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Editorial   
 

Ethical Issues in Trauma Based Psychotherapy 
 

Sheela Dang1, Avinash De Sousa2, Russell D’Souza3   
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3Chair Department of Education International Chair in Bioethics (Formerly UNESCO Chair in 
Bioethics) Melbourne Australia. 

Corresponding Author: Avinash De Sousa 
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Introduction 
Every Trauma-based psychotherapist is bound by a set of ethics they are supposed to follow. Not 
adhering to these ethics can lead to complications in the treatment of the patient. In the case of 
patients having suffered trauma, there are many potential areas of ethical and legal challenges. 

This article discusses such ethical issues and how one can be aware of the same. Trauma can 
involve sudden, unexpected incidents which leave a significant impact on the patient’s life. Such 
traumatic events may include natural calamities, accidents, abuse, etc. A pre-decided set of ethics 
helps maintain a professional environment during the therapy session, while also protecting the 

patient’s rights. Ethical issues in trauma-based therapy arise when standards of morality are not 
met during psychotherapy. The purpose of ethics is to set high standards of professionalism to 
meet the wants and needs of the patient towards their treatment and to resolve their problems.  

Areas of potential ethical issues and challenges in trauma-based psychotherapy are consent, 
transference, confidentiality, etc. Trauma therapists, like other psychologists, are professionally 
trained to maintain personal, professional boundaries which are necessary for ethical issues. Yet 
sometimes therapists find themselves dealing with dilemmas and difficult choices, leading to 

ethical issues. Following are some commonly experienced ethical issues. Maintaining a level of 
confidentiality with team or family, caregivers, providing extra supervision to high-risk patients, 
use of improper techniques by an untrained or poorly trained therapist, pressure to disclose more 
than necessary to family in an emergency, multiple roles played by the therapist, obtaining consent 

are some of the ethical challenges characteristic to trauma therapy. 

 

Trauma and Consent for participation in the Psychotherapy Process 
Having experienced Trauma, one tends to avoid memories and thoughts associated with the 
incident. So, even if it is the therapist addressing the trauma, consent is important. According to 

the American Psychological Association, informed consent is a person’s voluntary agreement to 
participate in a procedure (in this case, trauma-based therapy) based on their understanding of the 
nature, benefits, and risks of the procedure, and available alternatives. Informed consent involves 

sharing information with patients that they need, to make rational choices among multiple options 
in their perceived best interest. A therapist is responsible for telling the client about the course of 
their treatment, what the therapy would do, and the approximate time taken by the treatment. The 
patient is asked to sign a consent form that specifies the details of the therapeutic procedure. Verbal 

consent is recommended too, as it gives assurance to the client and acts as a signal for the therapist 
to proceed. Along with consent for the therapy, before asking a very personal or sensitive question, 
seeking permission to talk about it is suggested. It may help avoid getting the trauma re-triggered 
in the patient.  

According to the Diagnostic and Statistical Manual (DSM 5), one of the important criteria for 
Post-Traumatic Stress Disorder is avoidance of memories and thoughts pertaining to the traumatic 
event. Hence, consent from the patient to talk about such a sensitive issue is important for the 

continuation of the treatment.  



139 Dang, De Sousa and D’Souza: Trauma Based Psychotherapy 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

Confidentiality and the Trauma Based Psychotherapist 
Following consent, another way of safeguarding the patient’s rights is ensuring confidentiality. At 
the patient’s first visit, the therapist gives written information explaining privacy policies and 

confidentiality terms. It also specifies how the client’s personal information will be handled. 
However, especially in the case of trauma victims, there are certain exceptions to this rule. If the 
patient is suicidal or in a potential risk of performing self-harm, the therapist ensures the patient’s 
safety by informing the patient’s guardian or informant. Further, psychologists may disclose 

certain information if they receive a court order. That might happen if a person's mental health is 
questioned during legal proceedings. Lastly, if the patient wishes to report abuse or rape, the 
therapist may assist them with reports. However, how much information we as therapists should 

share with the medical team, informants, parents, or guardians in an emergency seems like an 
ethical dilemma. In such cases, safeguarding the patient’s confidentiality by disclosing only 
necessary information is one way to deal with the dilemma. For instance, if a child is suicidal, the 
parents can be informed about the child’s intentions without disclosing any other details. This way, 

the patient’s safety can be ensured without a breach of privacy. 

 

Professionalism in Trauma Based Psychotherapy  
Therapists are trained to handle a case professionally, without letting their subjective biases 
influence their judgment. However, instances of transference are seen, owing to the emotionally 

vulnerable state of the patients, especially trauma victims. The expression of feelings towards the 
therapist that are based on the patient’s prior feelings about someone else is transference. Trauma 
Therapists often deal with ethical dilemmas, typically the ones that bring the interest of an 
individual into conflict with morals. They also ask patients to disclose sensitive information about 

the trauma which can potentially trigger them. To reduce the chances of a relapse or trigger, 
therapists begin with exposure therapy in a clinical setting using ‘safe calm place’ as an imaginary 
way to reduce ethical concerns and ensure the safety of the patient. Ethical issues in trauma-based 
psychotherapy are challenging and have several factors to look into that exacerbate risk and 

secondary trauma that can seriously impact even the therapist’s personal and professional well-
being if not practiced in keeping ethics. Trauma therapists largely in whole face ethical dilemmas 
as mentioned, if the reactions of their actions to being traumatized while entering into the 

therapeutic relationship, exposing the patient to psychological harm in anyways or possible re-
traumatization and could mishandle therapy in a certain way.  

 

Boundary Related Issues in Trauma Based Psychotherapy 
There are different types of boundaries, and we need to prevent them from crossing ethical 

violations. But firstly, the need to understand and establish what are the limitations and set certain 
safety measures and safe connections between our patients and ourselves, especially dealing with 
trauma patients it gets difficult to set professional ethics. The most important aspect of ethical 
violations or issues faced are also that are in Trauma centered psychotherapy that how much do 

we share, how much self-disclosure happens, or what are our personal and physical boundaries of 
limitations going to be between the patients such as being friendly without being friends and that 
in itself has a major difference. Also, one must know where to draw limits and stop when you are 
friendly in session as you are two people that are working together to solve major goals in therapy, 

and you have a professional relationship to maintain.  
Ethical issues in trauma arise and in general as well when you do not know or have the ability to 
understand where you end and the patient begins, so when the patient is telling you about their 

trauma and if you have a similar past trauma story that you have been through, you do not get 
meshed making sure to be able to separate your trauma your emotions from theirs to identify that 
it is transference which is of course when they're projecting onto you versus countertransference. 
Keeping things in mind issues that can hamper therapeutic relationship and you clearly need to 

have an understanding of the limits and the responsibilities of your ethical roles as a trauma 
therapist and remind yourself that your responsibility is not to recuse a patient from their trauma 
but rather your responsibility is to assist the patient in staying safe, building a safe environment for 
themself having a quality life, psychological well-being, positive relationships, self-acceptance and 
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purpose towards life and so if there is a situation where there is imminent harm or the risk of 
imminent we do have the duty to act, however, it is not our obligation(there could be ethical issues 

when we cross these limits.) to rescue a patient constantly from every single life crisis that will 
happen, but we can teach them problem-solving skills, and systematic approach towards physical, 
mental and developmental, cognitive-emotional problems.  
When ethical issues arise, the boundaries will never be in place too, so in order to follow a 

systematic approach, boundaries will help keep us focused on our responsibilities as a therapist 
towards the patients and the provision of intense traumatic therapeutic approach and appropriate 
services. But constantly thinking about ethics, boundaries and what is it that “I am supposed to do in 
relation to where the patient is and wants to reach therapeutic goals, how can I do interventions along the 

way? How can I encourage them? Am I going to drag them to the finish line?”. Well, we do want them to 

run to the finish line but themselves, and without ethical issues from our sides in the picture but 
we need to provide them encouragement along the way when they are dealing with such a heavy 

traumatic experience and sometimes the tools are needed to be mastered in the long run. So as to 
avoid burnout or compassion fatigue by maintaining those boundaries. 

 

Multicultural issues in Trauma Based Psychotherapy  
Culture which means association with a racial or ethnic group, gender, religion, economic, 

nationality, physical, or sexual orientation and it goes along with ethnicity which is a sense of 
identity that stems from common ancestry, history, religion or race and not to forget the minority 
group of people that have been discriminated against or subjected to unequal treatment. When we 

focus more, we have Multiculturalism, a generic term which indicates relationship within two or 
more groups and we have Multicultural Counseling that refers to any counseling relationship in 
which the counselor and patient belong to different group, hold different beliefs about society or 
may be their reality would defer in different worldviews. Diversity which again refers to individual 

differences like age, gender sexual orientation and physical ability. And not to forget the 
importance of Diversity Sensitive Counseling which refers to age, culture, disability, education, 
gender, language, location, socioeconomic and trauma. Multicultural trauma counseling is also 
based on cultural and meaningful strategies of coping with the trauma. People come in and seek 

trauma therapy/counseling largely because of the complex problems that emerge out of various 
conditions.  
All cultures have developed formal or informal various ideas of dealing with human problems. 
Ethical issues in trauma based therapy and morals in professional responsibilities can go wrong 

when Awareness handling biases, stereotypes, assumptions are not in place. Awareness of the 
culturally various patients with their different world view to develop appropriate intervention 
strategies in social, cultural, historical and environmental settings. In order to avoid conflicts with 

Ethical issues we need to make sure we must be educated in multicultural perspectives and be 
integrated throughout the curriculum. Trainees could participate in at least one required internship 
in which they could have experiences or viewpoints and be updated. Also making sure that trainees 
could educate themselves in trauma and specific therapies. It's important to understand the 

relationship between religious and spiritual domain to avoid ethical conflicts. 

 

Working in a multidisciplinary trauma team   
While working in a multidisciplinary team and dealing with trauma patients you could be having 
professionals working as teams too such as a GP, Psychiatrist, not to forget team also means 

getting the family involved in the treatment plan as well. But here you do not tell the other 
professional his/her job, we may suggest, they may suggest discussion can be done towards by 
sharing a plan of action in an intervention and we do provide information to each other when 
needed and avoid ethical issues. When not shared any information to the patients can also be a 

point of ethical issues in therapeutic plan, such as letting them know the effects of the medications 
which would be told by the psychiatrist and the therapist would inform about the duration of the 
treatment and how many sessions would be needed what are the therapies that would be used in 

the process of the treatment plan. But we cannot suggest the doses of the medications and get into 
ethical issues. If the patient does ever ask about the doses of effects of the medication in a 
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conversation, we can make sure to inform the psychiatrist about the same but personally I would 
empower the patient to have a talk directly to the psychiatrist. 

 

Other ethical issues in Trauma Based Psychotherapy 
Patients can become very hopeless, angry and emotionally distressed if the patient feels at any 
point betrayed or misunderstood a relationship, or even have understood it can be worse, and 
when the relationship ends the patient can become more traumatized, volatile, and also a common 

pitfall in dual relationship is when a therapist and the patient know each other on a person context 
or from an outside setting and the enter into a therapeutic relationship. There are other areas where 
ethical issues arise like billing and fees when the patient is in acute trauma and whether must ask 
for fees at that stage or later, ethical issues in telepsychotherapy of trauma patients, the need for 

mandated reporting of some trauma related events and the legal issues in maintaining, sharing and 
keeping detailed records. The lack of appropriate and clear legal guidelines on various ethical 
issues is also a problem in some areas. Dealing with trauma patients is complex and one requires 
special training, education and updated continuous education else there may be a breach of ethical 

issues that may ensue. The basic principles of ethics are as applicable here as elsewhere and these 
include nonmaleficence (do no harm), Beneficence (help further, important interests, education, 
advocacy and outreach) Justice (giving people what they need in a fair manner) and Autonomy 

(supporting patient’s rights to choose as well as ours).  
Getting the facts in place while treating a trauma patient one has to have the screening in place to 
get the right diagnosis in order to set the right goals along with the right treatment plan and to 
maintain evaluations. Problematic ethical choices often lastly stem from in trauma based 

psychotherapy largely in whole when there is a fear in handling such patients, ignorance and 
uncertainty in ethical issues and lack of awareness of risk management. 
Clearly Ethical issues in trauma based psychotherapy are not always clear cut, there are going to 
be those situations where normally you wouldn’t do this but in a particular situation it's in the best 

interest of the patient it's not your best interest because you happen to not have a full caseload and 
you need somebody else, it's in the best interest of course of the patient always and there are no 
other alternatives in any situations and each situations requires thought and consideration of the 
ethical principles of beneficence fidelity and non-maleficence. Encourage the patients to do what 

is best for them. Know your limitations and do not go beyond what you can't deliver as a therapist 
and have an awareness of self-care and prevent burnout as well. Regular supervision and 
consultation is also warranted. 
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  ABSTRACT 
 
The allocation of scarce resources during the pandemic is lined with various ethical challenges. 
Thus, amidst the scarcity of resources in health care, some severity scoring systems as the 
APACHE and SOFA, amongst others, have been receiving attention as tools for predicting 
mortality during the pandemic, and it is likely health care services use them for triage. This study 
aims to analyze research articles on the use of severity scoring systems for the allocation of 
resources in ICUs to analyze the implicit or explicit ethical justifications associated with these 

decisions. Due to the diverse methodologies used by the selected studies, we are relying on the 
SWiM (Synthesis Without Meta-Analysis) reporting guideline as a supplement to the PRISMA 
(Preferred Reporting Items for Systematic Reviews and Meta-Analyses) guidelines for this 
systematic review. The protocol approved for this review can be verified at PROSPERO under id 
CRD42020214029. There is no consensus on the best scoring system to be used, not even for those 
studies that prioritize the specificity and sensibility analysis of such tests. Thus, with the data 

analyzed, fair-choice criteria could not be grounded. Therefore, there is no consensus on the fair 
distribution of scarce health care resources based on equity. This will also be reflected during 
sanitary emergencies. We defend the participation of communities that will be directly affected by 
such allocation in validating the possible consensus and implementing this consensus as 
impartially and fairly as possible. 
 

Keywords: Bioethics; Health Care Rationing; Equity in the Resource Allocation; Emergency 

Medicine; Systematic Review. 

 

 

 

Introduction 
The pandemic caused by Sars-Cov-19 has highlighted problems that have long existed and were 

known by the public health sectors of several countries worldwide, especially those of the Global 
South, which already faced significant inequality in access to health care. Dire situations of scarce 
resources demanded health care professionals to make complex and challenging decisions that 
called for the allocation of essential resources to keep patients alive. Deciding who should receive 
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the necessary treatment to the point of saving a life is inevitable, given that in the context of sanitary 
emergencies, demands exceed the supply of material and professional resources. 
In general, utilitarianism imposes itself, and its focal point is saving the most significant number 
of lives possible. This principal looms around the question that forces one to ask which lives truly 

have a chance of being saved. On the other hand, equity differs from utilitarianism. It also 
considers factors pertaining to the layers of vulnerability for the distribution of resources based on 
an understanding of social justice. The criteria and processes for allocation became recurring 
discussions in academia and the communication channels during the new coronavirus pandemic. 
However, we still have not reached a consensus that contemplates the patient beyond his or her 
biology and in a fair manner. 

Qualitative research published in August 2020 attempted to describe the development of fair 
policies for triage of mechanical ventilators by interviewing 67 directors of bioethics programs in 
hospitals in the United States and Canada [1]. As a result, it was observed that the most widely 
used triage criteria more frequently included: benefits and clinical needs determined by SOFA, 
age, and preservation of resources and lottery, for which 80% of respondents used some scoring 
system as the SOFA to ground their allocation. It is also worth noting that more than half of the 
persons interviewed did not have any triage policy in place to allocate resources during this 

pandemic [1].  
To foster an understanding of how the debate on the allocation of scarce resources is discussed in 
specialized literature, this systematic review has collected primary research articles that used some 
severity scoring system for the allocation of patients in an ICU or for the use of mechanical 
ventilators to analyze the implicit or explicit ethical justifications related to such choices. Many of 
these articles are used as the basis for guidelines of important institutions and are strongly diffused 
in the medical community. Thus, they can lead to the reproduction of injustices and gaps that 

ensue when the ethical weighting is not established for allocation decisions.  
 

Methodology  
For the characteristics of the topics addressed during our review, we looked for primary articles 
with reports of studies that used various methodologies but including the debate on the scores for 
the prognosis and allocation of scarce health care resources. In these moments of pandemics, 

health professionals follow several guidelines based on using these scores as a screening criterion 
to optimize resources in an ICU. 
Due to the methodological diversity of the eligible articles for this review, we used the SWiM 
reporting guideline as an extension of the PRISMA [2]. We grouped some characteristics 
corresponding to population, context, and results to analyze them. Therefore, we expect that the 
findings of such reports can be translated into possible ethical implications explored by the authors 
during the debate on the use of prognosis scores for the triage of patients. All of the justifications 

for this methodological diversity in the research designs and details were reported in our protocol 
published in PROSPERO under identification number CRD42020214029. 
Our PICOT (Population, Intervention, Comparison, and Outcome) strategy included the following 

process for the definition of this review: P (adult patients in ICU/Hospital emergency rooms 
regardless of gender; I (medical prognosis scores); C (without comparison); O (micro-allocation of 
scarce resources in clinical practice); T (observation, transversal, qualitative and randomized 

studies). Two reviewers (RLS, LB) selected titles independently, and any doubts or differences 
between the selections were settled by consensus after analyzing a third, more experienced 
reviewer (SR). The databases for the search included relevant academic databases in health: 
Scopus, Embase, Lilacs via BVS, Medline via PubMed, Web of Science, and grey literature. The 
grey literature was consulted through the OpenGray database of the Brazilian Digital Library of 
Thesis and Dissertations and Capes’ Catalog of Thesis and Dissertations. The database search was 
carried out on December 14, 2020, without using date or language filters, and results were sent to 

the Mendeley® reference manager in a group common to the three researchers. After removing 
documents doubled by Mendeley®, all articles were sent via Excel® in a single table, so the 
analysis by title and summary could be started. 
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We used the following parameters for the inclusion of primary articles addressing the use of 
prognosis scores in the allocation of resources in ICUs: 

 If the study strived to assess a prognosis score as triage for resource allocation. 

 If the outcome pertained to death and/or hospital dismissal (transfers were also 

considered). 

 If the articles also addressed the following prognosis scores to predict mortality: SOFA, 
MSOFA, APACHE, LOD, SAPS, MPM, MODS, Charlson Comorbidity Index (CCI) 
and any others that could be used as criteria for the allocation of resources as ICU 
hospitalization and availability of mechanical ventilators. 

 If the sample included adults regardless of gender. 

 
A Google form was drafted according to these criteria to assure standardization and agility in 
organizing the titles selected by the two reviewers (RLS, LB). 
The excluded articles include publications that presented only a literature review, opinion pieces, 
assistance protocols, rapid systematic reviews and/or systematic reviews, rapid reports and/or 
research with incomplete data and with whose authors’ contact was not possible. To avoid 
excluding important articles, they were fully read whenever their titles or summaries did not fully 

clarify their topics. 
As regards data extraction, the data collected from this study include authors, study design, 
country, sample totals, tools (scoring systems used), criteria for inclusion into and exclusion from 
the study, duration of the research in months, outcomes, and division per gender, average 
participant age, ethical approach, and informed consent. All aspects, as mentioned earlier, were 
duly organized in a standardized Excel® file for better viewing and comparison of results. 
We used the GRADE framework (see Chart 1) to evaluate the level of scientific evidence of the 
sixteen studies included in the synthesis. In their entirety, all articles are observational studies, and 
for this reason, the evaluation begins with poor quality. Despite the level of evidence being 
considered low, according to the GRADE standards, many of these studies assess the sensibility 
and specificity [4,6-7,11,15] of scores to obtain a better correlation between the use of the scoring 
system and the evaluation of mortality rates to guide resource allocation or triage processes. The 
fact is that many guidelines use these studies to make recommendations concerning professional 

practice and to guide allocation in times of a pandemic.  
 

 
 
‘PIRO; “MEDS; “’ Clinical Judgement. *Model 1; **Model 2; ***Model 3. ¨Pre-hospital; Hospitalization outside the 
ICU. We always consider the higher values of the relative effect pertaining to mortality and the prognosis score. N/A 

(not applicable) was used for the articles that did not calculate the relative effect or the P-value related to mortality. 

Chart 1: Quality of articles included according to the GRADE criteria 
 
Regarding the risk of bias, we used the checklist available in The Joanna Briggs Institute Critical 

Appraisal tools for use in JBI Systematic Reviews according to the characteristics of each study design 

Study Study Design Total Sample Score Used Relative Effect (95% P Value Quality of Evidence 

Antommaria e col., 2020 ¹ QUALITATIVE 67
SOFA, MSOFA, Clinical 

Judgement
N/A N/A +++

Cabré e col., 2005 4 OBSERVATIONAL 1340 SOFA 0.807 (0.784–0.830)* <0.001 ++

Caramello e col., 2019 5 OBSERVATIONAL 260 SOFA, NEWS, ICC 12.5(8.00-20.00) <0.001 ++

de Groot e col. 2012 6 OBSERVATIONAL 114
PIRO, MEDS, Clinical 

Judgement
0.74 (0.65–0.83)'

0.70 (0.60–0.80)'' 0.19
++

Dorsett e col.,2017 7 OBSERVATIONAL 152 qSOFA 0.71(0.68-0.73)¨ N/A ++

Ebrahimian e col., 2018 8 OBSERVATIONAL 420 MSOFA 1.082(1.062-1.099) N/A ++

Ehrmann e col., 2006 9 OBSERVATIONAL 93 LOD, SPAS II 1.52(1.20–1.93) 0.0005 ++

Ferreira e col., 2001 10 OBSERVATIONAL 352 SOFA 1.05(1.03-1.06) <0.001 ++

Grissom e col., 2010 11 OBSERVATIONAL 2488 SOFA, MSOFA 0.78(0.74-0.82) <0.2 ++

Joynt e col.,2001 12 OBSERVATIONAL 388 MPM II 1.34(1.05-1.70) <0.05 ++

Khan e col., 2009 13 OBSERVATIONAL 8 SOFA N/A N/A ++

Lim e col., 1996 14 OBSERVATIONAL 70 APACHE II N/A N/A ++

Meyer e col., 1992 15 OBSERVATIONAL 578 APACHE II N/A <0.0001 ++

Özlü e col., 2019  16 OBSERVATIONAL 1463 IMPRESS N/A <0.001 ++

Safavi, M., & Honarmand, A., 2007 17 OBSERVATIONAL 180
APACHE II, APACHE III, 

IPS
4.0 (0.89 ± 0.03) <0.05 ++

Williams, L., & Gannon, J., 2009 18 OBSERVATIONAL 78 SOFA N/A N/A ++

M
o

rt
a

lit
y
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[19]. The items that follow were part of the evaluation and included issues such as consistency 
between scope and the methodology described in the article; consistency between the methodology 
and the research’s questions/objectives; consistency between methodology and data collection; 
consistency between methodology and data analysis; consistency between methodology and 

interpretation of results; explanation of financing and/or conflicts of interest; the existence of 
ethical approval, etc. For each item, the options “yes”, “no” and “not applicable” were allowed 
and then reverted this in a general evaluation as “obtain more information,” “include in the 
article,” or “exclude an article from the review.” 
The methodological quality of each study is related to the lower or higher risk of bias and is an 
essential part of the evaluation of evidence quality. No studies were excluded from this phase. 

Details of the risk of bias evaluation of each study can be found in Chart 2. 
Similarly, we have summarized the statistical data with Microsoft Excel® using calculations of the 
mean and average based on the results of the studies. A synthesis without meta-analysis was 
employed when it was not impossible to evaluate the association amongst the variables and 
prevalence of data presented. The literature already shows that it is not possible for meta-analysis 
to be used when the data being analyzed is not presented based on descriptive techniques, as 
mentioned below. 

 
 

 
 

Chart 2: Risk of bias assessment of each selected study. N/A (not applicable) corresponds to the 

non-detailing of study design beyond Observational, Qualitative, and prospective/retrospective. 
 

Significant limitations of our review should be noted. Some studies may have been lost during the 
final phase of the research’s selection or due to the rapid evolution of literature about COVID-19 
(even though very little fulfills our criteria for inclusion). Note that only one [1] of the studies 
included in this systematic review was published in the context of the COVID-19 pandemic. 
Nonetheless, all the included studies are used to design protocols/guidelines, given that they are 

primary research based on empirical evidence. Finally, another limitation that must also be 
considered is that this review is focused on a scenario of critical care for adults and does not include 
pediatrics, palliative care, or pregnant patients. 

Study Study Design Characteristic of Study Design Criteria Fulfilled General Assessment

Antommaria e col., 2020 ¹ QUALITATIVE TRANSVERSAL 9 of 10 Include

Cabré e col., 2005 4 OBSERVATIONAL N/A 6 of 8 Include

Caramello e col., 2019 5 OBSERVATIONAL
N/A

7 of 8 Include

de Groot e col. 2012 6 OBSERVATIONAL
COHORT

6 of 11 Include

Dorsett e col.,2017 7 OBSERVATIONAL N/A 6 of 11 Include

Ebrahimian e col., 2018 8 OBSERVATIONAL
LONGITUDINAL

5 of 8 Include

Ehrmann e col., 2006 9 OBSERVATIONAL
N/A

6 of 8 Include

Ferreira e col., 2001 10 OBSERVATIONAL COHORT 8 of 11 Include

Grissom e col., 2010 11 OBSERVATIONAL
N/A

6 of 8 Include

Joynt e col.,2001 12 OBSERVATIONAL DESCRIPTIVE 6 of 8 Include

Khan e col., 2009 13 OBSERVATIONAL LONGITUDINAL 5 of 8 Include

Lim e col., 1996 14 OBSERVATIONAL
N/A

6 of 8 Include

Meyer e col., 1992 15 OBSERVATIONAL N/A 5 of 8 Include

Özlü e col., 2019  16 OBSERVATIONAL
TRANSVERSAL

5 of 8 Include

Safavi, M., & Honarmand, A., 2007 17 OBSERVATIONAL
LONGITUDINAL

6 of 8 Include

Williams, L., & Gannon, J., 2009 18 OBSERVATIONAL
N/A

5 of 8 Include
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However, despite such limitations and given the uncertainties of the evolution of this and future 
pandemics, health care services and health care professionals need to decide on some triage 
protocol with which to prioritize patients in allocating scarce resources – whether it is or is not 
during a pandemic – that assures a fair and equalitarian approach that is technically and ethically 

solid. This reason in itself justifies this systematic review’s construction and objective. In this 
review, we consider as triage the same principle pointed out by Joynt et al. [12] where it is stated 
that “triage is the process of classifying patients according to the order of priority, so refused patients have the 

least minimum chance of benefitting from ICU care” (p.1463). 

 

Outcomes and Discussion 
The search for data identified 3022 single citations. After evaluating the titles and summaries for 
eligibility, 49 studies were included to be thoroughly reviewed. The most common reason for 
exclusion was that articles did not present the outcome of the research (48.5%) or brief reports or 
documents that had incomplete data (39.4%). Such data is specified in Figure 1. 
 

 
 

Figure 1 - Prism Flow Chart of Study Selection 
 
The present study gathered 16 articles of various methodological designs, and a descriptive analysis 

of the work carried out follows. This total number of studies (n=16) includes publications from 
1990 to 2020, which shows the importance of the topic, which has been discussed for over three 
decades. As we can observe in Table 1, the studies are concentrated in countries in the Global 
North, and only one study was conducted in a Latin American country [4]. This multi-centric 
study based in Europe included a Latin American center but did not further specify which 
countries were included. The countries of the Global North where studies were most often carried 
out were the United States, United Kingdom, Italy, Germany, France, and Belgium. In other 

words, almost all of the studies came from countries that are already in the heart of scientific 
production and, to some extent, state the rules to the countries of the Global South without 
considering their characteristics. 
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The studies were conducted with research participants with their singularities and health care 
needs and included only patients with better access to health care. It is essential to consider that 
racial, ethnic, social-territorial, and economic inequality are widely present in many countries, 
commonly as a result of colonization, and this places some social groups at a disadvantage when 

accessing health care. Thus, this frequently makes it difficult for the outcomes of these studies to 
be applied to other nations. All of this leads to decisions that need to establish limits, which 
invariably involve the moral values of the society being contemplated by such decisions and other 
factors as culture, politics, and economics [20]. Each society should have the possibility of deciding 
which aspects would better ground their choices regarding resource allocation. The incidence of 
countries where the studies were carried out is stated in Table 1. 

 
Study Country Female Male Total Sample 

Antommaria e col., 2020 ¹ USA N/A N/A 67 

Cabré e col., 2005 4 Spain, Latin America N/A N/A 1340 

Caramello e col., 2019 5 Italy 149 111 260 

de Groot e col. 2012 6 Holland N/A N/A 114 

Dorsett e col.,2017 7 USA N/A N/A 152 

Ebrahimian e col., 2018 8 Iran 186 234 420 

Ehrmann e col., 2006 9 France N/A N/A 93 

Ferreira e col., 2001 10 Belgium 122 230 352 

Grissom e col., 2010 11 USA 1088 1400 2488 

Joynt e col.,2001 12 Hong Kong 167 221 388 

Khan e col., 2009 13 United Kingdom 6 2 8 

Lim e col., 1996 14 Not clear 25 45 70 

Meyer e col., 1992 15 USA 243 335 578 

Özlü e col., 2019 16 Turkey 625 838 1463 

Safavi, M., & Honarmand, A., 
2007 17 

Dubai 77 103 180 

Williams, L., & Gannon, J., 
2009 18 

United Kingdom N/A N/A 78 

Total 
 

269 352 503 

 
Table 1: Demonstration of countries, divided by gender and sample total. The option N/A (not 

applicable) was used when the study presented only the total sample that was not divided 
according to gender. 

 
A large part of the studies had an observational and a prospective design (n=13). Only three papers 
[7,11,13] used a retrospective vision analyzing the facts after they happened to understand how 
the use of scores could be beneficial in that process. One study [1] used a qualitative prospective 
design to carry out its investigation. Our search was not successful in identifying any randomized 

study (whether or not it was double-blind) that addressed the topic, and this can suggest possible 
ethical objections to studies with this characteristic. However, they represent that which is 
considered to be more robust evidence in the medical community. 
As for the duration, the selected articles were very heterogeneous and lasted on average 6.5 months 
(Graphic 1). Although all articles presented discussed the use of prognosis scores for the allocation 
of resources during sanitary emergencies, only one study (6%) [1] directly addressed the ethical 

question when it asked participants about the policies for resource allocation at each institution 
where they were inserted. 
 
Regarding the total sample of all studies evaluated, we calculated a simple average to group them.  
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The total average of participants was 503 persons, the average of women was 269, and the average 
of men was 352. Thus, we can notice that most of the population of critical patients was of persons 
of the male sex. Such data can support Gomes, Nascimento and Araújo [21] and with Lim et al. 
[14] when they affirm that persons of the male sex seek less health service assistance or only seek 

health service assistance when they are very sick and, for this reason, suffer from more severe or 
chronic health issues than persons of the feminine sex. 
Age, diagnosis, prognosis, and severity of the disease are essential aspects assessed in making 
health care decisions, especially regarding scarce resources [12]. So, to assess the average age 
provided by all selected studies, we pondered all ages with the total sample of each selected study. 
We endorse the idea that young adults are part of the population of an ICU and that the average 

age is 56. 
Of our total sample (n=16), 15 articles discuss allocation criteria based on prognosis scores and 
mention the ethical aspects solely to justify the absence of informed consent or justify that the study 
was duly assessed and approved by an ethics committee. The articles do not address the possibility 
of influence by external factors on the scores or clinical judgements or the injustice of access or 
allocation as a result of discriminatory processes these scores can ensue (Chart 3). The article that 
has a qualitative [1] methodological design was the only one that addressed an ethical and 

bioethical background on the allocation of resources. 

 
Chart 3: Comparative chart of ethical values addressed as background for the selected studies. 
Values N/I (not informed) identified on the chart correspond to the studies that did not cite the 

use or dismissal of a term of consent. 

 
 

 
 

Graph 1: Shows the studies’ duration times (in months). Value “0” refers to the studies that lasted 
under one month. Empty bars mean that the study did not mention the year it was carried out. 
 

Study
Term of 

Consent
Equity Utilitarianism

Obligation 

to Provide 

Care

Beneficience Justice Transparence
Resource 

Optimization

Antommaria e col., 2020 ¹ Dismissed X X X X X X

Cabré e col., 2005 4 Dismissed X X X

Caramello e col., 2019 5 YES X X X

de Groot e col. 2012 6 N/I X

Dorsett e col.,2017 7 YES X X

Ebrahimian e col., 2018 8 YES X X X X

Ehrmann e col., 2006 9 YES X X

Ferreira e col., 2001 10 Dismissed X X

Grissom e col., 2010 11 Dismissed X X

Joynt e col.,2001 12 YES X

Khan e col., 2009 13 YES X X

Lim e col., 1996 14 N/I X X

Meyer e col., 1992 15 N/I X X

Özlü e col., 2019  16 YES X X

Safavi, M., & Honarmand, A., 2007 17 N/I X X

Williams, L., & Gannon, J., 2009 18 N/I X X
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The ICU occupancy rates, as well as the increased capacity at these units, are one of the serious 
[8] problems that need to be faced during sanitary emergencies as the COVID-19. The fact is that 
when we consider society’s health care needs, which are greater than the available resources, the 
health care systems are required to rationalize the scarce resources for critical care with greater 

emphasis at times of pandemics. At such times, the parties responsible for the health care systems 
and their professionals have the moral obligation to the allocation of resources and to not exempt 
themselves from this type of choice. The persons responsible for public policies should formulate 
fair and transparent proposals, whereas professionals should decide which needs can and should 
be rationalized. The past H1N1 and MERS pandemics have shown that such measures need to be 
taken so that minimum satisfactory assistance can be possible during crises [13,20]. The ethical 

challenges that we face during this pandemic are generally centered on the topic most addressed 
by the selected studies and include the allocation of resources: equal distribution of scarce 
resources. However, these challenges also involve the definition of benefits to the patients, 
ponderation on the needs of most affected groups, involvement of society in the decision-making 
protocols, reduction of the impact of discrimination and inequalities that are structurally present 
in the society we live in, respect to the values of our general population and, especially, of patients 
and their families. 

In practice, the rationing of health care is started when policies or political budgetary planning 
strategies for the social sector are elaborated and implemented by governing bodies and their allies. 
The lack of effectiveness and efficiency in employing insufficient resources for health care to meet 
the populations’ needs is an ethical mistake as it reduces the reach of policies to those individuals 
that most need and depend on them as a result of their vulnerable situation. 
It is notorious that underlying each technical decision is a moral choice that may or may not be 
considered in the decision-making process. Not considering such moral choice does not mean 

being neutral, but instead it means making an effective moral decision. Technical information 
serves to guide the decision as it can help us better understand the possible outcomes of the 
situation and can, therefore, help better ponder the values and principles involved. 
In the analyzed articles, we can notice those whose backgrounds included an idea of justice based 
on a utilitarian perspective and that always addressed and justified the use of scores to optimize 
resources as spent vs. expected outcome. However, these studies never mentioned ethical values 

[4-7,9-18]. In sum, and despite the broad concept, utilitarianism defends that we should provide 
“more well-being to the highest possible number of people. (22)” Thus, when two conflicting 
situations are present, for example, two or more patients who need one only available resource, 
we would weigh each situation or chose that which ensued the greatest benefit or minimized pain 
or suffering to the highest number of persons involved, even if not all of these people had the same 
chances of being saved and this is also reflected in articles that highlight differentiated values. 
In Ebrahimian et al. [8], the authors highlight other values, thus demonstrating that the resource 

allocation process should also be grounded on fundamental principles as transparency in the choice 
of criteria to the society that will be affected by such allocation in addition to beneficence. Based 
on these other values, the professional would have the moral obligation to act to the benefit and 
best interest of the individual affected, whereas utilitarianism would also be understood as a 
product of resource optimization using criteria such as cost and benefit [23]. The evaluation 
systems are projected to produce the main criteria for the decision to allocate resources to patients 
that will most “gain.” However, such systems cannot contribute to the triage process when two 

patients in equal clinical status need the same intervention in a context of significant scarcity, as 
we witnessed during the new coronavirus pandemic [24]. 
The prognosis scores used by the selected studies include that which is most cited in the guidelines, 
and that is justified for such broad use and high recommendation – the facility to measure the items 
used as there are relatively few variables. These scoring systems are SOFA (Sequential Organ 
Failure Assessment Score), MSOFA (Modified SOFA), and qSOFA (Quick Sofa) [4,25]. Other 

scoring systems used in the selected studies include: APACHE II and III (Acute Physiological 
Assessment and Chronic Health Evaluation), SPAS II (Simplified Acute Physiology Score), 

ΔLOD (Logistic Organ Dysfunction Score), MPM II (Mortality Prediction Model Score), IPS 
(International Prognostic Score), PIRO (Predisposition Insult Response Organ Failure), CCI 
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(Charlson Comorbidity Index), MEDS (Mortality in Emergency Department Sepsis), IMPRES 
(IMV Mortality Prediction Score) and Clinical Judgement as possibilities for resource allocation. 
However, it is necessary for other individual factors as, for example, the layers of vulnerability, to 
be critically assessed before these scores are recommended as important criteria in resource 

allocation to assure that these recommendations do not become discriminatory in professional 
practice. 
Although these prognosis scoring systems aim to aggregate data that promotes, they are not 
ethically neutral or free of prejudice and discrimination. An example of this is the use of 
comorbidities as a factor for excluding a given patient during a decision for resource allocation. 
Such a choice fosters inequalities that begin at the time of access to health care. Thus, populations 

that have historically been discriminated against would have fewer possibilities of being selected 
during triage of COVID-19 patients requiring ICUs. This inequity in the distribution of resources 
would occur, for example, due to their comorbidities and the result of the many layers of 
vulnerability faced. 
Although these scoring systems were developed to prevent mortality individually, some authors 
[11,26] demonstrate concern toward them being used as a tool for triage given that a large number 
of patients that attained a cut-off point with more significant mortality indexes through SOFA and 

MSOFA (>11=>90% mortality) survived. 
An ethical challenge related to morbidity, as assessment criteria used in the scores for resource 
allocation, refers to the challenges facing the COVID-19 pandemic, especially in the Brazilian 
context. It is important to highlight that the structural inequality in our country, between social 
and racial groups, imposes greater vulnerability of some populations to avoidable and chronic 
diseases that lead to shorter life expectancies, especially for the black population. 
A study carried out in Rio de Janeiro [27] shows that depending on a person’s neighborhood, the 

life expectancy drops from 70 to 48 years. There may be a 10-year difference in life expectancy in 
the same neighborhood when comparing groups of white persons to groups of black and mixed-
race persons. Another study [28] points that in the city of São Paulo, between March and July of 
2020, the mortality rate of black men from COVID-19 was 250 deaths per 100 thousand persons, 
whereas the mortality of white men was 157. In this sense, an evaluation of the allocation of scarce 
resources that uncritically consider comorbidities will further strengthen the historical injustices in 

healthcare access. It is also important to consider that during the COVID-19 pandemic, the 
distribution of other resources as, for example, housing, income, and food became even more 
challenging and contributed to these populations becoming sick [29,31]. A large part of decision-
makers in clinical practice and researchers who foster these discussions are white, male medical 
doctors who are socially and economically privileged [31]. This implies making decisions that can 
reflect the biases of their moral construction and can validate the inequity in health as it affects 
both the patients’ assessment during triage as well as resource allocation. 

The idea that as health professionals, we should save the most people possible is so naturally 
comprehensible and propagated that most of the analyzed studies place utilitarianism as a 
fundamental principle for the choice. Nonetheless, such a measure can become unfair when it 
exposes other persons of the same society to the possibility of not being cared for. As we can 
observe from the data presented, there is strong evidence for using scoring systems, but this data is 
not sufficient to ensure that the choices made are effectively fair for everyone and not just for most 
people. A study conducted by Antommaria et al. [1] mapped out the values and moral principles 

that ground the formulation of institutional policies for resource allocation in all of the USA. The 
most widely addressed ethical values that support the formulation of these policies to prioritize 
patients include justice, transparency, management, the obligation to provide care, and the 
obligation to prevent the unnecessary loss of lives. Some interviewees omitted the aspects involved 
in what they considered a fair implementation of a triage policy. The criteria declared, as regards 
triage, included: benefits, needs, age, conservation of resources, and lottery. By specifying need 

and benefit, the interviewees listed the use of a points system as an important item for triage, and 
the SOFA and MSOFA scoring systems were the most mentioned. Fifty percent of the policies 
analyzed during this study included age as a criterion for triage, but only 7.7% of them specified 
the limits for the use of such criterion. This sets a precedent for age discrimination, which can 
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determine both social and health care policies and practices that discriminate and segregate 
persons in old age and hinder the health of the most elder [32]. 
 

Final Remarks 
It is important to recall that our research was carried out by analyzing primary data that support 
the guidelines for the allocation of scarce resources. It is a fact that in light of a sanitary emergency, 
the Brazilian Unified Health System (Sistema Único de Saúde – SUS) is not capable of solving the 
structural inequalities embedded in our country. However, this system should also not contribute 
to the gaps of inequality becoming increasingly wider. It is known that triage decisions take place 
every day in clinical practice and are frequently not in tune with the many guidelines that are 

established and divulged, and so the final decisions made are in fact left to the medical teams that 
carry with them their own ethical and moral precepts for such processes. These health care 
professionals should create mechanisms to keep these biases from favoring discrimination in the 
triage processes. These biases may not be deliberate, but they perpetuate privileges and structural 
discrimination. Brazilian society is profoundly scarred by colonialism – be it by patriarchy and 
structural racism or by the economic inequalities that sustain and reproduce long-standing colonial 
hierarchy. The development of minimum agreements on which parameters can be adopted in a 
triage process to prioritize patients during pandemic matters. These agreements have the potential 
to create solid ethical grounds for the adoption of criteria that focus on fair and effective choices 
for all, including for those who socially face greater layers of vulnerability. Participation by the 
population is critical given that triage for the allocation of scarce resources shall reflect the values 
of the populations it will affect. A triage and selection to decide which patient will benefit from a 
scarce resource under the scrutiny of utilitarianism criteria that will supposedly provide the greater 
good for the higher number of persons will undoubtedly exclude part of the population. It is this 

type of decision that could further widen the gap of inequality, as well as reproduce social injustices 
that are so enrooted in our society. SUS was created under equity premises, and we need to build 
effective alternatives that sustain these premises in different situations. We believe that 
emergencies like the COVID-19 pandemic must be used as opportunities to reflect on the ethical 
values for the construction of protocols, so resources are allocated more fairly and equally.  
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  ABSTRACT 
 
Health care practice is beset with ethical violations all around the world. This paper reviews the 
ethical standpoint from across the globe from newspaper reports and various journals. The aim of 
the ethical review was to look at ethical transgressions from all over the globe in the healthcare 
sector, academics and research. Numerous newspaper reports and news articles along with journal 

reports have been included in the review. The review gives an in-depth account of reports where 
various countries showed ethical transgressions all the three sectors of research and health care 
practice. The ethical issues are surmounted by appropriate and relevant policy/regulatory changes. 
 

Keywords: ethical violations, ethics, transgressions, globe. 

 

Introduction 
Across the world, health care is booming and life expectancy health soaring. Despite such positive 
indicators, healthcare has many pitfalls notwithstanding, the excellence of advancing technology. 
The lacunae are ethical. This has occurred despite ethics courses being taught in medical education 
in some countries. The problem faced is that the ethics courses were taught by ethicists and 
philosophers. Moreover, such courses were short-term interventions. Such systems would lag the 
continued awareness building across the years of medical education and bring home the point of 

ethical practice of high valued excellent healthcare. 
The review of ethical transgressions has been put forth in this article. The noteworthy point is a 
lesson, in itself, that brings home the point of need for moral values and compassion, in healthcare. 
The review of transgressions across the globe helps us to align ourselves with the much-needed 
introspection. This review is not dismally recorded but rather, exploring the silver lining on the 
black cloud of unethicality. 

Bioethics is a set of moral principles, beliefs, and values that will guide us in making choice is good 
or bad. At the core of healthcare, ethics is our sense of right and wrong and our beliefs about rights 
we possess and duties we to others. 
 

The Core Principles of Health Care Ethics 
Our moral obligations rely upon the character of selection and in element on the jobs we play. For 
example, the affected person and his relative must observe ethics, roles, and responsibilities which 

can be distinct from the ones observed through physicians and healthcare experts.  
Four foremost concepts outline the moral responsibilities that fitness care experts owe to sufferers.  
They are:  

1. Autonomy: to honor the sufferers proper to make their very own selection  



154 Arora et al.: Ethical transgressions across the Globe 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

2. Beneficence: to assist the affected person to develop his/her good 

3. Nonmaleficence: to do no harm  

4. Justice: to be honest and deal with all instances the same 
All four concepts are taken into consideration to be in impact in any respect times. In theory, 

everyone is of identical weight or significance and useful for the affected person.[1] 

 

How Ethical Transgressions Can Occur  
Ethical Transgression is best studied when they are sorted out into arenas that a physician is 
required to work in Academics, Healthcare Practice and Research. An Ethical transgression is the 
violation of a law, command, or duty as it pertains to one’s ethics or morals. It is the action of 

going beyond or overstepping some ethical boundary or limit. Any discrepancy in the above can 
be considered as Ethical Transgression [2]. 

 

Academics 
There has been a boom of medical colleges since the 1990s, in India. India has 415 medical colleges 
and over 2000 allied healthcare institutions. The academicians are physicians themselves who 
now, play a poignant role as a teacher. Ethics is the throne to the wind as physicians are drawn 

the mantle of a “teacher”. It is the physician who is “ghost faculties” bringing down the wrath of the 

National medical council [NMC]. The total number of contact hours is 30 (20 for ethics, 10 for 
law). The complement of physician and health professional faculty places important expertise and 
experience in the classroom and develops the mindset to be a part of a healthcare team. 
In addition, students should be made aware of, medico-legal issues, such as patient abandonment, 
malpractice, and duties of care in emergencies. Recognizing the changing face of health care, 
questions of patient advocacy in a managed care environment are addressed from the moral 
standpoint. The physician has to be the right kind of role model for students to emulate. The 
curriculum should be overt in teaching, communication, and ethics. The bane of medical 
education is “Capitation fees” which are being illuminated by policies [3]. 

 

Healthcare Practice 
The practice of healthcare is done by doctors in modern medicine. The percentage of GDP in India 

segregated for healthcare is 3%. The Doctor-patient ratio in India is 1:1456. The doctors in modern 
medicine have to work along with ayurvedic, homeopathic, and UNANI TIPPS systems to meet 
out therapy to patients of this country. In1984 when plaque came ¾ of doctors fled from their 
positions in an act of safety for themselves and their families. But the Covid pandemic and Nipah 
outbreak showed healthcare professionals at their best professional conduct in wiping out these 
outbreaks.  

 

Some scenarios of Ethical Transgression in India 
Case 1: A pregnant woman walks into a hospital complaining of stomach pain and the doctor 
conducted a sonography. The doctors took her sonography reports and call it an emergency, only 
to operate on her, do unnecessary stitches and extract money. This whole drama of “sonography” 
and “emergency” was needless and was done only to acquire money. Scary isn’t it ? [4]. 

Case 2: An 8-year-old boy died at Medical Center in August 2013. His liver and kidneys were 

donated for transplant without taking proper consent [5]. 

Case 3: A 16-year-old girl in an ICU battling for her life. Doctors thought it was a perfect time to 
snatch all the money from the parents and keeps on asking for blood and more money to do further 
treatment. Do you think parents will ever think twice in that situation ? 

Case 4: A magistrate court directed the police to investigate against a doctor after a woman 
complained that he had been practicing without a license for more than 25 years [6]. 
Case 5: AIIMS doctors did dialysis of a woman from Bihar after she came with a stomach-ache 

yet she was not found with any kidney-related issue, yet doctors did her dialysis. 
Many more such cases we see in real life. Some may have experienced it while some did not but 
it exists in the real world [7]. 
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These cases were taken from national newspaper reports that highlight the pathetic situation of 
some doctors who fall into some materialistic gain, over and above their limits of, “code of ethics”.  

Even in a covid pandemic, some doctors and healthcare professionals made “hay while the 
sunshine”. Healthcare professionals should work as multidisciplinary teams to provide healthcare 
for the population, all teams members should be ethical in meeting healthcare and any lapse in 
one would crumble the ethicality in the healthcare. Whistleblowers are necessary along with a 
stringent code of ethics for optimizing the ethical behavior of healthcare professionals. 

 

Research 
Ethical principles are Violated in the area of research by healthcare professionals. This can be 

reviewed by unethical research conducted down the ages in various countries. It is human 
experimentation that violates the principles of medical ethics. Such practices include denying 
patients the right to informed consent, using pseudoscientific frameworks such as race science, and 
torturing people under the guide of research [8]. 

 
Nazi Trials: It became accomplished especially on Jews from throughout Europe within the 
awareness camps at some stage in World War II and the holocaust forcibly without consent for 

the procedures. Prisoners of the axis energy had been revealing to brutalities together with dual 
research on genetic mutation and bone, muscle, and nerve transplants at some stage in which 
sufferers had been now no longer furnished any anesthesia. And additionally, a few different Nazi 
crimes protected head harm experiments, malaria experiments, seawater intake experiments, 
excessive altitude simulation experiments, and freezing temperature experiments.  
After the battle those crimes are called “Doctor’s Trials” and those abuses caused the improvement 

of “Nurenberg Code of Medical Ethics”. During the Nurenberg trial, 23 Nazi docs had been subjected 

for unethical remedy of awareness camp inmates who had been frequently used as studies topics 
with deadly consequences [8-9]. 

 

Tuskegee Syphilis: This covered 399 inflamed African American guys and 201 uninfected African 
American guys and that they have been promised unfastened clinical remedy/care. This study 
endured from 1932-1972. People have been now no longer know that they have been covered in a 
clinical look at however alternatively informed to be getting dealt with for “Bad Blood” and the 
remedy become withheld from the sufferers which make as a minimum 28 out of 399 affected guys 
died from superior Syphilis. Peter Buxton who become a PHS venereal sickness investigator acted 
as a whistleblower and puzzled the morality and ethics of the test following which he went to the 
clicking in the early 1970s. Which received public popularity in 1972 and become blanketed with 
the aid of using John Heller of the related press later posted in the New York Times. The look 
ended quietly and suddenly [10]. 

 
Guatemala Study: In the US of Guatemala, researchers had been starting to introduce a lethal 
bacterium “Treponema pallidum”, or extra usually called Syphilis, to the residents with no 
forewarning or consent and had been unfolded to 1500 topics at the side of numerous different 
sexually transmitted infections (STIs). To underhanded pressure, the Guatemalan human beings 
without their knowledge, United States surgeon “John Charles Cutler” additionally took element 

in the Tuskegee Syphilis Study, which lasted for 40 years. He and his crew of scientists employed 
prostitutes who had been already inflamed with the sickness as their number one mode of 
transmission and the bulk of the focused topics protected susceptible populations, which includes 
sufferers from insane asylums, jail inmates, and Guatemalan soldiers. The closing intention of the 
Guatemala Syphilis Study become to decide the effectiveness of penicillin. However, in the 
technique of appearing this unauthorized medical trial, Cutler and the numerous different 
scientists violated a number of the very principles. Of the 1500 uniformed, involuntary topics that 

participated in the Guatemala Syphilis experiment, eighty-three, in the end, died from incorrect 
management of the sickness. Not till 2005, however, whilst Susan Reverby of Wellesley College 
become learning the Tuskegee take a look at had been the experiments at Guatemala discovered. 
Her uncovering of those unlucky activities brought about the publishing of “Ethically Impossible” a 
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document with the aid of using the Presidential Commission for the Study of Bioethical Issues 
which become launched in 2011. In October of 2010, President Obama issued a proper public 
apology on behalf of the USA Government for the happenings in Guatemala [11]. 

Willowbrook Study: It became performed through Saul Krugman and Joan P Giles of the New 

York School of Medicine, Willowbrook became selected because of the endemic nature of hepatitis 
in the group. This test could encompass serum samples that can be amassed from the youngsters 
before the contamination, additionally in the course of the incubation period, and after the 
contamination became cured, and overall, seven hundred of the scholars participated. They 
additionally deliberately gave hepatitis to mentally retarded youngsters which have been housed 
at Willowbrook country college in Staten Island, New York trying to tune improvement of viral 

contamination [12]. The observation started in 1956 and lasted for approximately 14 years. The 
researcher additionally desired to decide the effectiveness of gamma globulin injections as safety 
in opposition to hepatitis. They justified their planned infections and exposures by putting forward 
that for the reason that there has been an excessive charge of contamination with the group it 
became almost inevitable that the youngsters could grow to be infected [13]. Further questions of 
the moral situation were raised as it became youngsters who have been a part of the observe, with 
many contending that simplest therapeutic, and now no longer scientific, clinical experiments 

should use youngsters, at the same time as others contend that mother and father have been 
blackmailed into consenting [12]. 

 
Deaths in a trial of the HPV vaccine: The loss of life of ladies who had been part of a Human 
Papilloma Virus vaccine trial has raised an alarm approximately the character of studies in India 
in addition to the cost connected via way of means of the kingdom to the lives of its citizens. The 
trial become being performed in Andhra Pradesh and Gujarat via way of means of the NGO 

PATH with the guide from the Indian Council of Medical Research and neighborhood fitness 
authorities. The vaccine is furnished via way of means of companies, Merck Sharpe & Dohme and 
Glaxo Smith Kline. When the authorities stopped the rigors, 3 doses had already been 
administered to 30,000 participants, basically tribal ladies, elderly among nine and 14. The union 
fitness minister, Ghulam Nabi Azad, has denied that the deaths don't have anything to do with 
the rigors and has no obvious connection between the vaccine and the deaths. But the truth that 

the ladies had been part of the trial is motive sufficient to reserve in addition investigations. A 
committee has been constituted via way of means of the union authorities to research the deaths. 
An investigation, coordinated via way of means of the women’s fitness institution SAMA, 
discovered that the rigors recruited tribal ladies from terrible areas. These ladies had been 
malnourished. To get worse the situation, consent bureaucracy had been in English which even 
healthcare companies giving them vaccines now no longer capable of understanding. Not most 
effective do those checks violate individuals’ proper now no longer to accuse themselves, and they 

are proper to privacy, they additionally offer dubious clinical validity [14]. 

 
Indian Tuskegee trials: The dying of 254 Indian girls from modest backgrounds inside the route 

of a 15-yr US-funded scientific trial has brought about a raging debate approximately its ethicality. 
The trial became for cervical most cancers screening approach and the girls who died had been a 
part of a manage organization saved without screening to examine dying charges in unscreened 

populations. It is a well-set up the truth that any form of cervical screening reduces the occurrence 
of most cancers. Yet nearly 140,000 girls within the manage arm of the trial had been now no 
longer screened. After a criticism became made to it, America Office for Human Research 
Protections (OHRP) decided that the girls had been now no longer given good enough statistics to 
offer knowledgeable consent. Those who had been arguing that the trial became unethical 
additionally say it violated the global moral tips on scientific research, the Helsinki Declaration’s 
tips, which without a doubt country that “the benefits, risks, burdens and the effectiveness of a 

brand new intervention have to be examined towards the ones of the pleasant modern tested 
intervention” [15]. Even Indian Council of Medical Research (ICMR) tips stipulate that a placebo 
may be used while the disorder is self-restricting or while no tested preventive, diagnostic, or 
healing approach exists for it [15]. 
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Streptokinase trials in India: Unethical elements include the groups had overtly carried out 
unlawful section III scientific trials of recent capsules on unaware sufferers and had carried out 
mistaken scientific trials without permission from the Genetic Engineering Approval Committee 

(GEAC) which made 8 sufferers dead. Shanta Biotechnics denied the allegations. Litigation 
changed into filed through the Delhi-primarily based NGO Aadar Destitute and Old People’s 
home. In March 2004, the SOMO briefing paper on ethics in scientific trials eight Examples of 
unethical trials Supreme Court of India showed that the rigors have been unlawful [16]. 

 
Covid related ethical issues in India: Multiple fitness corporations in India together have referred 

to as for research into allegations of moral violations all through a medical trial of a covid-19 
vaccine evolved collectively via way of means of India’s Bharat Biotech and the Indian Council of 
Medical Research. In an announcement launched on 14 January, corporations of medical doctors 
and fitness rights advocates requested the Indian authorities to halt the trial on the People’s 
Hospital in Bhopal, exclude any statistics from the web web page all through trial analysis, and 
take motion towards the ones answerable for violations.  
Around seven individuals enrolled in the trial have claimed that they had been now no longer 

know that they could get hold of both a vaccine or a placebo. In memories at a press convention 
on 10 January, the individuals stated that they had been informed that they could get hold of a 
vaccine that might defend them from the radical coronavirus and were paid Rs750 (£7.5; €8.6; 
$10.3) to have the injections.  
The All India Drug Action Network, the Forum for Medical Ethics, and the Jan Swasthya 
Abhiyan (People’s Health Movement India), amongst different corporations, have stated the 
individuals’ memories have cautioned that the trial body of workers on the web web page violated 

the necessities of complete disclosure of trial objectives. Responding to the allegations, Bharat 
Biotech stated in an announcement that the trial is in complete compliance with “appropriate 
medical exercise suggestions and all regulatory provisions that practice to the behavior of medical 
trials in India.” The enterprise additionally stated Indian suggestions offer for repayment to 
individuals for the journey to the trial web page and the everyday salary misplaced due to their 
participation. The charge of Rs750 changed into supplied in any respect web websites and changed 

into “now no longer an inducement”. However, the fitness corporations argue that given the 
“severe financial vulnerability” of the individuals, which were exacerbated via way of means of 
the months-lengthy lockdown, the charge served as an inducement [17]. 

 

Instances of Ethics transgression across the globe 

 

Unethical Human Experimentation  
It is human experimentation that contravenes the principles of medical ethics. Such practices 
include denying patients the right to informed consent, using pseudoscientific frameworks such as 
race science, and torturing people under the guide of research [18]. 
 

Involuntary Sterilization in Nazi Germany: The earliest acts via way of means of Adolf Hitler 
after the Reichstag Fire Decree and the Enabling Act of 1933 gave him de facto prison dictatorship 

over the German country become to by skip the Law for the Prevention of Hereditarily Diseased 
Offspring in July 1933. This regulation is signed via way of means of Hitler himself, and greater 
than two hundred eugenic courts had been created distinctively for this regulation. Under it, all 
medical doctors in the Third Reich had been required to check in any sufferers of theirs who had 
been deemed intellectually disabled, characterized mentally ill (along with schizophrenia and 
manic depression), epileptic, blind, deaf, or bodily deformed, and a steep economic penalty 
become imposed for any sufferers who had been now no longer well reported. Each case is taken 

after which provided in the front of courtroom docket of Nazi officers and public fitness officials 
who could assessment their scientific records, takes testimony after which will determine step by 
step whether or not or now no longer order a sterilization operation. The sterilization software 
went on till the battle started, with approximately 600,000 human beings sterilized, and until the 
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end, over 400,000 people had been sterilized below the German regulation and maximum inside 
its first 4 years of being enacted. When the difficulty of “obligatory sterilization” become added 
up on the Nuremberg trials after the battle, many Nazis defended their movements had been 
counting the number of reality had been copies from the United States and that they had taken 

suggestions from them. The Nazis had many different eugenics-stimulated racial policies, along 
with their "euthanasia" program wherein around 70,000 human beings institutionalized or laid 
low with start defects had been killed [19]. 

  
Deaths bring South African HIV drug trials to a premature halt: South Africa's Medicines 

Control Council (MCC) has halted a scientific trial of the antiretroviral drug Coviracil 

(emtricitabine) following an assertion through the country's fitness minister that 5 South African 
ladies have died in the course of the trial. The selection is taken into consideration to be essential 
and acquires unique interest due to the fact they take a look at concerned giving Coviracil to HIV-
superb people in aggregate with d4T and nevirapine. The authorities have already below strain to 
permit HIV-superb pregnant ladies to accept nevirapine to save you mother-to-toddler 
transmission of HIV considering President Thabo Mbeki has refused to sanction the usage of AZT 
in kingdom hospitals for this purpose. Health Minister Manto Tshabalala-Msimang has been 

accused of the use of the deaths to justify the authorities' refusal to offer pregnant ladies 
antiretroviral drugs. But he instructed parliament final week that it'd be “immoral and unethical” 
for the authorities to determine the usage of nevirapine till the entire consequences of scientific 
trials at the drug are available.  MCC head Helen Rees denied that the authorities had placed a 
strain on the council in making its selection. She defined the timing of occasions as 
“serendipitous”[20]. 

 

Organ Trafficking: It holds a critical place with a transnational organized crime group due to high 
demand and relatively low rates of law enforcement. 

China: The world's maximum populous the USA is likewise at the pinnacle for transplants 
however recently because of tightened guidelines may also alternate this. It was given banned in 
July 2006 and around 2007 stated it might limitation for foreigners and prioritize ill Chinese. About 
a million humans in China want transplants every year, however, there is most effective round 

20,000 operations due to shortages of hearts, kidneys, and different organs, in keeping with nearby 
reports. Excoriated for taking organs from achieved prisoners, China says all jail donors have given 
consent [21]. 

Pakistan: Pakistan, presently concept to be the world's second-largest middle for the organ trade, 

has no criminal framework on transplantation, even though a draft regulation that might permit 
organ donations from the deceased changed into exceeded in Feb. 2007. Selling kidneys to 
traffickers may be very generally taking region specifically in rural areas, with as much as 1,500 

"transplant tourists" touring Pakistan in latest years, in keeping with WHO estimates [20]. 

Colombia: All transplants ought to be sanctioned through Colombia's countrywide fitness 
enterprise even the ones which include foreigners and regulation in 2004 requires to be had organs 
be supplied to Columbia first. However, numerous Websites supplied new livers and kidneys in 
Colombia in much less than ninety days, and the country's relative proximity to the U.S. has 
helped set up it as a vacation spot for transplant and different clinical vacationers looking for 

reasonably-priced operations [21]. 

Philippines: The International sharing of organs and tissues was allowed in 1991. While the 
official “Philippine Organ Donation Program” recommends staying donors go through counseling 
and scientific evaluations, a rewarding backdoor kidney exchange has expanded. Experts have 
referred to medical insurance structures to prevent reimbursing "transplant tourists" too sluggish 
the exchange. Kidney sufferers from the United Arab Emirates who're despatched to the 
Philippines for a transplant, for example, ought to have medical insurance cowl the $95,000 fee, 

$10,000 of which is going to the donor [21]. 

Egypt:  Egypt has no transplantation legal guidelines or prison reputation of mind death even 
though it consents to the want for each to regularize donations, the WHO says. High costs of liver 
ailment have boosted the call for liver transplants in addition to kidneys. Egypt's business-dwelling 
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kidney donors are usually male (ninety-five percentage), with a mean age of 33. Some seventy-
eight percentage pronounced deterioration in fitness after promoting their kidneys, eighty-one 
percentage spent the cash earned inside 5 months, and ninety-four percentage stated they regretted 
donating, the WHO pronounced [21]. 

 

Hepatitis E vaccine trial in Nepal 
In around 1998, GSK and the Walter institute performed clinical studies for the American army, 
commenced cooperating to increase a Hep E vaccine. Preparations for section II trials have been 
made in February 2000. GSK and Walter Reed went beforehand with section II trials and desired 
to check the candidate vaccine on 8,000 Nepalese volunteers in Lalitpur, without a plan to 

similarly increase the vaccine and make it to be had to the neighborhood populace if the rigors 
have been successful. The Nepalese NGO Lumanti and municipal officials protested towards the 
exams in Lalitpur due to the fact the bulk of its populace is illiterate and quite vulnerable. Walter 
Reed then determined to check the vaccine on 2,000 squaddies supplied through the Royal 
Nepalese Army as volunteers. However, the squaddies have been additionally taken into 
consideration as an endangered organization as they're negative and doubtlessly concerned to 
constraint through their superiors [16]. 

 

Nevirapine PMTCT trials in Uganda 
In the HIVNET 012 trial, the inquirer didn't get sufferers’ consent approximately modifies the test 
and administered incorrect doses. There have been extreme issues in file maintaining and delays 
and underreporting of deadly and life-threatening issues. Fourteen deaths have been now no longer 
reported. Researchers deal with hundreds of facet results and surrounded by reactions that have 
been now no longer disclosed. Serious Adverse Events (SAEs) for strategies have been now no 

longer followed. Boehringer Ingelheim, the business enterprise that markets the drug and audited 
the trial, requested the United States National Institutes of Health (NIH) to knock down an early 
reproduction of the studies file in case the observation might be audited through the United States 
Food and Drug Authority (FDA). Problems have been found out in early 2002 and Boehringer 
Ingelheim withdrew its FDA advertising application. In 2004, the FDA encouraged the NIH to 
prevent the usage of the drug with sure sufferers in Africa and issued warnings approximately facet 

results [16]. 

 

Conclusions 
However, India has produced many relatively professional docs who've labored to offer 
appropriate first-class care to sufferers each within the bounds of the country, and in different 
international locations just like the US and UK. Yet to apprehend the destiny of docs in India these 
days and examine it with different international locations, we want to have a look at 3 key factors 

which are mixed in a great doctor. The first is practical, hands-on scientific skills; the second one 
is the medical medicinal drug primarily based on totally rational practice; and the third is scientific 
ethics and sensitivity to sufferers. Even these days there are many ‘appropriate doctors’ in India 
who integrate all 3 of their patients. But because of the gross commercialization of scientific 
education, in addition to the fitness care gadget, all 3 are below huge assault now.   
The scientific career in India desires to extricate itself from the clutches of the mentioned ‘unholy 

alliances’ and should get concerned with inside the challenge of reforming the fitness care gadget, 
pulling its chariot out of the mud. It continues to be now no longer too past due for Indian 
physicians to guide the manner in the restoration of the fitness care gadget withinside the country. 

 

REFERENCES 

 

1. Vermont Ethics Network |. 2021. Overview of Medical Ethics. [online] Available at: 
<https://vtethicsnetwork.org/medical-ethics/overview>. 

2. Sagepub.com. 2021. [online] Available at: <https://www.sagepub.com/sites/default/files/upm-
binaries/34088_Chapter4.pdf. 



160 Arora et al.: Ethical transgressions across the Globe 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

3. Yadav H, Jegasothy R, Ramakrishnappa S, Mohanraj J, Senan P. Unethical behavior and 
professionalism among medical students in a private medical university in Malaysia. BMC Med 
Educ 2019;19(1):1-5. 

4. Jan, 2016. Scary, real incidents show how unethical Indian doctors have become. But these Doctors 
tell you just how to figure fake from real. [online] Business Insider. Available at: 
<https://www.businessinsider.in/dissenting-diagnosis-scary-real-incidents-show-how-unethical-

indian-doctors-have-become-but-these-doctors-tell-you-just-how-to-figure-fake-from-
real/articleshow/52223528.cms> [Accessed 11 May 2016]. 

5. Zhang S. 2021. The Disputed Death of an 8-Year-Old Whose Organs Were Donated. [online] The 
Atlantic. Available at: <https://www.theatlantic.com/health/archive/2017/06/organ-donation-
death/530511/>. 

6. News, C. and News, m., 2021. The doctor who ‘practiced without a license’ under the scanner | 
Mumbai News - Times of India. [online] The Times of India. Available at: 
https://timesofindia.indiatimes.com/city/mumbai/doctor-who-practised-without-licence-under-
the-scanner/articleshow/45958887.cms 

7. News, I., 2021. Unnecessary Medical Check-ups: AIIMS doctors lead the way, wage war on 

unnecessary medical tests | India News - Times of India. [online] The Times of India. Available at: 
https://timesofindia.indiatimes.com/india/aiims-doctors-lead-the-way-wage-war-on-
unnecessary-medical-tests/articleshow/37425725.cms 

8. Owlapps.net. 2021. Unethical human experimentation | own apps. [online] Available at: 
http://www.owlapps.net/owlapps_apps/articles?id=45581702&lang=en 

9. Jarmusik N. 2014. Nazi Human Experimentation. [online] Imarcresearch.com. Available at: 
<https://www.imarcresearch.com/blog/bid/356135/Nazi-Human-Experimentation 

10. Onlineethics.org. 2021. The Tuskegee Syphilis Study | Online Ethics. [online] Available at: 
https://onlineethics.org/cases/ethics-science-classroom/tuskegee-syphilis-study 

11. Jarmusik N. 2021. The Guatemala Syphilis Experiment. [online] Imarcresearch.com. Available at: 
https://www.imarcresearch.com/blog/bid/360094/The-Guatemala-Syphilis-Experiment 

12. https://www.qcc.cuny.edu/socialsciences/ppecorino/medical_ethics_text/chapter_7_human_ex
perimentation/Case_Presentation.htm 

13. Qcc.cuny.edu. 2021. Case: Willowbrook Experiments. [online] Available at: 
<https://www.qcc.cuny.edu/socialsciences/ppecorino/medical_ethics_text/chapter_7_human_e
xp 

14. Archeviva.com. 2021. [online] Available at: http://www.archeviva.com/wp-
content/uploads/2020/05/deaths-in-a-trial-of-the-hpv-vaccine---indian-journal-of-medical-ethic-
20200501121907-98.pdf 

15. Singhi R. 2021. Are women who live in Indian slums so dispensable? | Manoj Ladwa. [online] 
dispensable/>  

16. SOMO. 2008. Examples of unethical trials. [online] Available at: https://www.somo.nl/examples-
of-unethical-trials/ 

17. Doshi P. Will covid-19 vaccines save lives? Current trials aren’t designed to tell us. BMJ 
2020;21;371. 

18. Business Insider. 2021. Scary, real incidents show how unethical Indian doctors have become. But 
these Doctors tell you just how to figure fake from real. [online] Available at: 
https://www.businessinsider.in/dissenting-diagnosis-scary-real-incidents-show-how-unethical-
indian-doctors-have-become-but-these-doctors-tell-you-just-how-to-figure-fake-from-
real/articleshow/52223528.cms 

19. En.wikipedia.org. 2021. Compulsory sterilization - Wikipedia. [online] Available at: 
https://en.wikipedia.org/wiki/Compulsory_sterilization 

20. Nature. 2000. Deaths bring South African HIV drug trials to a premature halt - Nature. [online] 
Available at: https://www.nature.com/articles/35008232 

21. Staff R. 2007. FACTBOX-Five organ trafficking hotspots. [online] U.S. Available at: 
https://www.reuters.com/article/idUSL01426288 

 

 

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

 

Acknowledgements: Nil  
Conflict of Interest: Nil 

Funding: Nil 

https://timesofindia.indiatimes.com/city/mumbai/doctor-who-practised-without-licence-under-the-scanner/articleshow/45958887.cms
https://timesofindia.indiatimes.com/city/mumbai/doctor-who-practised-without-licence-under-the-scanner/articleshow/45958887.cms
https://timesofindia.indiatimes.com/india/aiims-doctors-lead-the-way-wage-war-on-unnecessary-medical-tests/articleshow/37425725.cms
https://timesofindia.indiatimes.com/india/aiims-doctors-lead-the-way-wage-war-on-unnecessary-medical-tests/articleshow/37425725.cms
http://www.owlapps.net/owlapps_apps/articles?id=45581702&lang=en
https://onlineethics.org/cases/ethics-science-classroom/tuskegee-syphilis-study
https://www.imarcresearch.com/blog/bid/360094/The-Guatemala-Syphilis-Experiment
https://www.qcc.cuny.edu/socialsciences/ppecorino/medical_ethics_text/chapter_7_human_experimentation/Case_Presentation.htm
https://www.qcc.cuny.edu/socialsciences/ppecorino/medical_ethics_text/chapter_7_human_experimentation/Case_Presentation.htm
http://www.archeviva.com/wp-content/uploads/2020/05/deaths-in-a-trial-of-the-hpv-vaccine---indian-journal-of-medical-ethic-20200501121907-98.pdf
http://www.archeviva.com/wp-content/uploads/2020/05/deaths-in-a-trial-of-the-hpv-vaccine---indian-journal-of-medical-ethic-20200501121907-98.pdf
http://www.archeviva.com/wp-content/uploads/2020/05/deaths-in-a-trial-of-the-hpv-vaccine---indian-journal-of-medical-ethic-20200501121907-98.pdf
https://www.somo.nl/examples-of-unethical-trials/
https://www.somo.nl/examples-of-unethical-trials/
https://www.businessinsider.in/dissenting-diagnosis-scary-real-incidents-show-how-unethical-indian-doctors-have-become-but-these-doctors-tell-you-just-how-to-figure-fake-from-real/articleshow/52223528.cms
https://www.businessinsider.in/dissenting-diagnosis-scary-real-incidents-show-how-unethical-indian-doctors-have-become-but-these-doctors-tell-you-just-how-to-figure-fake-from-real/articleshow/52223528.cms
https://www.businessinsider.in/dissenting-diagnosis-scary-real-incidents-show-how-unethical-indian-doctors-have-become-but-these-doctors-tell-you-just-how-to-figure-fake-from-real/articleshow/52223528.cms
https://en.wikipedia.org/wiki/Compulsory_sterilization
https://www.nature.com/articles/35008232
https://www.reuters.com/article/idUSL01426288


161 Damu et al.: Perception on the Legal and Ethical Aspects of Abortion 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

Original Research Paper 

 

Perception Of Medical Students On The Legal And 

Ethical Aspects Of Abortion In A Teaching Hospital In 

Northeast India 
 
Ramu Damu DA1, Ropmay AD2, Slong D3, Patowary AJ4, Nath A5, Jonpelly AR6 

 
1Senior Resident, Department of Forensic Medicine 
2Associate Professor, Department of Forensic Medicine 
3Assistant Professor, Department of Forensic Medicine 
4Professor and Head, Department of Forensic Medicine 
5Senior Resident, Department of Forensic Medicine 
6Postgraduate Trainee, Department of Forensic Medicine 

Northeastern sIndira Gandhi Regional Institute of Health and Medical Sciences,  
(NEIGRIHMS), Shillong-793018 

Corresponding Author: A.D.Ropmay 

E-mail: drdonna@rediffmail.com 
 

 

 

  ABSTRACT 
 

Background: Medical students, who are future healthcare providers, should be aware of the legal 
and ethical aspects of abortion – an important sexual and reproductive health issue. We conducted 
this study to find out the perception of our students on abortion and voluntary pregnancy 
termination 

Methodology: This was a cross-sectional observational study which included MBBS students of 
the 2nd professional year of the Batch of 2017. Data was collected through a structured self-
administered questionnaire comprising 15 items related to the research topic and analyzed using 
SPSS Version 11 by descriptive and inferential statistics 

Results: A total of 49 responses were retrieved. Overall, participants demonstrated good 
knowledge of the legal aspects and favorable attitudes towards abortion. However, only 36.7% 
could give the appropriate definition of abortion. The majority (98%) of respondents agreed that 

women must undergo mandatory counseling both before and after abortion 

Conclusions: There is room for improvement in our teaching learning methods on abortion 
through a more practical approach and inclusion of problem-based learning to hone the analytical 
and attitudinal skills of the doctors of tomorrow. 
 

Key Words: perception, medical students, abortion, legal, ethical 

 

 

Introduction  
Abortion is an issue with wide-ranging medical, psycho-social, legal and ethical implications. In   
India, voluntary termination of pregnancy is regulated by law and is allowed only if therapeutic, 
genetic, humanitarian, and socio-economic indications exist. About 12-18% of maternal mortality 
is attributed to “unsafe abortions” performed by unskilled personnel in unsanitary conditions [1]. 

The Medical Termination of Pregnancy (MTP) Act was passed in 1971 to provide deserving 
women access to safe abortion services by qualified practitioners using standard techniques in 
places approved by the government [2]. This legislation was amended in March 2021 to increase 
the gestational limit beyond 20 weeks in special categories of women on the opinion of two 
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physicians or a medical board on severe congenital anomalies beyond 24 weeks of pregnancy [3]. 
There is also provision for professional counseling and comprehensive care in order to improve 
the reproductive and sexual health of women in the country [4].  
A study was conducted in Maharashtra, India to further explore previous findings about poor 

attitudes towards abortion among medical students. The authors concluded that it is important to 
strengthen their confidence and knowledge through improved medical education including value 
clarification and clinical training [5]. According to Cohen P et al, efforts should be made to make 
teaching on abortion practical, engaging, sensitive and inclusive [6]. The teaching methodology 
employed appeared to contribute towards students viewing abortion as an essential aspect of 
women’s healthcare and also served to reduce the stigma attached to abortion due to traditions 

and norms in society. 
The legal and ethical aspects of abortion are taught to medical students during the 4th and 5th 
semesters of the MBBS program in the subject of Forensic Medicine as per the old curriculum. It 
is important for students who are future healthcare providers to be aware of these issues so that 
they can deal with them confidently in practice. In this study we explored how medical students 
perceive abortion and related issues and whether they are aware of the legal and ethical aspects of 
abortion and pregnancy termination. Further, this research was a means of reflecting on our past 

teaching learning methodology and how it can be improved in subsequent batches of MBBS 
students especially in the light of Competency Based Medical Education (CBME) and the new 
curriculum rolled out in 2019 by erstwhile Medical Council of India (MCI) [7], now replaced by 
the National Medical Commission (NMC). 

 

Methodology 
This was a cross-sectional observational study conducted on 49 medical students of the 2nd 

professional year in the 5th semester of their MBBS course (Batch of 2017) at our institution. 
Purposive (selective) sampling was performed to include all students who agreed to participate and 
gave their free and voluntary consent for the same. Data was collected over a period of one month 
in January 2020 in the form of a structured self-administered questionnaire comprising 15 items 
related to the topic of the study. The questionnaire was divided into three parts, i.e. socio-
demographic variables (age, gender, year and semester of study), knowledge of legal aspects (Items 

1-9) and attitudes to abortion (Items 10-15). Responses to questions related to attitude were graded 
on a 1 – 5 point Likert scale, where 1 – Disagree completely, 2 – Disagree, 3 – Neutral, 4 – Agree 
and 5 – Agree completely. The nature and purpose of the study was explained, and written consent 
obtained from all participants. A sample questionnaire was pilot tested and modified accordingly. 
Responses received were entered in MS Excel worksheet and analyzed using SPSS Version 11 by 
descriptive and inferential statistics. The student’s t test for independent samples was employed to 
determine the differences in knowledge and mean attitude scores of male and female participants 

in the study population. 
This project was approved by the Institutional Ethics Committee (IEC) on 24th September 2019. 

 

Results 
A total of 49 completed questionnaires were retrieved. The age of participants ranged from 19-25 
years with a mean age of 21.4 years. In the study population, 53.1% comprised male and 46.9% 

female students pursuing the 5th semester of the 2nd professional year of the MBBS course. Among 
the respondents, 36.7% could give the appropriate definition of abortion while 67.3% knew the 
legal age of foetal viability. The majority of students (91.8%) were aware of the gestational limit 
for abortion as per the MTP Act 1971. Again, most of them (93.9%) could correctly point out the 
currently accepted method of medical abortion. In relation to consent, 98% of respondents 
answered that consent for medical termination of pregnancy can be given by the patient herself if 
she is mentally sound and over 18 years of age. Regarding scenarios where MTP is legally 

indicated, 73.5% chose the correct option, i.e., pregnancy due to contraceptive failure in a married 
woman. All the participants (100%) knew that the procedure can be carried out at an institution 
approved by the Government to perform MTP.  
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Table 1. Socio-demographic characteristics of participants (n=49) 

 

Age distribution No. % 

19 – 21 years 29 59.2% 

22-25 years 20 40.8% 

Gender distribution    

Male  26 53.1% 

Female 23 46.9% 

Course of study: MBBS 

Year of study: 2nd professional year 5th semester 

 

Table 2. Knowledge of legal aspects of abortion (n=49) 

 

Item No. of correct 

responses 

Percentage (%) of 

correct responses 

Definition of abortion 18 36.7 

Legal age of viability 33 67.3 

Legal limit for pregnancy termination 45 91.8 

Consent for pregnancy termination 48 98 

Scenarios where medical termination of pregnancy is 
indicated 

36 73.5 

Documentation in medical termination of pregnancy 28 57.1 

 

In relation to opinion, 89.8% agreed that the conduct of unsafe abortions by unskilled personnel 
in unsanitary conditions is one of the causes of maternal mortality in our state. 44.9% concurred 
with the view that the foetus is a person at conception and abortion is taking a human life. Among 
the respondents, 89.8% answered that they would recommend MTP if the foetus is not yet viable 
and continuation of pregnancy is life threatening to the mother. On the other hand, 40.8% agreed 
and 38.7% disagreed that the doctor should be able to refuse to perform an abortion on moral 

grounds even if it is permitted by the law. The majority of students (98%) agreed that a woman 
must undergo mandatory counselling both before and after abortion to reduce stress and prevent 
further unwanted pregnancies. 
The knowledge items (1-9) were graded by awarding one mark for each correct answer and the 
average knowledge score obtained by the students was 6.65 marks. Mean attitude scores calculated 
separately for each construct/item (10-16) are shown in Table 3 while gender differences in the 
knowledge and attitude scores are depicted in Table 4. 

 
Table 3. Mean attitude scores (n=49) 

 

Item Mean attitude 

score 

Standard 

deviation (SD) 

Unsafe abortions are a cause of maternal mortality 4.2 ± 0.8 

Abortion is taking a human life 3.3 ± 1.1 

Recommendation of abortion in life threatening 
condition of mother 

4.3 ± 0.8 

Refusal to perform abortion on moral ground 2.9 ± 1.3 

Counseling the patient before an abortion 4.8 ± 0.4 

Counseling the patient after an abortion 4.7 ± 0.5 

 

Discussion  
Our research throws some light on the perception of medical students on the legal and ethical 
aspects of abortion. We found that their overall knowledge of legislation was good while attitudes 
to abortion were favourable for specified conditions. However, most of the students were not able  
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Table 4. Gender differences in knowledge and attitude scores (n=49) 

Construct/Item Gender Student’s t test 

Male Female t value p value 

Unsafe abortions are a cause of 

maternal mortality 
Mean 

SD* 

4.2 

0.9 

4.1 

0.8 

0.416 

 

.678 

Abortion is taking a human life Mean 

SD 

3.3 
1.2 

3.4 
1.1 

0.057 .954 

Recommendation of abortion in life 
threatening condition of mother 

Mean 

SD 

4.2 
0.7 

4.3 
0.9 

-0.645 .521 

Refusal to perform abortion on 

moral ground 
Mean 

SD 

2.7 

1.4 

3.1 

1.3 

-0.925 .359 

Counseling the patient before an 
abortion 

Mean 

SD 

4.7 
0.5 

4.8 
0.4 

-0.862 .393 

Counseling the patient after an 
abortion 

Mean 

SD 

4.6 
0.5 

4.7 
0.4 

-1.01 .317 

Knowledge score Mean 

SD 

6.6 

1.1 

6.7 

1.1 

-0.506 .614 

Statistical significance at p<0.05 *SD=Standard Deviation 
 
to appropriately define the term “abortion” as “termination of pregnancy before the period of 
viability” which concurs with a study by Kumar R et al where only 46.77% of medical students 
could elicit the correct definition [8]. The majority agreed that unsafe abortions are a cause of 
maternal mortality in our state which is comparable with the findings of Palo LB et al [9] where 

97.3% of participants agreed that unsafe abortions are a serious health problem in India. A similar 
study conducted in South Africa (2012) [10] found that respondents were less knowledgeable about 
which types of medical providers could legally perform termination of pregnancy which 
corresponds with our observations. The research findings of a descriptive cross-sectional study 
done in Brazil (2021) [11] showed that almost all students (98.3%) knew legal abortion does not 
require husband’s consent. This is comparable to our results where 98% of medical students 

correctly responded that consent for medical termination of pregnancy (MTP) can be given by the 
patient (woman) herself if she is mentally sound and over 18 years of age. In a recent study from 
Jordan (2021) [12], 91.5% of participants agreed that abortion is permissible if pregnancy is a threat 
to a mother’s life. The findings concur with the present study but differ from that done in Papua 
New Guinea [13] where only 52% of respondents agreed that abortion could be allowed when 
pregnancy is threatening a mother’s life. Additionally, the Jordanian study demonstrated that 53% 
of students were of the view that abortion must be considered murder as compared to 44.9% in our 

sample who thought abortion is taking a human life. Thus, we see socio-cultural shades in attitudes 
to abortion across the globe although medical socialisation plays an important role in developing 
a tolerant attitude to safe and accessible abortion care when genuinely required. Finally, we did 
not find any statistically significant gender differences in knowledge and attitudes towards abortion 
as was the case in previous research done by Kolodziejczyk I et al13 and Tey N et al. [14]. A survey 
on first to fourth year medical students at the Johns Hopkins University School of Medicine, USA 
(1983-1990) demonstrated that attitudes correlated most strongly with personal beliefs about when 

a fetus was considered a human life and less so with students’ genders [15].  

Our study had its limitations in that its sample size was small (n=49) with only a single batch of 
MBBS students from a single institution taken into consideration. Moreover, these students were 
from the 2017 batch exposed to the traditional curriculum which had more emphasis on theory 
and less of practice. Secondly, our study instrument only tested basic knowledge and not its 
application in realistic case scenarios. Fróes NMF and his colleagues in Brazil [11] also 

commented that in general, students know about legal aspects but do not know when and how to 
apply it. It is hoped that with the introduction of the new Competency Based Medical Education 
(CBME) program in 2019, things will change for the better. This curriculum proposes a more 
practical approach through problem-based learning, case scenarios, objective assessment of clinical 
skills and a module on attitude, ethics, and communication. There is scope for further research on 
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students exposed to the CBME curriculum in the coming years to determine its effectiveness in 
bringing out full-fledged Indian Medical Graduates fulfilling the roles of clinician, leader, 
professional, lifelong learner and communicator.  

 

Conclusions  
We conclude that our students had good overall knowledge of the legal aspects and favorable 
attitudes towards abortion in specified circumstances. There is room for improvement in 
subsequent batches through a problem-oriented approach to learning with focus on enhancement 
of analytical and attitudinal skills for the doctors of tomorrow. 
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  ABSTRACT 
 

Background: One of the most important factors in physician-patient relationship is empathy. Prior 
studies have suggested that there is decline in empathy with clinical training. The purpose of this 
study was to measure and examine student empathy among medical students. 

Methodology: This was a cross sectional study at Father Muller medical college and hospital 

among undergraduate medical students. The Jefferson Scale of Physician Empathy-Student 
Version (JSPE-S), consisting of 20 questions with a total score ranging from 20 to 140 was 
administered to the subjects.  

Results: 200 students participated in the study. The first-year medical student class had the highest 
empathy scores, whereas the fourth-year class had the lowest empathy scores. Measured empathy 
differed between second- and third-year classes, corresponding to the first year of clinical training. 

Empathy appears to decrease from the first-year to fourth year.  

Conclusions: Empathy scores of students in the preclinical years were higher than in the clinical 
years. Future research is needed to confirm whether clinical training impacts empathy negatively, 
and, if so, whether interventions can be designed to mitigate this impact. 
 

Key words: Empathy, Medical Students, Physician Empathy. 

 

 

 

Introduction  
Empathy is the cornerstone of the physician – patient relationship [1].  Empathy promotes patient 
and physician satisfaction, contributes to patient enabling and participation and also improves 
patient outcomes. It improves the quality of data obtained from the patient, improves physician’s 

diagnostic ability and decreases rate of miscommunication [2]. The current study aimed to 
measure and examine student empathy among medical students. 

 

Methodology 
This is a cross sectional study conducted at Father Muller Medical College and ospital among 
undergraduate medical students in 2020. 

 

Study participants: All incoming medical students and those completing first- through fourth-
year medical school in 2020 were eligible to participate in the study. 

Study design: One author distributed the self-administered, anonymous surveys to the medical 
students between March and July 2020.  
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The primary measure of empathy, the Jefferson scale of physician empathy-student (JSPE-S), is a 
20-item questionnaire measuring components of empathy among health professionals in patient 
care situations [1]. Medical students were divided into 4 groups based on the year/phase of MBBS 
and were asked to complete the JSPE-S (Jefferson scale of physician empathy) questionnaire. This 

questionnaire consisted of 20 statements. Responses were scored using 7-point Likert scale 
(strongly agree:7, strongly disagree:1) [2]. Analysis was done under 3 components like component 
I-perspective taking, component II-compassionate care, component III-walking in patient shoes. 
 

Components 1st year 2nd year 3rd year 4th year P value 

Perspective taking 
(PT) 

5.9 5.8 5.76 5.72 0.72 

Compassionate 
care (CC) 

3.6 3.3 3.15 3.12 0.23 

Walking in patient 
shoes (WS) 

5.5 4.9 4.33 3.8 0.2 

Table: Scores of all students on various sub scales of the Empathy scale 

 

Results 
Overall response rate was 75%. Out of the respondents, 75% (n=27) of them reported empathy as 
the important therapeutic skill for successful treatment. Analysis of 3 components showed highest 
average among 1st year MBBS students with PT of 5.9, CC of 3.6 and WS of 5.5 and lowest average 
among 4th year MBBS students with PT of 5.7, CC of 3.1 and WS of 3.8 as shown in the table. 
 

Discussion 
In our cross-sectional study, empathy was found to increase during the first year of medical school 
but falls after the third year (first clinical year) and remains down through the final year of medical 
school [5]. Our results were consistent with previous studies, suggesting that empathy decreases 
after clinical training in medical school. 
Few studies offer conflicting results with respect to their impact on empathy. One group measured 
an increase in empathy in students who participated in role-playing and simulated patient 

scenarios. In contrary, an entire medical school class taking a 4-month patient-interviewing course 
designed to teach communication and emphasize empathy did not show an improvement in the 
latter. A recent review suggested that empathy may be amenable to a range of interventional 
strategies. Lastly, student course evaluations and feedback suggest that students respond positively 
to these educational interventions and perceive themselves to be more sensitive and empathic 
toward their patients from such activities despite a lack of more objective outcomes. 
Another possible explanation for the observed decrease in empathy may be due an acculturation 

phenomenon [7-8]. Student and doctors experience a wide range of emotions and stresses and may 
struggle to maintain their empathy. This would suggest that to remain effective for patients, 
students and trainees become less empathic as they face emotionally challenging and draining 
situations. Outcome measures to assess such a hypothesis should be included in future research. 
Limitations of our study were that our measurement of empathy, the JSPE-S, is self-reported, 
which measures medical students’ orientation to empathy and is not correlated with behaviour. 

Studies of practicing physicians have noted that JSPE score difference is as great as 11 between 
practicing psychiatrists and anaesthesiologists [6].  
Lastly, we acknowledge that attendance, survey participation, and possibly response may be 
influenced by the situations or events during which we obtained the data [9]. Although our study 
is limited to one medical school, we feel that our results can be generalized to medical schools that 
have a traditional structure similar to ours.  
 

REFERENCES 
 

1. Chen D, Lew R, Hershman W, Orlander J. A cross-sectional measurement of medical student 
empathy. J Gen Intern Med 2007;22(10):1434-8.  



168 Patil and D’Cunha: A cross sectional measurement of Medical Student Empathy 

 

                                                        Global Bioethics Enquiry 2020; 8(3)  

2. Hojat M, DeSantis J, Shannon SC, Mortensen LH, Speicher MR, Bragan L, LaNoue M, Calabrese 
LH. The Jefferson Scale of Empathy: a nationwide study of measurement properties, underlying 
components, latent variable structure, and national norms in medical students. Adv Health Sci Educ 
Theory Pract 2018;23(5):899-920.  

3. Hojat M, Shannon SC, DeSantis J, Speicher MR, Bragan L, Calabrese LH. Does Empathy Decline 
in the Clinical Phase of Medical Education? A Nationwide, Multi-Institutional, Cross-Sectional 

Study of Students at DO-Granting Medical Schools. Acad Med 2020;95(6):911-8. 
4. Coulehan JL, Platt FW, Egener B, Frankel R, Lin CT, Lown B, Salazar WH. "Let me see if i have 

this right...": words that help build empathy. Ann Intern Med 2001;135(3):221-7.  
5. Hojat M, Mangione S, Nasca TJ, Rattner S, Erdmann JB, Gonnella JS, Magee M. An empirical 

study of decline in empathy in medical school. Med Educ 2004;38(9):934-41.  
6. Hojat M, Gonnella JS, Nasca TJ, Mangione S, Vergare M, Magee M. Physician empathy: 

definition, components, measurement, and relationship to gender and specialty. Am J Psychiatry. 
2002;159(9):1563-9.  

7. Rosen IM, Gimotty PA, Shea JA, Bellini LM. Evolution of sleep quantity, sleep deprivation, mood 
disturbances, empathy, and burnout among interns. Acad Med 2006;81(1):82-5. 

8. Branch W, Pels RJ, Lawrence RS, Arky R. Becoming a doctor. Critical-incident reports from third-
year medical students. N Engl J Med 1993;329(15):1130-2. 

9. Rosen IM, Gimotty PA, Shea JA, Bellini LM. Evolution of sleep quantity, sleep deprivation, mood 
disturbances, empathy, and burnout among interns. Acad Med 2006;81(1):82-5. 

 
 

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

Acknowledgements: Nil 
 Conflict of interest: Nil 

Funding: Nil 



169 Palatty et al.: Integrated Bioethics Module in Undergraduate Medical Students 

 

                                                        Global Bioethics Enquiry 2021;9(3)  

Original Research Paper 

 

Effectiveness of Integrated Bioethics Module in 

Undergraduate Medical Students: a comparison 
   
Princy Louis Palatty1, Rosme David2, Mary Mathew3, Sanitha Kuriyachan4,  

Dhanya Sacheedran4, Russell F. D’Souza5 
 
1Professor and Head, Department of Pharmacology, Amrita Institute of Medical Sciences, 
Edappally, Kochi, Kerala. 
2Junior Resident, Department of Pharmacology, Amrita Institute of Medical Sciences, 
Edappally, Kochi, Kerala 
3Department of Pathology, Kasturba Medical College and Manipal Academy of Higher 
Education, Manipal.  
4Assistant Professor, Department of Pharmacology, Amrita Institute of Medical Sciences, 

Edappally, Kochi, Kerala. 
5Director and Head, Department of Education, International Chair in Bioethics, Melbourne. 

Corresponding Author: Princy Louis Palatty 

E-mail: drprincylouispalatty@gmail.com 
 

 

 

  ABSTRACT 
 

Background: The General conference of UNESCO adopted the Universal Declaration on 
Bioethics and Human Rights since 2005. A set of bioethical principles were set out by 191 member 
states, and they were mandated to promote, disseminate, and elaborate them into practical 
purposes. Later the UNESCO Bioethics Core Curriculum sets out to introduce the bioethical 

principles of the Universal Declaration on Bioethics and Human Rights to university students.  

Methodology: Bioethics integrated course was taught 2 years for 2012 MBBS batch from their 3rd 
semester according to the prepared module. 94 students enrolled into the course. A cross sectional 
prospective comparative course evaluation study was conducted. The confidence level was graded 
using pre-test and post test scores on their bioethical course objectives. The results were compared 
with 2011 MBBS batch who hadn’t bioethics course. 

Results: 94 students in 2012 and 86 students in 2011 MBBS batch participated in the study. The 
confidence level of course attended batch has increased greatly from their pre-test/course level. 
The mean score in remembering ethically issues has hiked to 8 from 2. The confidence level of 
senior batch (unattended batch) was comparatively reduced from attended batch. The need for 
bioethics course was equivocally pronounced by both the batches. 

Conclusions: The increased confidence levels in course attended students shows the effectiveness 
of integrated bioethics course in the curriculum. The curriculum includes innovative teaching 

methods, which aids for this success. The curriculum has evolved with every hurdle and 
brainstorming to resolve the encountered problems each time to this unique level.   

 
Key words: bioethics, medical students, integrated bioethics module, curriculum. 

 

 

 

Introduction  
The Indian health care system is progressing by leaps and bumps, throwing a multitude of ethical 
challenges at the healthcare professionals [1]. This ethical stress brings the importance of bioethics 
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in the medical curriculum and will uplift the medical professionals to deal with these issues [2]. 
Although the west has been teaching ethics to the healthcare professionals in a sporadic manner 
[3], the studies done by exploring the local health care has found lacunae in ethical areas [4]. This 
led to setting up of network of bioethics centers under the Universal Declaration of Bioethics and 

Human Rights since 2005 [4]. The mandate was to empower healthcare professionals in bioethics 
by including bioethics in their medical curriculum. These laid to the foundation of unique 
integrated model of bioethics into the curriculum, including regular assay of undergraduate health 
care professionals’ education [2,4]. This module continues in step with the medical course 
culminating in written examination and viva voice at the end of the course. This study is an interim 
report on the program of the students who have undergone 2 years of bioethics sessions according 

with the horizontal (subject-wise) curriculum vertical integration [4].  
Bioethics in medical practice is the balance between benefit and harm, with four key principles in 
its centre – autonomy, beneficence, non-maleficence and justice. Learning bioethics will help 
medical professionals for ethical clinical decisions, advanced technologies in treatment, moral 
research and if necessary to make changes in law and regulations [5]. This study determines the 
effectiveness of integrated teaching module conceptualized by the authors by using various 
methods of this module.  

 

Methodology 
We performed the case-based reviews of three IRB records of implementation research related to 
public health interventions using the inclusive self-help groups (ISHG), trained malaria volunteers 
and the nutrition support groups. For each research project reviewed at the IRB, the analysis 
informed the project description, and a brief account on ethical considerations without revealing 
the actual title of the research projects and partner organizations (INGO A, B and C) to observe 

anonymity and confidentiality in line with Helsinki declaration. The methodology in constructing 
case studies followed Gopinchandran et., al (2016) [16]. Ethical challenges in this study referred to 

ethical issues related to implementation research that needed to take into account during the IRB 
review process that were difficult to deal with, in the absence of clear guidelines or known 
precedents [4]. The IRB (DMR) exempted the review of this research. The administrative 
authorities provided permission to review the records for further analysis. 

 

Results 
There were 94 students in 2012 MBBS bioethics course attended batch and 86 students in 2011 
MBBS batch. All the students were consented to participate in the study. Sex distribution of 
responders were given in figure 1.  

 

Figure1. Sex distribution in both batches 
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The confidence level table of mean scores of the pre- and post- test of the course attended batch 
(2012 MBBS batch) was depicted in table 1. The mean scores obtained under each score is shaded 
differently (Table 1). The post-test scores obtained by 2011 and 2012 were graphically represented 
under figure 2. 

 

Table 1: Confidence table for the bioethics course attended batch – 2012 MBBS 

 
Title  PRE-TEST POST TEST 

 1 2 3 4 5 6 7 8 9 10 1 2 3 4 5 6 7 8 9 10 

I am confident 
to identify 

ethical problem 

                    

I can understand 
and remember 
basic ethical 

principles 

                    

I can reflect on 
moral issues 

from 
perspectives of 
all stake holders 

                    

I am aware of 
the rights and 
laws pertaining 

to basic 
bioethical issues 

                    

I am able to 
morally justify 

an ethical 
decision taken 

                    

 

Figure 2: Comparison of post-test scores obtained by bioethics course attended batch (2012 

MBBS batch) and not attended batch (2011 MBBS batch). 

 
 
Students need for bioethics in their curriculum was enquired. 100% (n=94) students in course 
attended batch (2012 MBBS) and 90% (n=77) students in senior batch (2011 MBBS) were agreed 
for the need for bioethics course in their curriculum (Figure 3).  

 

Discussion 
It was not an arduous task for the team, to draft this curriculum as the UNESCO Bioethics core 

curriculum stands as a template for all those wishing to do the same. Since 2011, the work began 
in various medical colleges in India. The basic challenge was maintaining the tempo in bioethics 
right through the four and half years of medical education course. Short courses have been adopted 
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by various universities which evaporated, with the ending of the courses. Hence first ever unique 
curriculum, that trudges every step of the way, of the medical student was planned.  
The overall scores of students in 2012 batch who had bioethics course shows major improvement 
in their confidence levels from pre-test (before course) to post-test (after course) scores. Similar 

supporting evidences were seen in the work of Asghari et al and Barman et al. Barman et al stated 
that there was much improvement in ethical dilemma in disclosure of patient condition and clinical 
case discussion after 6 months of bioethics course to undergraduate students in India [6]. In 
Asghari et al course evaluation study, among undergraduate medical students in Iran also noticed 
significant improvement from pre-course to post-course mean scores [7].  
The 2012 course attended MBBS batch’s’ confidence level was drastically increased from a score 

of 2 to 8 in understanding and remembering ethical principles. This is attributed to the fact that it 
was long term course outcome using innovative teaching methods. Similarly, Goldie et al also 
noticed a 3-year bioethics course in medical students of UK had better course outcome. Goldie et 
al as well as Asghari et al appreciated small group teaching had better outcome than lecture type 
teaching. More over longer course duration (entire medical curriculum) will be more successful – 
suggested by Asghari et al [7-8]. The traditional didactic lectures would not be effective in bringing 
about the attitudinal change required, rather thought provoking and sensitive awareness would 

giggle their mind towards adopting the right attitude. Hence, the curriculum includes 80% 
innovative teaching methods that aids active learning for long lasting results.    
There are many laws related to medical ethics especially concerning abortion, end of life decisions, 
moral researches and transplantation. This was well taught in their curriculum. Therefore, the 
improvement in confidence level pertaining to laws will definitely help those students while 
practising. The bioethics course evaluation of 3rd semester undergraduate students after 6 months 
training found that students were facing difficulties/contradictions especially in abortion laws and 

paediatric consent [6].   
The medical students find, the medical curriculum cumbersome in itself and addition, of this new 
subject could be the proverbial ‘straw-on-the camel’s back’. Allocation of time and staff was an 
issue, that reached an ‘impasse’. This led to the evolution of ‘dedicated and discipline specific’ 
bioethics classes. This demarcation resolved the issues, leading to most classes having, a bioethics 
component, i.e., ethical aspects in every lecturer/bed side class for every subject.  

The comparison of mean scores between the course attended and unattended batches show major 
differences. The lesser confidence level of senior batch students was invariably because of the lack 
of bioethics course. Although until 2005 there were no separate course incorporated to medical 
education in India, the medical students were empowered with moral values, which they gained 
from their experienced teachers. Greenberg et.al noticed residents in paediatric emergency division 
in Canada had little or no formal ethical teaching but rather it was informally taught by mentors. 
Few students mentioned about bioethicist consultation whenever necessary. The study also 

concluded with importance of formal ethical training for medical residents in Canada [9].  
As the course attended batch found the integrated curriculum fruitful, they all agreed for the need 
for the integrated bioethics course in their curriculum. The 90% senior batch students who doesn’t 
had the course had opted ‘yes’ for the implementation of bioethics course in their curriculum. This 
says that the students definitely thought of ethical issues and to solve them while they came across 
with more situations during clinical postings. Likewise, evaluation of bioethics awareness among 
undergraduates and interns found the need for bioethics teaching in their classes [10]. Barman et.al 

also concluded with stressing the importance of ethics as a part of curriculum [6]. 
Implementation of new course into the medical curricula was not that easy as many students as 
well as faculty members consider less significant to bioethics during initial stages. But later 
acceptance opened the gate way to the bioethics integrated medical course [11]. Now this 
curriculum has been validated and implemented by stalwarts in the field. The initial hurdles have 
been thwarted and is now, well seton the road to completion [4]. Therefore, course evaluation and 

students’ regular assessment was integral part in renovating the curriculum. El Tarhouny and 
others proposed 12 steps of ethics implementation in curriculum in which critical thinking, 
interactive sessions, students assessment and course evaluation were highlighted [12]. More 
interactive sessions, small group discussions, ethical clinical dilemma solving were the most 
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preferred teaching methods by both students and faculty [9]. Not only in undergraduate medical 
students, interns, postgraduate residents, dental students, nurses also require to strengthen their 
ethical values [13-14]. So, our present study shows the effectiveness of bioethics course and 
students were intended to know more about bioethics.  

As our sample size was small, we used minimal statistical analysis. Therefore, the large sample 
size is required to represent a population. Instead of retro pre-test, a pre course evaluation might 
produce more accurate results. Since it’s a course evaluation study, the level of knowledge in 
bioethics was not assessed. 
  

Conclusions 
The road to making ethically excellent healthcare is possible by sowing ethical seeds early. This 
had been visualized and is now being realized. The horizontally and vertically integrated 
undergraduate bioethics curriculum that has been seamlessly integrated into the four and half years 
of medical education, is here to stay and shall shine as a beacon to be adopted by many. This is 
truly indigenous, relevant and sensitive to our needs which is the highlight of this curriculum.  
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The essence of medical writing for publication in the medical field is distilled into countless 
precepts to guide the author throughout the process [1]. Publications are essential for sharing 
knowledge, adding to the existing medical literature and advancement of one’s career. As most 
graduate programmes in medicine do not offer hands-on training in writing and publishing in 
scientific journals, writing a research paper is a challenge for beginners [2]. The Covid-19 pandemic 
has ushered in a general feeling of skepticism among the lay public regarding the validity of 
published medical literature and this has encouraged a few journal editors to be demanding of 
authors and extremely particular about reporting guidelines [1]. Reporting guidelines have become 
very important tools in medical research. These guidelines improve the completeness, accuracy 
and transparency of reporting the crucial aspects of research studies [3]. This aids not only in 
accurate evaluation of the methodological quality of research and validity of the results, but also 
improves the quality of evidence synthesized from published data for application in practice. 
Improperly reported research raises questions regarding the validity and reliability of the research 

findings and results in wastage of important data [4]. A reporting guideline is essentially a checklist 
that enlists the bare minimum information that must be provided in any type of published article 
[5]. There are currently more than 300 different reporting guidelines for various study designs and 
health research disciplines –the most comprehensive source of these guidelines is the EQUATOR 
Network [6]. 

There have been many studies in the past which have assessed the compliance of articles published 
in different journals to these standard reporting guidelines. A study conducted by Susvirkar et al 

evaluated the compliance of randomized controlled trials (RCTs) published in the Journal of the 
American Medical Association (JAMA) and British Medical Journal (BMJ) in 2013 to the 
CONSORT statement of 2010 (CONSORT guidelines were originally published in 1996, 
subsequently modified in 2001 and again in 2010). The study reported that even high impact 
journals had poor compliance of reported trials with CONSORT guidelines [7]. While the onus of 
following these guidelines and reporting structured data lies with the author, it’s important for the 

publishers to incorporate these guidelines in their ‘Instructions to Authors’ on the journal website. 
This would make any author wishing to submit a manuscript to the journal aware regarding the 
same.  
 
We set out to evaluate the extent of endorsement of these guidelines by different journals. We 
visited and scrutinized the ‘Instruction to Authors’ section of the websites of 50 Indian journals 
from medical specialties indexed by PubMed. We documented the extent of endorsement of the 

commonly used standard guidelines – CONSORT, STARD, QUOROM, MOOSE, PRISMA, 
STROBE and CARE by each of these journals: 
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Fig-1: Reporting guidelines listed on the website of the EQUATOR network 

 
● CONSORT (CONsolidated Standards Of Reporting Trials) 
● STARD (STAndards for Reporting of Diagnostic accuracy studies) 

● QUOROM (QUality Of Reporting Of Meta-analyses) 
● MOOSE (Meta-Analysis Of Observational Studies in Epidemiology) 
● PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) 

● STROBE (Strengthening the Reporting of Observational studies in Epidemiology) 

● CARE (CAse REport guidelines) 
 

Sr.

No 
Journal Title NLM ID CONSORT 

STARD 

 

QUOROM/ 

MOOSE/ 

PRISMA 

STROBE CARE 

1. Annals of Cardiac Anaesthesia 9815987 Y Y Y Y N 

2. Asian Journal of Andrology 100942132 N N N N N 

3. Hepatology International 101304009 N N. N N N 

4. Indian Heart Journal 374675 N N N N N 

5. Indian Journal of Cancer 112040 Y N N N Y 

6. Indian Journal of Dental Research 9202990 Y N N N N 

7. 
Indian Journal of Dermatology, 

Venereology and Leprology 
7701852 Y Y Y Y Y 

8. Indian Journal  of Gastroentrology 8409436 Y Y Y Y Y 

9. Indian Journal of Medical Ethics 101214913 N N N N N 

10. 
Indian Journal of Medical 
Microbiology 

8700903 Y* Y* Y* Y* Y* 

11. Indian Journal of Medical Research 374701 Y Y Y Y N 

12. Indian Journal of Ophthalmology 405376 Y* Y* Y* Y* Y* 

13. 
Indian Journal of Pathology and 

Microbiology 
7605904 Y Y Y Y N 

14. Indian Journal of Pediatrics 417442 Y Y Y Y Y 

15. Indian Journal of Pharmacology 7902477 Y N N N N 

16. Indian Journal of Tuberculosis 373027 Y N N N N 

17. Indian Pediatrics 2985062 Y Y Y Y N 

18. 
International Journal of 
Mycobacteriology 

101615660 Y Y Y Y N 

19. Journal of Biosciences 8100809 N N N N N 

20. 
Journal of Cancer Research and 
Therapeutics 

101249598 Y Y Y Y N 

21 Journal of Genetics 2985113 N N N N N 

22. Journal of Postgraduate Medicine 2985196 Y Y Y Y N 

23. 
Journal of the Indian Society of 
Pedodontics and Preventive Dentistry 

8710631 Y N Y Y Y 
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24. Journal of Vector Borne Diseases 101212761 N N N N N 

25 National Medical Journal of India 8809315 Y Y Y N N 

26 Neurology India 42005 Y N N N N 

27 Nigerian Journal of Clinical Practice 101150032 Y Y Y Y N 

28 Noise and Health 9815620 N N N N N 

29 
The Journal of the Association of 
Physicians of India 

7505585 N N N N N 

30 Indian Journal of Nuclear Medicine 8901274 N N N N N 

31 Indian Journal of Public Health 1400673 Y Y Y Y N 

32 Indian Journal of Nephrology 8914356 N N N N N 

33 Industrial Journal of Psychiatry 101547239 Y Y Y Y Y 

34 
Indian Journal of Chest Diseases and 

Allied Sciences 
7612044 Y Y Y Y 

N 

35 
International Journal of Applied and 
Basic Medical Research 

101579831 Y Y Y Y Y 

36 
Indian Journal of Family Medicine 
and Primary Care 

101610082 Y Y Y Y Y 

37 Journal of Global Infectious Diseases 101521436 Y Y Y Y N 

38 
Indian Journal of Psychological 
Medicine 

7910727 Y* Y* Y* Y* Y* 

39 
Journal of Anaesthesiology Clinical 
Pharmacology 

9516972 Y Y Y Y N 

40 
The Indian Journal of Radiology and 
Imaging 

8503873 Y N N N N 

41 Tropical Gastroenterology 8107122 N N N N N 

42 Indian Journal of Dermatology 0370750 Y N N Y N 

43 Indian Journal of Anaesthesia 0013243 Y N N N N 

44 
Indian Journal of Haematology and 

Blood Transfusion 
9425818 Y Y Y Y Y 

45 Indian Journal of Leprosy 8409173 N N N N N 

46 
Journal of Pharmacology and 

Pharmacotherapeutics 
101552113 Y N N N N 

47 Medical Journal Armed Forces India 7602492 Y Y Y Y Y 

48 Indian Journal of Orthopaedics 0137736 N N N N N 

49 Annals of Paediatric Cardiology 101495459 Y Y Y Y N 

50 Indian Journal of Urology 8510441 N N N N N 

Total 35(70%) 25(50%) 26(52%) 26(52%) 13(26%) 

 

Table 1: Extent of endorsement of the five commonly used standard guidelines - CONSORT, 
STARD, QUOROM, MOOSE, PRISMA, STROBE and CARE, by 50 Indian journals from 
medical specialties indexed by PubMed (Y = guidelines were mentioned in the ‘Instructions to 
Authors’ section; N = Guidelines weren’t mentioned; *denotes that a link to the website of the 

Equator Network was given on the journal's website for the authors to access all the reporting 
guidelines. 
 
30% of the journals did not endorse even in a single reporting guideline in their ‘Instructions to 
Authors.’ 70% of the journals had mentioned the CONSORT guidelines on their respective 
websites.  Only half of the journals endorsed the other guidelines; except the CARE guidelines, 

which were mentioned on the websites of only 26% of the evaluated journals directly or indirectly 
via the Equator Network. The CONSORT statement is the oldest reporting guideline (first 
published in 1996) while the CARE guidelines were published only recently in 2013. The higher 
degree of familiarity of authors and editors with CONSORT in comparison to other guidelines 
could be attributed to the same. The websites of a few journals such as the Indian Journal of 
Dermatology, Venereology and Leprology, Indian journal of Gastroenterology, Indian journal of 
Pediatrics and the Indian Journal of Psychiatry also displayed some of the other important 

reporting guidelines such as SQUIRE, AGREE, TRIPOD, SQRQ, PRISMA-P, RIGHT, 
ARRIVE, CHEERS, etc. Adherence of the published studies to standard reporting guidelines has 
been known to reflect in the impact factor of the journal. A study conducted by Ravi et al to assess 
adherence of published case reports to CARE guidelines among PubMed-indexed Indian medical 
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journals revealed that journals with an impact factor of more than 1 had a better adherence, relative 
to those with an impact factor lower than 1 [8]. To ensure that the authors adhere to the reporting 
guidelines, it is imperative for the journals to mention them in the ‘Instruction to Authors’ section 
of the website. This would lead to better quality of data reporting which would be beneficial to the 

entire medical fraternity at large. 
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Ethical constraints concerning cadavers do not usually cross the minds of a medical professional 
as it would sound or seem strange to pay attention to the importance of a dead body or any ethical 

issues surrounding the cadaver. However, the most important book in the history of medicine is 
an anatomical treatise published in 1543, ‘De humani corporis fabrica’, based on dissections of the 
human body. In the seven volumes by Andreas Vesalius, the illustrations are exquisite for their 
beauty, complexity, and humanity [1]. Cadaveric dissection has been the paradigm of anatomical 
teaching since the Renaissance, defining the experience of medical teaching since the 16th and 
17th centuries [2]. In addition, the practice of cadaveric dissection helps students to not only grasp 
the three-dimensional anatomy but also conceptualize innumerable variations [3]. The experience 
of dissection provides an opportunity for nurturing and imbibing the ethical principles of practice 
among medical students starting early in their curriculum. The most important principle being 
Autonomy. According to this, an individual must have autonomous control over the disposition 
of their body following death.  
 
Anatomy is the essence of medical education considered to be the building block of developing 

clinical skills. Clinicians shifted their focus from trying to find the underlying cause of the condition 
to try to locate the anatomical site of the disease [4]. Every clinical science requires the knowledge 
of anatomy in varying levels of depth. A clinical pathologist, radiologist, and surgeon needs to 
know the human body inside out. Dissection trains the fingers of the future surgeon. Any novel 
surgical technique has to be mastered on the cadavers before being implemented on patients. The 
research in the field of anatomy and pathology including its surgical anatomy, microscopic or 
molecular research is based on cadavers. The medical device and technology community, which 

is currently booming in India also heavily depends on cadavers for developing new products and 
maneuvers. They use the cadavers to make measurements of anatomical structures for the 
development of new medical devices and to train clinicians for the execution of these innovative 
procedures [5].  
 
This makes anatomy invaluable to the modern clinician. Researchers have even suggested that the 

time has come to reinstate dissection as the core method of teaching gross anatomy to ensure safe 
medical practice. Nevertheless, as dissection alone cannot provide a uniform learning experience 
hence needs to be complemented with other innovative learning methods in the future education 
model of anatomy [6]. 
It is a subject that requires both theoretical pieces of knowledge delivered in the form of lectures 
as well as clinical applications learned during cadaveric dissection. Theory lectures may be 
delivered effectively by online classes, but this makes the learning incomplete. Cadaveric dissection 

is considered the “gold standard” in anatomy education. Despite emerging technology and evolved 
teaching methods pertaining to anatomy, dissection continues to remain a cornerstone of learning.  
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Internationally, most medical schools provide some form of an orientation program to the newly 
joined medical students before they begin cadaveric dissection. In Southeast Asia, the Korea 
University College of Medicine organizes an extensive 12-week cadaver dissection course for first-
year students. They arrange two annual ceremonies at the beginning as well as in the middle of 

the course. During the ceremony on the first day, anatomy professors provide lectures regarding 
professional attitudes when dealing with human cadavers. Besides this, every dissection table has 
a signboard that provides a brief personal history and photographs of the donor and his/her will 
for the students. Memorial ceremonies, including not only large-scale events but also daily rituals, 
had educational effects that prevented the decline of students’ responsibility and respect during the 
dissection course [7].  

In India, Byramjee Jeejeebhoy Government Medical College in Pune organizes an orientation 
program for the first-year students where they explain the sourcing of the cadavers, how they are 
preserved and emphasis is kept on being respectful to the bodies throughout their term of 
dissection. But such programs are far and few in between. Unfortunately, most universities do not 
stress upon educating students regarding the ethical and psychological considerations which are 
necessary before diving headfirst into the cadaveric dissection. 
 

The earliest descriptions of the emotional response to dissection led us to think that the reaction 
was suppressed or controlled without creating any problems of distress by repressing their 
emotions and developing a “scientific” attitude. Reactions have been shown to be physical 
(nausea, fainting, loss of appetite, sleeplessness or nightmares) in 23% of students and 
psychological (horror, 11%; anxiety, 75%) in others, although these reactions have been shown to 
reduce after the first few weeks of dissection [8]. In some studies, the experience of dissection 
produced noticeable upsets in 5% of students, such as nightmares, intrusive visual images, 

insomnia, depression, and learning difficulties [9]. Shalev and Nathan [10] argued that anxiety 
experienced during dissection crystallized in the doctor-patient relationship. 
 
When students join the medical school, it’s a different universe as compared to their previous 
universities. Having moved away from home, anxiety is high and pressure to perform is even more. 
Adding to that is interacting with cadavers with little to no orientation being provided to them. In 

previous studies, participants have described their apprehension and anxiety during their first 
encounter with cadavers that diminished over the course of their academic year. Unfortunately, 
their positive emotions such as gratitude and responsibility also tended to decline under the 
pressure of excessive workloads and frequent examinations [7].  
With the advent of smartphones, images, textbooks, research papers, and videos became available 
to students in the palm of their hands. The use of images in various forms (drawing, photography, 
digital applications) has always been intrinsically associated with anatomy; however, the way in 

which anatomy educators and students create, access, view, and interact with images has changed 
dramatically over the last 20 years. This has made learning anatomy much simpler than the days 
of physical models and charts. As technology elevates by leaps and bounds, we will soon have 
access to 3D models and entire virtual cadavers.  
Social media on the other hand has connected educators and students across the world. A student 
sitting in India can watch a live surgery happening on the other side of the world. Anatomy 
educators and professors have realized that they need to modify their method of engagement with 

students, especially after the pandemic. Short-form videos covering individual topics can be found 
on various social media platforms. But with the ease of sharing videos and images from dissection 
halls, new ethical dilemmas have arrived which require research and emphasize the need for 
guidelines to be set up for those in the dissection halls to ensure that they are respecting the 
potentially conflicting needs and preferences of donors, donor families, students, the public, 
regulators and anatomy educators themselves [8].  

It has already been famously quoted even before the pandemic hit that “Anatomy education has 
been resistant to change for almost a millennium” and what is happening now is just a sign of a 
possible historic transition and that we are at the beginning of a paradigm shift. Cadaveless 
dissection was historically predicted and that traditional anatomy will be encroached by alternative 
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modes like virtual dissection, medical imaging, living anatomy, and various multimedia resources 
[9]. However traditional cadaveric dissection cannot be overruled but can rather be complemented 
with high evolving tech - innovations for a better understanding of anatomy education. A few 
literature reviews suggested that Winkelmann reviewed 14 studies comparing different anatomy 

teaching strategies including dissection, prosection, and online computer-based programs, and 
found no evidence that any method was superior [10], whereas Lombardi, Hicks, Thompson, and 
Marbach-Ad compared three different teaching modalities such as models, cadaver dissection, and 
virtual dissection [11]. Virtual dissections have the potential to enhance traditional cadaveric 
pedagogy to allow further inspection of anatomic structures and application of anatomy to clinical 
context for health science clinical students whereas, visualization remains a key strategy for 

learning human anatomy, allowing students to link structures together in a three-dimensional 
manner while respecting scale and function, for a deeper understanding. In any case, it is important 
to look at how in the best way cadaver dissection would blend with the current technology-based 
teaching and the learning modalities that have been adopted during the course of the pandemic. 
 
From time immemorial, cadaveric dissection has been commonly employed as a primary method 
of practical teaching and the basics of anatomical education worldwide. Conventionally, cadaveric 

dissection has been embraced and widely accepted as the best fit for comprehensive and gross 
teaching in anatomy education, thus placing an undue rise in cadavers’ demands. However, the 
emergence of COVID-19 has posed significant effects on medical education with substantial 
impacts on anatomy education and practice, as seen in the shift from classroom to virtual learning. 
An essential area of anatomy education and training that requires immediate consideration is the 
position of cadaveric dissection in a post-COVID-19 era, which entails not only the safety of 
cadavers from possible SARS-CoV-2 infection before their use but also their maintenance. 

However, some practical issues pertaining to anatomy education need to be considered as a result 
of the COVID-19 pandemic. Currently, surgical residents and medical students who are not able 
to access cadavers due to safety measures like social distancing, may not have this provision due 
to the paucity of cadavers. As there has already been a scarcity of cadavers in most teaching 
hospitals all over the world, most of the institutes are now reliant on the body donation program. 
Moreover, various medical colleges have even denied accepting bodies during the course of this 

pandemic as the donor may be a carrier or infected with COVID-19. Unfortunately, it is not 
feasible to test the cadaver as screening kits for the suspected cases in the present scenario. Also, a 
high number of negative results of laboratory screening should not rule out COVID-19 infection 
[12].  
 
There are some practical issues in anatomy education to consider as a result of the pandemic 
Covid-19. Currently, students and residents of surgery are not able to access cadavers due to social 

distancing reasons, however, future students and residents may not have this provision due to the 
paucity of cadavers. There is already a scarcity of cadavers in most medical colleges globally and 
most of the institutes are reliant on the body donation program. Many medical institutes have 
denied accepting bodies during this pandemic. The donor may be a carrier or infected with Covid-
19 and it is not feasible to test the cadaver as screening kits are not enough to even for all live 
suspected cases in the present scenario. Moreover, negative results of laboratory screening may 
not rule out Covid-19 infection. The optimal approach to donor screening may change over time 

as more data will be collected [12] 
Medical education needs to metamorphose with the changing times and we need to understand 
that an ethical approach is the essence of medicine. Everything that a student learns in medical 
school shapes their perspective and approach as physicians later in life.  
“Medical education is not just a program for building knowledge and skills in its recipients... it is also an 

experience which creates attitudes and expectations.” -  Abraham Flexner 

 
We must realize the privilege of being able to learn anatomy through a holistic approach including 
cadaveric dissection, illustrations, 3D models, videos, applications, and software supplemented by 
lectures and tutorials while keeping in mind, the drawbacks of each of these methods. Cadaveric 
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dissection must be preceded by sensitization and orientation sessions for the students so as to 
develop empathy and respect in them. As we move towards other alternatives to cadaveric 
dissection, we must not forget our roots and always keep in mind where every great clinician 
started from. We must help create an attitude of learning well beyond the confines of examinations 

and help students to understand the ethical dilemmas which they will face, not just in anatomy but 
also in their life as doctors. 
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This viewpoint paper looks at some of the myths that surround menstruation and examines some 
ethical issues about the same. 
 

Myth1: Periods Are Debilitating for Women  
Menstruation taboos are more debilitating than anything menstrual cycles themselves. Lack of 
access to sanitary napkins and knowledge on managing periods for girls and women is debilitating. 
But, periods themselves are rarely a cause for necessary sick leave. Yes, every woman experiences 
menstrual cycles differently, many women complaint of pain, mood swing, apathy, change in 
appetite, weakness etc again some women do not complain of any debilitating pain or other 

discomfort. With the proper supplies and knowledge on how to manage periods, girls and women 
can be empowered to accomplish any task any time of the month. 
 

Myth 2: The pain of a period is ‘just like’ anything you’ve experienced  
The pain women get during a period is real and not fake. We are not talking about headaches or 
sprain. Some of us have to take off from work and curl up in bed, hoping the pinching and disabling 
cramps will subside because it is that bad. This condition even has a medical name called 

dysmenorrhea. In fact, around 20 percent of women have dysmenorrhea that is severe enough to 
interfere with their daily activities. This condition affects women’s ability to concentrate, makes 
them more anxious, make us downright unpleasant. It is also not anything you have experienced 
before.  

 

Myth 3: It’s OK to dismiss our feelings when we’re on our period 
There is a very real physical change in a woman’s body during this time. Days before the beginning 

of the menstruation, when she is “PMSing” and her levels of estrogen drops while her levels of 
progesterone sharply increase. Estrogen is linked to serotonin, the “happy hormone,” and 
progesterone is linked to that part of the brain which is associated with fear, anxiety, and 
depression. The effects of these hormones on mood are complicated, and while progesterone may 
depress some emotions, it has a mood-balancing effect also. 
It may be tempting to write off seemingly drastic changes in moods as “just hormones,” but mood 
changes caused by hormones are still real. It may happen on a more monthly basis for us, but it 
doesn’t invalidate our feelings.  

 

Myth 4: Hormones define women 
Discussing about hormones, women have been accused of being “hormonal” for a long time. Some 
men have even equated woman’s feelings to hysteria, as if it’s an illness, to explain female 
behaviour.  Every human has hormones, and nobody likes them to be messed with not even men. 

For instance, a study was conducted on male contraception, which was discontinued because male 
participants could not handle contraception’s side effects of acne, injection pain, and emotional 
disorders. But Women are forced to accept these same side effects with their birth control, PMS 
even if they negatively affect our overall well-being. 
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Myth 5: Period blood is dirty blood 
Period blood is not the rejected body fluids or the body’s way of flushing out toxins. It is an 
excretion from uterus through vaginal secretion — the fluid consists of blood along with cervical 
mucus, vaginal secretions, and endometrial tissue. Typically, menstrual blood is a little thicker 

than normal bleeding because of the tissue it contains. The condition is not ideal down there for a 
woman.  

 

Myth 6: Periods are shameful 
This myth is prevailing since ages in every corner of the world. Every girl is taught by her mother 
or other female members of her family to hide the menstruation hygiene items, not to discuss 

loudly with other male members of the family or to her male friends, a girl must whisper.  
If we stop thinking that periods are shameful and dirty, then perhaps it wouldn’t be a humanitarian 
crisis. But the truth is, we have a long history of embarrassment to overcome. It’s so ingrained in 
our behaviour that being put on blast for having our period does not help.  

 

Myth 7: Period is a personal issue 
Still in 21st Century, the concept of period is seen as a personal issue in most of the countries and 
women during their periods are left in isolation leading to an significant amount of psychological 
trauma.  

 

Myth 8. Women will contaminate food if they cook when they are having their menses 
Mostly in the rural India, there is a myth that women cannot water plants or cook during their period 
because their “uncleanliness” will spoil the food. In a study done in a random school in rural India, it 

was found that 55 percent of girls surveyed believed they could not cook or enter the kitchen during 
and 4 days after menstruation or food would sour. While I am all for more boys and men taking on 
household chores so that girls in India can get an education, this myth doesn’t help with that. 

 

Myth 9. Women cannot enter a temple when having their menstrual cycle 
This myth exists in parts of the world ranging from India to Nepal to Indonesia and so on. Women 
are believed to be “unclean” while menstruating and are thus not allowed to enter “clean” and holy 

places like temples. This is a form of gender inequality that limits women from the same human 
rights like freedom to practice religion that men have access to. Girls and women menstruating are 
not unclean. They are normal, natural, and healthy. The myth that women cannot enter temples and 
holy ground is culturally controversial, and a sensitive issue. When women are treated differently 
because of a naturally occurring body cycle it creates shame, taboos, and humiliation towards periods 
that is deeply embedded into society. And that is the only thing that’s ridiculous. 
 

Myth 10. Women have “cooties” will make men ill  
 The word “cooties” symbolizes slang for women. Cooties, a nickname for body lice or head lice, 
cooties first appeared as slang in 1915. Later, the word “cooties,” came to be used loosely and often 
humorously as well as disrespectfully to mean imaginary germs or bugs. 
As it is believed that women have cooties they cannot interact with or touch men because men will 
become sick by touching an “unclean” woman. Some 20% of girls in rural India believe they should 
not talk to a male member of the family during menstruation. And 40% of girls in India learn about 
menstruation from their mothers. So, if external education is not provided these traditions will 
persist. 
 

Myth 11: Girls cannot participate in school/class during their periods 
The chaupadi tradition is a practice in rural parts of Nepal where women are literally put in isolation 
during their menstruation. Again, the reason stems back to “being unclean”, women cannot be in 

classrooms with other students while menstruating. The myth goes back to the belief that a woman’s 
uncleanliness will anger Hindu goddesses. This belief is extremely psychologically disabling for girls. 
Dispelling myths like chaupadi where estimated 16 percent of women in Nepal are forced from their 
homes into isolation is a task that will take effort, education and awareness.    
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Myth 12: Showering Will Cause Infertility in women during their periods 
In Afghanistan, the word “gazag” means to become infertile. In old Afghan tradition, it is said that 
during the days of menstruation, she cannot wash or shower or she will become gazag.  It is a major 
risk for infection for women who is menstruating.  In many places, including Afghanistan, it’s 

common for women to use cloth as sanitary napkins. The benefit here is that it’s relatively 
inexpensive and a renewable way to manage periods. But the downside is, women are often ashamed 
to hang to dry clean cloth used during menstruation outside with other clean clothes. So, women 
hide and wear sanitary napkins for too long which causes infections that is deadly to reproductive 
health. This can all be fixed if social taboos over periods are eliminated. 
 

Facts Of Menstruation  

 On average a woman menstruates for about 20-25 years during their lifetime. 

 The first period can be met with either celebration, fear or concern. For every girl, this 
signifies an important transition to womanhood - a time when they would benefit from 
the support of family and friends. This will lead to a psychologically healthy human 
being.  

 Many girls do not have complete and accurate understanding of menstruation as a 

normal biological process. Educating girls before their first period, and most 
importantly, boys on menstruation, builds their confidence, contributes to social 
solidarity and encourages healthy habits. These information must be provided at home 
primarily as well as at school.  The community and Society as a whole has a 
responsibility to build a menstrual friendly and mentally healthy individual.  

 Poor menstrual hygiene can pose physical health risks and has been linked to 

reproductive and urinary tract infections. Many girls and women have limited options 
for affordable menstrual materials. Providing access to private facilities with water and 
safer low-cost menstrual materials could reduce urogenital diseases.  

 Girls and women with disabilities and special needs face additional challenges with 
menstrual hygiene and are affected disproportionately with lack of access to toilets with 
water and sanitary materials to manage their period. 

 Many women and girls do not have access to menstruation materials to manage their 

menstruation, especially in times of emergency -- natural disasters and conflicts.  

 Globally, 2.3 billion people lack basic sanitation services in under developed and 
developing countries, and only 27 per cent of the population has a handwashing facility 
with water and soap at home. Managing periods at home in these situations is a major 
challenge for women and adolescent girls who lack these basic facilities at home.  

 

Ethical Issues in Menstrual Education 
Human rights are rights that every human being has by virtue of his or her human dignity. 
Menstruation is intrinsically related to human dignity – when people cannot access safe bathing 
facilities and safe and effective means of managing their menstrual hygiene, they are not able to 
manage their menstruation with dignity. Menstruation-related teasing, exclusion and shame also 
undermine the principle of human dignity. 
Gender inequality, extreme poverty, humanitarian crises and harmful traditions can all turn 

menstruation into a time of deprivation and stigma, which can undermine their enjoyment of 
fundamental human rights. This is true for women and girls, as well as for transgender men and 
nonbinary persons who menstruate. 
Over the lifetime of a person who menstruates, they could easily spend three to eight years 
menstruating, during which they might face menstruation-related exclusion, neglect or 
discrimination. 
A variety of factors affect how people are treated during menstruation (and other times when they 

experience vaginal bleeding, such as during post-partum recovery). 

Exclusion from public life: One of these factors is the perception that menstruation is dirty or 
shameful. This view contributes to restrictions women and girls face during vaginal bleeding, which 
exist in many, if not most, countries. Some restrictions are cultural, such as prohibitions on handling 



185 Sengupta Chaki: Menstruation Myths 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

food or entering religious spaces, or the requirement that women and girls isolate themselves. (See 
examples of menstruation taboos and discrimination here.) Some restrictions are self-imposed; 
women or girls may fear participating in activities like school, athletics or social gatherings. Together, 
these practices can reinforce the idea that women and girls have less claim to public spaces, and that 

they are less able to participate in public life. 

Barriers to opportunities: Another common misconception is that women and girls have 
diminished capacities, whether physical or emotional, due to their menstrual cycles. These ideas can 
create barriers to opportunities, reinforcing gender inequality. In truth, most women and girls do not 
have their abilities hindered in any way by menstruation. 

Barriers to sanitation and health: Poverty and humanitarian crises can limit women’s and girls’ 

access to culturally appropriate, high quality menstrual supplies and safe, private washing facilities. 
 
Vulnerable women and girls in middle- and high-income countries can also face poor access to safe 
bathing facilities and menstrual supplies – including those in impoverished school systems, prisons 
and homeless shelters. 
 

Heightened vulnerability 
The onset of menstruation, called menarche, can undermine girls’ human rights. In many places 
around the world, menarche is believed to be an indication that girls are ready for marriage or sexual 
activity. This leaves girls vulnerable to a host of abuses, including child marriage and sexual violence. 
Deeply impoverished girls have been known to engage in transactional sex to afford menstrual 
products. 
Below is a list of universally agreed human rights that can be undermined by women’s and girls’ 
treatment during menstruation: 

1. The right to health - Women and girls may experience negative health consequences when 
they lack the supplies and facilities to manage their menstrual health. Menstruation stigma 
can also prevent women and girls from seeking treatment for menstruation-related disorders 
or pain, adversely affecting their enjoyment of the highest attainable standard of health and 
well-being. 

2. The right to education - Lack of a safe place or ability to manage menstrual hygiene as well 

as lack of medication to treat menstruation-related pain can all contribute to higher rates of 
school absenteeism and poor educational outcomes. Some studies have confirmed that when 
girls are unable to adequately manage menstruation in school, their school attendance and 
performance suffer. 

3. The right to work - Poor access to safe means of managing menstrual hygiene and lack of 

medication to treat menstruation-related disorders or pain also limit job opportunities for 
women and girls. They may refrain from taking certain jobs, or they may be forced to forgo 

working hours and wages. Menstruation-related needs, such as bathroom breaks, may be 
penalized, leading to unequal working conditions. And women and girls may face workplace 
discrimination related to menstruation taboos. 

4. The right to non-discrimination and gender equality - Stigmas and norms related to 
menstruation can reinforce discriminatory practices. Menstruation-related barriers to school, 
work, health services and public activities also perpetuate gender inequalities. 

5. The right to water and sanitation - Water and sanitation facilities, such as bathing facilities, 
that are private, safe and culturally acceptable, along with a sufficient, safe and affordable 
water supply are basic prerequisites for managing menstrual health management. 

 

UNFPA and Menstrual Health 
UNFPA has four broad approaches to promoting and improving menstrual health around the world. 

1. First, UNFPA reaches women and girls directly with menstrual supplies and safe sanitation 

facilities. In humanitarian emergencies, for example, UNFPA distributes dignity kits, which 
contain disposable and reusable menstrual pads, underwear, soap and related items. (In 
2017, 484,000 dignity kits were distributed in 18 countries.) UNFPA also helps to improve 
the safety of toilets and bathing facilities in displacement camps by working with camp 
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officials, distributing flashlights and installing solar lights. UNFPA also promotes menstrual 
health information and skills-building. For example, some UNFPA programmes teach girls 
to make reusable menstrual pads. Others raise awareness about menstrual cups. 

2. Second, UNFPA works to improve education and information about menstruation and 

related human rights concerns. Through its youth programmes and comprehensive sexuality 
education efforts, such as the Y-Peer programme, UNFPA helps both boys and girls 
understand that menstruation is healthy and normal. UNFPA also help raise awareness that 
the onset of menstruation (menarche) does not signify a physical or psychological readiness 
to be married or bear children. The UNFPA-UNICEF Global Programme to Accelerate 
Action to End Child Marriage, for instance, teaches girls and communities about 

reproductive health and the harms caused by child marriage. Programmes to end female 
genital mutilation, including the UNFPA-UNICEF Joint Programme to Eliminate FGM, 
raise awareness of the negative consequences the practice can have on menstrual health.  

3. Third, UNFPA supports national health systems, which can promote menstrual health and 
provide treatment to girls and women suffering from menstrual disorders. This includes 
promoting adolescent- and youth-friendly health services, which can help girls and young 
women better understand and care for their bodies. UNFPA also supports the hiring and 

training of health workers, particularly midwives, who can provide care for, and information 
about, menstrual health complaints. UNFPA also procures reproductive health commodities 
that can be useful for treating menstruation-related disorders. For instance, hormonal 
contraceptive methods can be used to treat symptoms of endometriosis and reduce excess 
menstrual bleeding. 

4. Last, UNFPA is helping to gather data and evidence about menstrual health and its 
connection to global development – a long overlooked topic of research. For instance, 

UNFPA-supported surveys provide critical insight into girls’ and women’s knowledge about 
their menstrual cycles, health and access to sanitation facilities. And a recent UNFPA 
publication provides a critical overview of the menstrual health needs of women and girls in 
the Eastern and Southern Africa region. 

 

Conclusions  

The bottom line is menstruation taboos are not only crazy and ridiculous but they have huge obstacle 
holding women back in many ways. It is hard to believe that these myths still exist all over the world 
today. But they do, and they need to be busted The good news is that there are people like 
Arunachalam Muruganantham in India who are making a difference each day when it comes to 
eliminating period taboos and who is not afraid of social taboos. His own family ostracized him 
when he created a sanitary pad that cost $0.04 (USD). Arunachalam is just one of plenty of 
other men helping end period taboos. Awareness and education, especially for people of developing 

and under developed countries, is necessary to empower girls and women everywhere. Together we 
can create a better world where girls believe periods are powerful and not shameful. 
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Transitioning from being a part of the workforce into retirement is a drastic change and a huge 
step in one’s life. Retirement is a complex event in a person’s life and generally involves a lot of 

positive as well as negative psychological effects. The time leading up to retirement also involves 
a lot of planning as older adults have to budget their savings and plan their investments as for the 
rest of their lives as their income will be stopping. This could cause stress and mental pressure. 
However, on the positive side, the release from work responsibilities and the newly acquired free 

time is very relaxing and gives people an opportunity to focus on themselves and their families. A 
newly retired person gets a whole lot of free time to do all the things they dreamt of doing earlier 
but couldn’t do because of work commitments.  

 
During the Covid-19 Pandemic however, the process of retirement has been extremely different 
from normal times. It has caused a major shift in the attitudes of people. Research studies show 
that even during normal times, people transitioning into retirement face a loss of purpose. The 

pandemic has caused circumstances where we are isolated and locked up in our homes. This 
phenomenon has caused an even further loss of purpose for retired people as it’s that much harder 
to carry out activities or social interactions which would otherwise be a source of purpose in one’s 
life.  

 
Various factors during the pandemic have led to certain psychological effects of retirement, some 
of them are: 

Loneliness 
Generally, when one retires, they finally get the time to rekindle old friendships and familial 
relations. However, due to Covid-19, everyone is in their own bubble locked up in their homes and 
the only form of day-to-day interaction is their immediate family. Elder people in retirement homes 
have limitations of family visits and social interactions. The loneliness hits even harder for retired 

people who live alone and don’t have any immediate family. If retired people are unable to find 
activities at home that will keep them gainfully occupied, then the abundance of free time coupled 
with lack of human interaction can cause a lot of loneliness and low mood. Negative physical and 

mental health outcomes, such as increased depression and anxiety symptoms have been linked to 
social isolation and loneliness (National Academies of Sciences, Engineering and Medicine, 2020). 
An increased risk of hypertension, obesity, cognitive decline, cardiovascular disease and death 
have also been linked to the same (National Institute on Aging, 2019).  

A lot of retired people enjoyed day to day activities like going for a walk, going to their place of 
worship, going grocery shopping, going for classes like yoga etc., however due to lockdowns, all 
of that stopped. In addition to social isolation, their routines being thrown off resulted in plenty of 
idle alone time which led to a lot of loneliness and boredom in older age groups. 

 

Strengthening familial bonds 
While loneliness could be one side of quarantining and social isolation, strengthening of familial 
bonds is another side of it. Because we all have been cooped up at home with our families, by 
default we have all ended up spending a lot more quality time with our family members. A lot of 
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working parents have found it tremendously difficult to look after their children, while 
simultaneously running the house and managing work. In these cases, many retired grandparents 

have swooped in as saviours to lend a helping hand and look after the grandchild while their 
parents are working. This is a great way for retired people to be gainfully occupied by helping out 
at home and at the same time, they form wholesome bonds with their children and grandchildren. 
Since people are saving a lot of their commuting time by working from home, people get bonus 

free time which they can spend with the family. Helping out your loved ones at home is a very 
fulfilling and rewarding process. People have also witnessed tremendous loss of lives through the 
pandemic and hence a lot more gratitude is being seen where people are grateful to be together 
with their family where everyone is safe and healthy. 

 

Pandemic driven financial stress 
Even during normal times, the financial aspect of retirement is stressful. Retirement is a huge 
milestone in one’s life and is almost always intimidating as it means the person’s main source of 
income has stopped for life. With inflation rates on a constant rise, retirement can be very stressful 

and the economic crash due to Covid-19 just makes matters worse. Covid-19 caused a devastating 
impact to a whole lot of businesses, which were running losses and had to shut down, while others 
were struggling to stay afloat.  Many employees working for even large international companies 

were laid off or faced pay cuts. A lot of people who were close to retirement couldn’t make the 
money they had envisioned and planned to make in the last leg of their career. This would 
definitely be a source of stress and depression to a lot of individuals. Even those individuals whose 
businesses and jobs were not impacted by Covid-19 still faced financial stressors as the entire 

healthcare system was crumbling under pressure as a result of which hospital admission prices shot 
up. As retired people generally have comorbidities and come under the vulnerable category, 
healthcare expenses could also be a source of stress. As we know, the covid-19 pandemic has also 
taken a lot of younger lives. There have been cases where elderly retired people, have lost their 

child who they were financially dependent on. Not only would the grief of losing a child be 
exceptionally hard to deal with, but also the helplessness that comes with it when they are left 
alone without the person they were dependent on.  

 

Minimalistic Mindset 
Another revelation a lot of people have had through the pandemic is one where people realised 
they do not need a lot of things to get by life. With malls and shops being shut during lockdowns, 
people realized they do not actually need to constantly splurge and buy things. During the pre-
pandemic fast paced world, people would constantly buy and hoard things that they didn’t really 

need. However, post covid-19, where people were globally confined to their homes, only a few 
basic essentials were really necessary for us to get by. During the initial lockdowns, restaurants 
were shut even for delivery and people by default had to eat home cooked meals daily instead of 

buying restaurant food. A lot of people who didn’t previously cook, had to learn how to cook and 
came out as ‘quarantine chefs’. While rising prices and the crashing economy could be particularly 
intimidating, the Covid-19 induced minimal lifestyle could be reassuring to a lot of individuals that 
it’s possible to lead a fulfilling and satisfying life without constantly splurging on things you don’t 

need. People who have retired generally have to be mindful of their expenses as they have no 
income, so adapting to a minimal lifestyle is a great way to ease the process. By avoiding 
unnecessary and impulsive purchases, not only do we save our money but by default we don’t 
clutter our space. Having open, organized and clear spaces automatically calms the mind and leads 

to a happier mind-set. 

 

Eagerness to learn and adapt via technology 
The Pandemic has changed all our lives in a lot of ways, and we have had to adapt to the ‘new 
normal”. Almost everything has moved to a digital space and we live a lot of our lives in a virtual 

world. A lot of retired adults who otherwise may have been complacent and not learnt any new 
skills after retirement, are now being forced to learn how to use technology in order to make it 
through the pandemic. During lockdowns, even getting simple things like groceries from your local 
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vendor was a struggle as shops were shut or everything was sold out. In these circumstances, retired 
people had no choice but to step out of their comfort zone and learn how to order things from 

online vendors. Social interactions have also all moved to a digital space via video calls. With 
cinemas and theatres being shut, they have to resort to OTT platforms and television for 
entertainment which would require understanding how to operate specific electronic devices. To 
avoid exposure to the virus at a hospital, a lot of people in the retirement age group are also 

resorting to online consultations with their doctors. Thus, the pandemic has encouraged even the 
older population to get acquainted with technology. Learning how to use technology can be 
intimidating to older people who aren’t familiar with it, however, they can get a great a sense of 
accomplishment once they understand the basics and are able to independently operate electronic 

devices. Learning how to use technology could also give retired people a new sense of purpose.  

 

Reflecting on mortality and life being short 
The Covid-19 pandemic, caused a devastating impact by taking so many lives all over the world. 
This sudden unfortunate wave of deaths all over the world served as a reminder to everyone that 

“life is too short”. American government data shows that about 2.7 million Americans aged 55 or 
older are contemplating earlier retirement than what they imagined due to the pandemic. By 
realizing how unpredictable and short our lives are, a lot of people have had a shift in their mind-

set and are trying to make the most of their lives. Older adults who are close to retirement age and 
are financially stable are seriously considering early retirement, so they can enjoy their life while 
they are still relatively younger and make the most of it before all the old age ailments kick in and 
limit the experiences life has to offer for them. There’s also a new found appreciation for life and 

people are showing a lot more gratitude for them and their loved one’s just being alive and healthy. 
Unfortunately, we all have heard terrifying and heartbreaking stories of people unexpectedly losing 
their family members to Covid-19, this has made us realize how many people and things we took 
for granted pre-pandemic. Research in positive psychology shows that positive emotions, including 

gratitude are linked with good health and wellbeing. By realizing the value of life- whether our 
own or whether it is our loved ones, a lot of older adults got a sort of reality check for their priorities 
and newfound sense of extra gratitude.  

 

Resilience 
Epidemiologists around the world are in agreement that age is one of the most important factors 
that dictate the chances of surviving Covid-19. Statistics show that the highest mortality rate with 
Covid-19 is in the older population, especially those above the age of 65. Transitioning into 
retirement is a massive change by itself, however, when the entire world is going through a 

pandemic which serves as a reminder that you come under the most vulnerable population, it can 
tend to be a bit overwhelming. However, with age also comes wisdom and experience which leads 
to greater resilience. A study took place in Canada and the United States of America in March and 

April 2020, where 776 adults aged 18-91 years reported Covid-19 threats at baseline, then 
completed surveys every night for a week about their daily stressors, positive events and affect. 
Results of the study showed that older aged people in comparison to the younger, predicted less 
concerns about the threat of Covid-19 across multiple domains, in addition to higher positive 

affect, lower negative affect, and more frequent positive events. Older adults had less non- Covid-
19 daily stressors and lesser perceived control over stressors, but higher perceived coping efficacy 
than younger adults. 
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Ageing is a natural process with phases that differ from person to person depending upon genetic 
history and lifestyle one chooses at various stages of one’s life. In those aged 60 years and above, 
physiological changes occur in the cardiovascular, musculoskeletal and neurological systems, to 
name a few. Comorbidities of ageing accompanied by obesity and diabetes can increase the risk of 
getting neurodegenerative diseases, hypertension, heart ailments or Alzheimer’s and dementia,  a 
progressive disease  that affects memory and cognition. Senses, smell, taste, touch, sight and 
hearing, are also affected along with hormonal changes. Therefore, it is important to have a long-
term vision and, accordingly, qualify one’s lifestyle that which is also dependent on environment, 
society and economy as well as accessibilty to facilities for active ageing. Balanced diet, exercise, 
hobbies or pursuing interests one could not do earlier for reasons best known to the ageing are 
important to enjoy a good quality of life. For, mental healthcare is equally important as that of the 
body. Ageing creates a void in life that brings about emotional and psychological duress with 
experience of depression, isolation, feeling lonely, becoming more sensitive, feeling ‘useless’ and 
being unable to contribute to family and society, being unwanted by family and friends (which 
may not necessarily be true), all leading to poor self esteem, diminishing confidence and poor self 
worth.   
  
Music is a very popular choice with most people and is considered as entertainment or leisure 
activity which is only one aspect that impacts its audience or practitioner. However, music can 
play an important role in lives of ageing population with its therapeutic benefits that helps elderly 
in a very special way by giving empowerment and also acts as a booster for their morale. Therefore, 
music is considered as a great therapeutic tool in improving the quality of life, wellbeing and for 
rehabilitation of elderly population who can function better in activities of daily life. 
 
A review article that includes normal ageing as well as the elderly population, those in rehab for 
post stroke as well as those patients living with dementia states that music better enables cognitive, 
auditory, motor and emotional functions across cortical and subcortical regions in the brain that 
are preserved and relatively less affected by Alzheimer’s and dementia. Today, the matrix of multi-

disciplinary rehabilitation includes music therapy as one of its parameters.  
Ellis and Thayer in their study talk of the close interconnection of music and the autonomic 
nervous system (ANS). They strongly believe there is great potential for more research on how and 
why even small changes in elements of music: tempo, beat and pitch can jump-start responses to 
bring about emotional, behavioral, neurophysiological, and psychophysiological changes in the 
human body. 
Another study shows that irrespective of age, there are encouraging effects of music and musical 
activities on quality of life, social health and life satisfaction in all, especially older adults. Musical 
activities, be they singing, listening to music, playing an instrument, can help improve the quality 
of life and health factors for wellbeing. Experience of loneliness, bereavement in the family, switch-
over from an active life to that of retirement can influence social and emotional psyche of the 



192 Shenoy and S.K. Bhogal: Music therapy in Aging Populations 

 

                                                        Global Bioethics Enquiry 2021; 9(3)  

ageing population. In such circumstances, music interventions and its use as therapy can 

contribute to healing and benefit everyone. 
However, just as ageing brings about changes in choice of food, clothes, company, social activities, 
likewise choices on type of music. Ageing brings about preference of old songs that they are 
familiar with or those popular in their youth. With fading memory, even if they may not be able 
to recall the lyrics, yet, old tunes resound memories. Therefore, musical activities for leisure can 
actually help them reminisce, improve cognition, buffer emotions as well as better ventilate their 
expressions. 
Ageing process not only changes the choice of music but responses to it as well. Those with 
neurological problems have frequent mood swings that affect behaviors. Keeping in mind that the 
same song or instrumental piece may have varied impact on any person at different times, to use 
intervention of music as therapy, the choice of music made by the trained music therapist must be 
chosen judiciously after enough research about the subject has been done in advance. Different 
cultures have varied genres of music and instruments typical to the region and its culture and, yet, 
is universal in its impact. Age affects the impact of music be it language, sound, melody, rhythm, 

harmony, tempo or timbre. Studies have shown that different languages, tempos, tones, and sound 
levels of music can cause different effects on emotions, mental activities and physical reactions in 
people. These may change with the circumstances.  
 
Music and its activities can be enjoyed as individual or group activity whether they are living in 
their own homes or in care facilities. Groups are pathways to good emotional and physical health 
that benefit socially and subtlely stimulate and relax participants. Most enjoy group sessions as the 
atmosphere is neutral, participants are more open to beginners or amateurs, members attending 
these sessions are less critical and, hence, elderly feel comfortable and less self-conscious even if 
they are amongst professionals. Elders look forward to regular interaction with people they meet 
in group sessions, make new friends, dynamics of which forge bonds with emotional, cohesive 
togetherness improving psycho-social health and wellbeing especially within groups involved in 
singing or listening to religious music. This actually helps ageing population to age successfully 
and gracefully.   
 
Music is a delicate thread that weaves a special bond between generations cutting across barriers 
of age and attitudes, language and culture. Inclusive and intergenerational music programs do 
have a reasonable effect on both generations. A review4 showed how most participants, 
comprising of elders, children and youth, enjoyed intergenerational music sessions. It further 
reflected post-music intervention that negative attitudes of children towards older adults 
considerably lessened and started looking at the ageing process itself more positively. On the other 
hand, elders became more tolerant of children and they did not feel isolated but useful.    
 
Music has been proved to be good for the elderly as they better manage stress, anxiety, depression 
or agitation they commonly live with. Alzheimer’s and dementia are progressive neurological 
disorders that impacts memory, presently, with no cure. The person living with dementia whose 
personality has totally changed, more often than not, lives with complete dependence on family 
(sometimes with the spouse also living with comorbidities) or caregivers who require respite from 

caregiving as it is challenging commitment that gives psychosocial and emotional stress. Music is, 
therefore, a strategic tool whose benefits can be actively or passively experienced. People with 
Dementia often cannot voice their thoughts, find it hard to convey or express their feelings and 
mainly communicate non-verbally. Another study shows how music allows to emote intuitively 
and easily express in a subtle way through physiological responses that may be conscious or 
unconscious through the autonomic nervous system (ANS). Good hormones, dopamine and 
serotonin, alleviate pain and also uplift mood. Therefore, elements of music can be orchestrated 
to employ it as customized therapy for various health disorders, age-related diseases and also as 
intervention for wellbeing. 
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A study on regulating the effects of music on mood and emotions, shows how music as an 

intervention can help in improving pulmonary-respiratory diseases, neurological disorders as well 
as sleep apnea and snoring. Singing and playing wind instruments can help better the function of 
lungs through use of breath control and support bringing about clarity in speech and depth of voice 
added with other interventions to reinforce muscle strength. 
 
Sound is a natural, healing modality with music being used more as a therapeutic tool to encourage 
good health through active ageing. Music is a great source for the aging to reminisce on past 
memories, mostly good, thanks to endorphins that improve the emotional state of mind. A cost-
effective strategy, the role of music exerts a powerful influence on total health and wellbeing of all, 
specially supporting the ageing population. Music is heart-healthy, a necessary stress buster that 
can improve mood and regulate emotion, reduce anxiety and depression, boost memory, build 
resilience and responses to pain or sadness, energize emotions and energy, help in rehabilitation, 
facilitate outlets and opportunities for emotional expression and supports spiritual growth. Music 
is an unseen ‘friend’ to the lonely with a soothing impact to those with difficulty getting sleep or 

suffer insomnia. Furthermore, elders are able to revive memories with nostalgia, group sessions 
allow for building new bonds and forge stronger relationships to promote holistic health.  In fact, 
the silent benefits of music and musical activities are to be experienced to know how it improves 
quality of life as well as health factors in older people who can live life in a better frame of mind 
with a positive outlook to age gracefully. 
 

Ethical Issues with Music as Therapy in the Elderly 
Music therapy research can be defined as “a systematic… inquiry which leads to a discovery or 
new insight, which when documented and disseminated, contributes to or modifies existing 
knowledge of practice”. Music therapy research stems from a number of philosophical 
perspectives; it utilizes a broad range of methodologies; and it asks diverse questions on theory, 
practice with varying populations, and professional issues. Depending on the topic, research may 
be collaborative with other disciplines, and take place within interdisciplinary research teams.  
Data can be collected from varied sources, including:  

1. Objective measures, such as physiological responses.  
2. Subjective measures, such as quality of life measures or a client’s statements of her/his 

experiences.  
3. Therapists’ or other observers' interpretations of sessions.  
4. Therapeutic products (e.g., song lyrics; musical improvisations).  
5. Other relevant artifacts (e.g., music therapy texts; visual images). If the research question 

is systematically examined through a research methodology, which is informed by a 
methodology already described in the music therapy or related academic literature, it can 
be described as research.  

 
Types of research being published in music therapy and allied refereed journals include:  

1. Participants receive an intervention or control condition in a specific research design. 
2. Participants receive an intervention in a pre-post-test design.  
3. Qualitative analysis of experiential data (e.g., clients’ verbal description of music 

experiences or interviews with clients on their music experiences in old age).  
4. Participant health workers’ (including music therapists’ & students’) music therapy related 

reflections (e.gs., in surveys, interviews, diaries), including about their own work.  
5. Sole health worker’s, music therapist’s or student’s self-reflections about music therapy 

related phenomena, including their own work.  
6. Retrospective audit (e.g., examining already collected music therapy reports).  
7. Prospective audit (e.g., features of clients accepting music therapy). 
8. Case series (e.g., interventions and outcomes for older adults with dementia). 
9. Case report (intervention and outcome).  
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Informed Consent 
Participants involved in research are usually required to be adequately informed about and consent 
to participating in the research. Ethics committees always request that research participants, if 
possible, read and sign a Participant Information and Consent Form or similar before participating 
in a study. Alternately, research committees may approve a situation whereby participants give 
“implied consent” after being informed of the study: their participation in the study signifies 
consent. When a potential research participant is unable to give informed consent, or is regarded 
as too vulnerable to give informed consent (e.gs., a child or a person with late stage dementia), 
their guardians must give informed consent on their behalf. An assent form should also be written 
for anyone (e.gs., the child or older adult) who is able to indicate willingness to participate, in 
language that they would understand. If an agency is involved in the study, a consent form also 
must be written for the agency. When seeking informed consent Participant Information and 
Consent Forms (or Information Sheets when seeking implied consent) usually includes the 
following information: Introduction to and purpose of the research project; what research 
participation involves; its possible benefits and risks; a statement that research involvement is 
voluntary, that they can withdraw any time before their information is included in the analysis 
process, and that withdrawing from the research will not affect their future care; whether they will 
be informed about the study’s findings; what happens to their personal information which is 
obtained for the study; whether they can access this information, the research committee which 
has approved the study; and to whom they can express concerns about the research by phone or 
mail. 
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Scope of the Journal & Instructions to the Authors 

 

Global Bioethics Enquiry is a journal of the UNESCO Chair in Bioethics and publishes reviews, 
original research papers, commentaries and case studies related to all issues in the field of 

Bioethics. Original viewpoints and narratives as well as poems in the field of bioethics are 
welcome. The journal also has a student section where articles in the field of bioethics written by 
undergraduate and post graduate students are considered. 

THE EDITORIAL PROCESS 

The manuscripts received shall be peer reviewed for possible publication with the understanding 
that they are being submitted to only this journal and not simultaneously submitted or accepted 

for publication elsewhere. The Editors shall review all submitted manuscripts initially. 
Manuscripts with scientific flaws or vague research designs may often be rejected. The journal 

will not return any unaccepted manuscripts. The reviewers shall review all papers in a blind 

review and convey their decision to the Editors. Within a period of 8-12 weeks, the contributors 
shall receive comments, need for corrections and notice regarding acceptance or rejection of the 

manuscript. Other journals appropriate for the paper may be suggested in some cases of 
rejection. Articles accepted would be copy edited for grammar, punctuation, print style, and 

proofs for correction shall be sent to the author prior to publication. Authors will be asked to sign 
a copyright form and undertaking for plagiarism in case of accepted manuscripts. Only upon 
receipt of corrected proofs from the authors and completion of all form required, will a paper be 

published in the journal. 

TYPES OF ARTICLES 

 Original Research Papers or Article: These papers should only include original research 
findings from planned research studies such as case–control series, surveys with high 

response rates, randomized controlled trials and treatment based intervention studies. 
Meta analyses shall be included in this section. The word limit is 6000 words excluding 

references and an abstract (structured format) of not more than 250 words with 4-6 key 
words.  

 Case Reports: These should contain reports of new, interesting or rare cases of clinical 
significance or with implications for management. It could also include case reports 

where novel management methods were used. It has a word count of 1500 words with up 

to 15 references and an abstract of not more than 150 words. 

 Review Papers: These are systematic and critical assessments of the literature which will 
be invited. Authors wishing to submit a review paper will have to contact the editor and 

seek permission for submission of the review. Only after permission has been sought will 
the article be accepted for peer review. The review article has a word limit of 8000 words 

and must be state of the art in every respect. Only invited reviews will be published. 
However exceptionally interesting topics even if uninvited when submitted may be 

considered. 

 Personal Subject Related Viewpoint: These should be experience-based views and 
opinions on controversial issues that affect the profession. They could also be part of 

clinical problems that confront people in routine practice. The author should have 
sufficient experience or must have some unique personal experience based on the subject 
being considered. The word limit is 2500 words. 

 Announcements: Information regarding conferences, meetings, courses, awards and 
other items likely to be of interest to readers should be submitted with the name and 
address of the person from whom additional information can be obtained (up to 200 

words). 
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 Book or Movie Review: Exceptionally readable and good books and movies or 
documentaries which shall be academic and otherwise in the field of mental health shall 
be considered in this section. The word limit shall be 1500 words. 

 Poems: Poems related to various themes in bioethics and allied sciences shall be 

considered based on their merit for this section. 

 The journal is in evolution and newer concepts shall be considered from time to time. 

SUBMISSION OF PAPERS 

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. 

Contributor’s form: If the manuscript is submitted online, the contributors’ 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.  

Copyright: All authors retain exclusive copyright of the material published in the journal. A 
copyright form on the journals website must also be signed by the authors in the same regard. 

 

 

 

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. 

Language 
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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. 

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 

http://www.consort-statement.org/
http://www.wma.net/e/policy/17-c_e.html
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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 

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.   
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Open Access Policy 

The author 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. 
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