragedy, had only one face for years- the face of a lifeless child, half buried in the mud, after 
suffocation from inhaling methyl isocyanase leaked from the Union Carbide factory. Justice 
came, but after 27 years, and only in the form of an apology and a settlement. We were still 
unable to apprehend the murderer – the owner of the plant. Somehow, through the judgment, 

the words, “justice delayed is justice denied” rang true. Let’s come down to our very own streets 
and alleys of our nation. Prevailing in every nook and corner is the attitude of NIMBY – Not in 
my backyard, which means that if the waste is not in my home, then it is not my responsibility 
anymore. But replacing this adage with a new colloquial term, PIMBY - Place in minorities 
backyard, because as the minorities cannot raise their voice and oppose, we will dump our waste 
in their backyard. It is interesting to know that Gandhiji, on whose birth anniversary, we began 
the Swacch Bharat Abhiyaan movement, was strictly against any inequality, either by birth or 
merit, but believed in one nation, working to keep it clean and green.  
 
Even after 70 years of independence, after 69 years of Gandhiji’s death, we live in a nation where 
the deprecating act of manual scavenging still exists. The term itself means that a person goes 
into the sewer pits or septic tanks and cleans up faecal matter, toxic waste and other garbage 
which is dumped into it. Not only are these scavengers exposed to dangerous skin, lung and 
other infections, but also to death by inhalation of toxic gases. And most importantly stripping 

away their dignity, the ostracization and the inhumane way in which this section of the society is 
treated, is shameful, not for them, but for the rest of us- those of us who allow it, perpetrate it,  
and watch it like voyeuristic bystanders.  
 
“If we were to hold the globe in our hands, and watch as it spins around an imaginary pole, day 
by day, we will see the green turning brown, the blue turning grey, and the earth dying a little by 
little.”If we were to hold each other’s hands instead, and take it upon ourselves, to work 
together, to keep the blue azure, and the green emerald, we might just be able to breathe life back 
into our little globe.” The problems began with us, and the answers too lie with us.  
 
In 2010, India launched The National Green Tribunal, A legislation of sorts, under the appellate 
court authority of India, looking to provide justice to those who wish for cleaner air, water and 
other needs for their living. Similarly, under the constitution of India, as well as the United 
Nations Declaration of Human Rights, it is our right to a clean environment, a safe workplace 

and access to clean air, water, sanitation etc. and this right is independent of race, colour, sex, 
region or any other difference.  
 
But, legislation can provide only so much help. Change is to be found within us, within our 
community. It begins with small acts of environmental justice – if you keep the streets of your 
city clean – you are allowing every person who lives in your city, a right to a cleaner city. You 
are also reducing the burden on the rag-picker, and giving them a greater opportunity in life. Do 
you know the “butterfly effect”? A ripple of air because of the fluttering of the butterfly’s wings, 
can lead to a storm elsewhere. Perhaps nature believes in this principle. Once it starts feeling the 
change in attitude of humans, it reciprocates too.  



141 Shah : Environmental Justice 

 

                                                        Global Bioethics Enquiry 2017; 5(3)  

Some enthusiastic volunteers have taken up regular beach cleaning, especially after the Ganesh 

Visarjan, and help keep the marine ecosystem healthy. Similarly cleanliness drives, even within 
our KEM hospital, help all persons – from peons to Dean sir himself, be a part of the common 
goal – and hence lead to upliftment of all, and greater enthusiasm from people.  
 
When large communities join in actively to fight for their right to a safe, clean and healthy 
environment, not only are they aggressive for changes in policy, but are also better aware of 
where the changes need to be allocated to. “From the community, by the community, for the 
community,” must be one’s ideal.  
 
Many non-profit organizations are mobilizing communities in finding their voices and raising 
them. The Basel Action Network, acts to prevent dumping of toxic waste in under-developed 
countries. GreenPeace works for equality and the environment.  
 
Local communities have fought, won and lost. Whereas radioactive plants have been shut down, 

or prevented from being built in some parts of India, a few hamlets of Jharkhand, suffer from 
congenital anomalies, large tumours and general ill-health due to the nearby nuclear power plant 
in the area.  
 
This is a battle. A long drawn, tough and difficult battle, not against development, not against 
the forces of nature and not against the elitist people. At the end of the day, it is a battle against 
our own demons. It is easy to forget about climate change and environmental diseases on a daily 
basis. The true battle is, to remember them every day and to change; so that we keep our homes 
clean, we keep our streets, city, country clean, and eventually come to respect our environment. 
The true battle is to believe, that this battle is our own, not someone else’s, but our very own, and 
we are all warriors, with no difference of rank in this army, fighting for a common cause. 
The true battle, hence, is yet to come, 
 
And we must be prepared for it. 
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"The art of medicine consists of 'amusing' the patient while 'nature' cures the disease." With due 
respect to Sir Voltaire, your saying is no less than a satire today because amusing gives the 
thought of 'disparity'. So we know that disparity is the never- leaving companion of disability. 

History at every nuances reveal that the disabled have been kept untouched to the social strata 
and down to the bottom of the social ladder. Hence, the healthcare services have never reached 
to the most needful. 
 
Disabled in India and across the parameters of the globe are helpless and lost in the abyss of a 
healthcare system that fearlessly flaunts an overt affection to the (pay)abled. Hence, equity is the 
solution which lessens this health disparity. 
Equality and equity are generally defined by their absence and often used interchangeably. 
Misunderstanding the meaning of the terminology can lead to a wrong treatment whereby the 
practitioners think they are doing the right thing whereas they may be compounding the 
problem. Therefore, if equality and equity to access to the healthcare is a goal, it takes to have a 
clarity regarding their meanings. 
 
Treating all equally is often interpreted as treating all in an identical manner. Indeed, when asked 

about their provisions in healthcare to the disabled, some healthcare staff proudly say that they 
do not discriminate between people, rather treat everyone the same. However, if different 
patients have different needs, then giving the same treatment to everyone may result in the needs 
not being met. For instance, consider the sending of patients to several labs repeatedly. It may be 
argued that the people are treated the same as everyone, so as to follow up with the protocols but 
what if the patient has a severe physical disability? These patients are unlikely to follow up and 
hence the needs are not being met. 
 
'Equality and equity are related concepts as inequity may be regarded as the lack in care of equal 
quality to be provided.' said by Whitehead. He argued that inequity may not always result from 
lack of equality but when it is unnecessary, unfair and unavoidable then inequity exists. Thus 
barriers in achieving equity should be removed or modified since doing so is a fair and just 
response to the historical disparity. 
The disabled face a lot of challenges while they need a healthcare facility. The reluctance of the 

staff to treat the disabled also comes into play. This situation turns to be more complex and 
uncompassionate for the people with intellectual disabilities. The stigma attached to them adds 
on to their agony. Proper medication is the major lacking factor in the view of healthcare for 
persons with disabilities on a larger extent. 
 
We come across many people with disabilities who are independent and free from labels but that 
self sustenance works at a cost that they have to work on their own. Thus the minimal saving 
would not allow them to invest much in their own health and be away from the avenues of 
medical assistance. This transforms their disorders into chronic state. The whole lot of grievances 
affect them mentally and emotionally. 
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There is a long way to go for the right to health for persons with disabilities become a reality. A 

comprehensive law is needed to be implemented which may cater the special needs of women, 
children and older people with disabilities. Physicians should be instilled with more 
humanitarian qualities like of apprehension and solidarity which helps in the better 
understanding of the situation and treatment of the same. Government should provide them 
financial assistance and not just token assistance. Transport services should be provided. 
Rehabilitation of the people with disabilities including support camps beyond basic 
rehabilitation. 
Understanding the gravity of the situation, a health insurance scheme 'Swavalamban' launched 
by The New India Assurance Company Ltd , with the Government of India has provided health 
insurances which are affordable and has given them general healthcare facilities improving their 
quality of lives. 
Projects such as 'Gubbara Project' by Latika Roy foundation in Dehradun, where they are 
present in district and civil hospitals is worth implementing. It may be linked with 'Rashtriya 
Swasthya Bima Yojana'. 

Honour global aspect, many hospital settings have implemented Hospital passports which 
provide key information about the healthcare facilities to the disabled being person-centred and 
fair. Many hospitals employ special mental disability liaison nurses to provide specialist advice 
and expertise to staff for better treatment of people with intellectual disabilities. 
 
Equality, as we know runs through a thickness of issues but equity is what we expect. Are we 
ready to embrace them to be one of amongst us? At the nick of time, we all must embark on a 
journey, crossing all differences to endeavour them to metamorphose in real sense from being 
'disabled' to be 'differently abled'. 
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“Environment” a term we have heard since our 1ststd, but do we really know what exactly it 
means. It always was a subject for us in school which we took for granted, didn’t really bother to 
study, since it was no difficult for us to pass this subject. Growing up in this era of 21st century, 

where in life is as easy as just getting all the information and facilities on the finger tips by just 
pressing the required key on the smartphone but unaware of what really environment is. 
In school we always learnt about keeping our environment clean, growing more trees, but do we 
really practiced it. Environment is what keeps us alive. It gives us place to build our home to 
shelter ourselves, it provides us the food so as to prevent starvation and satisfy our hunger, it 
provides us with our basic needs till our luxuries. But are we really doing justice to our 
environment? 
 
According to me NO. Environment is just like our mother, who gives us everything before 
asking, selflessly, not expecting anything in return. Just the way our mother protects us, nurtures 
us, the environment also. But yet we are not satisfied, and still want to explore more from the 
environment. 
With the revolution, a lot of changes came in our environment. It was not just for the human 
needs, but also for human’s greed, the nature was explored unconditionally, without realizing 

the hazards that would arrive in near future. With the Industrial Revolution, the various 
industries, factories came up, leading to increase in production of goods from raw materials 
obtained from environment, but in return what the environment received was the smoke, the 
CO2 and various gases that were given out from the chimneys of factories, and power plants. 
This leads to imbalance in the environment. Yet, our mother nature did not punish us. But the 
human needs are infinity; hence man did not just stop there. 
 
Now, for building up various buildings, multi-story buildings, shopping malls, cinemas, clubs, 
stadium, etc. man cleared all the forest areas and constructed what he planned in his blueprints. 
Cutting down the trees was not at all a wise decision. Trees couldn’t speak in their favor, nor did 
any individual speak in their favor. But man was not even going to stop there, when again he 
invented refrigerators, air conditioners and various such equipments to start on with the global 
warming. Trees reduced in number continuously, pollution increased continuously, shortage of 
space became an issue, but human greed was still at the peak. 

Because of the various deeds man destroyed the environment without compensating for it, as a 
result of which there occurred a time wherein imbalance in nature was a serious issue globally. 
To deal with which the government came up with environmental laws. Although, it was bit too 
late, but as we know, -“It’s never too late, to start something great.” Various laws came up so as 
to improve our environment. Various NGOs came up and initiated the act of growing trees in 
land or footpaths not in use. Our PM came up with Swach Bharat Abhiyan, which again is a 
good move for the betterment of our environment. Various schools and colleges promote tree 
plantation in their campus area, so as to create the awareness about importance of environment 
and being just towards environment amongst the students. Various projects such as gobar gas 
plant, power plant are being planned in a way to improve the environmental condition and 
provide justice to our mother nature. 
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Disposal of garbage was once a serious issue throughout the globe. But, with laws coming up, 

the awareness about the biodegradable and non-biodegradable garbage made the disposal a slight 
better than just dumping it in an open area and burning it which eventually was hazardous for 
human and living lungs. A lot of waste now-a-days is being recycled, replaced and reused. 
As providing justice to environment, a law states that, only those trees which are old should be 
cut, and the land or forest cleared for construction purpose must plant equal number of tress 
around, so as to not just obtain from our mother nature but also give her something in return. 
 
To improve the pollution, laws for various industries, factories, automobile companies have been 
set up. Those exceeding to maximum amount of pollutant in the environment are at high risk of 
being punished or even cancelling their license. PUC-Pollution under control certificate is must 
for various public and private vehicles, so as not to enhance the pollution. 
Biomedical waste disposal was an issue some years back. Improper disposal of gloves, 
medicines, syringes, bottles, equipment, etc. was a big time issue. With that, there was spread of 
various infections in those surroundings which led in alarming need of a measure which would 

solve or reduce this issue of improper biomedical waste disposal. To provide justice to our 
mother nature, the government set a few laws so as to make sure that the biomedical wastes are 
being disposed properly with care, as a safety measure for the people around.  
 
Not just the biomedical waste, but also the waste products from homes, fields, small factories, 
etc. have to be processed properly before it is dumped in the yards. Due to improper cleaning of 
the various roads or areas, there is water lodge during monsoons in those areas. Also, places of 
dirt are a free party site for various breeding creatures like mosquitoes, lice, infective agents 
resulting in endemic attack of any disease condition. Hence, for healthy society, cleanliness is a 
prerequisite. 
Ozone depletion is the problem faced by us right now. But how do we really resolve the ozone 
hole which is already formed. It is always said that –“Prevention is better than cure.” But in this 
matter are we really on the verge that if we start preventive measures it will be cured? I doubt. 
Sometimes, it’s just too late. 

 
Although the government constantly tries to provide justice to the environment in all possible 
ways, there is still a scope of betterment which is always possible. Even a single man can make a 
difference in the society by his ethical act towards the environment, because “An ocean is 
nothing but accumulation of various water droplets.” Hence, each individual of the society is 
responsible for his deeds towards betterment of environment.  
“Stay clean, Stay green!” 
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Edward Said wrote in Identity, Authority, and Freedom: “Do we use the freedom we have fought 

for merely to replicate the mind-forged manacles that once enslaved us, and having put them on 

do we proceed to apply them to others less fortunate...?”  
 
From the inception of human civilization to the establishment of a contemporary hierarchical 
society, technically, gender has been always classified into two distinct categories - male and 
female. In 2014, the Supreme Court’s verdict conferring the status of ‘third gender’ to the 
transgender, created a positive pulse across the nation. This constitutional amendment entitled 
the transgender to opt the gender of their choice and rendered them eligible for education and 
employment opportunities. A much awaited justice, received 143 years post the Criminal Tribes 
Act, was applauded by a handful of intellectuals and social reformers, while being criticised by 
many. At the outset of looming controversies and discrepancies in the attitudes towards the third 
gender, the road towards availing an undisputed impartiality from the society, seems far and 
rocky.  
In a modern world where the third gender individuals are trying to create a niche for themselves, 
a recoiling society exiles them to worthless precincts. The journey of their liberation has been 

strikingly arduous and full of obstacles, nonetheless a bouquet of extraordinary and inspirational 
examples. Quoting a few are, Sarah McBride, the first transgender activist to address a 
Democratic Convention; Leandra Medeiros Cerezo, a transgender model to participate in the 
opening ceremony of the Rio Olympics; and Nitasha Biswas, the first Indian transwoman to win 
the Miss India Trans-queen 2017 crown, who believes, ‘gender defines what’s in between one’s 
ears and not in between legs’.  Elle magazine won million hearts for featuringa 23 year old 
transgender model, Hari Nef, on the cover page of its special edition, ‘the icons of change’. Be it 
seeking an identity in the country’s electoral system, or parading for causes such as inclusion at 
workplace, legalising consensual gay sex, marriage equality, etc., the third genders have been 
insouciantly vocal about integrating their presence in the world’s democracies. 
 
The global status of third gendersis by far more upgraded and accepted. In the United States of 
America, the anti-discrimination laws protect the rights of the LGBTQ (lesbian, gay, bisexual, 
and transgender, queer) community and ensure them medical, housing and employment 

facilities. Germany issues third gender birth certificates, as a crusade to liberate the world of the 
stigma against people, who don’t fit perfectly into the gender binary. Pakistan ministry has 
commenced issuing passports to the third genders under the category ‘X’, eternalizing Farzana 
Jan’s name as the first transgender to receive it.  
In India, prior to the institutionalisation of Section 377 of the IPC in 1860, the third genders 
experienced a respectable reputation and a strong historical presence. However, this judicial 
legislation traumatised their lives, subjecting them to discernment and disgrace at the hands of 
society. Since then, these individuals have been targets of misperceptions and agony, originating 
from the rigid and forced conformity to sexual dimorphism in the Indian society. In the face of 
constant rampant rejection at social and family fronts, these individuals are compelled to 
compromise with their basic rights for shelter, education and health. 

mailto:piya.mudgal@manipal.edu
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Of late, the government has introduced welfare initiatives such as census schemes and valid 

identity cards, towards reforming the societal status of the third gender. India’s first transgender 
school, Sahaj International, at Thrikkakara in Kerala’s Ernakulum district was set up with the 
vision to provide security, salvation and sustainability to the transgenders. Under the 11thFive 
Year Plan, the Mahatma Gandhi National Rural Employment Guarantee Act was launched, 
which extends livelihood interventions to transgenders. As another bill waits in the Parliament, 
beckoning legal provisions for stringent action against offences towards the third genders, these 
Indians glimpse freedom.  
 
January 28, 2017 witnessed one of the biggest and flaunted parades of India, The Queer Azadi 
Mumbai Pride March. An unusual and unexpected congregation of individuals, donning 
costumes tangential to the confines of their genders, echoed with the message, “Equality for the 
LGBTQ community”. Such spectacles are not just symbol of protest, but celebration of an 
identity that has breathed through an era of repression. Esteemed social activist, Laxmi Narayan 
Tripathi’s plea for “acceptance” from the society, stirs the existing norms and impacts the 

numerous indifferent minds, who feel that the constitutional freedoms are reserved exclusively 
for certain gender identities. The saga of Trans-Mommy Gauri Sawant, who adopted a girl child, 
is legendary. Her journey began with the Humsafar trust, India’s oldest LGBTQ organization, 
leaving behind an exemplary anecdote of her evolution from learning fluent English, to 
spreading awareness about sexually transmitted diseases and running shelter for young trans-
individuals abandoned by family. Her daughter calls her “Aai”, which means 
“AatmarupiIshwar” (God in essence and spirit).  
 
“Our notions of different gender types, especially our attitudes towards the third gender affect 
our lives and reflects our values to a great extent”, quoted famous anthropologist Michael G. 
Peletz. Indian society has always treated the third genders with mixed emotions of "enthralment, 
disgust, and fright", reflecting a two-sided social perception of their lifestyle. On this World 
Bioethics Day, as citizens of India, with an astonishingly diverse bio-culture, we should prepare 
to take the perceptual leap and pledge to consider this tiny minority, otherwise the victim of 

hushed whispers on streets, whistles in trains, and jokes in films, as normal citizens. In a nation, 
where already enough struggle is faced by the women in resolving gender-linked archaic issues, 
the society has to travel an extra mile to ensure equality and equity for the third genders.  
On that note, the following lines from Gurudev Rabindranath Tagore’s illustrious poem, 

“Where the mind is without fear…..”say it all. 
“…..Where the clear stream of reason has not lost its way 

Into the dreary desert sand of dead habit 
Where the mind is led forward by thee 
Into ever-widening thought and action. 

Into that heaven of freedom, my Father, let my country awake”. 
 
 
 

***************************** 
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Copyright and Contributor’s form: If the manuscript is submitted online, the contributors’ form 

and copyright transfer form has to be submitted in original with the signatures of all the 
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Introduction. For case reports give incidence of similar cases in past.Describe the selection of the 

observational or experimental subjects clearly in Patients and Methods section. Identify the age, 
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