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The Universal Declaration on Bioethics and Human Rights adopted by the United Nations 

Educational, Scientific, and Cultural Organisation (UNESCO) on 19 October 2005 was an 
important step in the search for global minimum standards in biomedical research and clinical 
practice. 
 
Dag Hjalmar Agne Carl Hammarskjöld, a Swedish economist and diplomat who served as the 
second Secretary-General of the United Nations (UN) said that the UN was not created to take 
humanity to heaven but to save it from hell.  Although the UN has its weaknesses and 
limitations, it has an irreplaceable role in the conflictive world by promoting peace, respect for 
human rights, social and economic development. The UN might be considered imperfect as it 
often mirrors the world, with its divisions and disagreements. But it is the only forum, where 
global humanity speaks in its entirety and where it can express, as best as possible, its collective 
hopes and convictions.  
In considering the specific domain of bioethics, Hammarskjo¨ld’s dictum could be applied to UN 
agencies that are engaged in this specialty.  While these agencies might not be able to guarantee 

that biomedical advances will always be used for the greatest well-being of humanity, they can at 
least contribute to prevention of their use in a manner that would be contrary to human dignity 
and human rights. Among the means UN agencies use to achieve their goals in the promotion of 
responsible biomedical research and clinical practice, the ‘‘standard setting activity’’ is one of the 
most salient goal. It is precisely in such a context and with such an expectation that the Universal 
Declaration on Bioethics and Human Rights was adopted on 19 October 2005, at the 33rd 
session of the General Conference of UN Education, Scientific, and Cultural Organization 
(UNESCO), by representatives of 191 countries. It is of importance to note that the drafting 
process of the declaration, was preceded by a report of an International Bioethics Committee 
(IBC) working group that initially was mandated to consider the feasibility of such an 
instrument. The working group, chaired by Professors Leonardo De Castro from the Philippines 
and Giovanni Berlinguer from Italy, concluded the need to support this initiative and affirmed 
the need to develop a worldwide common sense to foster understanding and cohesion in relation 
to new ethical categories and new practical possibilities emerging from the rapid advances in 

science and technology [1]. 
With this background in mind, the International Bioethics Committee chaired at the time by Mrs 
Miche`le Jean from Canada, prepared the preliminary draft declaration. It then took almost 2 
years of discussions and public consultations with governmental and non-governmental 
organisations. Justice Michael Kirby from Australia then further chaired the drafting group, 
which was open to all IBC members. To ensure transparency in the process, the successive 
versions of the document were posted on the internet as they were being developed. In January 
2005, the draft was examined by the Intergovernmental Bioethics Committee and the final 
revision took place in two successive meetings of governmental representatives from the member 
states, who introduced several amendments [2].  
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Despite the great number of existing international guidelines, statements and declarations 

relating to bioethics, the then new UNESCO Declaration was seen to make its own remarkable 
contribution to this important area. It is of importance to acknowledge that this declaration was 
the first international legal, though non-binding, instrument that comprehensively deals with the 
linkage between human rights and bioethics. Regardless of the weaknesses that is inherent to this 
kind of instrument, the very fact that virtually all states reached an agreement in this sensitive 
area is a major achievement. Most international declarations and guidelines in Bioethics do not 
have the status of legal instruments because they have been issued by nongovernmental 
organizations such as the World Medical Association (WMA), the Council for International 
Organizations of Medical Sciences (CIOMS) and other academic or professional institutions. 
Other documents, although adopted by intergovernmental bodies, cover only specific bioethical 
issues, such as the UN Declaration on Human Cloning of 2005 [3], and the UNESCO Universal 
Declaration on the Human Genome and Human Rights of 1997, are regional but not global 
instruments, such as the European Convention on Human Rights and Biomedicine of 1997.  
 

It is important to indicate that the Declaration includes in its section II, important substantive 
principles relating to bioethics, such as:  Respect for human dignity and human rights (Article 
3.1), priority of the individual’s interests and welfare over the sole interest of science or society 
(Article 3.2), Beneficence and non-maleficence (Article 4), Autonomy (Article 5, Informed 
consent (Article 6) and Protection of persons unable to consent (Article 7), special attention to 
vulnerable persons (Article 8), Privacy and confidentiality (Article 9), Equality, justice and equity 
(Article 10), Non-discrimination and non-stigmatization (Article 11), Respect for cultural 
diversity and pluralism (Article 12), Solidarity and cooperation (Article 13), Access to healthcare 
and essential medicines - Social Responsibility and health (Article 14),  Benefit sharing (Article 
15), Protection of future generations (Article 16), and Protection of the environment, the 
biosphere and biodiversity (Article 17). 
 
Section III ‘‘Application of the principles’’ is devoted to principles of a more procedural nature 
such as: the requirement for professionalism, honesty, integrity and transparency in the decision-

making process regarding bioethical issues (Article 18), the need to establish independent, 
multidisciplinary and pluralist ethics committees (Article 19), the call for an appropriate risk 
assessment and management in the biomedical field (Article 20) and the need for justice in 
transnational research (Article 21). 
 

THREE BASIC FEATURES OF THE DECLARATION 

 
Three basic features of the declaration are:  

1. The principles of the declaration are formulated in very general terms; the declaration 
does not give any definition or their precise meaning. This is in keeping the common 
practice in law, and in conformity with the old maxim in law ‘‘Omnis definitio in jure 
periculosaest’’, which states every definition in law is perilous.  Thus, except for very 
technical terms, lawmakers normally prefer not to define very precisely most of the words 
they use. They tend to leave that task to common understanding and, ultimately if 

necessary, to courts for interpretation, in order not to be constricted in advance by rigid 
definitions. In the case of the UNESCO Declaration, this strategy is understood also for 
practical reasons, because it would have been impossible to reach a global agreement on 
the precise meaning of terms such as ‘‘human dignity’, ‘‘autonomy’, ‘‘justice’, ‘‘benefit’, 
‘‘harm’’ or ‘‘solidarity’’, which have a long philosophical history and are to an extent, 
conditioned by many cultural factors. Thus, the generality in the formulation of the 
principles can be justified by the need to find a balance between the universalism of some 
bioethical norms and the respect for cultural diversity. 

2. The second feature of the declaration relates to the nature of UNESCO itself, which is an 
intergovernmental body. This is relevant and hence this declaration cannot be assessed 
with purely academic criteria, as this instrument is not the product of academic work but 
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is a compromise between a theoretical conceptualization made by experts and what is 

practically achievable given the political choices of governments. We must remember 
that governments and not independent experts, have the last word in every declaration or 
convention issued by UN agencies. This does not mean that the quality of such 
instruments is necessarily affected negatively by acknowledging the requirements of 
governments. From the history of the development of the Universal Declaration on 
Bioethics and Human Rights and the International Bioethics Committee draft was more 
precise on several points than the final version adopted by governmental representatives. 
Justice Kirby from Australia himself has admitted, ‘Personally, I regret for instance that 
the recognition of the precautionary principle as a risk management tool for public health 
purposes had been removed from the final version of the document. On the other hand, I 
acknowledge that some of the amendments introduced by governmental representatives 
really enhanced the declaration, such as the more detailed provision regarding research 
on people unable to consent (Article 7) and the reference to human vulnerability (Article 
8)’ [4]. Thus, what might be considered is that the approach to bioethics followed by 

international instruments such as the Declaration on bioethics and human rights is not 
only an academic but also a political one, and therefore can be assessed with quite 
different and broader criteria.  

3. The third important characteristic of the Universal Declaration on Bioethics and Human 
Rights is its nonbinding nature. Like any declaration adopted by UN agencies, this 
UNESCO declaration is part of the so-called ‘soft law’ instruments—that is, instruments 
that are weaker than conventions because they are not intended to oblige states to enact 
enforceable rules inspired by the common standards, but rather serves to encourage them 
to do so. This methodology allows member states to take on commitments they 
otherwise would not have taken, because they assume just political obligations that are 
not legally binding. Furthermore, these soft law instruments do present the advantage of 
permitting countries to gradually become familiar with the proposed standards before 
they are confronted with the adoption of enforceable rules or with the development of a 
binding instrument [5]. It is helpful to remember that, if the same non-binding standards 

are reaffirmed in successive declarations, over time they are likely to take on the binding 
rules, in the form of customary law and jurisprudential criteria, as had happened with the 
Universal Declaration of Human Rights of 1948 [6].  

 

USE OF A HUMAN RIGHTS FRAMEWORK 
 
Human dignity and human rights, both have features of European enlightenment philosophy, 
that pervades this Declaration and that the UNESCO chose an ideological framework of human 
rights that does not feature particularly prominently in professional bioethical analyses [5]. The 
relevant question is whether the notion that every human being has an inherent dignity and 
inherent rights makes sense, no matter where this idea originates. One could consider the current 
widespread conviction that, people have unconditional rights simply by virtue of their humanity 
and is one of the major achievements of human civilization, much more important than any 
scientific or technical development. This does not mean one can ignore the fact that in many 
western nations there has been an excessive emphasis on rights and freedoms for the individual, 
and this might be considered sometimes to the detriment of family and community values, which 
are of paramount importance to most non-western societies. The change is that today these 
controversies have lost much of their practical significance—firstly, because of the increasing 
number of non-western states that are party to international human rights treaties; secondly, 
because human rights emerge from international law instruments with enough flexibility to be 
compatible with full respect for cultural diversity. Far from imposing one cultural standard, 
human rights instruments set up a minimum protection necessary for human dignity [7-8].  
According to Amartya Sen [9], these views are often based on a misconception of non-Western 
(largely Asian) societies, as if people in these non-western countries had little or no interest in 
their rights and were only concerned with issues of social order and discipline, a misconception 
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which is of course well exploited by authoritarian regimes.  Bioethical discourse is linked to 

human rights and most, international policy documents relating to bioethics issued during the 
past two decades are framed on a rights-based approach and attach utmost importance to the 
notion of human dignity. A paradigmatic example in this respect is the Council of Europe’s 
Convention on Human Rights and Biomedicine [10]. Nevertheless, this is not an exclusive 
feature of Western instruments. Indeed, about 200 worldwide declarations, guidelines, 
recommendations, opinions and codes relating to bioethics adopted by very different institutions 
could be cited in support of this assertion [11].  
For illustrative purposes, a few examples are be mentioned here. Firstly, the famous WMA 
Declaration of Helsinki on Research Involving Human Subjects (1964/2000), which refers in 
explicit terms to the rights of participants and regards the protection of human dignity of research 
subjects as the first basic principle for medical research, along with respect for their life, health 
and privacy [12]. Secondly, the UN Commission on Human Rights Resolution 2003/69 of 25 
April 2003 entitled ‘‘Human rights and bioethics” [13] strongly insists on the need to ensure the 
protection of human rights in this field and makes a recurring appeal to the ‘‘dignity of the 

human being’’. Thirdly, the various statements of the ethics committee of the Human Genome 
Organization (HUGO), which emphasize the need to ‘‘adhere to international norms of human 
rights’’ and to accept and uphold human dignity and freedom [14].  
Why this reliance on human rights to set global bioethical standards? The first obvious reason is 
that, as biomedical activities deal with the most basic human prerogatives such as the right to life 
and to physical integrity, it is perfectly sound to have recourse to the umbrella of international 
human rights law to ensure their protection. Despite all its weaknesses, the existing human rights 
system, with its extensive body of international standards and wide range of mechanisms, 
represents a considerable achievement of the current time. Thus, we can understand the use of a 
human rights framework being used to protect people from harm in the biomedical specialty. A 
more practical reason for this methodology is that, there are few mechanisms available other 
than human rights to function as a global ethical foundation [15].  
 
In consideration we can understand that the human rights framework provides a more useful 

approach for analyzing and responding to modern public health challenges than any framework 
thus far available within the biomedical tradition [16]. Regarding human dignity, it is reasonable 
to see it has a key role in international bioethics by providing the ultimate rationale for the norms 
relating to bioethics [17]. Certainly, the appeal to human dignity in international law is neither 
new nor specific to the Universal Declaration on Bioethics and Human Rights dealing with 
biomedical issues. Indeed, this is at the cornerstone of the universal human rights movement that 
emerged after the Second World War. However, recent international biolaw instruments 
emphasize the importance of human dignity in a more powerful way than traditional human 
rights law. Indeed, the contrast between the background role assigned to human dignity in 
international human rights instruments and the foreground role assigned to it in international bio 
law could not be more impressive [18].  
The UNESCO Universal Declaration on Bioethics and Human Rights inscribes itself in this 
trend when it places at the top of its principles that of ‘‘human dignity, human rights and 
fundamental freedoms’’ (Article 3.1) [2]. Similarly, when it provides that ‘‘the interests and 

welfare of the individual should have priority over the sole interest of science or society’’ (Article 
3.2). This provision of Article 3.2 is included, with almost the same wording, in several 
international documents relating to bioethics, such as the WMA Declaration of Helsinki (Article 
5) [18], the European Convention on Human Rights and Biomedicine (Article 2) and the 
UNESCO Declaration on the Human Genome and Human Rights (Article 10). Through this 
provision, the UNESCO Universal Declaration on Bioethics and Human Rights attempts to 
emphasize a direct corollary of the principle of human dignity: that people should not simply 
become instruments for the benefit of science, because science is not an absolute, but only a 
means at the service of the human person. It is thus argued that no other bioethical principle 
could be more fundamental than this one. 
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CONCLUSION 
 

The Universal Declaration on Bioethics and Human Rights is an important step in the search for 
global bioethical standards. However, in view of the sensitive nature of bioethical issues, the fact 
that virtually all member states reached a comprehensive agreement in this discipline is a major 
achievement globally. Most of the declaration’s principles are not original; they are derived from 
several existing international documents. The strength of the Universal Declaration on Bioethics 
and Human Rights is putting together the bioethics principles and integrating these into a human 
rights framework.  In conclusion the purpose of the declaration was to assemble some basic 
standards to help the global member states of the UN to promote responsible biomedical research 
and clinical practice, in conformity with the principles of international human rights law. 
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  ABSTRACT 

 

The use of actual patients as a teaching resource in medical education has been the practice since 
time immemorial. Both doctors and patients have also accepted this as both necessary and 
irreplaceable. However, in recent times with a renewed understanding of bioethical principles 
relating to patients’ rights and human rights there has been a paradigm shift in this equation. 
Simulated patients are one well accepted alternative that have certain distinct advantages as an 
alternative to use of real patients. Many studies have shown that real patients and SPs can make 
highly valued and indispensable contributions to undergraduate medical education. SPs have 
considerable advantages compared with real patients used as an educational resource, including 
their availability and flexibility. Also, SPs can be trained to provide students with feedback, which 
is valued by the students. Simulated patients, can provide a safe, low anxiety learning environment 
where students can learn from immediate feedback and their own mistakes and build their 
competence and confidence. This is of immense value in Bioethics education where the affective 
domain plays a major role in both teaching and assessment. 
 

Key words: simulated patients, bioethics, education 

 

 

INTRODUCTION 

 
Medical education today is faced with myriad challenges and concerns for the future healthcare 
professionals. The knowledge base has expanded tremendously and the students are expected to 
absorb, assimilate and demonstrate a range of knowledge, skill and above all empathy by the time 
they pass out from the institution. With added emphasis on bioethics and communication training 

modules, the curriculum has become quite complex and challenging for the faculty who have to 
adapt and get the students ready for the ‘real- world’ of medicine. This is possible only with new 
approaches in the training of medical students and residents to make them ready for the future 
ethical and professional challenges they will encounter.  
Even in India, the statutory bodies that control medical education have introduced a new mandate 
that required all educational programmes to include measures of competence in all domains, 
including ethics and professionalism.  
 

Training methodology for medical undergraduates 
For a long time, bulk of the training focus had been on demonstrable domains of professional 
competence, i.e., measurable knowledge and observable skills that are requisite to achieve an 
optimal standard of care. On the other hand, most of the ethical issues fall into the affective domain 
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and this entails newer methodologies and strategies for teaching. Only if the training is 

comprehensive enough to include both these domains will it be truly complete. This will ensure 
that the highest ideals and practices of the healthcare profession are upheld [1]. 
There are many studies as evidence that medical students and residents are faced with ethical 
dilemmas that are related to their stage of training. Thus, there is a need for clinically oriented 
integrated bioethics education to prepare them for the day-to-day ethical problems that they are 
likely to encounter in daily duties [2-3]. 
It has to be mentioned that there are also many studies suggesting that the present form of training 
leads to ‘traumatic de-idealisation’, cynicism psychological, and moral exhaustion, which 
influences the ethical decision making by student doctors during their formative years [4-8]. 
Students enter the institution with dreams and ideals to serve humanity and save lives and be 
wonderful doctors. Unfortunately, as they pass through many years of medical school they witness 
first-hand the reality of medical practice – what actually happens in wards and inside the OT. At 
first, they are shocked and appalled, as time goes by, they meekly follow what they are told to do 
despite their own feelings and emotions. What is unacceptable is when this goes full cycle and the 

students now start to emulate all the wrong-doings that they had hated in the initial stages of 
training as they feel there is no alternative.  
 

Real Patients or Simulated Patients  
Patients are a valuable educational resource and are required for the students to understand and 
observe the signs and symptoms of disease. Hence, they have been traditionally used in many 
different educational settings, such as bedside teaching, watching surgeries in the operation theatre 
etc. They are an effective means to demonstrate teaching skills, such as physical examination, 
history taking, communication, and procedural skills [9-11]. Students have the opportunity to 
observe skill demonstration by senior clinicians and having the patient at the centre of teaching is 
the best method that could be used [11]. 
One of the limitations of utilising patients as an educational resource is concern among students 
and faculty about utilising the patients as ‘guinea pigs’ and also the issue of their comfort. There is 
a worry that bedside teaching and discussion of the treatment options would be stressful to patients 

[12].  
One of the main criticisms of bedside teaching is the innate variability because of inherent 
differences between patients. This make it difficult to standardise or demonstrate the same level of 
signs symptoms for two batches of students over a period of time. There is also the difficulty of 
arranging the desired type of patients especially at the time of examination or assessment [13-17].  
Another complication with the practice of using real patients is that at times they condition may 
deteriorate or their condition be too complicated to participate in bedside teaching. Cases of rare 
diseases too raise ethical issues of whether they can be made a ‘public spectacle’ in the name of 
sharing medical knowledge. In addition, actual clinical teaching is disturbed by lesser number of 
in-patient beds, shorter hospital stays, and reductions in the number of faculty [17-18]. There is a 
rising demand of OPD and indoor patients for increased numbers of fresh intake of medical, 
nursing students, as well as postgraduate residents [15]. Waterbury [17] has suggested that use of 
SPs can be an alternative to compensate for the limitations of bedside teaching.  
 

Use of Simulated Patients as an Educational Resource  
SPs are generally healthy individuals who are meticulously trained to perform the role of a patient 
realistically and consistently. SPs were introduced by Barrows in 1964 and they have been 
extensively used in medical education ever since [19-21]. There have been many studies which are 
evidence that SPs may be a valuable alternative to real patients [14,16,22]. Other advantages of 
SPs over real patients, as described by Barrows, are that they can be made available as per 
requirement after the initial training period is over, they can be safely employed, they can be taught 
to adapt to students’ learning needs and most importantly they reduce the variation otherwise seen 
in normal patients [21].  
The learning interaction with SPs can be organised at any time and in any setting, unlike 
interactions with real patients whose need to be admitted in the hospital or report to the OPD. 
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Interaction with the SPs can be less embarrassing for students during their initial training when 

their interviewing and physical examination skills are not yet perfected. The students may be 
permitted to make errors especially in challenging and sensitive situations, such as the pelvic 
examination of female patients or breaking bad news. SP training and implementation can be 
adapted for specific educational purposes. For example, an interaction with a SP can be interrupted 
as required to clarify details regarding the case or give tips to the student. There is also the 
advantage that the SPs can be examined repeatedly till the students’ can perfect their examination 
techniques. With a properly trained SP it is also possible to change the difficulty level of the patient 
encounter based on the competence of a particular student. In this way variability in learning can 
be compensated for by allowing each student to question and examine an SP who is simulating 
the same medical problem in the same way. SPs can simulate a wide range of physical findings, 
for example wheezing, abdominal tenderness, muscle weakness, and tremor [21]. Furthermore, 
SPs are easy to train and can contribute to training a variety of skills [16, 20-21].  
People of various age groups may be trained to perform as SPs. For example, adolescent girls have 
been reported to highly value their performance in a patient role [23]. SPs have also been reported 

as being motivated by interaction with the students and cherish their role in the making of the 
future health professionals [24]. In turn, students too have reported to enjoy their workshops with 
SPs dealing with important soft skills, such as breaking bad news [22].  
The students rated the workshops as effective with an almost realistic learning as well as immediate 
feedback from the SP. They also felt that they did not have concerns about harming the patients 
that they would normally have. Another significant benefit when SPs are used is the fact that they 
can be used to assess the students’ performance as well. This is more relevant in terms of bioethics 
training where much of the assessment is based on soft skills appreciation and behavioural or 
attitudinal change. In contrast one study has reported that medical undergraduates preferred real 
patients to SPs because of their authenticity [25]. This might be a limitation of SPs. 
The significant features of educational experiences gleaned from interaction with real patients is 
the presentation of actual abnormal physical findings. For example, there can be no comparison 
to listening to an actual cardiac murmur or palpation of an enlarged spleen or liver in an actual 
patient. Real patients have limitations on their utility. The reality is that there are fewer suitable 

patients for the teaching of medical students. This is due to the numerous changes in the practice 
and administration of health care. In addition, there are always the concerns related to patients’ 
comfort and confidentiality. Being allowed to examine and interact with real patients is vital for 
comprehensive medical education. This is despite the recent development of many sophisticated 
and realistic simulation techniques. Hence it is important to understand that there is a place for 
both real patients and the simulated patients will always be an add-on or a value add. The aim 
should be to have a realistic balance between simulated patient and real patients as well as use of 
simulators. Both the real patients and the SPs should not feel that they are over-burdened in their 
designated roles.  
 

Training of SPs for Bioethics education 
Training of SPs is very important as it is not just knowledge and clinical skills that have to be 
evaluated but also the affective domain as regards bioethical skills development.  

1. The patient first has to be made familiar with the clinical settings and the role that the 
simulated patient is expected to play. This can be exhibited by the help of multimedia 
movies demonstrations etc. 

2. The SPs are initially included as subjects in class demonstrations of anatomy, clinical 
examination techniques, etc. 

3. Observation, by SPs, of real patients being interviewed and examined, especially patients 
who have the clinical signs that have to be mimicked later on. 

4. Interacting with the SPs to simulate a real patient's clinical complaints and perfect their 
actions. Their understanding and duplication of the patient findings can be refined. 

5. An experienced SP who may also be a professional actress can be used at the final phase 
to demonstrate to the other trainee SPs to perform during the clinical examination and 
bedside interview.  
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6. Finally, there is need for an independent evaluation and assessment of the training output 

of the SPs and their actual performance by an independent member of the teaching faculty 
who has had no contact with the training program. 

7. A suitably trained simulated patient can effectively enact the symptoms of coma, seizures, 
paralysis, sensory losses, reflex changes, blindness, etc, as required. Signs that cannot be 
simulated such as papilledema, atrophy, fasciculation, etc can be described in the history 
and the examining medical student is expected to assume their presence. Additionally, the 
actual test results such as ECG’s, EEG’s, radiographs, EMG’s and laboratory test results 
may be given to the students. Using this patent protocol detailed clinical instruction can be 
offered to medical students, using just one simulated patient and one instructor. This has 
immense value in areas where patients of a particular disease are not likely to be found. 

The present system of assessment of a real patient examination does not permit evaluation of the 
student's technique or comparison between students, since they all cannot examine the same 
patient. This means that there may be wide variation in terms of the responses of a particular 
patient at any given time. In contrast, a simulated patient can present a repeatable history, in the 

manner of a real patient, and repeatable findings based on those of an actual patient. In addition, 
this simulated patient, when specially trained, can subsequently report on the details of the 
student's examination technique and bedside manner.  
 

Advantages of use of SPs in Bioethics education 
1. A student can rehearse the examination technique on SPs without facing any 

embarrassment or hesitation that a new doctor would otherwise feel in front of ill patients 
and without concern for tiring them, hurting them, or aggravating their disease condition. 

2. The simulated patient can be examined multiple times until the student's technique is up 
to the expected standards without fear of harming the patient.  

3. All necessary aspects of disease complications and prognosis can be openly discussed in 
the presence of the patients without concern for their reaction to such information. This is 
important in the initial stages till the students perfect their clinical and bed-side manner. 

4. Actual patients who are normally utilised as subjects for clinical teaching are relieved of 

this responsibility and can be cared for as per their requirement. 
5. A clinical case can be presented to a student in a manner so that all the relevant findings 

can be predetermined, thereby allowing for uniform evaluation of the student's clinical 
ability. 

6. The same clinical problem can be presented again and again to different students, allowing 
for standardization of inter-student comparison and for assessment of the efficacy of the 
teaching program. 

7. A properly trained simulated patient can also act as an assessor. They can report 
objectively on the student’s bedside skills, physician-patient rapport, manner, approach, 
etc.  

Some educators have objections to the use of SPs by claiming that - A simulated patient is no 
substitute for a real patient and that all clinical teaching should be carried out using real patients. 
Continued use of real patients has major drawback when considering ethical rights, human dignity 
and patient rights. It also fails to recognize that the role played by a simulated patient occupies an 
intermediary position between books, didactic teaching, multimedia tools and specimens and 
actual real-life patients. Now there is an alternative where the students have actual reacting 
humans on whom the students hone their clinical skills and at the same time be evaluated for their 
clinical performance. 
 

CONCLUSION 
 
In summary, it may be said that in addition to using actual patients in medical education, SPs may  
be added as valuable educational adjuncts. Most SPs have been seen to enjoy their roles as actual 
patients. The advantages of SPs are that they are well-disciplined and adaptable. They are readily 
available when required, adjustable to the requirements of the students’ needs, offer uniformity of 
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educational experiences across students, and enable repeated practice of skills. They also ideal in 

the teaching and assessment of bioethics education where much of the training is related to the 
affective domain. 
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  ABSTRACT 

 

Genomics has contributed to a better understanding of many disorders including diabetes. The 
following article looks at the ethical, social and legal consequences of genomic medicine and 
predictive genetic testing for diabetes. This is currently a field in its nascent stage and developing 
rapidly all over the world. The various ethical facets of genomic medicine in diabetes like its effects 
on patient physician relationship, risk communication, genetic counseling and familial factors are 
explored and elucidated from a clinical, ethical, social and legal perspective. 
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INTRODUCTION 

 

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 [1]. 
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 [1]. 

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 [1]. 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 [1]. 
 

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 fuelled by the growing recognition that health information 



128 D’Souza: Genomic Medicine and Predictive Genetic Testing for Diabetes 

 

                                                        Global Bioethics Enquiry 2018;6(3)  

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 [1]. 
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 [1]. 
 

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-centred 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 [2]. 
  

Diabetes 
Type 2 diabetes mellitus (T2DM) is a prevalent, chronic condition associated with extensive 
morbidity, decreased quality of life, and increased utilization of health services. 2 The annual risk 
of developing T2DM for the average person living in the United States with normal glucose levels 
is approximately 0.7% per year [3].  
The polygenic nature of T2DM has been a major challenge to identifying genes involved in the 
pathogenesis of this disease—knowledge that could give rise to new treatments and tests. However, 

following the completion of the Human Genome Project and HapMap and the development of 
high-throughput technologies, scientists are in a much better position to tackle the complex genetic 
underpinnings of T2DM [4]. The rise of genetic and genomic studies has aligned with the 
increasing incidence rate of T2DM A number of commercial tests have already been developed 
that assay a panel of genetic variants in several genes identified from genome-wide association 
studies of T2DM. Among the best studied of these are two very closely linked single nucleotide 
polymorphisms (SNPs) in the transcription factor 7-like 2 (TCF7L2) gene [5]. More than 20 studies 

have replicated the association between these two SNPs in TCF7L2 and increased T2DM risk. The 

largest pooled analysis reported an overall odds ratio of 1.37 with a single copy of the higher-risk 
allele at one of the TCF7L2 SNPs [6]. In comparison, individuals with a positive family history for 

T2DM are at a 2–6 times increased risk compared to those without a family history [7-10].  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2769962/#b2
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Unlike single-gene testing for Mendelian disorders that produce a relatively certain prediction of 
disease, genomic testing for complex diseases like T2DM will generate disease risk information. 

Some of the ethical issues of genome risk profiling or pre-dispositional testing overlap with single-
gene testing used primarily for diagnosis, although additional issues related to pre-dispositional 
testing include challenges of communicating risk information (particularly low risks), uncertainty 
of disease risk and psychosocial impact of “at-risk” status and ensuring patient comprehension. Of 
substantial importance is that individuals are informed about these and other issues when they are 
deciding if the test is appropriate for them. Although written informed consent may not be 
warranted, a discussion with a physician or other professional such as a genetic counsellor can 
serve to educate and encourage careful consideration of the benefits and risks of testing as well as 
alternatives to testing. This article presents an overview of several issues that should be considered 
as genome risk profiling for T2DM becomes integrated into clinical care [11]. 

 

Familial Implications 
As with any type of genetic testing, it is important to consider the impact of testing on family 
members. Predisposition testing for T2DM and other chronic diseases raises familial implications 
on two levels. The implication of test results for biological family members raises the issue of 
whether and how to discuss the results with other family members [12]. Tested individuals may be 
reluctant to share the results due to fear it will disrupt relationships, be hesitant of having to contact 
estranged and distant family members, and feel guilt [13-16]. Those who opt to share the results 
with family members may have difficulty accurately communicating the results [17-18] or 
minimize the seriousness of the finding [19]. Although a positive test result could be inferred from 
changes in lifestyle and preventive medical procedures, individuals undergoing testing should 
ascertain the wishes of other family members prior to discussing their test results [20]. 
Furthermore, as many individuals choose to undergo genetic testing for the sake of their children, 
they will need to understand when and how best to discuss the results with their children [21-
22]. Family members who decide to learn of their relative's results must also decide how they'll act 
upon them (e.g., getting themselves tested), if at all. 

Second, given that environment can substantially influence risk for T2DM and other complex 
diseases, a positive result of one individual can affect the lifestyle of the entire family. For example, 
adoption of healthy eating habits may be better achieved if the entire family is involved in 
promoting healthy living [22-26]. Special treatment of a child found to be at increased genetic risk 
may lead to feelings of ostracism, stigmatization, and inferiority. 
A related issue of the familial implications of genetic testing is the duty of physicians to disclose 
genetic test results to family members when their patient chooses not to do so. Studies have 
identified a subset of patients who declined to inform at-risk family members of their genetic test 
result [27-28]. In these situations, physicians may feel somewhat obligated to contact family 
members, although the practice is not common [28]. A handful of legal decisions have ruled that, 
under circumstances where a disease may be prevented, a physician has an obligation to warn 
relatives at risk [29-30]. Experts recommend physicians should encourage their patients to share 
test results with at-risk family members during the pre-test and post-test counselling sessions [31-
32]. The American Society of Human Genetics (ASHG) recommends that “the legal and ethical 

norm of patient confidentiality should be respected” and that the harms of nondisclosure must be 
weighed against breaching patient confidentiality [33]. It is unlikely that knowledge of the genetic 
risk of T2DM would satisfy the four ASHG criteria for disclosure, particularly the criterion of 
imminent harm [33]. 
  

Risk Communication  
Communicating and understanding risk or probabilities has been an ongoing challenge for health 
professionals and patients, respectively. Misunderstanding genetic risks may lead to psychosocial 
harms or familial implications and significantly impact life decisions (e.g., family planning) [34-
37]. Unfamiliarity with genetic concepts and terminology as well as preconceived perceptions of 
personal and familial risk may pose barriers to understanding genetic test results [36]. For instance, 

https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=2769962_dst-03-0781-g001.jpg
https://www.ncbi.nlm.nih.gov/core/lw/2.0/html/tileshop_pmc/tileshop_pmc_inline.html?title=Click%20on%20image%20to%20zoom&p=PMC3&id=2769962_dst-03-0781-g001.jpg
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individuals with a family history of heart disease did not always perceive themselves at increased 

risk since they felt “different” in crucial ways from affected relatives [38]. While there appears to 
be a tendency to overestimate risk for inherited cancers [39], some studies have found individuals 
who test positive underestimate their risk [40]. Furthermore, some individuals may interpret their 

risk as an absolute prediction of disease (fatalism), which may affect their likelihood to engage in 
preventive steps due to reduced perception of personal controllability to reduce disease risk [41-
43]. However, this does not appear to be a typical response [44], and often individuals will undergo 
genetic testing in order to gain a sense of control [45-46].  

To maximize patient understanding, a combination of numeric, verbal, and pictorial approaches 
may be warranted to effectively communicate genetic risk [47]. The personal meaning of a test 
result is further framed by the ethnic and cultural environments of the individual and community 
[48-52]. Small to moderate risks revealed by testing can also pose a challenge to communication. 
Some patients may struggle with the concept of being “at risk” for a disease [53]. The concept of a 
singular, static general population ignores the fact that societies are highly diverse with different 
experiential influences and attitudes that can change over time [51, 54-56]. Therefore, health 

professionals will need to be sensitive to these additional factors that may influence patient 
understanding and application of risk information. 

 

Discrimination 
Genetic discrimination has been a long-standing concern regarding the use of genetic tests and 
participation in genetic research [57-59]. Although only a few cases of employment or health 
insurance discrimination have been documented [58], empirical evidence suggests the occurrence 
may be more widespread [60-61].  
In 2008, the Genetic Information Non-discrimination Act (GINA) was signed into law [62-63], 13 
years after the first federal bill was introduced to prohibit discrimination by health insurers or 
employers. Health insurers (group, individual, and Medicare issuers) are prohibited from adjusting 
premiums or contribution amounts, requesting or requiring an individual or a family member of 
an individual to undergo a genetic test, obtaining and using genetic test results in making a 
determination regarding payment, or requesting, requiring, or purchasing genetic information for 

underwriting purposes. 
With some exceptions, employers are prohibited from using genetic information to discriminate 
against applicants or employees based on their genetic information (hiring, firing, or any personnel 
decisions), to “limit, segregate, or classify” employees on this basis, and to “request, require, or 
purchase genetic information with respect to an employee or a family member of an employee.” 
Regulations will be developed by the appropriate federal agencies for implementation in 2009. As 
a majority of states have legislation prohibiting genetic discrimination by employers and health 
insurers, the new federal law will not pre-empt state laws with broader protections but rather will 
establish a minimum level of protection for all. 
While GINA provides comprehensive protections against employment and health insurance 
discrimination, the law does not prohibit use of genetic information by long-term care, disability, 
and life insurers [66]. Given the range of complications and high mortality (seventh leading cause 
of death) of T2DM, individuals at risk for T2DM or other chronic diseases may consider 
purchasing or increasing their coverage provided by these groups [67]. In addition, the health 

insurance protections do not apply to members of the U.S. military or individuals who receive 
their health care through the Department of Veterans Affairs or Indian Health Service. Patients 
considering genetic testing should be informed of state and federal protections and be advised of 
noncovered groups. 
 

Appropriate Age of Genetic Testing 
Many professional groups strongly discourage genetic testing for children unless immediate 
clinical benefit can be gained [68-71]. Based on these guidelines, predictive testing for T2DM 
would likely be discouraged and testing delayed until adulthood. Potential harms include the risk 
of stigmatization, discrimination, and other adverse psychosocial impacts. However, several 
commercial genetic laboratories permit testing of children [72], providing an alternative option for 
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parents interested in learning of their child's risks. Despite the absence of immediate clinical benefit 

in the prevention of T2DM, children may benefit by reducing their risk for a range of diseases from 
simple modifications to their lifestyle such as healthy eating and regular exercise and thereby 
maintain a healthy weight at a young age. Physicians should discuss the risks and benefits of testing 
children for T2DM with the entire family and, when possible, obtain the assent of the child. 
 

CONCLUSION 

 
As new predictive genetic tests for common, complex diseases such as T2DM are developed and 
commercialized, it will be critical to the safe and appropriate use of these new applications to 
consider the potential ethical implications they raise and steps to prevent or ameliorate harms. 
Although risk-based genetic testing for common diseases raise similar ethical issues to more 
traditional genetic testing for rare diseases, new challenges are raised due to the type of information 
revealed and access to tests. With thoughtful deliberation with health professionals, patients and 
families, test developers and laboratories, insurers and other stakeholders, these issues can be 

addressed to ensure the safe and appropriate use of these promising new clinical applications. 
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  ABSTRACT 

 

Teaching bioethics to healthcare students is a difficult task principally because the academic 
curriculum is very rigorous and the belief in most students, staff and administration is that it is not 
important for enhancing their career. In our ongoing endeavors of innovative way of teaching 
Bioethics, we attempted at understanding the opinion of undergraduate students on effectiveness 
of debate as an effective mode of teaching bioethics in a class room session. Students who 
volunteered to take part in the debate were requested to speak for and against a bioethical issue 
which in this case was body image and cosmetic surgery. The other students were participants and 
observed the proceedings. In the end a structured questionnaire was provided to all students and 
their opinion was sought on the usefulness of debate as a teaching method in the area of bioethics. 
The results from this study indicated that debate was enjoyable (54.8), helps maintain attention in 
class (87.68) and effective in conveying ethical issues (64.39). The other important aspect was that 
53.43% students felt that debate was better than the conventional class room teaching for bioethics. 
As far as the authors are aware of this is the first study that addresses the usefulness of skit as a 
teaching method and believe that it could be an effective addendum to conventional teaching 
method in bioethics and needs to be appropriately incorporated. 

 

Key words: Bioethics teaching, debate, body image and cosmetic surgery 

 

 

INTRODUCTION 

 
In the recent past, there is a profound feeling in the general public and in the healthcare fraternity 
that medical care, a noble profession has become materialistic and lead to drastic deterioration in 
the doctor-patient relationship [1]. This has in turn progressed to loss of public trust in healthcare 
systems and doctors in specific and has caused multiple untoward ramifications in the society and 
in fraternity. In fact, when compared to the bygone past, the social pages today regularly contain 
articles on exploitation of patients, counts of corruption, professional negligence, examples of 
kickbacks, and illegal dual practice by the doctors [2-6]. All these negative events have earned the 
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condemnation by the judiciary and have eroded the trust of general public on medical professionals 

and hospitals [5-8]. 
With the prevailing issues not abetting and cause-affect analysis warranted, an in-depth study and 
analysis by the senior medical educationists have indicated that one of the principal reason for the 
deterioration of healthcare practice is the lacunae in the form of thorough teaching/training in 
ethics [1, 9-10]. To further substantiate this, the UN declaration of bioethics and human rights 
adopted on 19th October 2005 also addresses towards bridging the gap [9-10]. Since then, it is 
universally accepted that teaching bioethics will have profound influence on the holistic 
development of the healthcare students and that it has to be an essential component in future 
medical education [1, 9-10].  
However, on the downside, unlike with teaching medical subjects, the pedagogy of ethics is a 
challenge [1]. This is mainly because unlike core medical subjects, teaching bioethics involves 
influencing a person’s view point, to an extent where it can motivate a positive action in a real-life 
ethical situation and the mentor should also fostering critical thinking and creative brainstorming 
when dealing with controversial topics [1]. In lieu of these observations, educationists have now 

been proposing incorporating and adopting a combination of learning modalities like role plays, 
debates, skits, mime along with conventional class room and bed side teaching [1.9]. 
The UNESCO Bioethics South India Unit has been a centre working on teaching and inculcating 
medical ethics in the undergraduate heath care students. The principal objective in this endeavor 
has been to create awareness in young minds with innovative teaching techniques and without 
intensifying the already voluminous academic curriculum. In this effort the unit has also adopted 
debates, movies, skits, drama and bed side teaching to educate undergraduate students on various 
complicated aspects in Bioethics. The present study was conducted to ascertain the opinion of 
students on the usefulness of novel methods in teaching bioethics. 

 

METHODOLOGY 

 
This is a single centre study and was conducted under the aegis of the UNESCO Bioethics South 
India Unit at Father Muller Medical College, Mangalore, India in the month of January 2016. The 

study was a part of a research proposal proposed for the Rajiv Gandhi University of Health 
Sciences and was carried out after obtaining the approval from the Institutional Ethics committee. 
The investigators developed this questionnaire with the help of medical educationists, bioethicists 
and researchers. Emphasis was to have a small questionnaire to enhance maximal participation of 
the volunteers. The final questionnaire consisted of two sections, the demographic and subject 
specific questions and filling it took a maximum of 5 minutes. 
The study was conducted during a class session assigned to teach bioethics. The students were 
explained the objective of the study and also that their participation was completely anonymous 
and voluntary. The topic of debate was on ethical issues on body image and cosmetic surgery was 
debated by two students one for and one against. The students were distributed a structured 
questionnaire with a class announcement that their participation was voluntary and that they need 
not reveal their name or register number on the answer sheet and to maintain their anonymity and 
to deposit the filled questionnaire in the collection box. 

 

STATISTICAL ANALYSIS 

 
Data was entered in Microsoft excel and analyzed on the online based Vassar Stats statistical 
program. All quantitative variables are illustrated through frequency and percentage. 

 

RESULTS 

 
In the current study the volunteers consisted of 21 males and 52 females. Majority (62) students 
were from urban areas while 11 were from the rural (Table 1). Most of the students did not read 
books on bioethics (61), were not members of student bioethics group (44), had no previous 
experience of attending ethics debate program (41) and never attended any debate in bioethics 
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program (64) (Table 2). With regard to the subject related questions, most of the students agreed 

that debate was enjoyable (54.8), helps maintain attention in class (87.68) and was effective in 
conveying ethical issues (64.39) (Table 2). The other important aspect was that 53.43% students 
felt that debate was better than the conventional class room teaching for bioethics (Table 2).  
 

Table 1: Information on the participants pertaining to bioethics background and interest 
 

 Yes No 

N % N % 

Do you read books in ethics? 12 16.44 61 83.56 

Are you a member of bioethics: 29 39.73 44 60.27 

Have you attended programs in ethics before this? 32 43.84 41 56.16 

Have you participated in bioethics debate programs before this? 9 12.33 64 87.67 

 

Table 2: Opinion on Effectiveness of debate as a teaching method for bioethics 
 

 
Strongly 

Agree 
Agree Disagree 

Strongly 
disagree 

N % N % N % N % 

Debate is a enjoyable mode of 
learning 

30 41.1 10 13.7 30 41.1 3 4.11 

I like debate over class teaching 20 27.4 18 24.66 19 26.03 16 21.92 

Debate helps us maintain 
attention 

49 67.13 15 20.55 7 9.59 2 2.74 

Debate is effective in conveying 
ethical issues 

25 34.25 22 30.14 17 23.29 9 12.33 

 

 

DISCUSSION 

 
Reports from around the worlds indicate that in most of the educational institutes that teach ethics, 
emphasis is on the traditional didactic lectures [1]. However, from a pedagogical perspective, 
unlike that with medical subjects, the teaching of medical ethics and bioethics has been an issue 
principally because a true ethical dilemma goes beyond a simple "right" or "wrong" answer and 
arguments are mostly based on differing moral grounds [1]. Also, a healthcare professional’s career 
and life are a challenge that requires considerable innovativeness and adroitness in handling the 
ethical issues and the teaching imparted to them has to provide them with the necessary knowledge 
and skill [1].  
Preliminary observations are suggestive that the conventional class room teaching by teachers may 
not be very effective in the teaching of bioethics [11-12]. Under these considerations, doubts persist 
on what impact the traditional didactic method which is known to be not everlasting will have in 
teaching of medical ethics. However there has never been clarity on how to achieve the best results 

as the principal objective in teaching bioethics is to have it set a lasting impact and have the values 
learnt be an integral part in the healthcare practice of the student/professional. 
In the recent past studies have shown that debate was useful in enhancing critical thinking and 
communication skills [13-16]. Additionally, “Blooms taxonomy also identifies debate as an 
“affective goal domain” principally because it triggers the students’ values, attitudes, or interests 
and results in better assimilation of the teaching topics [16-18]. In debate two students argue on 
atleast two sides of an issue and bring up facts and vital points. This academic activity stimulates 
critical thinking and reasoned argument and can create educational memories that will last a 
lifetime [16-18].  
In this study it was observed that most of the students agreed that debate was enjoyable, helps 
maintain attention in class, to be better than the conventional class room teaching for bioethics. 
As far as the authors are aware of there no reports published in the area of debate as a method in 
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teaching of bioethics. However previous studies have indicated that debate induces diversity, is 

fun, to change the pace in teaching and to motivate the participants and the audience alike [19-20] 
and it to be useful in teaching non structured subjects like ethical reasoning [16, 21]. A well planned 
and conducted debate helps obtain a better grasp of the topic because, unlike in a class room 
teaching, the students are allowed to step out of their roles as students and be active participants 
in the learning process all of which will help them in their personal career and life, which in today’s 
context is important [22].  
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  ABSTRACT 

Background: Documentation is very essential in physical therapy department Discharge Summary 
after cardiac surgery summarizes about progression toward goals and treatment planned   at the 
time of conclusion of treatment in the physical therapy department.so study was planned with the 
aim to assess the Knowledge and practice of physical therapist about discharge summary 

documentation in Cardiac surgery patients. 

Methodology: A self-administered structured questionnaire was developed and validated The 
knowledge questionnaire were designed in such a way that each question had 5 choices i.e strongly 
agree, agree, neutral , disagree, strongly disagree and practice of physical therapist was evaluated 
as per checklist and files with discharge card was compared and checked. 

Results: Strong consensus is observed for all the knowledge questions and   practical       Checklist 
analysis shows that mostly low level exercise test and copy of discharge summary in patients file 
with physical therapy perspective was present in less frequency. 

Conclusions: Maximum physical therapist had sufficient knowledge about discharge summary 
documentation in cardiac surgery patients but practices related to discharge summary 
documentation were having many shortcomings which need to be improved for the betterment of 
patient care. 
 

Keywords: physical therapy, discharge summary, cardiac surgery, documentation. 

 

 

INTRODUCTION 

 
Physical therapy approach is a multidisciplinary care and approach is patient centered and they 
are a part of multidisciplinary health care team [1]. Physical therapist plays a vital role by 
optimizing  the health of patients and decrease the cardiovascular morbidity , mortality in cardiac 
unit in various cardiac conditions  such as coronary vascular disease, myocardial infraction, pre 
and post coronary  artery bypass graft (CABG) surgery, percutaneous coronary intervention (PCI), 
congenital heart disease patients and heart transplant or heart valve surgery patients [2]. 
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Documentation is essential in Physical therapy practices for holistic patient care to facilitates 

effective communication between all the health care team members and between rehabilitation 
team members [1]. Documentation is important for the reimbursement of various services. 
Documentation writing is a continuous process starts at the time of admission, and is continuously 
done at periodic intervals during the course of rehabilitation and at the time of discharge [2].  
Documentation is very important aspect of ethics as it deals with patient autonomy and his or her 
consent for the treatment as well all the important aspects about its treatment plan. According to 
American Physical Therapy Association, there are 4 principle elements of documentation in 
patient care: 1) Initial examination/evaluation, 2) visit/encounter, 3) re-examination and 4) 
discharge or discontinuation summary [3].  
Discharge Summary summarizes about progression toward goals and treatment planned at the 
time of conclusion of treatment in the physical therapy department [3]. Discharge planning is a 
complex process, and requires inputs and contribution of various health care disciplines for the 
effective discharge planning, which includes formal discharge planning coordinators, nurses, social 
workers, physical therapists, occupational therapists, and physicians [4]. 

A study done by Karen Theobald in 2004 on “Coronary artery bypass graft surgery: discharge 
planning for successful recovery” suggested that there is a need to improve discharge preparation 
to increase Quality of life of CABG patients [5].  
Discharge summary with respect to physical therapy perception is very essential to cope up with 
day to day issues and activities and to increase the relevance of this document for increasing the 
Quality of life of cardiac patients.  The aim this study was to assess the Knowledge and practice of 
physical therapist about discharge summary documentation in Cardiac surgery patients in term of 
physical therapist perception. 
 

METHODOLOGY 
 
The present cross-sectional study was conducted in the Physiotherapy Schools within Nagpur and 
Wardha districts in central India.  Physical therapist professionals having minimal bachelor’s 
degree working in an academic Institute or corporate hospitals having a cardiac surgery unit in 

Wardha and Nagpur city and those willing to give written consent were included in the study.  
Ethical approval was obtained from the institutional ethical committee and a written informed 
consent was obtained from all the participants. 
The study instrument was a predesigned self-administered questionnaire taking into consideration 
discharge summary documentation in terms of physical therapist   perception in cardiac surgery 
patients. The tool was validated by experts for construct and was pilot tested.  
The study tool was structured in three sections. First part will deal with demographic data of 
physical therapist second assessed the knowledge and third part contains checklist of practice of 
physical therapist about discharge card summary documentation in cardiac surgery patients 
respectively. 
Participants who gave consent were personally briefed about the questionnaire and they were 
requested to return the duly filled forms. The knowledge questionnaire were designed in such a 
way that each question had 5 choices i.e strongly agree, agree, neutral, disagree, strongly disagree 
and practice of physical therapist was evaluated as per checklist and files with discharge card was 
compared and checked. 
Total of 116 physical therapists were contacted, however 80 responded and were included in the 
study. The response rate was 68.9%.  
Data was analyzed by the STAT version 14. The main outcome variables were knowledge and 
practice of discharge summary documentation and predictor variables were years of experience, 
qualifications. The test of significance was applied wherever appropriate.   

 

RESULTS 

 
Table 1 shows that out of all participants 57.5% are B.P.Th & 42.5 % are with M.P.Th 
qualification. 26.2% of participants were male and 73.7% were female. Age wise distribution 
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showed that maximum participants were in the age of 22-30 years followed by age range of 31-37 

yrs.  61.25% are with clinical and 38.75 % are with teaching designation. Maximum participants 
in the present study were having 1-4 years of clinical experience i.e. 52.5%. and only 5% of 
participants were having 12.1-15 years of experience. 51.2% of participants were working in 
corporate hospital and 48.7% participants were working in institute. 

 

Table 1: Characteristics of the study participants 
 

Participant characteristics No Percentage 

Qualification    

B.P.Th 46 57.5 

M.P.Th 34 42.5 

Gender    

Male  21 26.2 

Female  59 73.7 

Age wise distribution (years)   

22-30 years 49 61.2 

31-37 years 25 31.2 

38-44 years 5 6.2 

45-52 years 1 1.2 

Designation    

Clinical 49 61.25 

Teaching  31 38.75 

Years of experience    

1 to 4 years 42 52.5 

4.1 to 8 years 29 36.25 

8.1 to 12 years 5 6.25 

12.1 to 15 years 4 5.0  

Working    

Institute  39 48.7 

Corporate hospital  41 51.2 

 

Table 2: The knowledge questionaries distribution according to likert scale 

 

Question 
No. 

Strongly 
disagree (1) 

Disagree 
(2) 

Neutral 
(3) 

Agree 
(4) 

Strongly 
agree (5) 

Weighted 
mean 

Consensus 
score 

1 0 3 9 26 42 4.34 70.84% 

2 0 0 2 7 71 4.86 90.20% 

3 0 0 0 5 75 4.93 95.46% 

4 0 7 13 31 29 4.02 69.19% 

5 0 0 6 23 51 4.35 67.16% 

6 0 0 8 24 48 4.50 75.88% 

7 0 0 13 24 43 4.38 72.69% 

 
Strong consensus is observed for all the questions .this means that all participants (physical 
therapists) have sufficient knowledge for all the questions  about discharge summary 
documentation in cardiac surgery patients. 
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Table 3: Showing the parameters checklist analysis of practices  
 

Sr. no  Question  Present (n=10) 

1 Documentation of phase 1 of cardiac rehabiliation with 
goals achieved and goals not achieved 

4 

2 Documentation of   the enrolment details with follow 
updates of   all the stable cardiac patient for cardiac 
rehabilitation programme in discharge summary. 

5 

3 Documentation of the vitals, investigations, medications, 
precautions to be taken & patient self-monitoring 
technique when to stop exercising and contact physician 
if required.   

7 

4 Documentation of low level exercise tolerance test results  3 

5 Documentation of home exercise programe at the time of 
discharge   

7 

6 Documentation of Counseling of patient and relative for 
joining outpatient cardiac rehabilitation 

4 

7 Documentation copy of discharge summary in patients 
file with physical therapy perspective. 

3 

 
Checklist analysis shows that mostly checklist number 4 and 7 were present in less frequency. i.e 
n=3.followed by checklist number 1 and 4 with frequency i.e. n=4.followed by checklist no.2 with 
frequency i.e. n=5. And checklist no. 3 and 5 were present in most of the discharge cards with 
frequency i.e. n=7. 

 

DISCUSSION 
 
The present study was designed to evaluate the knowledge and practices of physical therapist about 

discharge summary documentation in cardiac surgery patients. This present study showed that 
physical therapists have a positive Consensus score for all the knowledge related questionnaire. 
Practice related to discharge summary documentation in cardiac surgery patient  in terms of 
physical therapy perspectives  showed that out of 7 checklist items/ parameters that 
documentation of investigation, precautions, enrolment, and home exercise program is done in 
considerable discharge cards but  documentation of low level exercise test, counseling, phase 1 of 
cardiac rehabilitation and copy of discharge summary in patients file with physical therapy 
perspective was present in less frequency.To the best of our knowledge this is the first study to be 
undertaken on knowledge and practices of physical therapy about discharge card summary 
documentation in cardiac surgery patients.so finding of this study cannot be compared with other 
researcher. However, we have come across some of the studies. 
In a sudy done in 2008, the discharge card included home exercise program instruction, cardiac 
rehabilitation enrolment instructions & follow up dates which is in acordance to this present study 
were maximum discharge card of various hospital had home exercise program and enrolment 
instructions  and Stated that health care cost and readmission to hospital can be decreased if  

multidisciplinary involvement of  dietician, respiratory therapist, physical therapist , social worker, 
and nurses approach for patient and family education to improve the patient care [6]. Similarly in 
another study done in 1992 concluded that effectiveness of discharge planning depends on input 
of various interdisciplinary involvement while planning home care for patients [7].  
Another study also supported that practice of documentation were mostly neglected and concluded 
that many shortcomings are observed in Physiotherapists’ documentation.  Various Training and 
education program for physical therapy documentation improvement can be done using nationally 
accepted recommendation e.g. use of headings and classifications in documentation and 

emphasize on the importance of documentation in physical therapy. The use of ICF in 
documentation might provide more detailed information about physical therapy practice and ICF 
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is more acceptable classification in physical therapy documentation than any other classification 

of physical therapy practice [8]. 
Some studies had shown the following suggestions that can be incorporated to strengthen the 
documentation. In a review, authors suggest that Electronic Health Records have potential benefits 
for storage of physical therapist’s documents. The authors formed the following recommendations 
based on the studies’ themes: (1) incorporate workflow analysis into system design and 
implementation; (2) involvement of clinicians or physicians in system development and planning; 
(3) involving considerable resources for training; (4) testing and planning to check the accuracy of 
software and hardware working for storage purpose; and (5) adoption of   standards for operating 
data [9]. Some studies had concluded that Reduced the risk of readmission for patients with heart 
failure is observed when High-quality discharge summaries are provided to the patients [10]. 
Knowledge related to Discharge summary documentation of cardiac surgery patients had positive 
Consensus score, as physical therapists are aware about the importance of documentation and it 
can be made more effective if adequate knowledge of discharge summary is included in curriculum 
and knowledge about its importance. Practice of Discharge summary documentation of cardiac 

surgery patients had many shortcomings as discussed with physical therapist who stated that 
probable reason for this may be inadequate training and improper skills taught in their 
undergraduate and postgraduate level. Casual approach of physical therapist towards 
documentation.  
Lack of interest amongst physical therapist regarding taking active participation in the 
documentation of discharge summary in cardiac surgery patients. This can also be due to less 
experienced participants in the present study. Lack of awareness among physicians in terms of 
referral and involvement of multidisciplinary approach during discharge summary preparation and 
its execution to improve the overall patient care and other problems. Maximum Participants 
(physical therapist) had sufficient knowledge about discharge summary documentation in cardiac 
surgery patients but practices related to discharge summary documentation were having many 
shortcomings which need to be improved for the betterment of patient care. 
 

 

REFERENCES 
 

1. Olawale OA, Akodu AK, Tabeson EA. Analysis of physiotherapy documentation of patients' 

records and discharge plans in a tertiary hospital. J Clin Sci 2015;12(2):85-90. 

2. O'Sullivan SB, Schmitz TJ, Fulk G. Physical rehabilitation. FA Davis; 2013. 

3. American Physical Therapy Association. Guidelines for Physical Therapy Documentation. 

Available from: http:// www.apta.org. [Last accessed on 2018 Mar 23]. 

4. Smith BA, Fields CJ, Fernandez N. Physical therapists make accurate and appropriate discharge 

recommendations for patients who are acutely ill. Phys Therapy 2010;90(5):693-70. 

5. Theobald K, McMurray A. Coronary artery bypass graft surgery: discharge planning for successful 

recovery. J Adv Nurs 2004;47(5):483-91. 

6. Paul S. Hospital discharge education for patients with heart failure: what really works and what is 

the evidence?. Crit Care Nurs 2008;28(2):66-82. 

7. Mamon J, Steinwachs DM, Fahey M, Bone LR, Oktay J, Klein L. Impact of hospital discharge 

planning on meeting patient needs after returning home. Health Serv Res 1992;27(2):155-9. 

8. Häyrinen K. Evaluation of physiotherapists’ documentation: A retrospective record analysis before 

the implementation of national recommendations in the EHR system. Electronic Journal of Health 

Informatics. 2013;8(1):5. 

9. Vreeman DJ, Taggard SL, Rhine MD, Worrell TW. Evidence for electronic health record systems 

in physical therapy. Phys Ther 2006;86(3):434-46. 

10. Al-Damluji MS, Dzara K, Hodshon B, Punnanithinont N, Krumholz HM, Chaudhry SI, Horwitz 

LI. Association of discharge summary quality with readmission risk for patients hospitalized with 

heart failure exacerbation. Circulation 2015;8(1):109-11. 

 
******************************** 

 

Acknowledgements – Nil; Source of Funding – Nil; Conflict of Interest – Nil 



144 Usman et al.: Ethical implications of female genital mutilation 

 

                                                        Global Bioethics Enquiry 2018;6(3)  

Original Research Paper 
 

Ethical Implications of the Perception and Practice of 

Female Genital Mutilation/Cutting among Women 

Attending the Antenatal Clinic at a Tertiary Health 

Facility in Zaria, North-West Nigeria 
 
Usman Nafisat Ohunene1, Grace Bola2, Nmadu Awawu Grace1, Omole Victoria 
Nanben1, Kene-Ibeagha Nneka Christiana3 

 
1Department of Community Medicine, College of Medicine, Kaduna State University, Kaduna, Nigeria.  
2Institute for Women’s Health, Faculty of Population Health Sciences, University College London, Huntley 

Street, London UK. 
3Department of Community Medicine, Nile University of Nigeria, FCT, Nigeria. 

Corresponding Author: Usman, Nafisat Ohunene 

E-mail address: nenezego@gmail.com 

 

 

 

  ABSTRACT 

 

Background: Female genital mutilation and cutting (FGMC), is recognized internationally as a 
violation of the basic rights of women and girls. The act is a form of violence since it is most often 
perpetuated without the victim’s consent or awareness of the possible health implications. Nigeria 
is one of 30 countries worldwide where this practice is still carried out and accounts for 25% of the 
circumcised women worldwide. This practice is deeply entrenched in socio-cultural practice in all 

geo-political zones in Nigeria and is widespread among the poorly educated and people of low 
socioeconomic status. 

Methodology: This was a descriptive cross-sectional study aimed at determining the ethical 
implications of the perception and practice of FGMC among women attending antenatal at a 
tertiary hospital in northwest Nigeria. The study participants were selected using systematic 
sampling. Information was obtained from 237 respondents using semi-structured questionnaires.  

Results: The results showed that 22.6% of the respondents believed that FGMC promotes fidelity 
while 30.3% believed that it could ease the process of childbirth. About a third of the respondents 
had experienced FGMC. There was a statistically significant association found between the 
educational status of the respondents and desire to circumcise their female children (p <0.0001).  

Conclusion: This study shows that the about a quarter of the respondents still perceive FGMC to 
have some benefits.  It also revealed that the practice is still prevalent and some respondents intend 
to carry out FGMC on their non-consenting female children. These perceptions about FGM show 
that government at all levels need to mount educational programs aimed at eradicating this 

practice. Empowering women in this region with education will go a long way to ensuring that 
FGMC is stopped. 
 

Keywords: Female genital mutilation, Female genital cutting, basic rights violation, Nigeria 

 

 

 

INTRODUCTION 

 
Female genital mutilation and/or cutting (FGMC) comprises all procedures that involve partial or 
total removal of the external female genitalia, or other injuries to the female genital organs for non-
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medical reasons.  It involves removing and damaging healthy and normal female genital tissue 

and interferes with the normal functioning of a female’s body [1].  The World Health Organization 
has classified the form of cutting into four categories, based on the severity: Type I (clitoridectomy: 
removal of the prepuce and part or the entire clitoris); Type II (excision: partial or total removal of 
the clitoris and the labia minora with or without the labia majora); Type III (infibulation: 

narrowing of the vaginal introitus achieved by cutting the labia minora and/or the labia majora 
and apposing the stumps, with or without clitoridectomy); and Type IV (pricking, piercing, 
incision, stretching, scraping or cauterising of any part of the external female genitalia) [2]. Types 
I–III are carried out to prevent promiscuity, preserve virginity, and to increase the sexual pleasure 
of men among others. 
The term ‘Female Genital Mutilation’, (FGM) formally adopted by the United Nations (UN) 
highlights the gravity of the harm caused by female genital cutting (FGC) practices. FGM 
terminology discloses the practice of FGC as an extreme human rights violation. This term is 
however often perceived as inflammatory, judgemental and stigmatising, particularly for women 
previously exposed to the practice who do not view their bodies, or the bodies of their daughters, 

as mutilated. The implication within this terminology is that FGM is practised as an act of 
intentional violence against female children, adolescents and women instead of a valued 
traditional practice with many perceived benefits. Female Genital Cutting (FGC) has been 
identified as more neutral, ethically sensitive term [3]. 
The practice of FGMC is a gross violation of human rights especially considering the fact that in 
most cases; it is carried out on minors who cannot consent to this harmful act. It is a manifestation 
of gender inequality that is deeply entrenched in social, economic and political structures in the 
countries where it is practised [4]. It is seen as an extreme form of discrimination against girls and 
women [5]. It violates the right to health, sexual and physical integrity; freedom from 
discrimination; and freedom from torture, cruel, inhuman and degrading treatment [6]. Based on 
analysis of international health data it’s been shown that there is a close link between women’s 
ability to exercise control over their lives and their belief that female genital mutilation should be 
ended. FGMC is a social convention governed by rewards and punishments such as 
condemnation, harassment, and ostracism. The practice continues because the perceived social 

benefits are deemed more important than the potential harm [4]. 
 
Globally, over 200 million girls and women have undergone female genital mutilation; with an 
additional 3 million girls at risk of undergoing this procedure yearly [2]. Majority of the cases of 
FGMC are however concentrated in only about 30 countries most which are located in Africa. 
FGMC is widely practised in Africa’s most populous nation, Nigeria where about 25% of the 
global burden is located. There are regional disparities regarding the burden of the problem, with 
the highest prevalence in the south-south (77%), followed by the south-east (68%) and south-west 
(65%), but practised on a smaller scale in the north, where it paradoxically tends to the more 
extreme form [7]. The commonest types of FGMC practised in the north are the ‘Gishiri cut’ which 
is a form of Type 4 and the Angurya cuts (scraping of tissue surrounding the vaginal orifice) [8]. 
“Gishiri” cut is usually performed to ‘cure’ infertility, genital prolapse and to ease difficult 

childbirth. Gishiri incision accounts for up to 18 % of the urinary fistulae seen in this region [9]. 
The ability of women to make decisions that affect their personal circumstances (e.g. health) is an 

essential aspect of their empowerment. However, in North-West Nigeria, only 16.2% of women 
in the reproductive age group make decisions concerning their own health [10]. 
 
There are few studies focusing on the perception and practice of, and intent to practice FGMC in 
Kaduna State. There are hardly any studies on the ethical implications of these perceptions and 
practices in the country. Studies like this give a baseline from which progress towards elimination 
of the harmful practice can be ascertained. This study aimed at exploring the ethical implications 
of the perception and practice of FGMC among women attending the ante-natal clinic at a tertiary 
hospital in north-west Nigeria.  
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METHODOLOGY 

 
The study was conducted at a tertiary hospital, Ahmadu Bello University Teaching Hospital 
(ABUTH) in Shika, Giwa Local Government area of Kaduna state in March 2016. Giwa has a 
population of 292,384 according to the 2006 Nigerian census. The people are mainly Hausa, 
Fulani, Ibo and Yoruba. ABUTH was designed to be the principal health facility for the defunct 
Northern region. The obstetrics and gynecology department offer its specialist care to patients. The 
ante-natal clinic (ANC) was the focal point of this study. The clinic runs on a daily basis seeing 
about 836 women monthly and 10,034 women yearly. 
All women attending the ANC of ABUTH were eligible for the study. It was a descriptive cross-
sectional survey carried out to assess the perception and practice of FGMC. The sample size was 
calculated using the formula for cross-sectional studies with the proportion from a previous survey 
set at 25% [10]. The minimum sample size calculated was 237. Systematic random sampling was 
used to select the respondents for the study. Data was collected from the respondents using pre-
tested, interviewer-administered questionnaires. The questionnaire collected data on the socio-

demographic characteristics of the respondents, perception and practice of FGMC. 
Data was analysed electronically using the Statistical Package for Social Sciences (SPSS) Version 
20. Fisher’s exact test was used to test for association between variables. Findings were 
summarised in appropriate tables. Ethical approval was sought and obtained from the Ethics and 
Scientific Committee of Ahmadu Bello University Teaching Hospital, Shika. Permission was 
obtained from the Head of the Obstetrics and Gynecology Department. Information about the 
study was provided to each participant. Their anonymity, the confidentiality of their responses, 
voluntary participation and the right to withdraw at any stage was emphasized, following which a 
written consent was obtained from them. 

 

RESULTS 
 

The response rate from the study was 100%. The greatest proportion (32.1%) of the respondents 
were within the age group 20-24 years with the least proportion (0.8%) being within 45-49 years. 
There were 14 respondents (5.9%) within the 15-19 years age group. Majority of the respondents 
were Hausa (52.7%) and practised Islam (75.5%). Only 5.9% of the respondents had no formal 
education; 38.8% of them had tertiary education as the highest level of education attained with 
22.4 having attained only primary education. Most of the respondents were married 89.5% (Table 
1). Of the respondents interviewed, 98.7% of them were aware of FGMC. Over a third (31.6%) of 
the respondents were felt FGMC was culturally acceptable and 24.4% of them felt that it involved 
removing the clitoris because it was a male part of the genitalia. Less than a third (22%) of the 
respondents feel that FGMC promotes faithfulness among women. Only 5.6% of the respondents 
felt that it would cure infertility. A majority (92.3%) of the respondents did not feel that FGMC 
makes a woman complete. Of the respondents interviewed 44% believed that FGMC could lead 
to genital infections; 41.9% of the believed it would lead to excessive bleeding but only 19.2% of 
them felt it would cause infertility. The perceptions of respondents are depicted in Table 2. 
The prevalence of FGMC among respondents in the study was 32.1% and about a quarter (26.9%) 
of the study respondents still intended to continue the practice in their families. There was a 

statistically significant association found between the level of education attained by the 
respondents and the desire to continue the practice on their female children (p<0.0001). Results 
show that the higher the level of education, the greater the proportion of respondents’ support for 
discontinuation of the practice of FGMC. However, there was no association found between the 
desire to continue the practice of FGMC with ethnic group (p= 0.072) or religion (p= 0.887). 
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Table 1: Socio-demographic Characteristics of Respondents (n=237) 

 

Variables Frequency Percentage 

Age   

15-19 years 14 5.9 

20-24 years 76 32.1 

25-29 years 74 31.2 

30-34 years 43 18.2 

35-39 years 22 9.3 

40-44 years 6 2.5 

45-49 years 2 0.8 

Ethnic Group   

Hausa 125 52.7 

Fulani 42 17.7 

Ibo 28 11.8 

Yoruba 31 13.1 

Others 11 4.6 

Religion   

Islam 179 75.5 

Christianity 58 24.5 

Educational Level   

No formal education 14 5.9 

Primary 53 22.4 

Secondary 78 32.9 

Tertiary 92 38.8 

Marital Status   

Single 25 10.5 

Married 212 89.5 

 

Table 2: Perception of Respondents about FGMC (n=234) 

 

Variables Yes 

Frequency (%) 

No 

Frequency (%) 

Perceived Benefits of FGMC   

The clitoris should be removed because it is the male part of 
the female body  

57 (24.4) 177 (75.6) 

FGMC promotes a woman’s faithfulness to her husband 66 (28.2) 168 (71.8) 

FGMC promotes cleanliness 46 (19.7) 188 (80.3) 

FGMC makes a woman complete 18 (7.7) 216 (92.3) 

Uncircumcised females will become sexually promiscuous 53 (22.6) 181 (77.4) 

FGMC is needed to ease childbirth 71 (30.3) 163 (69.7) 

FGMC can cure infertility 13 (5.6) 221 (94.4) 

FGMC is culturally acceptable 74 931.6) 160 (68.4) 

Perceived Harmful Effects FGMC   

Dyspareunia 64 (27.4) 170 (72.6) 

Excessive bleeding 98 (41.9) 136 (58.1) 

Incontinence 45 (19.2) 189 (80.8) 

Infertility 63 (26.9) 171 (73.1) 

Genital Infections 103 (44.0) 131 (56.0) 
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DISCUSSION 

 
It was observed in the study that majority of the respondents in this study were within the age 
range of 20-29 years with 5.9% of them being within the ages of 15 to 19 years. The study also 
showed that median age at first marriage of respondents was 17.2 years. A study carried out in 
Kano state, north-west Nigeria similarly showed that majority of the respondents were within the 
younger age group and were married at a very young age [11]. This picture is not surprising 
considering the fact that early marriage, as FGM is also a prevalent practice in the northern part 
of the country where it is rooted in ethnic values and religious beliefs. The median age for first 
marriage for females in the North-western region of Nigeria where this study was carried out has 
been reported to be 15.3 years [10].  Early marriage is widely prevalent in Nigeria as a whole, 43% 
of girls are reported to be married off before their 18th birthday; 17% are married before they turn 
15. The prevalence of child marriage varies widely from one region to another, with figures as high 
as 76% in the North West region [12]. Early marriage is a violation of human rights as the girls’ 
consent is not sought when deciding on her future partner. This practice continues regardless of 

the well documented physical and mental health problems associated with it [13]. Child marriage 
is defined as any marriage or union between two people in which one or both  parties are younger 
than 18 years [14]. Child marriage and FGMC both harmful practices and human right violations. 
They are rooted in issues of gender inequality and are usually the offshoots of norms and traditions 
where families and communities believe they are protecting girls from social and economic risks. 
Furthermore, most of the girls are poorly educated; they lack opportunities and skills for income 
generating activities, and above all lack adequate knowledge of reproductive health. They are 
further saddled with premature parental responsibility [15]. 
Majority of the respondents in this study were aware of FGMC. Studies have shown that this 
practice continues to be prevalent in several parts of Nigeria as well as other African countries so 
mass awareness of the practice is to be expected [16-17]. Almost a quarter of the respondents 
believed that FGMC was beneficial because it removed the male part of the genitalia. A study in 
Lagos, South-western Nigeria showed that 27.4% of the respondents also believed that FGMC 
involved cutting off the male part of the genitalia [18]. A third of the respondents in this current 
study believed that FGMC eased the process of childbirth. Other studies have also shown that 
some women believe that FGMC (Gishiri cuts) eases childbirth [19-21]. It has been widely 
documented that a great proportion of women in Nigeria deliver at home [8] and as such, they are 
attended to by traditional birth attendants (TBA) [10] who carry out Gishiri cuts to aid in the 
childbirth process [22]. Instruments used are usually unsterilized and these TBA do not have 
formal training to equip them to perform this procedure [22]. This could result in excessive 
bleeding, infections among other possible complications [23]. 
Of the respondents interviewed, 22% believed that FGMC will promote fidelity among married 
women and that uncircumcised women were likely to be promiscuous. Studies have shown that 
this is a common belief among proponents of this practice [8, 18, 24]. FGMC is mainly centred on 
the need to decrease a woman’s sexual desire. This is true within many patriarchal societies where 
the tradition of FGC is intended to ensure control of female sexuality, chastity and the honour of 
the community. Sexual health is a basic human right which females in the Northern region 
especially in the rural areas are being denied based on cultural norms which take away their 

decision autonomy in sexual matters and place higher importance on the sexual needs of their 
male counterparts. The key benefit being the fact that it supposedly increases the sexual enjoyment 
of the males [25]. This practice imbues psychosocial benefits of social acceptance and 
marriageability and preserving virginity while instilling pride, honour, value, and aesthetics [26]. 
Some respondents noted that FGMC was important because it was part of their tradition or 
culture. Performing FGMC was therefore reportedly done out of respect for culture and traditions. 
This corroborates findings obtained from previous studies where tradition and culture were 
commonly cited as reasons for perpetuating the practice of FGMC [8-9, 16, 19]. The 
cultural/traditional values associated with the practice differ from one society to the next, 
however; it is clear that FGC practices are often viewed as a social good, essential in the 
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socialisation of girls [3]. The fact that this practice is deeply embedded in cultural norms makes 

the abolishment extremely difficult especially because of the perceived social benefits. 
A greater proportion of the respondents perceived the practice to be harmful with complications 
such as dyspareunia, excessive bleeding and genital infections among others. Similarly, a study 
carried out in Ibadan, South-western Nigeria highlighted these complications as the perceived 
harm that the practice could inflict on the victim [24]. The fact that a greater proportion of the 
respondents perceive FGMC to be a harmful practice is encouraging. This is because if it is viewed 
negatively, they will less likely be inclined to continue the practice especially in situations where 
they are the decision makers or part of the decision-making team [25]. 
About a third of the respondents had experienced FGMC in one form or another. Other studies 
have shown that the practice is still prevalent with rates being as high as 63% in some areas [24] 
with others being similar (31.1%) to the proportions obtained in this study [16]. This underpins the 
fact that even with the widespread advocacy to end this practice, it hasn’t been fully abolished even 
though prevalence rates are on the decline in some parts of the country. Future generations will be 
exposed to this act if more concrete measures are not taken to ensure it is stopped. About a quarter 

of the survey participants still intend to continue the practice with their female children. This is 
similar to findings in another study in north-west Nigeria where 21.5% would subject their 
daughters to FGMC [8]. There was a statistically significant association found between the highest 
level of education obtained by the respondents in the current study and their desire to continue the 
practice. The mothers with the highest level of education did not desire to continue the practice of 
FGM. This finding was similar to a previous study which showed the same relationship between 
educational level and desire to continue the practice [8]. The educational level of the mother could 
be a proxy for female autonomy. The more educated is the more likely she is to contribute to 
decision making in the household as well as decisions on issues relating to her children and the 
less likely she will be to favour the propagation of FGMC [27-29].  

 

CONCLUSION 

 
This study showed that the respondents still believe there are benefits to FGMC, about a third of 

them had experienced FGMC and about a quarter of them intended to continue the cultural 
tradition. A culturally competent, gender and ethically sensitive approach is essential to ensure 
that this practice is abolished in its entirety. Awareness should be raised on the possible dangers of 
the practice. It is essential to improve female education and carry out capacity building programs 
for females with vocational training as this will improve their decision-making capabilities. Finally, 
the practice should be criminalised with heavy penalties meted out to offenders.  
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A viewpoint on RTE is essentially a statement of political ideology. If you believe, as I do, that 
“free markets” create the greatest wealth for the society with reducing inequalities, then an act 
such as the RTE is retrograde and ought to be abolished. A more appropriate question to address 
would be “Given the current socio-economic fabric of our society today, what can the Government 
do to deliver better education to its citizens?”[1]. 
 

Background 
The Right of children to free and compulsory education Act or the RTE, is an act of Parliament of 
India enacted on Aug 04th, 2009. This describes the importance of free and compulsory education 
for children between 6 and 14 in India under Article 21 of the Indian Constitution. India thus 
joined the list of 135 countries to make elementary education a fundamental right of every child 
between 6 and 14 years of age under the Right To Education (RTE) act which came into force 
from Apr 01, 2010 [2]. 
Some of the other salient provisions of the RTE Act include the No Detention Policy ie every 
student will automatically be promoted upto class eight(though this has recently been modified 
after the NITI Aayog recommendations), 25% reservation of seats in Private schools for 

underprivileged children , admission of children based on age to the respective class, prohibiting 
unrecognised schools from admission and ban on collection of capitation fees and conducting 
interviews. 
 

What is Real Education 
The UNESCO defines Education based on the 4 pillars of Learning namely, learning to do, 
learning to be, learning to know and learning to live together. Basically, it is important to 
understand that the concept of Education should be holistic. It should not only involve feeding 
students with information and knowledge. Instead, Education should be able to empower students 
to bring out their potential strengths so that they are able to perform and deliver not only to their 
betterment but also contribute and give back to society in a meaningful manner [3]. 
 

Do we need an RTE Act at all 
Whether we need RTE or not depends on the “Economic Philosophy” we subscribe to. India has 

been moving from a Socialistic system towards a “Command Capitalism”. For a Socialist system, 
RTE would be a mandatory act. For a Markets based society, RTE would be viewed as detrimental 
to the cause of education. 
Socialism is always the best system on paper – equality & egalitarianism, sounds noble & humane. 
But remember that the “Road to Hell is paved with the best of intentions”. I personally subscribe 
to Market Capitalism as the system that will deliver India out of poverty, illiteracy and 
malnutrition [4]. 
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Challenges in the RTE Act 
The Challenges could be viewed at two levels. One is at the conceptual level and the other at the 
implementation level. 
At a conceptual level, RTE will be viewed through the prism of politico-economic ideology that 
all of us, either consciously or sub-consciously subscribe to. Broadly speaking, the spectrum of 
these ideologies range from Communism to Libertarianism. While communists would view RTE 
as an integral aspect of societal development, Libertarians would view the same as another one of 
those regulatory systems that creates inefficiencies, directs power away from the markets / citizens 
and results in misallocation of scarce resources. However, since this aspect depends on the 
individual ideology and since the RTE Act is already existent there is no use in further debating 
this. It would be hence better to consider the challenges at the implementation level which if 
addressed, could lead to effective achievement of the goals of the RTE Act [5]. 
 
The RTE Act is riddled with several issues at the Implementation level. I shall try to highlight a 
few major ones with suggestions to modify them for better end results. 

 

The No Detention Policy 
This provision allows for automatic promotion of a student till Class 8 (though this has undergone 
modifications recently at State levels). It was mainly implemented with the purpose of reducing 
the school drop-out rates. This   on the contrary, has translated into worse outcomes in terms of 
learning for the students. According to the data from The Central Advisory Board on Education 
(CABE,2014), National Achievement Survey (2012) and the Economic Survey (2016-17), it was 
observed that the learning levels in elementary education declined after the implementation of the 
RTE Act. At the national level,73% of children in class 3 were unable to do basic arithmetic. The 
Annual Status of Education Report (ASER)in 2014 showed that more than 50% of 5th graders 
could not even read standard second class level textbooks. Hence this free pass system drives out 
the incentive to learn in students and to teach in teachers. The very purpose of education is thus 
lost [6]. 
 

Quality of Education in Public schools and the Cost Factor 
Despite an enormous capital allocation, the quality of education in public schools has been going 
down over the last few decades. In Government schools, the per pupil cost is upto 20 times higher 
than some low fee private schools. Almost 50% of children in India (31% from rural and 80% from 
urban) go to private schools. Even the majority of our domestic maids and helpers send their 
children to private schools. This reflects on the pathetic quality of Education provided in many of 
the public schools, although the pay of an average public school teacher is at least 2-3 times higher 
compared to that of a private school teacher. Also, the infrastructure of majority of the public 
schools is way under satisfactory. All this despite huge government expenditure and Committees 
to oversee their functioning [7]. 
 

Forced Economic Diversity in Classrooms 
Since the RTE Act provides for 25% reservation for the underprivileged students, this often 
translates into traumatic experiences for such students as there is an inevitable discrimination 

between the haves and have nots. Though there are views that this diversity leads to better 
adjustments between children, in majority of the cases it leads to many psychological and 
behavioral problems. Another disadvantage of this provision is the inefficiency of the government 
machinery causing inordinate delays in reimbursement to these private schools. As a result, many 
unaided schools are reluctant to follow this provision as it leads to unnecessary capital loss [8]. 
 

Lack of Accountability of teachers 
There is no provision in the Act to supervise the performance of the teachers in public schools. 
Also, there are far few numbers of teachers who are trained in these schools. 
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Possible Solutions 

 “Education Vouchers” delivered directly to parents would enable competition among 
schools to improve their education and teaching systems while removing the financial 
burden from the parents and also lead to better capital utilisation. This has successfully 
been implemented in countries like Sweden, Chile and Italy. 

 Do Away with the Free Pass System 

 Place the onus on the stakeholders ie student ,teachers and parents for learning outcomes 
and incentivise the performance for all stakeholders. 

 More Accountability and Transparency in the System is necessary 
 
As it stands today, the RTE act has a number of challenges that need to be addressed at multiple 
levels in order to achieve the very purpose of it being conceptualised.    
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Mental health is a challenge for policy makers, equally so in developed and first-world nations. It 
is certainly true for India considering the persistence of draconian laws that date back to the 
Victorian age. The burden of psychiatric care is experienced terms of economic cost, family 
burden, disability and unemployment in India [1]. The National Mental Health survey [2] shows 
that median out-of-pocket expenditure per month on mental healthcare was approximately INR 
1000 to 1500. Though, medical Insurance is available for virtually most of the medical problems 
that plague the human race, there is a profound neglect of medical insurance when it comes to 
psychiatric disorders and psychological problems [3]. For years, medical insurance companies 
have shunned away psychiatric disorders from their list of medical conditions where patients can 
avail of insurance. 
The reasons claimed for the same are many – 

 Psychiatric disorders are lifelong conditions where the treatment costs are high and the 
pattern of prescribing medication and treatment costs and styles vary hugely between 
professionals. There is also a difference in prescribing psychiatric medications between 

different practitioners that may vary from mono-pharmacy to rational poly-pharmacy. 
This leads to huge discrepancy in bills and treatment costs that do not allow medical 
insurance companies to judge costs of premiums and other costs [4]. 

 The heterogeneity of mental health professionals involved in mental health care- 
psychiatrists, psychologists, counsellors, social workers in mental health- have varied 
approach to treatment, thus creating a diverse treatment pool where the implicated cost 
varies with the nature of treatment provided.   

 Insurance coverages fail to cover the payment for hospital versus non-hospital charges, 
private versus public hospital charges for mental health care treatment. The sliding bar of 
payment varies greatly among private practitioners as well which may also ascertain the 
non-coverage [5].  

 There are also a number of psychiatric treatments like transcranial direct current 
stimulation, repetitive transcranial magnetic stimulation and electroconvulsive therapy 

where the cost varies across practitioners and there is also variance in the indications and 
the number of treatments offered to patients across India [6]. 

 Medical insurance companies have always had this parallel and lopsided attitude towards 
psychiatric patients and their insurance rights. This may also stem from the fact that many 
corporate hospitals do not have a dedicated psychiatric unit and dedicated psychiatric 
wards. They even do not promote mental health and psychiatry like they may do for 
bariatric surgery, cancer, cardiology, cardiac surgery and nephrology. The failure to 
integrate mental health care under primary health care, despite the concerted efforts of the 
policy makers, is a barrier for insurance coverage in the right of patient care [7].   

 There are several national and state mental health programmes that are initiated by the 
government in order to amplify mental health awareness and make people avail mental 
health care at cost effective measures, however, the stronghold of stigma continues to 
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prevail and not all welfare programmes manage to provide for affordable care. Researchers 

also claim that the prohibitive cost of treatment is one of the major reasons for low effective 
demand for mental healthcare among low income households [8].      

 The scope of earning for medical insurance companies, their agents and patients has been 
documented in medical sciences where inflated bills are presented to medical insurance 
companies and the cost issued back to the patient is shared between the patient, hospital 
and insurance agent. This has even been more with the advent of cashless insurance 
policies. The scope of this bill inflation is possible with manipulation of bills in medical 
and surgical specialties where even medicine bills may be inflated but the same is probably 
not possible in psychiatry [9]. 

 Medical sciences have always offered step motherly treatment to psychiatry where 
psychiatry has been treated as the ‘Cinderella’ of medical specialties which has not yet 
found its prince charming. This has also been seen in medical conferences and in funding 
grants received by government hospitals.  

 The government and ministry of health care has also been partial to psychiatry. This stems 
from the meager allocation of the health care (0.06-1% of the total health care budget) 
budget to mental health that even may make insurance companies feel that it is a negligible 
component of health care.  

 We wish to exhort insurance companies that mental health is important and access to 
mental health care is a fundamental human right (as very much part of health) itself. There 
is a need for medical insurance companies to look at psychiatry and mental health. 
Disorders like depression and schizophrenia need attention from the health sector and 
there is a need for insurance companies to reduce the cost burden which is now fully on 
the patient. There is a need for psychiatric patients to get the basic rights to mental health 
care they deserve. 

 Psychiatry is a neglected medical specialty and there is a dearth of psychiatrists and 
psychologists with a ratio of 1 psychiatrist per 2 lakh of the population with where the need 
is 1 per 10,000 with far lesser psychologists and counselors. There is also a scatter of 
psychiatrists that varies across the states with some states having higher and lower density 
of psychiatrists. This is coupled with a huge deficiency of psychiatric in-patient beds across 
the country [10]. 

 Medical insurance for psychiatry is now even more a necessity in the light of the new 
Mental Health Care Act that has been made keeping in mind the basic rights of the 
mentally ill and however insurance is missing from the Act [11].  

 The Rashtriya Swasthya Bima Yojana (RSBY) is a general health insurance program of 
the central government aimed at families living on incomes below the poverty line, and it 
also covers the medical needs of mental illnesses. However, the psychiatric ramifications 
of medical illnesses do not get covered for under for insurance even if the insurance is for 
medical illnesses. There is also neglected covered care for the remaining population [12].     

 With 7.5% of our nation battling with mental health problems, India being informally 
stratified as one of the most depressed nations globally and the constant rise in mental 
health burden, it is time that policy makers, judiciary benches and insurance companies 
wake up to the need [13].  

 The status of covering mental health care under insurance has received attention with 
Insurance Regulatory and Development Authority of India (IRDAI) asking insurance 
companies to make provisions to cover mental illness, in a circular dated 16 August 2017, 
though nothing in implementation for 6 months now [14]. We hope that medical insurance 
companies would take the plunge into psychiatry and help psychiatric patients get their 
due of supported care which they deserve, which they till now have seemingly been 
deprived of. The health care ministry also needs to step up for the same and bring out bills 
and laws that shall enable them to get their due care.     
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Virtual reality (VR) has undergone a transition in the past few years that has taken it out of the 

realm of expensive tool and into that of functional technology. A uniquely suited match exists 
between the assets available with VR technology and applications in the psychological sciences 
[1]. Virtual environments (VEs) have been developed that are now demonstrating effectiveness in 
a number of areas in clinical psychology especially psychotherapy. Also, the clinical and research 
targets chosen for these applications reflect an informed appreciation for the assets that are 
available with VR technology by clinicians/developers initially designing and using systems in this 
area. However, as with any application of a new technology, many unanswered questions exist 
that will require advance thoughtful consideration of the ethical issues relevant for its use [2].  

 

Virtual Reality: Definitions and Relevance  
Virtual Reality can be generally defined as “A way for humans to visualize, manipulate, and 
interact with computers and extremely complex data [3].”  In essence, VR can be viewed as an 
advanced form of human-computer interface that allows the user to “interact” with, and become 
“immersed” within a computer generated VE. This is achieved via the integration of real-time 

computer graphics and a variety of sensory input devices. The believability of the virtual experience 
or sense of “presence” is supported by employing such specialized technology as head-mounted 
displays (HMDs), tracking systems, earphones, etc. The most commonly used, is a combination 
of a HMD and tracking system which allows delivery of computer-generated images and sounds 
in any virtual scene, that corresponds to what the individual would see and hear, if the scene were 
real. VR is currently widely used are for psychological purposes [4].  
What makes VR application development in the psychological sciences so distinctively important 
and appealing is that it represents more than a simple linear extension of existing computer 
technology for human use. VR offers the potential to deliver systematic human testing, training 
and treatment environments, that allow for the precise control of complex dynamic 3D stimulus 
presentations, within which recording is possible. However, with this emerging increase in access, 
the potential for uninformed and serious misapplication of the technology with particularly 
vulnerable clinical populations is possible.  As the technology evolves, potent VE tools will become 
more readily available to professionals for research and clinical purposes, some of whom may not 

have the qualifications or expertise to deliver professional services in the area that the tool was 
designed to address. In addition, a growing number of VR scenarios will eventually become 
accessible to the general public via recorded media forms (e.g., DVD) and the Internet [5].  
The potential impact that this increased access will have on how research and clinical practice is 
conducted in psychology and the issues involved with general use by the population at large will 
need to be anticipated and analysed from an ethical perspective. 
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ETHICAL CONSIDERATIONS 

 

VR and area of expertise 
 Virtual reality should be approached as a tool to be used by clinicians experienced with the types 
of patient problems and treatment they are treating. It is not meant to be a convenient way of 
attracting new patients or of administering a new type of therapy that they are not qualified to 
provide. For an example, there is mounting evidence of the efficacy of VR exposure therapy. The 
therapists should only attempt to use VR for exposure therapy if they are qualified to provide 
exposure therapy. Likewise, clinicians should only use the VR applications in their area of training. 
As the use of therapeutic VR expands, it will be incumbent upon clinical training programs to train 
future professionals in its competent and ethical use [6].  

 

VR versus real time therapist to client relationship 
The therapeutic relationship between a patient and therapist is a vital variable in psychotherapy. 
As in any social interaction, nonverbal communication is of paramount importance in the therapist 

- patient relationship. Much of this nonverbal communication comes from facial expression, body 
posture, hand gestures, and intonations. If patients are wearing head mounted displays, they 
cannot see the therapist and therefore lose all of the nonverbal communication absorbed visually. 
If it is a loud virtual environment the therapist may be talking to the patient through a microphone 
connected to the earphones. Although they can still carry on a conversation, some of the natural 
inflections are lost and the therapist is speaking over the background noise of the virtual 
environment [7]. The use of such technology definitely impacts on the therapeutic relationship. It 
may allow avoidant patients to “hide” behind the technology. The use of such technology may 
also allow therapists who might be less than comfortable with interpersonal issues to hide behind 
the technology or to become comfortable with a routine use of VR instead of assessing the needs 
of the patient on an on-going basis.  This is not to say that the use of VR must by definition lead 
to the loss of the normal therapist patient relationship. Therapists should be cautioned not to hide 
behind the technology or let the technology dominate the session. Again, VR should be 
approached as a tool to be used to enhance therapy rather than the therapy itself [8]. 

 

VR as a substitute for good clinical skills 
The therapists should use VR to enhance therapy rather than substitute for it. It is advised that the 
therapists must be thoroughly trained in the assessment or therapy they are delivering and use VR 
for the advantages it affords such as control over stimuli for assessment or treatment, ease of 
exposure, or cost-effectiveness. It would not be ethical to obtain the VR technology and use it as a 
substitute for clinical competence [9].  

 

VR leading to faulty self-diagnosis and self-treatment 
Although the current therapeutic uses of VR still require a clinician to be present, future uses will 
probably not have this requirement. Individuals will be able to download or purchase locally VR 
assessment and therapeutic tools. This shall contribute to faulty self-diagnosis and inadequate self-
treatment. Probably to a small degree, but also likely not more than currently exists in the self-help 
[10].  

 

Virtual Human Representations 
Individuals interact with Virtual Human Representations (Avatars) with exclusion of interactions 
in the "real" world and relationships with "real" people? As the technology evolves, realistic and 
compelling VEs will be created and many of these scenarios will be inhabited with very convincing 
and believable virtual human representations or “Avatars”. This aims to maximize naturalistic 
“engagement” between humans and computational devices by and promote interaction with 
technology in a social manner [11]. Such engagement requires the computer to carefully observe 
the user, anticipating user actions, needs, and desires.  Such engagement enables users to begin to 
build personal relationships with computers. By integrating such emotional computing concepts 
with avatar delivery formats (e.g. users giving voice commands to a virtual avatar instead of using 
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a keyboard or mouse), we will see much more opportunity for human interaction and “bonding” 

with avatars via the online psychotherapy. It will also be possible for users to “select” both 
appearance and “personality” features for these avatars to suit specific user-determined needs, 
tastes and preferences. However, the “creation” of avatars at this level could also be “challenging” 
to humans’ general self-perceptions on a number of existential and ethical levels. One of the key 
concerns in the future may involve the clinical and social ramifications due to chronic use or 
“addiction” to “fantasy” VEs and the avatars that inhabit them, at the expense of involvement in 
the real world and relationships with real persons. While limitations in the state of current VR 
technology make it doubtful that these issues will be of immediate concern, as the technology 
evolves and VEs begin to exceed the experiences that are available in a person’s real world, there 
will undoubtedly be individuals who will develop preferences for the synthetic virtual world. Out 
of this concern, it becomes possible to quickly view these activities as a threat to psychological 
well-being. These issues are particularly challenging to address due to the rapid onset of the 
information technology revolution [12]. 
  

CONCLUSIONS 
 
In summary, although many of the anticipated limitations of the application of technology in 
online psychotherapy appears to have been overcome, it is important to remain cautious. VR offers 
many potential benefits and can be integrated into established psychological and psychiatric theory 
and practice. However, the ethical aspects for the standard practice of use of VR in online 
psychotherapy must be kept in mind. 

 

 

REFERENCES 
 

1. Satava RM. Virtual reality in medicine. BMJ 1999;319(7220):1305-8. 

2. Nettleton S. The emergence of e-scaped medicine?. Sociology 2004;38(4):661-79. 

3. Steuer J. Defining virtual reality: Dimensions determining telepresence. J Commun 1992;42(4):73-

93. 

4. Satava RM. Emerging medical applications of virtual reality: A surgeon's perspective. Artific 

Intellig Med 1994;6(4):281-8. 

5. Mantovani F, Castelnuovo G, Gaggioli A, Riva G. Virtual reality training for health-care 

professionals. Cyberpsychol Behav 2003;6(4):389-95. 

6. Powers MB, Emmelkamp PM. Virtual reality exposure therapy for anxiety disorders: A meta-

analysis. J Anxiety Disord 2008;22(3):561-9. 

7. Riva G. Virtual reality in psychotherapy. Cyberpsychol Behav 2005;8(3):220-30. 

8. Glanz K, Rizzo AS, Graap K. Virtual reality for psychotherapy: Current reality and future 

possibilities. Psychother Theory Res Pract Train 2003;40(1-2):55-60. 

9. Hoffman H, Vu D. Virtual reality: teaching tool of the twenty-first century?. Acad Med 

1997;72(12):1076-81. 

10. Opriş D, Pintea S, García‐ Palacios A, Botella C, Szamosközi Ş, David D. Virtual reality exposure 

therapy in anxiety disorders: a quantitative meta‐ analysis. Depress Anxiety 2012;29(2):85-93. 

11. Burdea GC, Coiffet P. Virtual reality technology. John Wiley & Sons: New York; 2003. 

12. Featherstone M, Burrows R, editors. Cyberspace/cyberbodies/cyberpunk: Cultures of 

technological embodiment. Sage Publications: London; 1996. 

 

 
******************************** 

 

Acknowledgements – Nil  
Source of Funding – Nil 

Conflict of Interest – Nil 



160 Lodha: Robotics and Psychotherapy 

 

                                                        Global Bioethics Enquiry 2018;6(3)  

Ethical Viewpoint Paper   
 

The Ethical Dilemma of using Robotics in 

Psychotherapy 
 

Pragya Lodha 

 

Research Assistant and Clinical Psychologist, Desousa Foundation, Mumbai. 

Corresponding Author : Pragya Lodha 

E-mail: pragya6lodha@gmail.com 

 

 

INTRODUCTION 

 
Psychotherapy, as a model of psychological practice, has witnessed a diversity of change. From 
the traditional talk therapy, it has moved to a plethora of models maintaining its psychotherapeutic 
essence, like arts-based, dance movement, music therapy, play therapy and several others. It was 
for the first time in 1966, when technology was synchronized with psychotherapy. ELIZA was the 
first computer software that carried out the fundamental commands of a therapist through the 
medium of computers [1]. With technology, psychotherapy has seen a changed media of 
communication, through telephones, SMS, emails, internet-based therapy, online forums, 
smartphone applications, chatbots and the most recent robots. The surge in technological 
revolution with the aid of human intelligence, we are in an age where human created bots can 
substitute for human task actions- and this is reflective in the psychotherapeutic settings as well.  It 
was the 1990s that saw the rise of artificial intelligence in the practice of psychotherapy. Under 
artificial intelligence, there are several media that assist therapy, such as, internet assisted therapy, 
computerized therapy interactions, smartphone supported mental health applications, virtual 
reality, video games assisted therapy, chatbots and robots. 

The paradigm shift has been from robotics through robopsychology and robotherapy to robot-
based psychotherapy. This article is focused on discussing robot assisted therapy which includes 
robots being used as therapists and robots being used for therapy along with the human interface.  
 

What is a Robot 
Robot is an artificial intelligence system that can display intelligent and human-like behaviour in 
an automated, semi-automated or remotely controlled manner. Thus, so to conclude, this 
intelligent system can achieve human like tasks.  The exploration of AI’s potential in 
psychotherapy emerged from the idea that there are some people who may find it easier to connect 
with robots than with humans because the robots are less likely to judge them [2].  This emergence 
also addressed the crisis of lack of trained professionals in the mental health field; thus, humanoid 
robots came to bridge the mental health gap in a way, by being available to assist therapy for 
children, adolescents, adults and the elderly.  Humanoid robots also ensure the availability round 
the clock as opposed to limited operational hours pf psychotherapists. A further added advantage 
of robots is that they are perceived to be less threatening by individuals as opposed the human 
counterparts.  Additionally, what has also been reported is that robotherapy is less expensive and 
thus financially benefitting for people.    

 

Types of Role of Robots in Psychotherapy 
Operationally, robots can be used in two natures, as assistive or interactive. Assistive robots are 
merely machines that output the command instructions via machine screens and are non-
ambulatory. Whereas interactive robots are modelled to look like humans and sometimes animals. 
Interactive robots have an anthropomorphized look and also called as social robots as they engage 
in human interaction, one of the purposed being for therapeutic assistance. Interactive/social 
robots are a success when used for a therapeutic purpose because they display human-like 
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behaviours and may also have other social interaction capacities. They alternatively also referred 

to as socially assistive robots [3-4].  Robotherapy was proposed as “a framework of human-robotic 
creature interactions aimed at the reconstruction of a person’s negative experiences through the 
development of coping strategies, mediated by technological tools” [5]. There has been the 
development of care robots, robotic burses, surgical robots and then robot therapists (socially 
interactive robots) [6-8]. Robotherapy has demonstrated marked improvement in behavioural 
concerns seen in individuals, however the overall efficacy of the same remains questionable. The 
cognitive and emotional intervention using robotherapy has still not gained vast applications.  
Research literature marks a pragmatic explanation of robotherapy or robot-assisted psychotherapy 
(robot-enhanced therapy) where it involves the (humanoid) robots in interaction as therapists with 
individuals who present with cognitive / behavioural (and / or emotional) concerns along with 
the human interface. It is the psychotherapist who controls the interaction mechanisms and input 
data of these robots. In robotherapy, there are three types of interactions that take place [1-2]: 

1. Robots can completely substitute the psychotherapist in situations when the 
psychotherapist is not available due to reasons like high costs, shortage of service providers 

or the inability of psychotherapists to respond to patients all of the time.  
2. Robots can also act as mediators where they don’t facilitate therapy but accelerate it by 

acting like a catalyst, by mediating interaction between the clients and therapists. 
3. Robots can also be used by psychotherapists during their interventions to augment, 

facilitate and optimize their classical techniques in therapy.  
 

Robot assisted therapy has been used with children and adolescents suffering from 
neurodevelopmental disorders like Attention Deficit Hyperactivity Disorder (ADHD), Autism 
Spectrum Disorder (ASD) and learning disorders (especially, motor disabilities) [9-10]; youngsters 
and adults with ASD and social anxiety and phobia have also benefitted from robot assisted 
therapy. Geriatric and elderly with dementia and depression have also benefitted with robot-
assisted psychotherapy. Cognitive Behavioural Therapy (CBT) is the most used / coded 
programming for robot assisted psychotherapy [11]. As part of CBT, REBT has also been used for 
psychotherapy. It has been exceptionally rare that non-directive therapy has been implemented 

with robot-assisted therapy [12]. Symptomatically, robot-assisted therapy targets thee domains- 
cognitive, behavioural and subjective / emotional. Single studies and meta-analyses that compared 
two groups- robot assisted therapy group and non-robot assisted therapy group-have shown that 
robot assisted therapy has the best and maximum effects on behavioural symptoms as compared 
to the other two [13].  
The overall effect of robot-enhanced therapy, including the three levels (cognitive, behavioural and 
subjective) as not been found to be significantly different or better when compared to the non-
robot-assisted therapy groups. Robot assisted therapy has worked well with behavioural concerns 
seen in ASD, to an extent, however, the cognitive and emotional domains haven’t seen 
improvement in particular.  

 

ETHICAL DILEMMAS 
 

Innovative research in the area of healthcare robotics has grown significantly in the last 2 decades, 
and so have the ethical considerations garnered attention. Ethicists have been concerned with with 
the prospect of intelligent, autonomous humanoid robots that take care of individuals across the 
age-spectrum, especially so since they deem to be the future of healthcare. Apart from the usage of 
robotics in mental health care, it is quintessential to address the ethical dilemmas that have 
prevailed to question the future use of robots. Researchers have raised questions like: Will robots 
replace the nurses and other care givers, leaving the ill and elderly in the hands of machines? Could 
robots deliver the same quality of care? Can machines give the “warm”, “human” care we seem 
to expect from human care givers? Do robots used in care deceive vulnerable persons when they 
(the robots) “pretend” to be something else than they are, for example when they appear as pets 
[14]. Some of the crucial ethical concerns and related considerations associated with healthcare 
robotics are discussed below: 
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The Dilemma of Human Replacement 
It is undoubted and demonstrated that robotic care is appropriate, precise and effective (to an 
extent). These findings create a scope of improvement in the future robotic healthcare. The efficacy 
of robots in psychotherapy has made researchers and practitioners questions if robots are a soon 
to-be replacement to humans [15]. Though robots can be programmed (by humans) to lead to 
successful outcomes in variable contexts of mental health care (ASD, ADHD, geriatric care- 
assisting loneliness and dementia), they cannot be a replacement for human care. The future of 
health care is secure if robots work complementarily to human care. Robots can be used to assist 
therapy and not carry out therapy entirely. To date, it has been applauded that robotics can serve 
as a new medium of delivering psychotherapy but not a new form of psychotherapy. Reiterating, 
“robot-assisted psychotherapy” assumes that robots can be seen as technological tools that can 
merely help the psychotherapists working in a personalized evidence-based psychotherapy 
framework.  Thus, robots can be a temporary substitute in situations where the psychotherapist 
may not be available twenty-four hours, there may be a unique time requirement, robots can 
sometimes be a relative cost-effective measure.   

 

The fear of ‘cold’ care 
As addressed above, one of the biggest fears harboured by practitioners is if robocare will 
completely replace the human care in the coming future. What must be held is accountable is that 
robots are incapable of producing the warmth and empathy that a human can [16]. Though a bleak 
research possibility did come up with the possibility of robots producing emotions in robots, it is 
impossible till date for robots to communicate with emotional flexibility [17]. Robots are not 
capable of a “human” kind of attention and care; humans have various social and emotional needs, 
which cannot be met by giving them a robot.  

 

Addressing the diversity of problems 
Robot assisted therapy has gathered appreciation and success in treatment domains of ASD, 
ADHD and dementia, specifically. Alternatively, AI-based therapies like virtual reality and 
technology assisted psychotherapy have been used for other mental health concerns (neurotic and 

psychotic disorders) as well. However, the efficacy has been restricted. When we address the same 
for robot assisted psychotherapy, the effects are highly limited to not just disorder but also with the 
success in betterment of a limited domain of symptoms (behavioural symptoms have shown 
relatively better success as opposed to cognitive and emotional / subjective symptoms). Thus, 
robocare in mental healthcare has not reached to the wider concerns that equally require as much 
attention to the disorders that robot assisted psychotherapy has addressed till date.     

 

The question of crisis care 
One of the most impressive and much required aspect of mental health care is crisis care. Though 
robots have been said to be available across the clock and in the absence of psychotherapists (when 
they may have other clinical engagements), robots are not trained and effective when it comes to 
crisis care situations like addressing suicidal ideation, violence or trauma. These are situations that 
demand the immediate empathy, attention and sensitive care from a psychotherapist, who is / can 
be well trained in handling such situations with efficacy [18].  

 

Individualized context 
The psychotherapist is dynamic in approach towards every individual. It is important to remember 
that psychotherapy though may have limited therapeutic models of practice and a certain nature 
of illnesses addressed in therapy, the matrix of individual context demands for highly specialised 
and focused care. Easily explained with an example, a therapist may be seeing ten patients 
presenting with symptoms of depression but the presentation of symptoms, manifestation of 
depression, underling socio-cultural framework and personality organisation for every patient is 
different. It requires a blend of emotional and psychological warmth, empathy, sensitivity, 
awareness of cultural factors along with sense of personality organisation to choose which therapy 
works best for which patient. This is a human function which is extremely difficult to encrypt in a 
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robot. Robots have not achieved this till date and therefore robot assisted therapy will always 

require the function of a human psychotherapist.  
 

The challenge of eclectic psychotherapy practice 
There are several psychotherapists that focus on some specific psychotherapeutic practice/s when 
it comes to choosing a school of therapy. Robots till date have focused only on cognitive 
behavioural therapy (CBT / REBT) model of practice. Identifying the patient’s personality 
organisation to select a school of therapy is one of the most important elements of psychotherapy. 
This aspect is an inability of performance by a robot. Robocare can merely assist psychotherapists 
to carry out certain techniques in particular schools of psychotherapy but cannot themselves carry 
out the process of psychotherapy.  
 

The challenge of building and maintain rapport 
Robots can come across to be friendly and less threatening for children and adults suffering from 
ASD or can also be a of great care when it comes to dementia or alleviating loneliness in geriatric 

care, however, in several disorders and day to day adjustment problems, robots may not be a 
consideration for future psychotherapy care as they may come across to be mechanical to a 
majority of population of patients suffering from problems like depression, anxiety, eating 
disorders and other mental health problems. One of the questions also raised is that of 
confidentiality of information, data protection, risk of damage to storage of data that remains to 
seek a concrete solution. 

 

Psychological and moral responsibility 
One of the greater challenges with robots carrying out  psychotherapy is the lack of ability of robots 
to maintain responsibility of determining actions and the course of psychotherapy, establishing 
and maintaining trust in the therapist-patient relationship, the moral agency of dealing with 
ethically problematic situations, dealing with psycho-medico-legal problems in therapy and 
dealing with the issue of being a deceptive social companion to patients in care [19]. 

 

 

CONCLUSIONS 
 

Robotherapy / robot-assisted therapy / robot-based therapy are a helpful component of 
psychotherapy with explored benefits in the last two decades. Robocare has proven to be beneficial 
to behavioural symptoms in disorders like autism spectrum disorder, attention deficit hyperactivity 
disorder in children and adults as well as in geriatric care for dementia. The success of robocare is 
limited and non-significant while working on cognitive and emotional / subjective symptoms in 
psychotherapy. The efficacy of robocare has remained to be non-significant in overall health care 
however, there is scope for improvement in the coming future. 
In practices like that of psychotherapy that require not only a therapeutic model to assist in care 
for mental health problems but also psychological warmth, empathy, cultural sensitivity and crisis 
action, robots may not seem promising in sole action. The essence of psychotherapy may enhance 
with robots being used as a medium for carrying out certain psychotherapeutic techniques. 

Individual approach psychotherapy for varied reasons- from adjustment problems to severe mental 
illness- which requires a dynamic approach to practice and necessitates the presence of human 
therapist for effective outcomes. Simple to acknowledge that robots are a creation of humankind 
and humans outshine the capacity of being humane, undoubtedly. The human-machine 
collaboration is a promising tool for effective mental health care in the future with the assistance, 
guidance and direction of human intelligence.    
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Send soft copy of the manuscript along with a covering letter in Microsoft Word 2007 or 2010. 

Name and designation of all authors with designation and name of the corresponding author 

must be mentioned. Copies of any permission(s) to reproduce published material, and to use 

illustrations or report information about identifiable people must accompany the manuscript.  

All the manuscripts should be submitted via e-mail to the editor at email –

russell.f.dsouza@gmail.com or avinashdes888@gmail.com 

For online submission articles should be prepared in two files (first page file and article file). 

Images should be submitted separately. 

First Page File: Prepare the title page, covering letter, acknowledgement, etc. using a word 

processor program. All information which can reveal your identity should be here. Use doc/pdf 

files. Please do not zip the files. 

Article file: The main text of the article, beginning from Abstract till References (including 

tables) should be in this file. Do not include any information (such as acknowledgement, your 

names in page headers, etc.) in this file. Use doc/pdf files. Do not zip the files. Limit the file size to 

400 kb. Do not incorporate images in the file. If file size is large, graphs can be submitted as 

images separately without incorporating them in the article file to reduce the size of the file. 

Images and Tables: Submit good quality colour images. Each image should be less than 400 kb 

in size. Size of the image can be reduced by decreasing the actual height and width of the images 

(keep up to 800 pixels or 4 inches). All image formats (jpeg, tiff, gif, bmp, png, eps, etc.) are 

acceptable; jpeg is most suitable. Do not zip the files. All tables, figures and images must be duly 

labelled. 

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 

contributors within two weeks from submission. The scanned copyright form can also be 

submitted via e mail.  

PREPARATION OF THE RESEARCH PAPER (MANUSCRIPT) 

Please use A4 size (212 × 297 mm) on Microsoft Word, with margins of 1 inch from all the four 

sides. If sending a hard copy, type or print on only one side of the paper. Use double spacing 

throughout. Number pages consecutively, beginning with the title page. The language should be 

British English or American English. 
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Language 

For all purposes the journal shall follow the language pattern of American English. 

Title Page 

1. Type of manuscript (Original/Review/Case etc) 

2. The title of the article, which should be concise, but informative; 
3. Running title or short title not more than 50 characters; 
4. The name by which each contributor is known with institutional affiliation; 

5. The name of the department(s) and institution(s) to which the work should be attributed; 

6. The name, address, phone numbers, facsimile numbers and e-mail address of  the 

contributor responsible for correspondence; 
7. The total number of pages, photographs and word counts separately for abstract and for 

the text (excluding the references and abstract). 

8. Acknowledgements: Specify contributions that need acknowledging but do not justify 

authorship, such as general support by a departmental chair and acknowledgments of 

technical, financial and material support. Also mention financial grants received or 

conflict of interest if any. 

9. If the manuscript was presented as part at a meeting, the organisation, place, and exact 

date on which it was read along with mention of any award it may have received. 

 

Abstract Page 

The second page should carry the full title of the manuscript and an abstract (no more than the 

number of words already specified). For abstract we follow an unstructured abstract format that 

should not exceed 250 words. Below the abstract should provide 3 to 6 key words. 

Text of the article 

State the purpose of the article and summarize the rationale for the study or observation in 

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, 

sex, and other important characteristics of the subjects. Identify the methods, apparatus (give the 

manufacturer’s name and address in parentheses), and procedures in sufficient detail. Give 

references to established methods, describe new or substantially modified methods, give reasons 

for using them, and evaluate their limitations. Identify precisely all drugs and chemicals used, 

including generic name(s), dose(s), and route(s) of administration. Reports of randomised clinical 

trials should be based on the CONSORT statement (http://www.consort-statement.org). 

When reporting experiments on human subjects, procedures followed should be in accordance 
with the standards ethical committee on human experimentation and with the Helsinki 

Declaration of 1975, as revised in 2000 (http://www.wma.net/e/policy/17-c_e.html). Do not use 

patients’ names, initials, or hospital numbers, especially in illustrative material. Present the 

results in logical sequence in the text, tables, and illustrations. Do not repeat in the text all the 

data in the tables or illustrations; emphasise or summarise only important observations. Use 

standard guidelines for statistics (See Ann Intern Med 1988;108:266-73). 

Emphasize the new and important aspects of the study and the conclusions that follow from 

them along with implications of the findings and their limitations in the Discussion section. 
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References 
 

References should be numbered consecutively in the order in which they are first mentioned in 

the text. Identify references in text, tables, and legends by Arabic numerals in brackets (). 

References cited only in tables or figure legends should be numbered in accordance with the 

sequence established by the first identification in the text of the particular table or figure. The 

titles of journals should be abbreviated according to the style used in Index Medicus. Avoid using 

abstracts, unpublished observations, and personal communication as references. Please refer 

http://www.icmje.org for other types of references such as electronic media, newspaper items, etc. 

1. Standard journal article: Seshadri L, George SS, Vasudevan B, Krishna S. Cervical 

intraepithelial neoplasia and human papilloma virus infection in renal transplant 

recipients. Indian J Cancer 2001;38:92-5. 

2. List the first six contributors followed by et al.  

3. Personal author(s): Ringsven MK, Bond D. Gerontology and leadership skills for nurses. 

2nd ed. Albany (NY): Delmar Publishers; 1996. 

4. Chapter in a book: Phillips SJ, Whisnant JP. Hypertension and stroke. In: Laragh JH, 

Brenner BM, editors. Hypertension: pathophysiology, diagnosis, and management. 2nd 

ed. New York: Raven Press; 1995. pp 465-78. 

 

Tables 

 Tables should be self-explanatory and should not duplicate textual material. Tables with 

more than 10 columns and 25 rows are not acceptable. Limit the number to minimum 

required. 

 Number tables, in Arabic numerals, consecutively in the order of their first citation in the 

text and supply a brief title for each. 

 Place explanatory matter in footnotes, not in the heading. Explain in footnotes all non-

standard abbreviations that are used in each table. For footnotes use the following 

symbols, in this sequence: *, **, *** 

 Obtain permission for all fully borrowed, adapted, and modified tables and provide a 

credit line in the footnote. 

 

Illustrations (Figures) 

 Submit three sets of sharp, glossy, un-mounted, colour photographic prints, with height 

of 4 inches and width of 6 inches. 

 Computerised colour printouts are not acceptable. 

 Figures should be numbered consecutively according to the order in which they have 

been first cited in the text. 

 Each figure should have a label pasted on its back indicating the number of the figure, the 

running title, top of the figure and the legends of the figure. Do not write on the back of 

figures, scratch, or mark them by using paper clips. 

 If a figure has been published, acknowledge the original source and submit written 

permission from the copyright holder to reproduce the material. A credit line should 

appear in the legend for figures for such figures. 

Reprints 
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Journal does not provide any free printed reprints. Reprints can be purchased. Articles may be 

accessed online and pdf format will be sent to the authors. Contact the editor for any queries. 

Authors wishing to procure a hard copy of the journal may send their requests to the editor via 

email. 

Plagiarism Policy 

All articles will be examined by computer software for plagiarism. If it is found that a paper that 

has been submitted has been copied in parts or fully from an earlier published paper the authors 

will be duly informed and the paper may be rejected. Action against the erring authors may be 

taken as per recommendation of the editorial board.   

Open Access Policy 

The journal grants free, irrevocable, worldwide, perpetual right of access to and a license to copy, 

use, distribute, transmit, and display the work publicly and to make and distribute derivative 
works, in any digital medium for any responsible purpose, subject to proper attribution of 

authorship. 

 


	Editorial Board
	EDITOR-IN-CHIEF


