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Abstract

The success of degree-level bioethics programmes, a recent 
development across the world, is generally evaluated on the 
basis of their quantifiable impact; for instance, the number of 
publications graduates produce. The author conducted a study of 
Pakistani graduates who had pursued a higher qualification in 
bioethics, and on the basis of the respondents’ written and verbal 
narratives, this paper presents an analysis of their perceptions of 
the internal impact of bioethics degree programmes. Using these 
narratives, the paper also analyses the reactions of their colleagues 
to their new qualification.

The respondents reported significant changes in their thinking 
and actions following their education in bioethics. They exhibited 
more empathy towards their patients and research subjects, and 
became better “listeners”. They also reported changes in practices, 
the most significant being the discontinuation of the linkages 
they had established with pharmaceutical firms to seek support, 
because of concerns related to conflict of interest. Although 
some respondents believed that their new qualification was 
generally welcomed by their colleagues, who considered them as 
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ethics resources, others reported that their colleagues harboured 
unreasonable and impractical expectations from them, and 
that these were impossible to fulfil. They also got the feeling of 
being ostracised and regarded as “ethics watchdogs”. Whereas 
the internalisation of bioethics is an encouraging finding in this 
cohort, the mixed reception that bioethics and those involved in 
it received indicates a lack of understanding of the field and is a 
source of concern.

Introduction

The emergence of formal bioethics education programmes 
which offer graduate-level education in bioethics and 
award diplomas, degrees and fellowships is a relatively new 
phenomenon around the world. The aims and objectives 
listed on the websites of prominent programmes offering 
such education generally mention the acquisition of scholarly 
and procedural skills related to bioethics as the main goal. 
These programmes, which use different pedagogies, ranging 
from entirely full-time to part-time, fully online or a hybrid mix 
of strategies, are geared towards equipping their alumni to 
teach, conduct research and provide bioethics-related services. 
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The accomplishment of these goals would be considered a 
reflection of their success.i The question of whether or not 
formal education in bioethics also brings about internal moral 
shifts within students has, however, received little attention.

The view that the teaching of ethics can have a positive effect 
on human character has been in existence since the times 
of the Greek philosophers. Socrates equated virtue with 
knowledge, implying that knowledge would make a person 
virtuous (1). In Nicomachean Ethics, Aristotle endorsed the 
need for an education in ethics to develop virtuous conduct, 
but at the same time, emphasised the role of habituation. 
According to him, bad habits may nullify an education in virtue, 
and he thus advocated legislation to check bad habits to help 
develop a truly virtuous society (2).  Modern philosophers have 
endorsed the Aristotelian view (3).

Education in bioethics is a new area in Pakistan, and its 
origin and initial measurable impact have been recorded (4). 
However, no assessment has been made of the effects that the 
experience may have had on the behaviour and conduct of the 
students. Similarly, there is no analysis of others’ perceptions of 
this developing field and those involved in it.

The author undertook an empirical study of people from 
Pakistan who had pursued a higher qualification in bioethics, 
the aim being to explore various aspects of their experience. 
This paper focuses on the impact of education in bioethics 
on the respondents and attempts to determine whether 
they felt that there had been any changes in their thinking 
and behaviour. The paper also analyses the reactions of 
their colleagues to their qualification, as reported by the 
respondents. To the best of the author’s knowledge, this kind 
of an “introspection-based” review of graduates from bioethics 
programmes has not been undertaken in the past.

Methodology

This study, conducted from August 2010 to July 2011, focused 
on individuals who had obtained graduate-level education in 
bioethics from Pakistani or foreign institutions by   mid-2010. 
Lists of students from the two Pakistan-based institutions 
offering degree programmes in bioethics were used to draw 
up the list of potential participants. A list of foreign-qualified 
bioethics graduates was generated through personal contacts 
with key people from the bioethics community.  The data 
were generated with the help of a questionnaire and in-depth 
interviews. The questionnaires, seeking written responses, 
were e-mailed to all the consenting participants and were 
followed up with reminder e-mails and phone calls. Purposive, 
proportionate sampling was used to select 10 participants for 
in-depth interviews. Using a template, the author conducted 
all the interviews personally. The interviews were conducted 
either face-to-face or on the phone if the participant was out 
of town. All the interviews were recorded with the permission 
of the respondent, and were transcribed and analysed by the 
author. Ethical clearance was obtained for the study from the 
ethics review committee of the author’s institution. The results 
reflect the written responses to the questionnaire and the 

narratives from the interviews. 

Results

In August 2010, a total of 93 people from Pakistan (including 
the author) had completed, or were enrolled in, formal bioethics 
education programmes. Of these, 33 had not completed their 
training and were excluded from the analysis. Of the remaining 
60, demographic information was available for 41, who were 
included in this analysis.

Of the 41 participants, 20 were men and 21 women. Eighteen 
were 25–40 years of age, another 18 were in the age bracket 
of 41–50 years, and 5 were over 51 years old. There was an 
almost equal distribution of respondents from public and 
private institutions, 18 coming from private and 22 from public 
sector institutions. Forty respondents belonged to various 
healthcare-related fields (31 physicians, 7 medical researchers, 
one paramedic and one dentist), while one was a lawyer.

The participants’ responses have been analysed under two 
major themes, the first relating to internal changes following 
the programme and the second focusing on the reactions of 
the respondents’ colleagues and co-workers to their newly 
acquired qualification.

Changes within

The respondents felt that their education in bioethics had 
led to fundamental internal changes, affecting the manner in 
which they approached and thought about issues. Becoming 
more reflective and insightful was a change reported by many. 
One respondent stated that the most significant impact of the 
bioethics training on her was that it“ opened up new ways 
of looking at things” and made her more open to “seeing the 
other side”. She said that she was “more tuned in” than before. 
Another said that the experience “broadened my thought 
process. Now I analyse all issues and listen to both sides of the 
argument.” He added, “I do things differently now. [Bioethics 
education] gave me a different language and a new way of 
thinking.” Another said, “I have matured a lot as a human being 
because of bioethics [education].”

Describing the impact, one person said, “I certainly feel more 
educated and confident, and yet humble.” He felt he was now 
“more pragmatic and logical in handling ethical issues” about 
which he used to be “emotional” and “opinionated” in the past. 
On a similar note, another stated, “My approach, which used 
to be fixed and rigid, has changed. I have now become more 
compliant and open to others’ opinions.” Another respondent, 
a physician, said “I think my attitude as a human being has also 
changed as a result of my bioethics education. I have started 
analysing and rationalising the approach of my colleagues 
and people around me . . . . I have started to change myself and 
practise what I have learnt.”

Several claimed to have become more effective communicators. 
They said they were more polite and sympathetic in their 
interactions with patients now, and made a conscious effort to 
understand the patients’ perspective. “I now try and understand 
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their concerns, respect their [the patients’] opinion and involve 
them in decision-making,” said one respondent. A physician 
reported that his “commanding or paternalistic attitude has 
now changed.”

Discussing the impact of the bioethics education on himself, 
one of the respondents said it had helped him “professionally 
since now the patients really trust me more because I 
communicate with them in greater detail.”  Another researcher 
said, “I used to treat my patients as customers and my research 
subjects as experimental opportunities,” but this had now 
changed. One of the participants said that bioethics education 
had made her a better researcher since she now made it a 
point to obtain proper informed consent, being mindful of the 
essential elements of bioethics. “My research is more ethical 
now,” she commented.

One of the respondents began to see himself as a “flag -bearer” 
of ethics after he obtained his diploma. He felt he had to be 
“more careful” about his conduct since he was being “observed” 
by his colleagues. Even those who did not think they had been 
unethical in the past now felt they had to maintain a higher 
standard of ethical conduct. One respondent said, “In my 
professional practice, I have become conscious of many ethical 
issues which were somehow never apparent to me in the past.” 
Others considered the education in bioethics an “eye-opener”.

The study revealed a prominent shift in the respondents’ 
previous practices with respect to the pharmaceutical industry 
and their relationship with the industry. Referring to the 
common phenomenon in Pakistan of healthcare professionals 
accepting gifts and giveaways from pharmaceutical companies, 
several respondents said that they had given up this practice 
after becoming aware of the issues of conflict of interest 
inherent in such interactions. Describing this change, one 
of the respondents, a dentist, said, “Now I have to buy all the 
medicine [for my personal use] and even toothpaste. I cannot 
even receive mouthwash samples and other minor gifts [any 
more] from drug reps.”

A researcher who manages a laboratory said, “I used to 
routinely ask for donations for my lab from equipment vendors. 
I have now stopped this entirely. I don’t even accept small 
things like calendars and diaries any more which I used to in 
the past.” Another physician with a hospital-based practice said, 
“I have stopped using even the smallest things like ballpoints 
with pharmaceutical companies’ logos on them.”

The respondents noted that incorporating such changes in 
their thinking and conduct was not always easy. For many, 
education in bioethics appeared to have led to a heightened 
sense of responsibility in terms of displaying moral conduct in 
their professional as well as private lives. “Life was easier before 
I did bioethics” was a commonly expressed sentiment. One 
participant said, “I have grown an extra conscience of some 
sort,” adding that she felt the need to be more responsible 
and extra-cautious. “My ethics qualification has made life more 
challenging for me,” said another. A respondent working in a 
leadership position said, “It [bioethics qualification] has created 

a lot of hurdles for me. Now I think very carefully before I do 
anything.” Another respondent claimed that education in ethics 
had made his life more taxing since he could not do anything 
that might be considered remotely unethical.

Through the eyes of others

Many reported that the changes in their thinking and behaviour 
were noticed and commented upon by others around them. 
One said, “My colleagues say that I have become humble. There 
has been a lot of change [in me].” Others reported that their 
colleagues and co-workers had acknowledged their bioethics 
education with a positive attitude. One of the respondents 
said, “I have a lot of recognition because of bioethics. People 
recognise me for it, and respect me and listen to my opinion.” 
Another noted that there had been a difference in her 
colleagues’ attitude towards her and they were now more 
willing to raise issues for open discussion. “It is good to break 
the silence and talk about things,” she said.

The respondents’ education in bioethics had led their 
colleagues to have a higher level of expectations from them. 
“Perhaps these people [with bioethics education] may be 
able to do something good for us,” was a commonly reported 
expectation. They were being seen as an “ethics resource” by 
their colleagues in institutions in which no such resources 
existed. Others were expected by their institutions to formally 
create relevant ethics committees or to join those that already 
existed. Some were asked to initiate ethics education of 
various levels at their institutions. The respondents who were 
able to utilise their newly acquired skills meaningfully in their 
institutions reported feeling a sense of satisfaction.

However, the respondents also mentioned the unrealistic 
expectations of their colleagues, who now wanted them to 
“provide solutions for all problems”. Not only was their opinion 
sought on ethical issues, but they were also expected to 
“sort out” administrative matters and differences in opinion. 
They were approached even for “fixing obviously wrong 
[institutional] practices”. Commenting on such requests, a 
respondent said that it was “…as if we are now supposed to 
clean up other people’s messes.” One of the respondents felt 
that this was due to a general lack of administrative systems 
to tackle such issues, while another was of the view that it 
reflected the level of awareness of bioethics and its utility at 
her institution. Another respondent feared that such unrealistic 
expectations could lead to disillusionment with bioethics.

Some respondents believed that not all of their colleagues 
viewed them positively and said they felt ostracised by their 
co-workers. Some reported that they were referred to as the 
“ethics police” or the “custodians of ethics” even though in their 
opinion, their behaviour did not justify this. Others believed 
that their fellow workers were avoiding them for fear that they 
would “start to find faults” with their work. One respondent 
linked the co-workers’ negative attitude to a perceived sense of 
threat from those with a degree in ethics. Others felt that the 
underlying reason was a generally prevalent misunderstanding 
regarding bioethics. “A label of ‘bioethicist’ is firmly pasted on 
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you [by colleagues], and with it comes the mistaken notion of 
an individual who has or can deliver ‘superior moral judgment’. 
This, I believe, is absurd and is a misconception.” In his opinion, 
the elevation of people with an education in bioethics to a 
“higher moral pedestal” reflects a poor understanding of the 
field, and could be detrimental to the new discipline.

Discussion

Education in bioethics is a relatively new phenomenon in 
Pakistan. It was introduced as part of the undergraduate 
medical curriculum in a private university in Karachi in the 
mid-1980s and remained limited to that institution for many 
years (4,5). It was only after the initiation of formal degree-
level bioethics programmes in 2006 that bioethics began 
to be incorporated into the undergraduate curricula of 
medical schools in Pakistan (6). There are two institutions 
in the country, both in Karachi, which offer graduate-level 
bioethics qualifications. One institution, which is in the public 
sector, offers two programmes – a postgraduate diploma in 
biomedical ethics and a master’s in bioethics. The other, a 
private sector institution, offers a masters in bioethicsii.   These 
graduate programmes, by enhancing bioethics capacity, are 
playing an important role in spreading bioethics education 
to the undergraduate level. This underlines the importance of 
this analysis, which seeks to gauge the internalisation of the 
message within bioethics. 

Bioethics education at the graduate level is a relatively 
new phenomenon in the USA and Europe as well, and the 
programmes have, therefore, not been analysed as closely as 
the bioethics courses offered by medical schools. The latter 
have been closely evaluated for their impact and utility (7–9). 
Two main objectives have emerged in bioethics education for 
medical students. In addition to the objective of equipping 
students with the ability to identify and tackle ethical dilemmas 
in clinical practice and research, education in bioethics is also 
seen as having a wider role, including character-building. It has 
been noted that bioethics education has been moving towards 
this broader concept of providing moral education to produce 
good healthcare professionals (10). The view that bioethics 
education can help medical students become virtuous 
physicians has also been supported by others (11,12).

However, others are of the view that bioethics training at the 
medical school level should have more pragmatic objectives. 
While commending the efforts to inculcate virtue in physicians, 
Rachael Eckles and colleagues contend, “It is our belief that 
a more practical and measurable goal is to endow students 
with a set of skills for ethical reasoning that will allow them to 
recognise ethical dilemmas and equip them to reach practical, 
ethical solutions to those dilemmas” (13). This approach 
appears to focus on the ethical action, ie “doing it right”, rather 
than on the character of the acting agent.

Aspects of formal graduate bioethics programmes have 
received less attention than bioethics education in medical 
schools. Through a series of studies, Eric Schwitzgebel and 
Joshua Rust attempted to assess the measurable impact of 

ethics training on “professional ethicists” and concluded that 
they were no more, and occasionally even less, ethical than 
the average citizen. In one study, they gauged the opinions of 
ethicists’ peers, who believed that “ethicists do not, on average, 
behave any better than non-ethicists” (14).  In another study 
that examined whether ethicists and political philosophers 
fulfilled their social responsibility of voting, they found that 
ethicists fared no better than non-ethicists (15). In another 
study, it was reported that library books most likely to be of 
interest to professional ethicists were 50% more likely to be 
missing from library shelves, and ethics classics were twice as 
likely to be missing as non-ethics books (16). Similarly, while 
assessing the impact of medical ethics education on the 
medical staff of a large hospital, it was found that “cognitive 
moral development is entirely unaffected by ethics education” 
(17). Just as training of healthcare professionals does not 
ensure that they will not smoke, take drugs or consume an 
unhealthy diet, these studies indicate that bioethics education 
cannot guarantee ethical behaviour among those who take 
these courses.

The findings of this study, however, appear to indicate varying 
degrees of internalisation of bioethics education, which 
seems to have led to cognitive shifts in professional as well as 
personal conduct. The participants reported having become 
more introspective and self-critical, and feeling a greater 
sense of responsibility towards their patients and research 
subjects. They said they were now more empathetic towards 
and open to their patients, and this made for more meaningful 
communication. Although 35 of the 41 respondents in this 
study graduated from programmes that include a formal 
workshop on communication skills, none of them specifically 
mentioned that the workshop contributed to the improvement 
in their ability to communicate effectively. The perceived 
change in   attitude may perhaps be a result of the overall 
impact of an education in bioethics rather than one particular 
workshop.

Among the most significant findings of this study relates to the 
change that the respondents reported in their relationship with 
pharmaceutical firms. Such linkages are being curtailed across 
the world because of well-documented conflicts of interest 
(18). In Pakistan, however, there are not many limitations 
on physicians receiving funding from the pharmaceutical 
industry for various activities. In fact, many even feel that it is 
their right to receive such funding, and even personal gifts, 
from pharmaceutical representatives since their institutions 
do not meet their needs in the spheres of continuing medical 
education, research and even patient care (19). Given this 
situation, the shift reported by the respondents is significant.

The respondents’ willingness to change established practices, 
that too when most of them are medical professionals in the 
middle of their career and are well settled in their patterns of 
practice, is noteworthy and the possible influencing factors 
merit a deeper look. An analysis of the responses as well as a 
review of the relevant literature could bring to light several 
reasons for the internalisation of bioethics reported in this 
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study. Bioethics education is aimed at helping students make 
morally defensible choices (20). Exposure to formal bioethics 
courses may have sensitised the respondents and raised their 
awareness of unethical issues within their own practices, 
motivating them to bring about appropriate changes in their 
conduct. Similar changes have also been reported among 
nurses and social workers who have undergone ethics 
education (21). Although difficult to prove, it may also be the 
case that it was persons who were more morally troubled 
who opted for bioethics education in the first place and were, 
therefore, more liable to modify their behaviour. Also, the 
programmes may have had an underlying bias of selecting 
applicants considered to be the most “amenable”. As this study 
included students from different programmes, and in the 
absence of knowledge of the selection process, it is difficult to 
substantiate this.

Unlike experiences from the West, concerns about legal issues 
or the nexus between law and ethics were conspicuously 
absent in the responses of the participants in our study. Also, 
the utility of ethics education as a legal safeguard never came 
up in the responses. Ethicists in the West have criticised the 
defensive thrust of bioethics curricula which, instead of helping 
to inculcate virtues in future doctors, focus on defensive 
manoeuvres that will help deflect possible lawsuits (22). The 
responses in this study could indicate the possibility of a 
separation of the moral foundation of actions from their legal 
implications in the minds of respondents. Another reason for 
this disconnect may be that although examples of medical 
negligence are often reported in the news, there is hardly any 
medical litigation in Pakistan (23). However, despite the paucity 
of lawsuits, concerns over litigation are not entirely absent from 
the minds of Pakistani physicians. In a study from Karachi, the 
respondents regarded the informed consent process, which is 
a bioethical process, as a means of avoiding possible litigation 
(24).

The respondents’ narratives indicated that their colleagues and 
co-workers had high expectations of them and hoped that they 
could make a concrete difference in their institutions. Some 
expectations were reasonable and the respondents appeared 
to welcome opportunities to utilise their skills to address 
them. Interestingly, these primarily concerned mundane, basic 
issues, such as forming ethics committees, teaching bioethics 
and improving upon the informed consent form rather than 
emerging bioethical issues, such as nanotechnology and 
genomics, which occupy centre stage in the global bioethics 
discourse these days (25,26). This is perhaps because at present, 
even the most basic needs of bioethics have not been met in 
most institutions across Pakistan (4).

Some respondents reported that their colleagues were putting 
pressure on them to fulfil unreasonable expectations related 
to matters which had nothing to do with bioethics. Samuel 
Gorovitz has compared the exaggerated expectations of 
medical practitioners from bioethicists to those of patients 
from their caregivers. This, according to him, reflects how lay 
people look to “experts” to find solutions even when none may 

exist (27). The exaggerated expectations may also stem from a 
general lack of knowledge of the role of bioethics in Pakistan, 
and misplaced expectations could sooner or later lead to 
disillusionment with the field.

Another area of concern brought out by this study is the 
criticism that the respondents face from their colleagues 
because of their involvement in bioethics. As a discipline, 
bioethics has frequently been criticised, often with good 
reason. As far back as 1984, Rene C Fox and Judith Swazey had 
criticised the field for suffering from “cultural myopia” (28). More 
recently in 2012, while tracing the history of ethics in medicine 
in his book, Tom Koch asserted that bioethics had been derailed 
from its initial objectives (29). Others are of the view that 
bioethics has been hijacked by those who finance it (30–32). 
Charges have also been levelled against bioethicists for their 
moral conduct (33,34). They have been criticised as a “cadre 
of ‘experts’…who presume a moral expertise of breathtaking 
ambition and hubris” (35). It is for reasons such as these that 
the respondents in this study expressed the apprehension that 
they would now have to live under the microscope.

The gradual transformation of medical practice from a purely 
self-regulated field to one open to external regulation, often 
by non-physician ethicists, has been one of the factors that 
has given rise to such apprehensions (36). The increasing 
involvement of philosophers, lawyers, theologians, sociologists 
and others involved in ethical decision-making in the medical 
arena has been described as an “ethics industry”, in which non-
physicians lead “a national debate on ethical questions arising 
from modern developments in medicine” (37). The involvement 
of non-physician ethicists, against “the strenuous objections of 
doctors”, is criticised by some as “giving the entire process an 
adversarial quality” (38).

Although none of the respondents reported being directly 
accused of moral misconduct, some said they had faced 
negative comments, or been sidelined or even mocked for 
having become “moral experts”. This is interesting as the 
majority of the respondents were healthcare professionals 
and thus, “insiders” rather than “outsiders”. One reason for this 
may be that research and hospital ethics committees are still 
relatively rare and ethical decisions are still largely the domain 
of medical practitioners (39).

Conclusion

In addition to evaluating the scholarly and procedural skills 
that graduate education in bioethics is supposed to impart, 
assessing the internalisation of the spirit of bioethics is 
also important since such changes are reflective of the true 
strength of the experience. It was found that formal education 
in bioethics had made an internal impact on the respondents 
in this study. There were significant modifications in their 
perceptions and practices. While the respondents felt there was 
a definite need for their skills in bioethics, they also mentioned 
the challenges they faced, such as being the focus of unrealistic 
expectations and their colleagues’ perception that bioethics is 
a threat.
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It is hoped that these individuals’ sincerity of purpose and 
belief in what they are doing, as reflected in this analysis, will 
not only enrich the other measurable outputs in bioethics 
like contributing to research, publications, developing ethics 
programs and setting up committees,  but also help to clear 
the misconceptions and  fears regarding the field and those 
involved in it.

Limitations

The findings of this study are largely based on the personal 
perceptions of graduates from three bioethics programmes 
and, therefore, not independently verifiable. Most respondents 
had graduated from their programmes one to four years 
prior to this study and it is not clear whether their newfound 
virtuous inclinations would be sustainable in the long term. It 
is also possible that the study reports the perceptions of those 
who were more concerned about unethical practices and 
attracted to graduate education in bioethics.

An analysis of the course content and pedagogy of the various 
programmes in which the respondents were enrolled could 
have yielded information on the effectiveness or otherwise 
of the various strategies employed in the different bioethics 
programmes. However, a comparison of different programmes 
was not the objective of this study, and it was assumed that all 
the respondents must have received their bioethics degrees 
from accredited programmes that offered quality education in 
bioethics. 

Notes
i 	 A list of some such programmes is available at: The Hastings 

Centre. Graduate Programs in Bioethics. 2011[cited 2013 
June 10]. Available from: http://www.thehastingscenter.org/
BioethicsWire/BioethicsGraduatePrograms/Default.aspx.

ii 	 Details of the public sector institution programme can 
be seen at http://siut.org/bioethics/ under Academic 
Programs, the website describes both programmes. Details 
of the private sector institution are available from: http://
www.aku.edu/collegesschoolsandinstitutes/medicine/
pakistan/programmes/graduate/masterinbioethics/Pages/
masterinbioethics.aspx. Both institutions offer their programmes 
free of cost to all students fulfilling the selection criteria, the 
public sector institution using indigenous funds from its parent 
institute and the private sector institution utilising a grant from 
the Fogarty International Centre of the US National Institutes of 
Health.
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Abstract

Background: Conventional medical training offers students little 
help in resolving the ethical dilemmas they will encounter as 
healthcare professionals. Objective: This article aims to assess 
the knowledge of, practices in and attitudes to healthcare ethics 
among postgraduate medical and dental students. Methodology: 
A questionnaire-based, cross-sectional study was carried out 
at two medical and dental schools in south India. A total of 209 
medical and dental students were contacted and at least three 
were selected from each subspecialty of medicine and dentistry. 
One hundred and ninety-nine consented to participate and 172 
returned the questionnaire (response rate 83%). The questionnaire, 
which was a 35-item pre-tested, self-administered questionnaire, 
included both closed and open-ended questions. The proposal 
for the study was approved by the institutional review board (IRB) 
and the permission of the respective heads of department was 
obtained. Written consent was obtained from each participant. 
The returned questionnaires were analysed using SPSS version 
11.5. Descriptive analysis was carried out for all the data. The 
attitudes of the postgraduates of different courses towards 
practical ethical problems were compared using a Chi square test. 
Results: Medical and dental postgraduates had obtained their 
knowledge of bioethics from “other sources such as the Internet, 
newspapers, etc”, followed by their “undergraduate training” and 
“experience at work”. Nearly 68% of the postgraduates had not 
undergone any bioethics  training. Nearly 98% of the medical 
postgraduates, as compared to 79% of the dental postgraduates, 
knew that their institution had an ethics committee. There was 
a difference between the medical and dental students in terms 
of their attitude to and knowledge of healthcare ethics, with the 
former having a superior knowledge of the subject and a better 
attitude. Conclusions: The medical and dental postgraduates 
come across ethical issues during their training, but are not 
equipped to resolve the ethical dilemmas they encounter. The 
dental postgraduates have less of an appreciation of healthcare 
ethics than their medical counterparts. The incorporation of a 
bioethics curriculum in the initial period of the postgraduate 
programme would be beneficial.  
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Introduction 

Doctors attending to patients in an emergency health situation 
have often had to face assaults on account of the recent 
increase in the awareness of patients’ rights in India (1,2,3). 
These may be due to the paternalistic attitude of the doctor or 
a lack of understanding, or may simply be emotional outbursts. 
Advances in biomedical technologies such as life support and 
artificial reproductive technologies have brought new ethical 
dilemmas in their wake and have exacerbated the problem. 
Ethical dilemmas are usually encountered in areas such as 
abortion, contraception, treatment of a patient with a terminal 
illness, professional misconduct, maintaining a patient’s 
confidentiality, the doctor’s professional relationship with the 
patient’s relatives, religion, traditional medicine, and conflict of 
interests. The conventional medical course offers students little 
help in resolving the ethical dilemmas they will encounter as 
healthcare professionals. Training in medical ethics has been 
made mandatory in the undergraduate curriculum by the 
regulatory body of medical education, the Medical Council of 
India (MCI); but it has been placed under forensic medicine (4). 
There are very few medical colleges in India with a standardised 
ethics curriculum, and with provisions for evaluation (5). The 
dental curriculum makes merely a passing mention of the 
principles of ethics (6). 

Medical and dental postgraduate students undergo intensive 
training in their specialties and their focus is chiefly on organ 
specialisation. Postgraduates need intensive training in 
bioethics so that they have an appreciation of the patients’ 
rights, cultural differences and research ethics, and are 
equipped to resolve ethical dilemmas.

There are varied views on strategising the teaching of bioethics. 
Most of them emphasise the importance of tailoring the 
teaching of the subject to the needs of the society concerned 
(7). The teaching of bioethics should also be holistic. For 
example, students could be taught about the value of the 
“heart” over the “mind”, of the system of  values and beliefs 
in a    community, and of the need to understand the lived 
experiences of patients; while also incorporating  various 
ethical approaches (8).


