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In the 21  Century the medical advancements are transforming the landscape of healthcare. The st

importance of cul�va�ng a compassionate, ethical, and pa�ent-centered approach cannot be overstated. 
The field of 'Medical Humani�es' provides a bridge between the science and the human experience, 
emphasizing the values, emo�ons, and cultural contexts that define and enrich the prac�ce of medicine.
The seeks to serve as a founda�onal resource for "Handbook on Generic Topics on Medical Humani�es," 
health professional students, healthcare professionals, and educators. It explores the interdisciplinary 
integra�on of humani�es into medical educa�on and prac�ce, addressing cri�cal topics of 'so� skills like: 
behavioral science, medical ethics, communica�on skill, leadership quality, e�que�e and medical code of 
conduct', empathy, resilience, cultural sensi�vity, and the art of healing.

The inten�on of this work is not only to enhance clinical competence but also to nurture a sense of 
humanity in medicine. By engaging with these guidelines, readers are invited to reflect on the broader 
implica�ons of their roles as caregivers, educators, and advocates in a rapidly evolving healthcare 
ecosystem.

At its core, this book reaffirms the �meless truth that medicine is not merely 'a science of curing diseases 
but also an art of understanding and caring for individuals'. It is our hope that these guidelines will inspire 
a renewed commitment to the humanis�c values that lie at the heart of the medical profession, fostering 
a genera�on of healthcare prac��oners who are as empathe�c as they are skilled.

This book comprises of 18 modules from 'Generic Topics on Medical humani�es' of Bachelor of Medicine & 
Bachelor of Surgery (MBBS) Curriculum in Bangladesh- 2021. There was an essen�al need for such a book 
having these topics, taught and discussed in the different phases of MBBS curriculum. In phase I, behavioral 
science, medical sociology, e�que�e in using social medias, self-directed learning including team learning, 
and medical ethics will be delivered and assessed. In Phase II, communica�on skill, doctors- pa�ent 
rela�onship and physicians' bed side manner, e�que�e and rapport building with pa�ents will be taught. 
Integrity and accountability of medical professionals and aspects of good doctor allocated for phase III, 
medical professionalism, inter-professionalism and pa�ent safety & medical error are for phase IV.

White coat ceremony, carrier planning and CME/CPD are selected for internship training.

It is difficult to teach the so� skills which are felt by the care seekers. This book will guide the teachers and 
educators to teach the topics in an uniform thinking through the 'lens of humanity'. And the medical 
prac��oners, newly graduated doctors and senior medical students is expected to get the insight and 
philosophy to become a competent professional having a�ributes relevant for the 21  Century.
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I am pleased to share with you the handbook on “Medical Humani�es”. This 
comprehensive resource is designed to provide an insigh�ul framework for fostering 
a deeper understanding of the intersec�on between medicine and the human 
experience.

The guidelines address key themes in medical humani�es, including ethics, 
empathy, communica�on, and the cultural and social dimensions of healthcare. 
They aim to equip medical students and healthcare professionals with a holis�c 
approach to pa�ent care, emphasizing the importance of compassion, cultural 
competence, and moral reasoning in clinical prac�ce.

This document is expected to serve as an invaluable tool for educators, prac��oners, and policymakers in 
shaping the well-rounded healthcare professionals who are not only technically skilled but also a�uned to the 
human aspects of healing.

I encourage you to use these guidelines into teaching, prac�ce, or organiza�onal framework. Together, we can 
advance a more pa�ent-centered and humane healthcare system.

Best wishes for the book.

Professor Dr Nazmul Hosain

Message from the 
Director General

Professor Dr Nazmul Hosain
Director General
Directorate General of Medical Educa�on (DGME)
Medical Educa�on and Family Welfare Division,
Ministry of Health and Family Welfare
Government of the Peoples’ Republic of Bangladesh
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Dipu and Tipu are twin brothers. One day, their uncle came to their house to visit. A�er ini�al conversa�ons, 
uncle asked some gramma�cal ques�ons to them. Dipu was answering all the ques�ons with enthusiasm. But 
Tipu kept silence. His uncle tried to make him talk in various ways. But Tipu kept silence. Seeing this, their 
mother asked Tipu, “Why are you silent Tipu? You know all the answers. Why are you behaving like this?”

What is behavior? What do you think about the reasons behind Tipu's behavior?

Behavior:

Levi�s et al. defined behavior as: “the internally coordinated responses (ac�ons or inac�ons) of whole living 
organisms (individuals or groups) to internal and/or external s�muli, excluding responses more easily 
understood as developmental changes”. In short, the observable and measurable act of a being is known as 

1-3behavior. It is the way in which an animal or person behaves in response to a par�cular situa�on or s�mulus.

A�tude:
2

A�tudes are either posi�ve or nega�ve evalua�ons of people, objects, events, or ideas by a person.
2,4These are formed by

- Social (parents or peers),
- Cogni�ve (own logic and reasoning), and
- Behavioral influences (the less external jus�fica�on of behavior, the more behavior consistent a�tude).

An important aspect is that a�tudes are seen as expressions or subordinate consequences of values. A�tudes 
4

can express values to a different degree.
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Norms
Norms are a fundamental concept in the social sciences. They are most commonly defined as rules or 
expecta�ons that are socially enforced. The term is also some�mes used to refer to pa�erns of behavior and 

5internalized values.

By defini�on, norms are social phenomena, and they are propagated among group members through 
communica�on. Communica�on plays a part not only in formula�ng percep�ons about norms, but also in 

6
ac�ng as conduit of influence.

Norms may be prescrip�ve (encouraging posi�ve behavior; for example, “be honest”) or proscrip�ve 
5

(discouraging nega�ve behavior; for example, “do not cheat”).

4Value
Values refer to intangible quali�es or beliefs accepted and endorsed by a given society. It is a preferred course 
of ac�on.

Personal values are individual concep�ons of the desirable that guide behavior. In most general sense, a value 
is something that is important to a person and a very abstract end state that he or she wants to achieve. When 
it comes to how abstract values translate into concrete behavior; then historic and cultural context seems to 
play an important role.

Values have been linked to various outcomes, including a�tudes, beliefs, worries, personality traits, poli�cal 
preferences, consumer behavior, and other constructs. Values are typically seen as the organizing principles or 
determinants of a�tudes, and behavior. Values are the source of mo�va�on in the value–a�tude–behavior 
model of value-mo�vated behavior.

Rela�onship between norms and values

Topic 1: Behavioral Science
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7Health behavior
In recent years, chronic diseases, including heart disease, cancer, lung diseases, and diabetes, becoming the 
most frequent causes of death globally. This mortality is highly contributed by various behavioral factors, like- 
dietary habit, ac�vity pa�erns, smoking habit, alcohol and others substance use etc. Also, infec�ous diseases 
con�nue their fatal effects, especially for the very young, the old, and those with compromised immune 
systems. Effec�ve health behavior interven�ons can also change outcome of these type of illness also. 
Substan�al suffering, premature mortality, and medical costs can be avoided by posi�ve changes in various 
behavior types at mul�ple levels. All of these resulted in the drama�c increase in public, private, and 
professional interest in preven�ng disability and death through changes in lifestyle and behavior. All these 
leads to a new term of interest- health behavior.Health behavior is defined as “the ac�ons of individuals, 
groups, and organiza�ons, as well as their determinants, correlates, and consequences, including social 
change, policy development and implementa�on, improved coping skills, and enhanced quality of life”. It 
includes both the observable, overt ac�ons as well as the mental events and feeling states.

In total it includes-

- personal a�ributes such as beliefs, expecta�ons, mo�ves, values, percep�ons, and other cogni�ve 
elements;

- personality characteris�cs, including affec�ve and emo�onal states and traits; and

- overt behavior pa�erns, ac�ons, and habits that relate to health maintenance, to health restora�on, and 
to health improvement.

Based on Kasl and Cobb's defini�on, health behaviors are of three categories:

Personality
Although it is worded differently by various psychologists, its central idea remains the same. Personality refers 
to an individual's characteris�c pa�erns of thought, emo�on, and behavior, together with the psychological 

8mechanisms- hidden or not - behind those pa�erns.  Others defined the personality as the set of psychological 
traits and mechanisms within the individual that are organized and rela�vely enduring and that influence his or 

9her interac�ons with, and adapta�ons to, the intrapsychic, physical, and social environments.

In a nutshell, unique pa�erning of behavioral and mental process that characterize individual and individual's 
10interac�on with environment is the personality. It is predictable and stable.  Personality can be defined as the 

11
totality of the person's emo�onal and behavioral traits that characterize their day-to day living.  The key word in
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the defini�on of personality is 'individual'. Henry Murray stated that, “every person is in some ways like all 
12other people, in other ways like some other people, and in s�ll other ways like no other person”.

Character
10

Personal characteris�cs that have been judged or evaluated.

Personality Trait
10Rela�vely stable characteris�cs of a person that can be measured.  Stable characteris�cs mean the reac�ons 

or a�ributes that a person shows in most situa�ons.

The trait perspec�ve assumes that, people's behavior in many different situa�ons will reflect these personal 
traits. That is, behavior is generally caused by internal factors, traits, rather than external pressure and 
situa�ons.

Bio-psycho-social model of health
In medical science, many diagnoses currently funded are not objec�ve or easily proven en��es. 25% of hospital 
outpa�ents and about 7%-9% of hospital admissions have problems that are not accounted for by any disease, 
and these are not coded as this but have incorrect disease codes. Many mental health diagnoses lack any 

13
diagnos�c confirma�on other than reported symptomatology and observed behaviors.

Again, stress, social support, and emo�ons, for example, have been shown to play important roles in the 
progression and management of cardiac disease and cancer. Treatment outcome is highly depending on 
symptom percep�on, medical care seeking, and pa�ent adherence. Behavioral interven�ons have 
demonstrated success in promo�ng smoking, reducing the stress and adverse consequences of medical 
procedures and facilita�ng the recovery and adapta�on of persons with chronic illness. The biomedical model 
of disease cannot include all of these into a single account. This can be done by the biopsychosocial model 
(BPS), which explains that physical health and well-being are shaped by the interac�ons between biological, 

14psychological, and social factors.

This model was first developed by George Engel in his landmark paper in the Science in 1977 warning of a crisis 
in the biomedical paradigm. This model emphasizes that physical health and illness not only some biological 
issue, rather involves a combina�on of biological, psychological, and social processes. In 2002, the World 
Health Organiza�on (WHO) published its Interna�onal Classifica�on of Func�oning, Disability and Health 
(WHO ICF), which is explicitly related to the biopsychosocial model. Now-a-days, it is probably the most widely 
men�oned and used model in research into rehabilita�on and disability including chronic pain, psychiatric 
disorders, and, possibly, func�onal disorders. Studies addressing biopsychosocial applica�on suggest that 

13chronic condi�ons are examples where integrated or holis�c biopsychosocial model could be implemented.

S�ll clinically biomedical model is being widely prac�ced. That is, disease can be understood independently 
from the pa�ent suffering from it, and can be explained by abnormal molecular, pathological, and clinical 
markers observable to the physicians. Biopsychosocial

model is neglected or inadequately applied in clinical prac�ce, especially the sociocultural factors. It is 
nega�vely considered due to so-called �me-consuming evalua�on and pa�ent care process, along with be�er 

14competency from the doctors while performing biopsychosocial prac�ce.
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But the biopsychosocial model can easily be used even in primary care se�ng to improve clinical outcomes. 
This can be done by using dynamic and dyadic doctor-pa�ent rela�onship and mul�disciplinary approach of 
pa�ent care, which can create awareness on the interac�ons among biological, psychological, sociocultural, 
and spiritual factors, and can enhance self-management of pa�ents' illnesses. Biopsychosocial model is 
par�cularly useful to address chronic diseases and ill-defined illnesses to which pa�ents mount unique 

14responses.

Importance of behavioral science in clinical prac�ce
Behavioral science is a discipline integra�ng the psychological and socio-cultural facets of human behavior. 
This discipline has not, however, been well received by the medical students. Describing this phenomenon, 
one educator wrote: “it is precisely theory- theory of any kind -which is irrelevant. Today's young people are 
not interested in abstrac�ons. They want to come to grips with life in the concrete.

It now appears that “relevant” means “human. concrete, real, personal”. If “relevant” means “concrete” then 
theory being abstract must be irrelevant. This view completely overlooks the poten�al benefits theory has for 
the prac��oner. One objec�ve of medical educa�on. in addi�on to developing minimum skills, is an ability for 
independent problem-solving, self- regula�on, and con�nuous self-educa�on. These aims jus�fy the place of 
behavioral science theory in professional programs.

The student's narrow perspec�ve. centered on prac�ce, diminishes his poten�al for adap�ng to new 
situa�ons. Ra�onal adapta�on, necessary when exis�ng habits are inadequate. Narrowly based thought that 
is func�onal in one context may be of limited adapta�onal u�lity in other situa�ons. Theore�cal sophis�ca�on 
aids problem-solving by increasing one's repertoire of possible responses to problem situa�ons.

A number of factors make the clinic, or classroom the central concern of the student. In Becker's classic study 
of medical educa�on, the student's point of view was called the “experience perspec�ve”. This priority given 
to prac�cum experience evolves from the belief that “knowledge about” a subject is either profound common 
sense or sufficiently obtained in undergraduate studies. “Acquaintance with” is considered the appropriate 
emphasis of professional educa�on. Several factors reinforce this opinion. One feature of professionalism 
stressed by instructors is autonomy, the ability to stand on one's own feet and take responsibility for one's 
ac�ons. Moreover, the prac�ce involves uncertain�es and complexi�es that o�en exhaust available 
knowledge and require thinking for oneself. In addi�on to being a test of self. Prac�ce is perceived as a proving 
ground-an opportunity todisplay one's talent-that is necessary to be certain of future employment. What a 
student actually does is believed to make the long-term difference between success and failure. 
Consequently. he is commi�ed to the no�on that if anything is to be derived from his professional educa�on 
he must experience it personally. Doing something oneself and observing others in ac�on, is what really 
counts.

Effec�ve way to change behavior
In 1913, John B Watson proposed that psychology should be based on studying visible behaviors rather than 

15
using introspec�on to understand non-visible mental processes.  This view is known as behaviorism.

Behaviorism postulates that an individual develops all aspects of behavior through experiences related to the 
16

connec�on between environmental s�muli and responses to those s�muli.  Those responses may include 
cogni�ve elements, unobservable mental processes, and choice in media�ng the behavior of the individual. 
When behaviors are not well-learned or when they occur in unstable or unpredictable contexts, people must 

17make conscious decisions to perform the desired behavior.  Few behaviors are conscious and most are learned
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habits. Those habits - or isolated acts - are sequenced into rou�nes that allow the individual to consciously 
apply thought when necessary. The challenge, then, for educators seeking behavior change is not to change 
the behavior, but rather to change the rou�ne that exists around that behavior. In other words, changing 
behaviors is not about changing one act; it is about altering the rou�nes in which the acts are embedded.

Behavior change can be aimed at different levels, including individual, organiza�onal, community, and 
popula�on levels, and any interven�on delivered at one level can impact on other levels. The most effec�ve 

11
interven�ons are those that target several levels simultaneously and consistently.  Two different theore�cal 
models have been useful to researchers interested in understanding and predic�ng health-related behavior 
change: (a) the stages-of-change model (Prochaska & DiClemente, 1983) and (b) self-efficacy theory (Bandura, 
1977).

In 1983, Prochaska and DiClemente developed the stages-of-change model as a framework to describe the 
different phases involved in the acquisi�on and maintenance of behavior. They suggested individuals engaging 
in a new behavior move in an orderly progression through the stages of Precontempla�on (no inten�on to 
change behavior), Contempla�on (inten�on to change behavior), Ac�on (involved in behavior change), and 
Maintenance (sustain behavior change). Individuals are thought to progress through these stages at varying 
rates, with some subjects ge�ng "stuck" at certain stages and others relapsing and sliding back to earlier 
stages. This model can be used in almost all behavioral problems which needed to change. For this, at first the 
pa�ent is to be evaluated to iden�fy in which stage he or she belongs. Then the factors, both posi�ve and 
nega�ve should be iden�fied. Posi�ve factors should be entertained while nega�ve factors should be 
corrected to move forward to the next step or to be in the maintenance step and then to permanent exit.

18Figure: Stages of change model
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For example, a 1  year medical student was happy enough a�er ge�ng admi�ed in the medical college. He st

thought that he will manage the study in medical life anyhow and get too much engaged in extracurricular 
ac�vi�es (pre-contempla�on). A�er the consecu�ve failure in several item examina�on, he thought to start 
study seriously (contempla�on). Then he started to talk with peers, seniors to collect informa�on about how 
to study and bought several books (prepara�on). A�er making a plan he started to study regularly (ac�on). As 
a consequence, he performed well in all types of exams regularly (maintenance). Finally, he passed his first 
professional exam successfully. Being promoted to the 2  phase, he became relaxed in study. At the same nd

�me, one of his roommates invited him to par�cipate in a cultural program. He got engaged there and 
successfully performed there. But, in the mean�me he lost his mo�va�on to study as before (relapse).

Bandura's Social Learning Theory a�empts to predict and explain behavior using several key concepts; among 
these are incen�ves, outcome expecta�ons, and self-efficacy expecta�ons. Although all are important, the 
concept of self-efficacy expecta�ons is of par�cular relevance to health educa�on. However, despite the 
cri�cal role it appears to play in the ini�a�on and maintenance of behavior change, self-efficacy has received 
rela�vely li�le a�en�on in the health educa�on research and prac�ce literature. The purpose of this ar�cle is 
to facilitate a clearer understanding of both the concept and its relevance for health educa�on research and 
prac�ce.

There are also varie�es of models to change behavior effec�vely. For example: The APEASE Criteria, COM-B 
11(Capability, Opportunity, Mo�va�on, Behavior) model, the “Nudge” Approach, The Behavior Change Wheel etc.

Figure: 
18

Behavior change wheel

Good behavior with pa�ents
Instrumental behavior is considered as all interac�ons that serve the "cure" part of the consulta�on. It can be 
defined as technically-based skills that are used in problem-solving e.g., giving direc�ons, giving informa�on, 
asking clarifica�on, asking ques�ons, counseling, etc.

The affec�ve behavior in doctor-pa�ent communica�on is part of the emo�onal domain and consists of all 
forms of social behavior and social talk. Possible affec�ve expressions are showing concern, reassurance, 
reflec�on, signs of agreement or disagreement, and paraphrasing. Non-verbal behavior can be opera�onalized 
in different ways such as eye contact, tone of voice, laughter, facial expression, physical distance, nodding, etc. 
Pa�ent centeredness can be classified into several aspects such as suppor�ve talk, being a�en�ve to pa�ents’
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psychosocial as well as physical needs, enabling the disclosure of pa�ents' concerns, conveying a sense of 
partnership, and ac�vely facilita�ng pa�ent involvement in the decision making.

Throughout the treatment process in Bangladesh, �ll to date, pa�ents are o�en viewed as passive recipients of 
care, rather than as ac�ve stakeholders who can make decisions and even prevent errors. Engaged pa�ents can 
bring be�er experience of care, can improve health outcomes on mul�ple indicators and can ensure their 
safety. They can help during hospital stay in many ways by playing several roles, like- bedside monitor, 
appren�ce, decision- maker, historian, and team manager. So, it is very much important to make a pa�ent 
engaged in his or her own treatment procedure to have a be�er management and good outcome.

To make a pa�ent engaged, the physician might possess some quality behaviors. Researchers suggest that, 
pa�ent o�en want his or her doctor to be competent, humorous, good listener etc. The physician should show 
seriousness on their symptoms or concerns, will provide adequate �me during the treatment, will perfectly 
explain the disease condi�on and treatment plan to them, and will be available to ask any ques�ons freely. 
Invariably, they want a physician would consider them as a human being rather than a diseased person. For 
example, physician may ask about their jobs, their families etc., in excess of asking only about the disease 

19
state. The physician would be a good person as well.  A list of good quali�es for medical learners to possess in 

20Table- 2 below.

Physicians need to be aware of the differences in giving informa�on to and involving pa�ents from lower social 
classes in the consulta�on, as well as of the underlying causes. It is important that physicians pay a�en�on to 
the a�tudes that they have toward pa�ents, and have to remain aware of how their feelings might impact 
their behavior and thus be perceived by pa�ents. They should consider the possibility that conscious or 
unconscious stereotyping may influence their behaviors, including their interpersonal style. Physicians have 
to encourage pa�ents to discuss their concerns and to ask ques�ons, and they should listen ac�vely. 
Communica�on skills and a�tudes training can be an important tool to improve these defaults: the effects of 
such training have been proven and can persist over �me.

In a nutshell, a physician should be a good human being at first, and then be empathe�c to his or her pa�ent. 
But a physician should keep in mind that, there is no universal or ul�mate good or bad behavior. The main 
focus is to be the balanced behavior in contrast to situa�on, pa�ents' psychology, cultural factors, and so on.

Table-2: List of good quali�es for medical learners (Slightly edited)

Topic 1: Behavioral Science
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Assessment: 
MCQ: (Each ques�on contains 1 mark)

1. A personality trait is considered to be  . 1

a. enduring

b. transient

c. excep�onal

d. inconsistent

e. difficult to detect

SAQ
A 15-year-old boy was brought to you by his parents with complaints of disobeying parents' instruc�ons, 
demanding behavior, poor academic results. His parents also complaints about his smoking behaviors. 
Whenever the boy was asked to quit smoking, he replied that smoking is not causing any harm to him.

a.  Which one of the stages this boy belongs according to the stages-of-change model? 1

b.  How you would proceed to deal with the pa�ent to change his behavior. 4
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Introduc�on
Medical sociology involves the convergence of two academic disciplines with basically different histories. 
Medicine has been concerned with the treatment of disease from �me immemorial, but sociology is a product 
of nineteenth-century thought. 

Defini�on of Sociology
Sociology has been variously defined since Auguste Comte coined the term in 1838. Simply, sociology is the 
study of human society and social problems. Sociology is the scien�fic study of social rela�ons, ins�tu�ons, 
and society (Smelser 1994). In addi�on, sociology can be defined as the scien�fic study of the dynamics of 
society and their intricate connec�on to pa�erns of behaviour. Social ins�tu�ons include kinship, economic, 
poli�cal, educa�on, and religious ins�tu�ons. The ins�tu�ons are like pillars that hold up society because they 
are the cons�tuent parts of the social system (society). These parts are interdependent and interrelated with 
specialized func�ons towards the survival of the society. In a more concise form the American Sociological 
Associa�on (ASA) defined sociology “as the study of social life, social change, and the social causes and 
consequences of human behavior.”

Rubina Yasmin, Shahnoor Sharmin
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Defini�on of Medical Sociology
Medical sociology is the applica�on of sociological theories, knowledge, and concepts to issues of health and 
illness. Medical sociology can also be defined as the scien�fic study of the social pa�erning of health. In this 
case, it is a study of how social factors (e.g., class, race, gender, religion, ethnicity, kinship network, marriage, 
educa�onal status, age, place, and cultural prac�ces) influence human health. The idea of social pa�erning 
indicates that these social factors could be the determinants of human health status. It is in this sense that 
some diseases may be referred to as diseases of poverty (e.g., malnutri�on and TB) because they are much 
more prevalent in poor regions or among the poor.

Medical sociology is dis�nct in its approach because it considers the import that social and structural factors 
have on the disease and illness processes as well as on the organiza�on and delivery of health care. These 
factors also include culture (e.g., values, beliefs, norma�ve expecta�ons), organiza�onal processes (e.g., 
hospital se�ng), poli�cs (e.g., health care policy, health budget, poli�cal ideology), economic system (e.g., 
capitalism, the costs of health care), and micro level processes such as socializa�on and iden�ty forma�on.

How does sociology apply to medicine?
Sociology applied to medicine seeks to understand the social contexts within which health, illness and 
medicine are formed, experienced and prac�ced. It provides a disciplinary framework for the teaching of 
empirical evidence and u�lizes relevant theories and concepts to enhance understanding of that evidence. It 
encourages students to think openly and cri�cally about the intersec�on of medicine, health and illness with 
other social forces (for example, family, educa�on, employment, inequali�es) and to apply this deeper 
knowledge and understanding to clinical contexts.

Importance and use of Medical Sociology
The World Health Organiza�on (WHO) indicates the health and illness cannot be simply regarded as biological 
or medical phenomena, rather there are many sociological components on health and illness. 

Ÿ Medical knowledge is not just 'scien�fic facts' but it is developing in rela�on to wider society. In addi�on to 
biomedical cause most of the diseases have social rela�onship (AIDS, water borne diseases, COVID19 etc.) 
and social consequences. Ul�mately medical sociology helps the health care providers to deal be�er with 
pa�ents, a�endants and other people as a whole.

Ÿ Without sociological knowledge health care providers cannot understand the community people. Medical 
sociology gives knowledge to them about people's norms, values, customs, tradi�ons, beliefs, laws, 
religion, moral, percept, arts etc. 

Ÿ  Many diseases have social and environmental rela�onship (Dengue, typhoid, RTI etc.) which can be reduce 
by increasing people's social awareness and social interven�ons. 

Ÿ  Medical sociology helps us to understand our social responsibili�es and ways of works in regards to health 
care delivery. 

Ÿ  It draws our a�en�on to essen�al worth and dignity of people of the country and abroad.
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Key Concepts in Medical Sociology: Health, Disease and Illness
Defini�on of Health-

WHO (1948) defined health as a state of complete physical, mental, and social well-being, not merely the 
absence of disease and infirmity. The defini�on is holis�c, and it presents three major interrelated 
components of health.

Components of health-
Physiological: the func�onality of the body biological system. It simply implies the maintenance of 
homoeostasis. This is o�en used to infer a soundness of the body. Most o�en, disease represents a 
malfunc�on of a part of the body system or an intrusion of harmful organisms such as a virus or parasite. This 
may cause a breakdown of the individual affected.

Social: the ability to connect and func�on as a member of society. This represents the behavioral aspect of 
human health. Being a member of society is being in the network of social interac�on and being able to fulfil 
social roles and expecta�ons. If an individual is not ac�ve in the social network, it represents a form of social 
pathology- an abnormality, which is an infrac�on on the norms and values of society.

Mental: This indicates the psychological, emo�onal, and mental status of the individual. Emo�onal apathy, 
fixa�on, and maladjusted personality cons�tute a part of the manifesta�on of illness.

Disease and Illness
Boorse (1975, 1977) was engrossed in a prac�cal and philosophical discussion of what health and disease may 
entail. He defined disease as a type of internal state which impairs health (i.e., reduces one or more func�onal 
ability below typical efficiency). In a simple illustra�on, disease is a form of pathology or medical problem, 
defect, or impairment, while illness is a manifesta�on of such an impairment, defect/pathology, or disability. 
Illness is a presenta�on of a medical condi�on in a way that limits the func�onal capability of an individual in 
the society. This is why Nordenfeldt (1993) observed that to be ill is to be in pain, to be anxious, or to be 
disabled. The no�on of illness fits appropriately into the concept of sick role described by Parsons (1951). It is a 
situa�on when an individual consciously feels that he/she is unhealthy, some�mes as a result of discomfort 
and pain. Therefore, illness is the live-experience of a diseased condi�on. 

The Social Context/Determinants of Health
The social context accounts for exposure and vulnerability to diseases. The roles of the social determinants are 
considerably important in the understanding of human health. For instance, if the world is able to ensure 
gender jus�ce and improve standards of living, the disease burden will be significantly reduced.

Age and health: In the context of health and medicine, age is a property of human individuals and groups that 
denotes the dura�on of the life span since birth and the membership of a specific cohort or genera�on. Age is 
correlated with both health and illness behavior. It is part of the determinants of exposure and preven�ve 
behavior. Most lifestyle-related medical condi�ons are rela�vely lower among children while some diseases 
are related to old age. The guardians take most decisions on health behavior on behalf of the school age 
children. The youth takes self-responsibility of health and o�en engage in risky behaviors like smoking and 
alcohol consump�on. More so, health and illness behaviors have been observed to be socially and culturally 
acquired from childhood. Mortality rates vary considerably with age. Higher rates of self-reported poor health 
were also found among the older age group.
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Health, gender and feminism: Gender relates to culturally appropriate behavior of men and women, whereas 
sex refers to biological differences. A gender-informed analysis of the social pa�erning of health needs to 
consider the wider context of social and economic rela�ons between women and men, and recognize the impact 
of gender inequali�es of power and economic resources on the health of both women and men. It is also 
essen�al to take account of the importance of diversity (or inequality) among each gender. 

Race, ethnicity and health: Ethnicity refers to the iden�fica�on with a social group – membership of a 
collec�vity on the basis of shared values, beliefs, customs, tradi�ons, language and lifestyles. However, closer 
examina�on of the data suggests great diversity, with the extent of any health disadvantage varying across 
ethnic groups and by condi�on. 

Urbaniza�on and Health
Urbaniza�on is defined as the process of human movement and centraliza�on towards and into
ci�es and urban areas, with the associated industrializa�on, urban sprawl and lifestyle that
brings. It is an inevitable phenomenon that accompanies the development of a country.
Ci�es offer the lure of be�er employment, educa�on, health care, and culture; and they
contribute dispropor�onately to na�onal economies. However, rapid, and o�en unplanned urban growth is 
the source for many of the environmental hazards faced by ci�es within the developing world. Urbaniza�on 
affects human health in several ways, from dietary pa�erns to the physical environment. Substandard housing 
on marginal land, crowding, increasing levels of air pollu�on, water pollu�on and over usage, inadequate 
sanita�on services, inadequate solid waste collec�on, and motor vehicle traffic and traffic injuries are all 
associated with rapid growth of urban centers.

Effect of sociology on health with examples
The health care providers must know and take necessary measures about the social and biological 
components of health promo�on, preven�on of illness and mortality, early diagnosis of diseases, treatment of 
sick persons and rehabilita�ng the handicap. 

Ÿ Health promo�on: For health promo�on of the people, we need social interven�on. For examples they 
must be mo�vated to avoid unhealthy foods and take nutri�ous food which contain op�mum protein, 
carbohydrate, fat, vitamins, minerals and water. People should be mo�vated to prac�ce adequate physical 
works, rest, and recrea�on.

Ÿ  Preven�on of illness and mortality: Taking safe drinking water and safe foods can prevent many waters 
and food borne diseases respec�vely. A lot of infec�ous diseases like polio, diphtheria, tetanus, COVID-19 
can be prevented by vaccina�on. Occurrence many cancers can be reduce by avoidance of smoking and 
reducing environmental pollu�ons. Healthy lifestyles can reduce obesity, heart diseases. Proper use of 
sanitary latrine and hand washing can reduce significantly the occurrence of a lot of fecal borne diseases. 
We can prevent many other diseases and reduce mortality by changing social prac�ce by appropriate social 
interven�on. 

Ÿ Early diagnosis of diseases: There are many diseases which need to be diagnosed early for recovery of 
pa�ents like most of the cancers, complica�ons of pregnancy, meningi�s etc. People should be a social 
system so that people should be mo�vated to a�ain early the health care.

Ÿ Treatment of sick persons: Ge�ng treatment is fundamental right of people. Every country must develop a 
social system ensuring treatment of their people irrespec�ve of their financial capabili�es. 
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Ÿ Rehabilita�ng the handicap: Once upon �me most the handicap people were considered as burden of the 
family and community. The modern socie�es developed many systems so that dependencies on others are 
reduced significantly.

Rela�onship among Culture Health and Disease
The rela�onship between culture health and disease is a complex and intricate one. Culture shapes beliefs, 
a�tudes, and prac�ces rela�ng to health and illness, and these, in turn, influence the prevalence, diagnosis, 
and management of diseases. Culture is a dynamic and mul�faceted system of shared values, beliefs, and 
prac�ces. These elements deeply impact how individuals perceive and approach health and well-being. Cultural 
prac�ces may either promote health or facilitate the spread of disease. For instance, cultural norms around 
hygiene, diet, and physical ac�vity profoundly influence individual and community health. Culture plays a 
significant role in defining mental health and influences how symptoms are expressed, diagnosed, and treated. 
Understanding the cultural context is crucial for effec�ve mental health care. Cultural a�tudes towards mental 
health can create s�gma, making it difficult for individuals to seek help. For example, in some cultures, mental 
illness may be seen as a sign of weakness or as a spiritual issue. Dietary habits are deeply influenced by cultural 
norms, affec�ng both health and disease. Understanding cultural dietary prac�ces can inform public health 
interven�ons.

Rela�on between culture and health with examples
Culture influences health and illness in many ways. There are many cultural factors which have both posi�ve 
and nega�ve impact on health. Some important factors are: 

Concept about e�ology of disease and cure: Many people of Bangladesh consider hysteria and epilepsy are 
due to evil spirit or ghost intrusion. These pa�ents are treated by exorcists to drive away the evil spirit or ghost. 
Children and pregnant are consider most prone to the effect of evil eyes. Charms (tabiz and kori) used to keep 
them safe. Many skin diseases are considered due to impure blood, neem leaves are used to treat these 
pa�ents. Bi�er melon are used to treat the pa�ents of diabetes. 

Environmental sanita�on: Many people of Bangladesh use pond and river water for washing, bathing, and 
drinking. This contaminated water is responsible for diarrhoea, typhoid and many water borne diseases. Most 
of the people throw solid wastage indiscriminately which accumulate in water reservoirs, rivers, and soil. It 
create increase mosquito breed reduce produc�vity of tress and fish. S�ll today few people of Bangladesh use 
open air defeca�on. Though most of the people use tube well water, these are not in sufficient distance (>200 
feet) from latrine.

Food habits: In many families greater part of the foods par�cularly protein are consumed by men then children 
then by women. Taking alcohol openly is socially prohibited. Foods such as card, milk, fruits, vegetable are 
considered to cool the body is not used during fever, cough and asthma. Foods like meat, fish and eggs are 
considered to heat the body is not used during jaundice, diarrhea, by pregnant women and widows. Food 
adultera�on is very common which strong treat is for people of the country. 

Mother and child health: Many people avoid antenatal checkup, medica�on and prefer home delivery 
because they consider pregnancy and delivery as natural, these prac�ces increase maternal and child

mortality and morbidity. Some of them do not breas�eed for first 3 days of childbirth because it is considered 
colostrum is harmful for the babies. Breast feeding, exposure newborn to sun is usual prac�ce in Bangladesh 
which are beneficial to child. On the other hand, early or late weaning or improper supplementary feeding to 
child is harmful to the child. 
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Personal hygiene: Regular brushing and ba�ng is usual prac�ce among people of Bangladesh which good for 
teeth and shin. Barbers use common instruments for shaving which may spread Hepa��s B, HIV etc. Many 
people are not exposed sun which is responsible for low vitamin D level. Many people do not wash their hand 
by soap or ash a�er defeca�on or before taking food which is responsible may fecal borne diseases. 

Marriage and sexuality: Marriage is universal in the country which great factor low prevalence of AIDS and 
other sexual diseases in the country. Early marriage is harmful especially for child mother, this prac�ce is 
disappearing in the country due to law. 

Conclusion
By providing an understanding of these social contexts, sociological knowledge contributes to the 
development of policy and prac�ce in a wide range of areas. It encourages students to think openly and 
cri�cally about the intersec�on of medicine, health and illness with other social forces (for example, family, 
educa�on, employment,   inequali�es) and to apply this deeper knowledge and understanding to clinical 
contexts.

Group work- 1

Apply knowledge about inequali�es to medical prac�ce:

Ÿ Use na�onal sta�s�cs to explore social determinants of health in different areas within the country

Ÿ Iden�fy and research a recent healthcare interven�on designed to promote equality

Ÿ Select a disease or public health concern, research its demographic profile and design health strategies 
suited to different popula�ons

Ÿ Research the rela�onship between health care provided by the medical profession and government and 
third sector agencies (for example, homeless day centres, drug and alcohol services, domes�c abuse/rape 
vic�m support services)

Ÿ Develop a working understanding of relevant legisla�on 

Ÿ  Develop a case study of interven�ons to target inequali�es that demonstrate grass-root community 
engagement

Ÿ Undertake a piece of reflec�ve wri�ng to compare how the socio-economic status of doctors might impact 
on how they view pa�ents (drawing on insights from literature, individual experience and the views of 
others)

Group work -2
Apply an understanding of the pa�ent experience to medical prac�ce:

Ÿ Draw on models of shared decision making to reflect on consulta�ons with pa�ents; iden�fy and reflect on 
aspects that are easier/more challenging to prac�ce

Ÿ U�lize an understanding of illness narra�ves to reflect on what pa�ents are saying about their experiences.
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Defining E�que�e in using social media
Socializa�on is an innate human need. As human beings, when we communicate with those around us, we 
become aware of the existence of some social regulators such as laws, moral rules, and tradi�ons that regulate 
the rela�onships we establish.

Among these rules, e�que�e rules have a special place. E�que�e rules are the rules of respect and courtesy 
that should be maintained in interpersonal rela�ons. 

What is E�que�e?
E�que�e is a set of custom and rules for polite behavior, especially in a par�cular class of people or in par�cular 
profession. It describes the requirements of behavior according to the conven�on of the society.

Types of E�que�e?
· Workspace e�que�e

· Public speaking e�que�e

· Social media e�que�e

Today, in addi�on to face-to-face communica�on, there is a very intense socializa�on on digital pla�orms. 
Interpersonal communica�on evolved into a different internet-based rela�onship network. The emergence of 
social networks has provided a great way to interact with people regardless of whether it's for business or 
socializing, and has given ordinary people a voice and the ability to express themselves freely.

Md. Enayet Hossain; Shishir Ranjan Chakraborty
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This is why one must abide by a social code when using social media which should make the experience 

pleasant and safe। for everyone. The rules called Ne�que�e, in the simplest defini�on, are regula�ons that 
beau�fy and protect social rela�ons established through the internet.

Social Media E�que�e or ne�que�e is essen�ally a loose and con�nuously evolving set of rules governing 
online communica�on behavior. It addresses maintaining one's own and others' dignity, respect and privacy.

Cambridge Dic�onary defines "ne�que�e” as "A set of rules for proper behavior among users in a computer 
network (the Internet) when exchanging messages" (Cambridge Dic�onary, 2023).

Collins Dic�onary defines the same concept as "Ne�que�e is the set of rules and customs that it is considered 
polite to follow when you are communica�ng through email or the internet“.

Abuse of Social Media
Social media has been around since 1997. But it wasn't un�l 2004 that social media really began to take off. 
Now there are 4.26 billion people that use social media worldwide. That's more than half of the total world 
popula�on! The rapid growth in social media usage has completely changed the way we live and interact with 
each other.
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Some Social Media User Stats....
• About 58.4% of the world's popula�on uses social media today
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• Almost 75% of the world's popula�on over the age of 13+ uses social media in some form.

• The average daily social media usage is 2 hours and 27 minutes.

• The current global life expectancy in 2024 is about 73 years. If someone signs up for a social media account 
when they are 16 and lives un�l they are 73, they will spend a total of 2,995,920 minutes on social media. 
That equates to be 5.7 years of your life dedicated to social media.

Social Media Addic�on in Young People
As social media use becomes more accepted and expected, more people are beginning to experience the real-
world nega�ve impacts of social media addic�on. About 4.69% of social media users are addicted to it. 
According to research from the University of Michigan, an es�mated 210 million people worldwide suffer from 
addic�on to social media and the internet. Young social media users aged 18 to 22 years account for a shocking 
40% of all Americans addicted to social media.

For children and teens, whose brains are s�ll developing, social media risks rewiring young brains to depend on 
instant rewards and addic�ve behavior. Such concern is due to the way social media pla�orms encourage 
endless scrolling, impulsive behaviors, and the need for instant gra�fica�on. According to research, kids 8-12 
years old get an average of 4 hours and 44 minutes of screen �me per day.

“Although there are important benefits, social media can also provide pla�orms for bullying and exclusion, 
unrealis�c expecta�ons about body image and sources of popularity, normaliza�on of risk taking behaviors, 
and can be detrimental to mental health.”

– Claude Mellins (Professor of Medical psychology in the Departments of Psychiatry and Sociomedical 
Sciences, Columbia University Mailman School of Public Health)

Nega�ve Aspects of Social Media
• Distract from homework, exercise and family ac�vi�es.

• Social media sites harm employee's produc�vity. 51% of users aged 25-34 years check social media at least 
once at work.

• When alerted to a new post or tweet, it takes about 20-25 minutes for the average user to get back to 
his/her original task.

• Disrupt sleep.

• Social media sites, via adver�sing, o�en influence users to spend money.

• Expose persons to online predators, who might try to exploit or extort them.

• Cyber-bullying ( the use of electronic media to bully someone usually by in�mida�ng or threatening 
messages) is common on social media, o�en leading to emo�onal trauma.

• Lead to informa�on that is biased or not correct.

• Become a means to spread rumors or share too much personal informa�on.
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Importance of Social Media in Medical Educa�on
Medical educa�on has slightly shi�ed from tradi�onal classroom approach to internet web technology-based 
classes. Learners o�en prefer virtual classes and different web-based pla�orms over tradi�onal teaching.

To make learning more interac�ve different applica�ons of social media are preferred nowadays in medical 
educa�on. As educators, it is no longer a ques�on of whether social media has educa�onal applica�ons, rather 
we should be asking how best to u�lize this media in field of Medical educa�on.

“The use of social media allows students to transcend geographical barriers. Social media tools provided a 
valuable means of connec�ng learners to resources and ac�vi�es to which their access would otherwise be 
limited by geographic distance or scheduling barriers.”
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Key benefits of social media in the field of medical educa�on are professional educa�on and training, pa�ent 
educa�on and health promo�on. Recently social media has played a major role in con�nuing medical 
educa�on during the Covid 19 pandemic. Case based discussion, journal clubs, Scien�fic sessions, poll-based 
quizzing and small peer communi�es of prac�ce etc. are different modali�es which can be u�lized for learning.
Instant messaging services such as We Chat and WhatsApp provide intensive dialogue to facilitate learning 
and easy group communica�on. To u�lize social media at its fullest the materials posted need evalua�on 
for their accuracy and conciseness. It should be more engaging to users. Choosing the right pla�orm, the 
amount and quality of the informa�on shared should be ensured for op�mal benefit.

Fig: SWOT analysis of social media usage

Some Examples of Social Media Use in Medical Educa�on:

Fig: Applica�ons of social media pla�orms in medical educa�on
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From Osler to Twi�er: Journal clubs
Journal clubs have been designed to teach cri�cal appraisal skills to physicians-in-training. Father of Modern 
Medicine, Sir William Osler, used to organize Journal clubs at McGill university in 1875 and since then Journal 
club has evolved as a forum for con�nued medical educa�on. With the Free Open Access Medical Educa�on 
(FOAMed), journal clubs have become more interac�ve and conducted online on social media pla�orms.
Social media-based journal clubs are free, �me-efficient, and publicly accessible means to facilitate 
interna�onal discussions regarding clinically important evidence-based research.

Examples of twi�er based journal clubs are @ADC_JC (Archives of Diseases in Childhood's Journal Club), 
@EBNursingBMJ (Helping nurses & midwives use evidence in prac�ce), @igsjc (The Interna�onal General Surgery 
Journal Club), @iurojc (Interna�onal Urology Journal Club), @NephJC (A twice monthly nephrology journal club).

Digital scholarship and career advancement
In early 2016, the Mayo Clinic Academic Appointments and Promo�ons Commi�ee began including digital and 
social media scholarship among the criteria considered in review of proposals for academic advancement.
Similarly, other pla�orms like blogs, podcasts are also in common use now-a-days for con�nuing medical 
educa�on.

Digital scholarship and career advancement
In early 2016, the Mayo Clinic Academic Appointments and Promo�ons Commi�ee began including digital and 
social media scholarship among the criteria considered in review of proposals for academic advancement.

Similarly, other pla�orms like blogs, podcasts are also in common use now-a-days for con�nuing medical 
educa�on.

Radiopaedia (Famous radiology blog)
Life in the Fast Lane (Famous ECG blog)
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Cardiac axis represents the sum of depolarisa�on vectors generated by individual cardiac myocytes. 
Clinically is is reflected by the ventricular axis, and interpreta�on relies on determining the rela�onship 
between the QRS axis and limb leads of the ECG (below diagram)

Since the le� ventricle makes up most of the heart muscle under normal circumstances, normal cardiac axis is 
directed downward and slightly to the le�:

Normal Axis = QRS axis between -30° and +90°.

Abnormal axis devia�on, indica�ng underlying pathology, is demonstrated by:

Some Popular Medical Channels On Youtube

Strong Medicine 

Osmosis  Medical                  

American Heart Associa�on Lecturio

Dr. Najeeb Lectures  Stanford
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Importance of E�que�e in Social Media
Ne�que�e is essen�al for maintaining a proper online environment in digital pla�orms. It reduces 
misunderstandings and encourages the development of meaningful rela�onships. Although ne�que�e, like 
e�que�e, is seen as an "unwri�en set of rules" and there are no sanc�ons, not following these rules is 
perceived as disrespect. At the same �me, the behaviors that people exhibit online also affect their 
rela�onships in the real world.

Delete doesn't always mean deleted! Anything posted creates a digital footprint. Therefore, special a�en�on 
should be paid to what is said and wri�en in internet-based communica�on.

One of the problems in digital communica�on, especially in wri�en form, is that the person cannot see his/her 
interlocutor (except in video calling). Since the facial expressions and gestures of the interlocutor cannot be 
seen, some�mes communica�on accidents may occur. People may.

Some�mes uninten�onally deviate from the social e�que�e rules they follow in face-to-face communica�on.

Today's medical students are learning in a social media era in which pa�ent confiden�ality is at risk. While 
social media use rises, policy informing appropriate conduct in these media lags behind. Students or trainees 
might allow public access to their personal profiles, which contain informa�on that is not usually disclosed in a 
doctor-pa�ent rela�onship. A breach of pa�ent informa�on and derogatory humor that is easily accessible 
online poses ethical challenges and raises serious concerns for medical professionalism.

In Bangladesh, most medical college or university now have their own official or unofficial facebook page or 
group . But, hardly there is any set guidelines that guide the online behavior of their teachers, students, 
trainees or staffs.

A study in US found that almost all US medical schools have a Facebook presence, yet most do not have policies 
addressing student's online social networking behavior. 100% (n132) of US medical schools had websites and 
95.45% (126/132) had Facebook presence. But, only 13 schools had guidelines with regards to social media 
usage and only 5 of these guidelines included statements that defined what is forbidden, inappropriate, or 
impermissible under any circumstances, or men�oned strongly discouraged online behaviors.

Ways of E�que�e in Using Social Media 
• Use your real name to maintain a genuine and professional profile.

• In order to get respect from others, it is essen�al to give respect to them.

• If engagement with a person on a social network heats up, do not be too quick to react. Take a moment to 
calm down. Never say something that you might regret later.

• It is important to remember that whatever you write, post or share, will be seen by others. Even if you 
delete it, there are chances that someone might have taken a screenshot.

• It helps to engage with people who tag you in their posts. However, always try to refrain from engaging 
yourself in hos�le, abusive or obnoxious posts.

• Do not use social media for ven�ng anger. It may a�ract nega�ve a�en�on.

• Do not quote others unless the statements are public. If there is an off the record conversa�on, it must not 
be shared.

• If you are sharing a link or a post, do give credit to the source.

• Do not post pictures of people at public events, unless you have their permission.

• It is highly inappropriate to “like” Facebook updates announcing death or major illness/injury. An 
appropriate comment is more suitable in such a situa�on.
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• Separate your professional life from your personal life on Facebook as it may give your professional 
acquaintances a bad impression.

• Do not make rash judgments when you interact with people on online forums.

• One of the worst ways of annoying your audience is to tag them in unnecessary posts to get a�en�on. 
Always keep the tagging relevant.

• Do not a�ack people based on their gender, ethnicity, orienta�on etc.

• Social Networks are a great place to share your thoughts, but do take care not to overdo it. There is no need 
for you to constantly inform people about your ac�vi�es.

• Do not add people to groups on Facebook unless you have their permission.

• Stealing posts verba�m and quo�ng them as your own is unethical.

• Adopt a wait and see approach when you post a “breaking news”. The best way is to confirm the news 
before you post it.

• Being gender sensi�ve is important. Never allow an argument to degenerate into an a�ack based on gender.

• Repeated follow or friendship requests on a Protected Twi�er Account/ Facebook are considered 
harassment.

Security/Privacy
People spend a lot of �me on social networks by interac�ng with others, upda�ng their profiles, etc. However 
all good things come with a catch.

Security and Privacy issues are part and parcel of all social networks. There have been many instances of 
stalking, iden�ty the� or blackmail on social networks. It is best not to share private informa�on on Facebook 
or other social media. If you must share, do so only in a very restricted circle where there exists a level of trust.

Remain aware that sharing your loca�on, private/personal plans or daily ac�vi�es on social media can a�ract 
stalkers. Do not share your financial details, ID card, or any other documents on social networks. Social media 
posts of defama�on, impersona�on, hate speech, incitement to violence, harassment and invasion of privacy 
all have poten�al to cause serious harm and therefore may a�ract criminal prosecu�on. As in real life, such 
behavior should be avoided online.

Remember the Golden Rules:
• Treat others as you want to be treated! Treat them as you would in person. Don't change just because 

you're online.

• Maintain your online reputa�on.

• Understand the privacy se�ngs of the sites you use.

· Be aware of the permanence of online content.

· Finally, always maintain your professional boundaries.

Rules of diploma�c communica�on are a good way to  follow online:

· S�cking to the subject ma�er, being non-judgmental.

· Avoiding hasty or broad generaliza�on.

· Avoiding rude or sarcas�c remarks.

· Relaxed demeanor, tact.

· Choosing your words carefully.
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· You should not permit yourself to be tricked, cajoled or forced into specula�ng when answering ques�ons.

Conclusion
Today, digital communica�on channels are making their presence felt more and more in every aspect of our 
social lives. Interpersonal communica�on is evolving in a different direc�on, towards a virtual reality. Digital 
pla�orms and social media are not environments where freedoms are experienced unlimitedly and without 
rules. It should not be forgo�en that only the environment is virtual, but the people are real.

The rules of social behavior in our daily lives also apply to the communica�on we establish through the 
internet. Ac�ng within the rules of e�que�e when communica�ng with others over the Internet will further 
strengthen social rela�ons.

The concept of media literacy has gained great importance in recent years. Likewise, digital media literacy 
should also be considered important and individuals should be made aware of this issue.

Plan of Assessment
SAQ:
1. What is e�que�e and ne�que�e?

2. What are the importances of use of social media in medical educa�on?

3. Write down the abuses of social media.

4. What are ethical issues arise during use of social media?

5. Men�on the golden rules of using social media.

6. Case scenario: A rare academic case has been diagnosed by you in medicine ward. You are member of a 
social media educa�on group and want to share the case there. What precau�on do you want to take 
during sharing this?
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Topic : 4 Self-directed learning and team learning

Self-directed learning (SDL)

Defini�on:

Self-directed learning is a process in which individuals take the ini�a�ve, with or without the help of others, in 
diagnosing their learning needs, formula�ng learning goals, iden�fying human and material resources for 
learning, choosing, and implemen�ng appropriate learning strategies, and evalua�ng learning outcomes. 

Self-directed learning is an approach to adult learning in which learners take responsibility for their own 
learning. These learners can choose their own needs, strategy, and content of the learning. The competency-
based learning curriculum, which includes self-directed learning, is more student-centered than earlier 
teacher-centered tradi�onal learning processes. According to Boyer et al. (2014), self-directed students 
determine their own learning goals, select resources to achieve these goals, choose their preferred learning 
strategies, and reflect on the outcome of the learning process.

Self-directed learning has a long history. It dates back as far as the Greek philosophers Socrates, Plato, 
Aristotle, and ancient Indian 'Gurukul'. Many well-known people are related to self-directed learning. Malcolm 
Shepherd Knowles was a central figure in the early conceptualiza�on of self-directed learning in the 1900s.

Purpose of self-directed learning:
• To plan and par�cipate in one's own learning ac�vi�es.

• To develop learners' capacity for learning and thinking.
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• To develop a sense of independence by enhancing emancipatory learning.

• To develop problem-solving approaches.

• To develop �me management skills.

• To develop decision-making skills.

Methods of self-directed learning:

There are two broad subdivisions of self-directed learning: 
• Self-facilitated and 

• Self-paced learning.

In self-facilitated learning, content needs to be delivered by a teacher or instructor through: 
Ø face-to-face discussion, 
Ø virtual online, or 
Ø email portal. 

In self-paced learning, the learner must choose content, source, and access independently. It is a deep 
learning process. 
Some approaches to conduc�ng SDL are:
o audiovisual lectures, 

o flipped classrooms, 

o case-based learning, 

o problem-based learning, 

o small group discussion, 

o team-based learning (seminar, journal clubs, etc.), 

o open book examina�on, and 

o doughnut rounds. 

Competencies of self-directed learning:

Pa�erson et al (2002). describe the competencies to be acquired by the students for SDL as follows: 
Ÿ  iden�fica�on of the own learning gaps in skills and se�ng the goal for learning

Ÿ  self-awareness

Ÿ  evalua�ng the human and material resources for learning

Ÿ  cri�cal thinking

Ÿ  reflec�on

Ÿ  cri�cal appraisal

Ÿ  informa�on management

Ÿ  teamwork

Ÿ  self-evalua�on

Ÿ  peer evalua�on
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Steps of self-directed learning

Process of self-directed learning

It involves a con�nual process of: 
q self -mo�va�on

q self-management 

q self-monitoring 

q self-modifica�on

Self-mo�va�on
Mo�va�on affects an individual's learning strategies and cogni�ve processes (Dweck et al. 1983). It increases 
the likelihood that people will pay a�en�on to something, study and prac�ce it, and try to learn it 
meaningfully. It also increases the likelihood that they will seek help when they encounter difficulty. 
Mo�va�on directs an individual toward certain goals and fulfills their objec�ves.

Self-management
It includes managing the learning process at its own pace. The learner should establish goals clearly at a point 
in �me for their own interest. To achieve the goal, one needs to set a learning plan. Resources for learning are 
not a set package, and an ideal learner should roam for resources, locate them, and access them in an 
appropriate way. Being persistent with the task is a key component of learner's management. One should use a 
systema�c approach to problem-solving, organiza�onal planning, and decision-making. Self-management is a 
con�nuous process and should be reformed with self-evalua�on.
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Self-monitoring: 

Ø Considera�on of the ramifica�ons of thoughts, plans, decisions, and ac�ons 

Ø Metacogni�on - the process of consciously monitoring one's own thinking

Ø Self-reflec�on - the process of reflec�ng on one's own thinking pa�erns, plans, decisions, and ac�ons

Ø Self -evalua�on.  

Self-modifica�on:

Ø Revises strategies and implies a great effort to maximize his/her effec�veness based on feedback

Ø Changes in one's behavior are based on the data gathered during self-monitoring and on feedback 
received from others.

Strategies of Self-directed Learning:

4 self-directed learning strategies that promote student-centered learning:

1. Build up to self-direc�on: 
The development of a scaffold for the classroom is important. 

The 'Flip classroom' method may be a good scaffold. In that method, the instructor gives some resources prior 
to the class, e.g., if a class will be on the management of hypertension, the instructor can give a link to the 
management of hypertension guidelines. So that students can get informa�on about resources and reliable 
sources for the class. They can read the guidelines and prepare ques�ons for the class. Even a problem can be 
given to solve earlier in the class, and a�er class, homework can be given with a problem.

Building up goals by the learner and instructor is the first step. To fix the goal, the learner should follow the 
'SMART' formula.
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[ h�ps://www.toolshero.com/personal-development/smart-goals/]

The goal of learning should be 'specific, measurable, a�ainable, relevant and �me based.

In the previous example, the goal se�ng was, “I will prepare compelling indica�ons for star�ng 
an�hypertensives, including a flowchart of star�ng and following up on an�hypertensives.” 

2.  Create an environment that is structured for self-directed success:

“The teacher's job is to help create a learning environment with the right kind of structure that can help a 
student move their project along." 

Structure for self-directed learning:

2.1.  Personal interest:

Learning opportuni�es can support students by drawing on their personal interests. This can help with 
mo�va�on and helps learners feel invested in their project. 

Keep in mind, though, that interests will need to be balanced with ability. 

Help students iden�fy the unique ques�ons and interests that excite them rather than centering projects 
around a common or popular “theme.” 

2.2.  Access to others:

Students need to be able to connect, talk through, and share ideas with others and this doesn't always have to 
be an adult. Make sure kids have �me to talk with one another.

Develop protocols for giving feedback.

Help students iden�fy others- classmates or even other teachers- who are working on similar projects or have 
exper�se in a certain area that they can turn to with a ques�on.

2.3.  Time:

In many cases, the college day is constrained by �me. Pu�ng away a project at the end of a period can be hard, 
and picking up where you le� off can be disorien�ng. A class period can feel overwhelming at other �mes, and 
learners might not be sure what to tackle next.
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Help students ar�culate their daily goals and what they need to do to accomplish them.

Leave �me for students to reflect and think about what they could do differently next �me or what they need 
to accomplish next �me.

Instructors should create a team approach in the class so that the same task does not need to be repeated. 

Tapping into students' personal interests and providing opportuni�es to balance those interests with current 
skill levels.

Giving students meaningful, structured opportuni�es to interact with their peers- or other teachers—to 
receive and offer feedback.

Encouraging students as they manage their �me, which includes offering opportuni�es to par�cipate in daily 
goal se�ng, reflec�on, and progress monitoring.

3.  Give students space to test their guesses: 
 Teachers usually used open educa�onal resources during the shi� to online instruc�on to promote self-

directed science learning. Trial and error- when deployed inten�onally- can actually be a powerful learning 
strategy for students. Educators o�en turned to interac�ve models like simula�ons. These strategies give 
students room to manipulate models, observe the results, and refine their thinking. Interac�ve 
opportuni�es like these can be a great way for students to prac�ce self-directed discovery and expand their 
understanding of new concepts.

4.  Give good, ongoing feedback:

 Good feedback can be the cornerstone for learning. Feedback should have the following criteria: 

· Clarity

· Explore exemplars.

· Co-construct goals and criteria for success (ques�ons and answers are simultaneous)

· Reflect on progress.

Advantages and disadvantages of self-directed learning
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Skills required for effec�ve learning:

• Goal se�ng skills.

• Processing skills.

• Decision-making skills.

• Self-awareness.

• Content competence

• Other cogni�ve skills

1.  Goal se�ng skills:
• Here the individual iden�fies the problem rather than developing a cogni�ve ability to engage in problem 

iden�fica�on and solving.

• They have a good observa�on skills and ability to determine what is important in their learning 
environment.

2.  Processing skills:

• Observing- the ability to see and understand.

• Seeing and transla�ng- the ability to translate visual informa�on to notes and records.

• Reading- the ability to read, translate and compared wri�en material.

• Lis�ng- the ability to receive and process aural informa�on and related it is exis�ng informa�on schemes.

3.  Decision making skills:

• This denotes the learner's thinking ability. 

• Learner must develop the ability to iden�fy, priori�ze; select validate, evaluate, and interpret informa�on 
obtained through processing.

4.  Self-awareness:
• The successful self-directed learner can be aware of self.

• It enables the individuals to be aware of their learning processes, their weakness, and strengths to know 
of their ability to use different in their environment.

• To know when, how and what is distrac�ng in their environment.

• To know when they need assistance, and to have a realis�c percep�on of their ability to achieve learning goal.

5.  Content competence:
• Here some personal observa�on indicates that people skilled in certain areas tend to emphasize those 

while avoiding topics and ac�vi�es in areas in which they are less competent. 

• For example, one who knows the own language may learn another language based on first language.
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6  Other cogni�ve skills:

• Other cogni�ve skills appear to be associated with self-directed learning success. They are-

• Sensory- including ability to select, iden�fy and classify informa�on. 

• Memory- working memory is important in the processing of informa�on before it is assimilated into 
exis�ng long-term memory.

• Elabora�on-includes the ability to take an item from working memory and process it by imaging, 
deducing, discrimina�ng generalizing etc.

 For be�er performance of self-directed learning, we should have following criteria: 

• The learner should be enthusias�c.

• The materials should be available and appropriate.

• Guide or advisor should be available if needed.

• Learner should be physically and mentally healthy.

• Learner should be able to select the tools and methods that they use, the technologies that could be used 
to support the approach are largely dependent on the students.

• Working collabora�vely with others (people and resources). 

Case scenario
A 45-year-old female with tubercular lymphadenopathy came to a physician with persistent cervical 
lymphadenopathy a�er 6 months of completed an�-TB treatment. The trainee physician does not know what to 
do. So, he planned to design a self-directed learning plan to solve the problem. How will he solve the problem? 

q Learning objec�ve: 
· To know the treatment of tubercular lymphadenopathy

· To find out the guideline for tubercular lymphadenopathy in the na�onal guideline (if not described in 
another guideline)

· To know about the causes of the persistence of lymphadenopathy.  

q Learning material: 
· Na�onal Guideline

· WHO guideline

· Google search for ar�cle

¨ Make a summary of the papers.

¨ Decision about con�nua�on of drug or surgery.

q Steps: 

o Establish learning goals: Determine the treatment dura�on for tubercular lymphadenopathy.

o Locate and access resources: 

§ Na�onal guideline
§ WHO guideline
§ Google search for ar�cle

o Adopt and execute learning objec�ve

§ To acquire knowledge about TB lymphadenopathy

Topic : 4 Self-directed learning and team learning

38



§ To determine the regimen of TB lymphadenopathy
§ To determine the dura�on of an�-TB drug for this pa�ent

o Monitor and evaluate performance: 

§ Student will prefer a synopsis of learning.
§ Teacher will give feedback.

o Reassess learning strategies: 

§ Reevaluate the learning strategies

Team learning or co-opera�ve learning (CL)
Self-directed learning is not an individual endeavor where students work in isola�on, with only their own 
resources to help them. Typically, SDL is a social endeavour where students work in coopera�ve groups with 
the resources of all group members available to assist and help them.

There are two theories for team or co-opera�ve learning:

· Social independence theory 

· Structure-process-outcome theory.

According to Social Interdependence theory, CL is 'students working together to maximize their own and each 
other's learning' (i.e. achieve shared learning goals). 

Compe��ve learning is students working against each other to achieve an academic goal such as a grade of 'A' 
that only one or a few students can a�ain. 

Individualis�c learning is students working by themselves to accomplish learning goals unrelated to those of 
other students (Johnson, Johnson & Smith 2006).

Coopera�ve learning occurs only when five basic elements are structured into the situa�on. The five elements are: 

· posi�ve interdependence, 

· individual accountability, 

· promo�ve interac�on, 

· appropriate use of social skills and 

· group processing.

Posi�ve interdependence (i.e. coopera�on) exists when individuals perceive that they can reach their goals if 
and only if the other individuals with whom they are coopera�vely linked also reach their goals. 

Nega�ve interdependence (i.e., compe��on) exists when individuals perceive that they can obtain their goals 
if and only if the other individuals with whom they are compe��vely linked fail to obtain their goals. No 
interdependence (i.e., individualis�c efforts) exists when individuals perceive that they can reach their goal 
regardless of whether other individuals in the situa�on a�ain or do not a�ain their goals.

Structure process outcome theory
Based on the theorizing of Kurt Lewin (1935), Goodwin Watson and David Johnson (Watson & Johnson 1972) 
formulated Structure-Process-Outcome Theory. They posited that the way the goals of a situa�on are 
structured determines the processes individuals engage in to achieve the goals, which in turn determines 
these outcomes of their efforts. The outcomes result from the processes individuals engage in to achieve the 
goals, not from the goals themselves.
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Types of co-opera�ve learning:

There are four types of co-opera�ve learning.

· formal CL, 

· informal CL, 

· coopera�ve base groups, and 

· construc�ve controversy

Formal CL consists of students working together, for one class period to several weeks, to achieve shared 
learning goals and complete jointly specific tasks and assignments (such as problem-solving, comple�ng a 
curriculum unit, wri�ng a report, conduc�ng an experiment, or having a dialogue about an assigned task). 
In formal CL, teachers

· Make a number of pre-instruc�onal decisions. 

· Explain the task and the posi�ve interdependence 

· Monitor students' learning and intervene within the groups to provide task assistance or to increase 
students' interpersonal and group skills 

Evaluate students' learning and help students process how well their groups func�oned.

Assessment plan
SAQ: 
1.  what is self-directed learning? 

2.  What is team learning?

3.  Men�on the strategies for effec�ve self-directed learning .

4.  What are the advantages of self directed learning. 
 
Faculty Guide Self Directed Learning (SDL): proposed learning plan can be 

Plan:  Total �me 90 minute

Lectures: 40 Minutes 

Interac�ve seminar/ workshop: 50 minutes

Lectures
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Assessment
Appendix 1

ID --------------------------------------------------------   Date ---------------------------------------------------------------

Self-Ra�ng Scale for Self-Directed Learning (SRSSDL) Tool The aim of this tool is to iden�fy learner's levels of 
self-directedness in learning in higher educa�on. Please read and encircle the most appropriate response to 
each statement indica�ng the level at which you rate yourself. Please note that your first reac�on to the 
statement is the most accurate response; therefore, do not spend too long a �me on each item.

The 'any other' space is provided for you to add any other issues about self-directedness in learning you think 
relevant. A 'scoring sheet' is included for you to assess the level of your self-directedness in learning.

Response Key: 5= Always4 = O�en 3= Some�mes  2= Seldom1 = Never
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Check the total score with the following scoring range in order to iden�fy your level of self-directedness
in learning. 

No ma�er what your total score, it is essen�al that you pay par�cular a�en�on to any individual items of the 
SRSSDL in which you have scored below 3 as these are the areas in which you may need to improve.

SRSSDL tool source
Williamson SN (2007) The Development of Self-Ra�ng Scale of Self-Directed Learning. Nurse Researcher 14(2): 
65-72.

Proposed scenario
Clinical situa�on presented in the learning environment:
Your  pa�ent is the 65 year old Mr Saifur. He is feeling �red and exhausted. He says he's not able to climb stairs 
the way he used to anymore but says that he has no addi�onal problems. He is able to sleep lying down at night 
and that he occasionally suffers from water reten�on in his legs during hot weather.
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Arterial hypertension, which he has had for many years, is his only pre-exis�ng condi�on. No other 
cardiovascular risk factors. Arterial hypertension, which he has had for many years, is his only pre-exis�ng 
condi�on. No other cardiovascular risk factors. Treatment consists of prescrip�on of a diure�c 
(hydrochlorothiazide 25 mg, once daily), a beta-blocker (metoprolol 50 mg, twice daily) and an ACE inhibitor 
(enalapril 5 mg, once daily). Mr Saifur reports that the blood pressure measurements he has been taking 
himself recently had increased to around 160/95 mmHg most days.

Response A
As a working diagnosis, student assume a chronic biventricular heart failure due to a hypertensive coronary 
illness due to long-term primary arterial hypertension. He increases the ACE-inhibitor dosage to enalapril (10 
mg, twice daily) and advise Mr Saifur to lose some weight. Because the case history constella�on is so typical, 
you forgo any further tests and recommend to Mr Saifur to make an appointment for seeing you again in 3 
months.

Response B
As a working diagnosis, you assume a chronic biventricular heart failure due to a hypertensive coronary illness 
due to long-term primary arterial hypertension. But you also consider the possibility of precipita�ng factors 
and co morbidi�es  for the hypertension. You plan to examine the pa�ent thoroughly and to have an ECG. You 
go through guidelines picking up key problems, search for possible answers and analyze the recommenda�on 
before next plan. 

Implementa�on of elaborated feedback:

• Response A
 Your considera�ons are correct but you commence treatment too quickly. In cases of performance loss and 

suspected heart failure careful physical examina�on is always required.

• Response B
Your considera�ons and subsequent steps are correct.

The intermi�ent leg oedema support right-sided heart failure; the �redness and exhaus�on could be 
explained with le�-sided heart failure with pulmonal conges�on and exer�onal dispnoea. An ECG should be 
carried out as part of basic diagnos�cs, also to inves�gate the ques�on of coronary heart disease and cardiac 
hypertrophy.

Due to its high prevalence of about 90%, the cause is likely to be the so-called primary or essen�al arterial 
hypertension. In conduc�ng a differen�al diagnosis, you should also especially consider secondary 
hypertension, anaemia, chronic kidney failure or a primary neuromuscular illness in cases of therapy-
resistence under an�-hypertensive triple-drug treatment.

• Your pa�ent at the clinic is Mrs. Maya, a 62-year-old smoker with pre-exis�ng essen�al (primary) 
hypertension. She complains of high blood pressure for the past two months, despite using three an�-
hypertensive medica�ons as directed. Previous to this, her blood pressure had been well regulated. She 
would like to know what to do. Physical exam: RR 165/ 95 mmHG, height 163 cm, weight 74 kg, BMI: 27,8 
with truncal obesity, no relevant previous illnesses.

• Name one current working diagnosis. 

• three rou�ne diagnos�c tests

• Her electrolyte laboratory result shows a normal low potassium level (3.6 mmol/l) and no other significant 
findings. Crea�nine (0.9 mg/dl) und urea (18 mg/dl) levels are normal
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• Urinalysis: normal. Abdominal ultrasound: kidneys within normal limits; relevant mass found in the area of 
the right adrenal gland (diameter 3 cm)

• 3) Please name three inves�ga�ons that you will order to verify whether the mass found is hormone 
producing and therefore causing secondary hypertension.

From where will you find the answers? How will you learn with your team?
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Medical ethics is a branch of ethics that deals with the moral principles, values, and standards governing 
medical prac�ce and research. It involves complex considera�ons about the rights, responsibili�es, and 
obliga�ons of healthcare professionals, pa�ents, and society.

Importance of medical ethics

· Protec�on of pa�ents: Medical ethics provides a framework for protec�ng pa�ents' rights, autonomy, and 
well-being, ensuring they receive appropriate care and are treated with dignity and respect.

· Maintaining trust: Ethical conduct by healthcare professionals is essen�al for maintaining trust between 
pa�ents and providers, as well as trust in the healthcare system.

· Professional integrity: Medical ethics helps to uphold the integrity and professionalism of healthcare 
providers, guiding their ac�ons and decisions in morally complex situa�ons.

· Legal and regulatory compliance: Adherence to ethical principles is o�en a legal and regulatory requirement 
for healthcare professionals and ins�tu�ons, helping to prevent malprac�ce and legal liabili�es.

· Ethical decision-making: Medical ethics provides a structured approach for resolving ethical dilemmas and 
making difficult decisions in clinical prac�ce, research, and healthcare policy.
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Issues in medical ethics
· End-of-life care: Decisions about end-of-life care, including euthanasia, physician-assisted suicide, and 

withdrawal of life support, raise ethical and legal controversies.

· Healthcare dispari�es: Inequi�es in access to healthcare and dispari�es in health outcomes based on 
factors such as race, socioeconomic status, and geographic loca�on pose ethical challenges for healthcare 
systems and providers.

· Gene�c tes�ng and engineering: Advances in gene�cs raise ethical ques�ons about gene�c tes�ng, 
screening, gene edi�ng, and reproduc�ve technologies, including concerns about privacy, discrimina�on, 
and the poten�al for eugenics.

· Emerging technologies: The rapid development of technologies such as ar�ficial intelligence, 
telemedicine, and wearable health devices presents ethical dilemmas related to privacy, data security, 
informed consent, and equitable access to healthcare.

· Global health equity: Addressing global health challenges, such as infec�ous diseases, pandemics, and 
access to essen�al medicines, requires ethical considera�ons about alloca�ng resources fairly and 
collabora�ng across borders.

· Conflict of interest: Conflicts of interest, such as financial incen�ves from pharmaceu�cal companies or 
industry rela�onships, can compromise the integrity of medical research, clinical decision-making, and 
pa�ent care.

· Healthcare resource alloca�on: Scarce resources, including organs for transplanta�on, medical supplies, 
and healthcare personnel, raise ethical dilemmas about how to allocate resources fairly and efficiently, 
par�cularly during crises or emergencies.

· Reproduc�ve rights: Issues such as abor�on, contracep�on, and reproduc�ve technologies raise ethical 
ques�ons about bodily autonomy, reproduc�ve jus�ce, and the rights of embryos and fetuses.

Classifica�on of medical ethics considering prac�cal applica�on

· Clinical ethics: Clinical ethics involves applying ethical principles and frameworks to specific pa�ent care 
situa�ons, such as end-of-life decision-making, informed consent, or resource alloca�on.

· Research ethics: Research ethics focuses on the ethical conduct of scien�fic research involving human 
subjects. It includes principles such as informed consent, confiden�ality, and minimizing risks to par�cipants.

· Public health ethics: Public health ethics deals with ethical issues arising in the prac�ce of public health, 
such as balancing individual liber�es with the common good, alloca�ng scarce resources, and addressing 
health dispari�es.

· Organiza�onal ethics: Organiza�onal ethics pertains to the ethical standards and decision-making 
processes within healthcare ins�tu�ons, including issues related to conflicts of interest, pa�ent safety, and 
professional integrity

The fundamental principles of medical ethics
The principles of medical ethics provide a framework for guiding the ac�ons and decisions of healthcare 
professionals in their interac�ons with pa�ents, colleagues, and society. Tom Beauchamp and James Childress, 
in their textbook ‘Principles of Biomedical Ethics', postulated the "four principles" approach as a common 
framework for analyzing medical ethics. The four principles are:
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  striving to promote their well-being and prevent harm. This principle emphasizes the obliga�on to provide 
competent and compassionate care, using the most effec�ve interven�ons available, while minimizing the 
risks of adverse outcomes.

• Providing an effec�ve broad-spectrum intravenous an�bio�c to a pa�ent with bacterial meningi�s.

3. Non-maleficence: Non-maleficence entails the duty to avoid causing harm to pa�ents, either through 
inten�onal ac�ons or negligence. Healthcare professionals should strive to do no harm to their pa�ents, 
adhering to ethical standards and clinical guidelines to minimize the risks of adverse events.
• Stopping carbamazepine in a pa�ent admi�ed with Stevens-Johnson syndrome

4. Jus�ce: Jus�ce pertains to the fair and equitable distribu�on of healthcare resources, as well as the fair 
treatment of pa�ents and communi�es. This principle emphasizes the importance of alloca�ng healthcare 
resources based on need, regardless of socioeconomic status, race, gender, or ethnicity.
• Providing op�mal treatment for bacterial meningi�s in all pa�ents admi�ed to any hospital in the community

These four principles-autonomy, beneficence, non-maleficence, and jus�ce- form the founda�on of medical 
ethics and guide ethical decision-making in clinical prac�ce, research, and healthcare policy. While these 
principles provide a valuable framework for ethical conduct, they may some�mes come into conflict, requiring 
careful considera�on and balancing of compe�ng interests.
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Informed consent
Informed consent is a founda�onal ethical and legal requirement in many fields, par�cularly in healthcare and 
research. It emphasizes the need for pa�ents to be adequately informed about and voluntarily consent to 
medical interven�ons. Key components and principles of informed consent are:

1. Disclosure: Providing comprehensive informa�on about the nature of the procedure, treatment, or 
research. This includes explaining:

· The purpose of the interven�on or study.

· The procedures involved.

· Poten�al risks and benefits.

· Possible alterna�ves.

· The right to withdraw at any �me without penalty.

2. Comprehension: Ensuring that the individual understands the informa�on provided. This may involve:

· Using plain language and avoiding medical jargon.

· Checking for understanding through discussion or ques�ons.

· Providing addi�onal resources or explana�ons if needed.

3. Voluntariness: Guaranteeing that the individual's consent is given freely without coercion, undue 
influence, or pressure. This includes:

· Allowing sufficient �me to consider the informa�on.

· Encouraging ques�ons and discussions with family or advisors.

· Respec�ng the individual's decision without any form of retribu�on.

4. Competence: Confirming that the individual has the capacity to make the decision. This involves:

· Assessing mental and cogni�ve ability.

· Considering age, mental health status, and other factors affec�ng decision-making capacity.

· In cases where individuals are not competent (e.g., minors, individuals with severe cogni�ve 
impairments), obtaining consent from a legally authorized representa�ve.

5. Documenta�on: Recording the consent process appropriately. This may include:

· Signed consent forms.

· Detailed notes in medical or research records.

· Audio or video recordings (if applicable and with permission)

Excep�ons to Informed Consent
There are specific situa�ons where informed consent may not be required or may be modified:

· Emergency Situa�ons: In emergencies where immediate medical interven�on is necessary to save a life or 
prevent serious harm, and the pa�ent is unable to give consent, treatment may proceed without formal 
consent..
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Hippocra�c oath
Nearly all medical colleges incorporate some form of professional medical oath into their gradua�on 
ceremonies. The oldest and most popular of these oaths is the Hippocra�c Oath, composed more than 2,400 
years ago. The original Hippocra�c Oath is an ancient Greek document simply �tled “Oath” and is the oldest 
and most well-known medical oath. During the twen�eth century, the content of the Hippocra�c oath has been 
modified. The first recorded use of the oath outside of Greece was at the University of Wi�enberg, Germany, in 
1508. Finally, in the eighteenth century, the oath was first translated into English, and medical colleges in both 
Europe and the United States began to use various versions of the Oath in their gradua�on ceremonies.

World Medical Associa�on (WMA) Declara�on of Geneva
It is a declara�on of a physician's commitment to the humanitarian goals of the medical profession. During the 
post-World War II era and immediately a�er its founda�on, the WMA expressed apprehension regarding the 
state of medical ethics globally and took the responsibility of se�ng ethical guidelines for physicians 
worldwide. A study commi�ee was appointed to prepare a "Charter of Medicine" which could be adopted as 
an oath or promise that every physician worldwide would undertake upon obtaining their medical degree or 
cer�fica�on. The WMA's second general assembly in Geneva in 1948 received a modernized version of the 
ancient Hippocrates oath a�er two years of intensive study of the oaths and promises submi�ed by the study 
commi�ee. The assembly agreed to name it the “Declara�on of Geneva.” The assembly amended it in 1968, 
1983, and 1994, made editorial revisions in 2005 and 2006, and again amended in 2017.

Declara�on
The Physician's Pledge
AS A MEMBER OF THE MEDICAL PROFESSION:

I SOLEMNLY PLEDGE to dedicate my life to the service of humanity;

THE HEALTH AND WELL-BEING OF MY PATIENT will be my first considera�on; I WILL RESPECT the autonomy and 
dignity of my pa�ent;

I WILL MAINTAIN the utmost respect for human life;

I WILL NOT PERMIT considera�ons of age, disease or disability, creed, ethnic origin, gender, na�onality, 
poli�cal affilia�on, race, sexual orienta�on, social standing or any other factor to intervene between my duty

Difference between ethics and law
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and my pa�ent;

I WILL RESPECT the secrets that are confided in me, even a�er the pa�ent has died;

I WILL PRACTISE my profession with conscience and dignity and in accordance with good medical prac�ce;

I WILL FOSTER the honour and noble tradi�ons of the medical profession;

I WILL GIVE to my teachers, colleagues, and students the respect and gra�tude that is their due;

I WILL SHARE my medical knowledge for the benefit of the pa�ent and the advancement of healthcare;

I WILL ATTEND TO my own health, well-being, and abili�es in order to provide care of the highest standard;

I WILL NOT USE my medical knowledge to violate human rights and civil liber�es, even under threat;

I MAKE THESE PROMISES solemnly, freely, and upon my honour.

 WMA Interna�onal Code of Medical Ethics
WMA has developed the Interna�onal Code of Medical Ethics as a canon of ethical principles for the members 
of the medical profession worldwide. In concordance with the WMA Declara�on of Geneva: The Physician's 
Pledge and the WMA's en�re body of policies, it defines and elucidates the professional du�es of physicians 
towards their pa�ents, other physicians and health professionals, themselves, and society as a whole. The 
physician must be aware of applicable na�onal ethical, legal, and regulatory norms and standards, as well as 
relevant interna�onal norms and standards. It was adopted by the 3rd General Assembly in October 1949 and 
revised in 1968, 1983, 2006, and 2022.

General principles
1. The primary duty of the physician is to promote the health and well-being of individual pa�ents by 

providing competent, �mely, and compassionate care in accordance with good medical prac�ce and 
professionalism.

 The physician also has a responsibility to contribute to the health and well-being of the popula�ons the 
physician serves and society as a whole, including future genera�ons. The physician must provide care 
with the utmost respect for human life and dignity, and for the autonomy and rights of the pa�ent.

2. The physician must prac�se medicine fairly and justly and provide care based on the pa�ent's health needs 
without bias or engaging in discriminatory conduct on the basis of age, disease or disability, creed, ethnic 
origin, gender, na�onality, poli�cal affilia�on, race, culture, sexual orienta�on, social standing, or any 
other factor.

3. The physician must strive to use health care resources in a way that op�mally benefits the pa�ent, in 
keeping with fair, just, and prudent stewardship of the shared resources with which the physician is 
entrusted.

4. The physician must prac�se with conscience, honesty, integrity, and accountability, while always 
exercising independent professional judgement and maintaining the highest standards of professional 
conduct.

5. Physicians must not allow their individual professional judgement to be influenced by the possibility of 
benefit to themselves or their ins�tu�on. The physician must recognise and avoid real or poten�al 
conflicts of interest. Where such conflicts are unavoidable, they must be declared in advance and properly 
managed.

6. Physicians must take responsibility for their individual medical decisions and must not alter their sound 
professional medical judgements on the basis of instruc�ons contrary to medical considera�ons.
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7. When medically appropriate, the physician must collaborate with other physicians and health professionals 
who are involved in the care of the pa�ent or who are qualified to assess or recommend care op�ons. This 
communica�on must respect pa�ent confiden�ality and be confined to necessary informa�on.

8. When providing professional cer�fica�on, the physician must only cer�fy what the physician has 
personally verified.

9. The physician should provide help in medical emergencies, while considering the physician's own safety 
and competence, and the availability of other viable op�ons for care.

10. The physician must never par�cipate in or facilitate acts of torture, or other cruel, inhuman, or degrading 
prac�ces and punishments.

11. The physician must engage in con�nuous learning throughout professional life in order to maintain and 
develop professional knowledge and skills.

12. The physician should strive to prac�se medicine in ways that are environmentally sustainable with a view 
to minimising environmental health risks to current and future genera�ons.

Du�es to the pa�en
13. In providing medical care, the physician must respect the dignity, autonomy, and rights of the pa�ent. The 

physician must respect the pa�ent's right to freely accept or refuse care in keeping with the pa�ent's 
values and preferences.

14. The physician must commit to the primacy of pa�ent health and well-being and must offer care in the 
pa�ent's best interests. In doing so, the physician must strive to prevent or minimise harm for the pa�ent 
and seek a posi�ve balance between the intended benefit to the pa�ent and any poten�al harm.

15. The physician must respect the pa�ent's right to be informed in every phase of the care process. The 
physician must obtain the pa�ent's voluntary informed consent prior to any medical care provided, 
ensuring that the pa�ent receives and understands the informa�on needed to make an independent, 
informed decision about the proposed care. The physician must respect the pa�ent's decision to withhold 
or withdraw consent at any �me and for any reason.

16. When a pa�ent has substan�ally limited, underdeveloped, impaired, or fluctua�ng decision-making 
capacity, the physician must involve the pa�ent as much as possible in medical decisions. In addi�on, the 
physician must work with the pa�ent's trusted representa�ve, if available, to make decisions in keeping 
with the pa�ent's preferences, when those are known or can reasonably be inferred. When the pa�ent's 
preferences cannot be determined, the physician must make decisions in the pa�ent's best interests. All 
decisions must be made in keeping with the principles set forth in this Code.

17. In emergencies, where the pa�ent is not able to par�cipate in decision making and no representa�ve is 
readily available, the physician may ini�ate an interven�on without prior informed consent in the best 
interests of the pa�ent and with respect for the pa�ent's preferences, where known.

18. If the pa�ent regains decision-making capacity, the physician must obtain informed consent for further 
interven�on.

19. The physician should be considerate of and communicate with others, where available, who are close to 
the pa�ent, in keeping with the pa�ent's preferences and best interests and with due regard for pa�ent 
confiden�ality.

20. If any aspect of caring for the pa�ent is beyond the capacity of a physician, the physician must consult with 
or refer the pa�ent to another appropriately qualified physician or health professional who has the 
necessary capacity.
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21. The physician must ensure accurate and �mely medical documenta�on.

22. The physician must respect the pa�ent's privacy and confiden�ality, even a�er the pa�ent has died. A 
physician may disclose confiden�al informa�on if the pa�ent provides voluntary informed consent or, in 
excep�onal cases, when disclosure is necessary to safeguard a significant and overriding ethical obliga�on 
to which all other possible solu�ons have been exhausted, even when the pa�ent does not or cannot 
consent to it. This disclosure must be limited to the minimal necessary informa�on, recipients, and dura�on.

23. If a physician is ac�ng on behalf of or repor�ng to any third par�es with respect to the care of a pa�ent, the 
physician must inform the pa�ent accordingly at the outset and, where appropriate, during the course of 
any interac�ons. The physician must disclose to the pa�ent the nature and extent of those commitments 
and must obtain consent for the interac�on.

24. The physician must refrain from intrusive or otherwise inappropriate adver�sing and marke�ng and ensure 
that all informa�on used by the physician in adver�sing and marke�ng is factual and not misleading.

25. The physician must not allow commercial, financial, or other conflic�ng interests to affect the physician's 
professional judgement.

26. When providing medical care remotely, the physician must ensure that this form of communica�on is 
medically jus�fiable and that the necessary medical care is provided. The physician must also inform the 
pa�ent about the benefits and limita�ons of receiving medical care remotely, obtain the pa�ent's consent, 
and ensure that pa�ent confiden�ality is upheld. Wherever medically appropriate, the physician must aim 
to provide care to the pa�ent through direct, personal contact.

27. The physician must maintain appropriate professional boundaries. The physician must never engage in 
abusive, exploita�ve, or other inappropriate rela�onships or behaviour with a pa�ent and must not 
engage in a sexual rela�onship with a current pa�ent.

28. In order to provide care of the highest standards, physicians must a�end to their own health, well-being, 
and abili�es. This includes seeking appropriate care to ensure that they are able to prac�se safely.

29. This Code represents the physician's ethical du�es. However, on some issues there are profound moral 
dilemmas concerning which physicians and pa�ents may hold deeply considered but conflic�ng 
conscien�ous beliefs.

The physician has an ethical obliga�on to minimise disrup�on to pa�ent care. Physician conscien�ous 
objec�on to provision of any lawful medical interven�ons may only be exercised if the individual pa�ent is 
not harmed or discriminated against and if the pa�ent's health is not endangered.

The physician must immediately and respec�ully inform the pa�ent of this objec�on and of the pa�ent's 
right to consult another qualified physician and provide sufficient informa�on to enable the pa�ent to 
ini�ate such a consulta�on in a �mely manner.

Du�es to other physicians, health professionals, students, and other personnel:

30. The physician must engage with other physicians, health professionals and other personnel in a respec�ul 
and collabora�ve manner without bias, harassment, or discriminatory conduct. The physician must also 
ensure that ethical principles are upheld when working in teams.

31. The physician should respect colleagues' pa�ent-physician rela�onships and not intervene unless 
requested by either party or needed to protect the pa�ent from harm. This should not prevent the 
physician from recommending alterna�ve courses of ac�on considered to be in the pa�ent's best interests.

54

Topic 5: Medical Ethics



32. The physician should report to the appropriate authori�es condi�ons or circumstances which impede the 
physician or other health professionals from providing care of the highest standards or from upholding the 
principles of this Code. This includes any form of abuse or violence against physicians and other health 
personnel, inappropriate working condi�ons, or other circumstances that produce excessive and 
sustained levels of stress.

33. The physician must accord due respect to teachers and students.

Du�es to society
34. The physician must support fair and equitable provision of health care. This includes addressing inequi�es 

in health and care, the determinants of those inequi�es, as well as viola�ons of the rights of both pa�ents 
and health professionals.

35. Physicians play an important role in ma�ers rela�ng to health, health educa�on, and health literacy. In 
fulfilling this responsibility, physicians must be prudent in discussing new discoveries, technologies, or 
treatments in non-professional, public se�ngs, including social media, and should ensure that their own 
statements are scien�fically accurate and understandable.

 Physicians must indicate if their own opinions are contrary to evidence-based scien�fic informa�on.

36. The physician must support sound medical scien�fic research in keeping with the WMA Declara�on of 
Helsinki and the WMA Declara�on of Taipei.

37. The physician should avoid ac�ng in such a way as to weaken public trust in the medical profession. To 
maintain that trust, individual physicians must hold themselves and fellow physicians to the highest 
standards of professional conduct and be prepared to report behaviour that conflicts with the principles of 
this Code to the appropriate authori�es.

38. The physician should share medical knowledge and exper�se for the benefit of pa�ents and the 
advancement of health care, as well as public and global health.

Du�es as a member of the medical profession
39. The physician should follow, protect, and promote the ethical principles of this Code. The physician should 

help prevent na�onal or interna�onal ethical, legal, organisa�onal, or regulatory requirements that 
undermine any of the du�es set forth in this Code.

40. The physician should support fellow physicians in upholding the responsibili�es set out in this Code and 
take measures to protect them from undue influence, abuse, exploita�on, violence, or oppression.

Bangladesh Medical & Dental Council (BM&DC) Code of Professional Conduct, 
E�que�e and Ethics
In exercise of the power conferred under sec�ons 5 (22) of the Bangladesh Medical and Dental Council Act, 
2010, BM&DC published a code of professional conduct, e�que�e and ethics to be followed by all registered 
medical prac��oners. The code is addressed to doctors and is also intended to let the community know what 
they can expect from doctors. It is consistent with the Declara�on of Geneva and the interna�onal code of 
medical ethics, issued by the WMA. This code is described as five major headings
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Some important codes of professional conduct, e�que�e, and ethics are as follows 

Complementary or alterna�ve treatment
· A medical professional must not prescribe any drug or method related to complementary or alterna�ve 

treatment modality even if he claims to be acquainted with those
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Confiden�ality

· Protect pa�ents' privacy and right to confiden�ality, unless the release of informa�on is required by law or 
by public-interest considera�on even a�er the death of the pa�ent

· In the excep�onal circumstances of spouses or other partners being at risk, the need to disclose the 
posi�on to them might be more pressing, the doctor should urgently seek the pa�ent's consent to 
disclosure. If this is refused, the doctor may, given the circumstances of the case, consider it a duty to inform 
the spouse or other partner

· Doctors involved in the diagnosis and treatment of HIV infec�on or AIDS must endeavor to ensure that all 
allied health and ancillary staff, e.g. in laboratories, fully understand their obliga�ons to maintain 
confiden�ality at all �mes

· A doctor should not publish photographs or case reports of pa�ents without their permission in any 
medical or other journal in a manner by which their iden�ty could be known

Termina�on of pregnancy

· Doctors performing termina�on of pregnancy must observe the principles laid down in the laws of 
Bangladesh governing this aspect, and other relevant provisions.

· A pregnancy may be terminated only if two registered medical prac��oners are of the opinion, formed in 
good faith, that the con�nuance of the pregnancy would involve risk to the life of the pregnant woman or 
injury to the physical or mental health of the pregnant woman or there is a substan�al risk that if the child 
were born, it would suffer from such physical or mental abnormality as to be seriously handicapped

Specialist �tle

· Only doctors who have recognized post graduate degree and that is men�oned in the register of BM&DC 
are recognized as specialists and can use the �tle of “specialist in a specialty. Only doctors who have 
recognized post graduate degree and that is men�oned in the register of BM&DC are recognized as 
specialists, and can use the �tle of “specialist in a specialty”

· A non-specialist is not allowed to use any misleading descrip�on or �tle implying specializa�on in a 
par�cular area, such as “doctor in cardiology” “PGT”, “FCPS (P1)” FCPS (P2)”, “MD (Thesis)”etc.

Visi�ng cards and prescrip�on slips: May only carry the following informa�on

Announcements in mass media
· Announcements of commencement of prac�ce or change of address, partnership etc. are permissible only 

in newspapers provided that all announcements are completed within two weeks of the 
commencement/change taking  place and comply with BMDC code. The size of the announcement must not
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exceed 12 square inches. Photographs are not allowed. Similar announcements via other media including 
prin�ng, mailing, broadcas�ng and electronic means are not permi�ed.

· Le�ers of gra�tude or announcements of apprecia�on from grateful pa�ents or related persons iden�fying 
the doctor concerned should not be published in the media 

Financial rela�onship with healthcare organiza�ons
· A doctor may refer a pa�ent to any hospital, nursing home, health centre or similar ins�tu�on, for 

treatment by himself or other persons only if it is, and is seen to be, in the best interest of the pa�ent. 

· Doctors should therefore avoid accep�ng any financial or other inducement from such an ins�tu�on for 
such referral.

· Doctors proposing to refer a pa�ent to an ins�tu�on in which they have a financial interest, whether by 
reason of a capital investment or a remunera�ve posi�on, should always disclose the interest to the pa�ent 
before making the referral.

· A doctor when prescribing should only choose the drug or appliance that is cost-effec�ve and will best serve 
the medical interests of his pa�ents. Doctors should therefore avoid accep�ng any inducement from 
pharmaceu�cal industries. 

Improper financial transac�ons
· A doctor shall not offer to, or accept from, any person or organiza�on (including diagnos�c laboratories, 

hospitals, nursing homes, health centers, beauty centers or similar ins�tu�ons) any financial or other 
inducement for referral of pa�ents for consulta�on, inves�ga�on or treatment

Untrue or misleading cer�ficates and similar documents
· Doctors are required to issue reports and cer�ficates for a variety of purposes (e.g. insurance claim forms, 

payment receipts, medical reports, vaccina�on cer�ficates, sick leave cer�ficates) on the basis that the 
truth of the contents can be accepted without ques�on. 

· A sick leave cer�ficate can only be issued a�er proper medical consulta�on of the pa�ent by the doctor. The 
date of consulta�on and the date of issue must be truly stated in the cer�ficate, including a cer�ficate 
recommending retrospec�ve sick leave.

· Any doctor who in his professional capacity gives any cer�ficate or similar document containing statements 
which are untrue, misleading or otherwise improper renders himself liable to disciplinary proceedings. 

· Signing of blank cer�ficates is prohibited by the Council.

Mul�ple Choice Ques�ons
Put √ (Tick) mark on the le�-hand side of the single best answer

1. A 35-year-old man was admi�ed to the medicine unit for evalua�on of jaundice, which developed 10 days 
a�er star�ng an�-TB drugs for smear-posi�ve pulmonary tuberculosis. The consultant stopped an�-TB 
therapy with suspicion of adverse drug reac�on. The principle of ethics that best explains the scenario is-
a) beneficence

b) jus�ce

c) nonmaleficence

d) respect for autonomy

e) solidarity 
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Correct answer: c

2. A 55-year-old male presented with cough and right-sided chest pain for 1 month. His chest x-ray postero-
anterior view revealed a mass lesion in the right middle zone close to the hilum. For further evalua�on, his 
consultant suggested a bronchoscopic biopsy. A�er receiving informa�on about the bronchoscopic procedure, 
its advantages, and possible complica�ons, the pa�ent denied it and wanted alterna�ve diagnos�c tests. The 
concerned consultant offered him a CT-guided core biopsy as an alterna�ve test to confirm the diagnosis and 
the pa�ent agreed to do the procedure. Which principle of ethics does the consultant obey here?

a) autonomy 

b) beneficence

c) confiden�ality

d) jus�ce 

e) nonmaleficence

Correct answer: a

3. What ethical concept is central to the dilemma of alloca�ng limited organ transplants and jus�fying who 
receives them?
a) autonomy

b) fidelity

c) jus�ce

d) privilege

e) veracity

Correct answer: c

What does the principle of beneficence require of healthcare professionals?
a)  To act in the best interest of the pa�ent

b)  To priori�ze their own interests over the pa�ent's

c)  To avoid causing harm to the pa�ent

d)  To distribute healthcare resources fairly

Answer: a) To act in the best interest of the pa�ent
4. What do healthcare professionals require to comply with the principle of beneficence?

a) to act in the best interest of the pa�ent

b) to avoid causing harm to the pa�ent

c) to distribute healthcare resources fairly

d) to priori�ze their own interests over the pa�ent's

e) to provide healthcare services to those who need them

Correct answer: a

Put 'T' for true and 'F' for false on the le�-hand side of each statement (stem)

1. The visi�ng card of a doctor should contain 

a) all degrees achieved 
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1. The visi�ng card of a doctor should contain 

a) all degrees achieved 

b) consulta�on hours

c) name of the doctor with the prefix Dr.

d) photograph of the doctor

e) telephone, fax, and e-mail address

Answer: a) F, b) T, c) T, d) F, e) T

2. Rela�onships that are a component of medical ethics are
a) doctor-doctor rela�onship 

b) doctor-pa�ent rela�onship

c) rela�onship of a doctor to the Bangladesh Medical & Dental Council 

d) rela�onship of a doctor to the Ministry of Health

e) rela�onship of a doctor to the society

Answer: a) T, b) T, c) F, d) F, e) T
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Before we start: The concept of 'The blind leading the blind'
It cannot be assumed that the facilitators necessarily have a be�er grasp of subject ma�er than their learners. The 
facilitators might never have received any formal training on communica�on skills and might not demonstrate a high 
standard of communica�on in their own prac�ce. 

Helping facilitators to understand the basics of communica�on skill prac�cally can greatly illuminate experien�al 
learning. 

Link of video demonstra�on: h�ps://youtu.be/CqrmTNFN_8k

Purpose/ relevance of the topic: 5 minutes

By a story telling session, the teacher explains the purpose or relevance of the topic.
Example: A news report/ video clip



§ 54% of pa�ents' complaints and 45% of their concerns are not elicited (Stewart et al. 1979).

§ In 50% of visits, the pa�ent and the doctor do not agree on the nature of the presen�ng problem 
(Starfield et al 1981). 

§ Doctors usually interrupt the pa�ents so soon a�er they begin the opening statement that 
pa�ent fails to disclose significant concerns (Beckman and Frankel 1984; marvel et al,1999).

§ On average, in 50% cases, pa�ents do not take their medicine at all or take it incorrectly 
(Meichen-baum and Turk 1987; Butler et al. 1996).

Assessment of pre-requisite knowledge (Prior learning): 5 minutes
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Contents: 40 minutes

1:  The concept of communica�on skill:
 1.1. Communica�on:

· The word communica�on is derived from the La�n word “communicare”, which means to share.

· Communica�on is a process by which an informa�on is passed from a sender to a recipient using a 
medium.

· In clinical prac�ce, communica�on bridges the gap between evidence-based medicine and working with 
individual pa�ents.

 1.2  Methods of communica�on:

 When we think of communica�on, to many of us it means verbal communica�on only and we may not 
consider that it is just one aspect of communica�on. Methods of communica�on may vary depending 
upon the people who are communica�ng, the subject ma�er and the context of that communica�on. 

 Example:

· An email between two professional people would sound different compared to an email between two 
close friends, as the formality and tone would differ.

 · A training course for beginners would require more visual aids than a course for more mature learner.

 Different methods of communica�on:

· Verbal communica�on (the spoken word)

· Non-verbal communica�on (body posture, eye contact, facial expressions, touch, movements, tone of 
voice etc.)

· Wri�en communica�on (le�er, email, report, message in social media etc.)

· Listening (ac�ve listening can truly engage someone in communica�on)

· Visual communica�on (drawing, graphic design, illustra�on, color, sign etc.)ges the gap between 
evidence-based medicine and working with individual pa�ents.

 1.3 The three V's rule of communica�on:

 e 3 V's of communica�on comprise Verbal, Visual and Vocal components.
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 1.4  The Albert Mehrabian's theory of face-to-face communica�on/conversa�on

 The 7-38-55 rule is an evidence-based concept concerning the communica�on of emo�on. This rule states 
that 7 percent of meaning is communicated through spoken word, 38 percent through tone of voice, and 
55 percent through body language.

 So, it is not only about what is said and what message is received, but also about how it is said, how the 
body language was and what was the facial expression!

 1.5  The 7 C's of communica�on in healthcare:

 · Clear (convey the message in an easy-to-understand manner)

· Concise (to be to the point without using a lot of words)

· Concrete (clear and usually supported with facts)

· Correct (make sure all your facts and figures are accurate)

· Coherent (logical and consistent)

· Complete (complete message gives the user all the informa�on and makes know what needs to be done).

· Courteous (being courteous is the most important a�ribute of communica�on.)

 1.6  Communica�on skill

· Communica�on skill is the ability to convey or share ideas and feelings accurately and effec�vely. 

· Communica�on skill is a core clinical skill, an essen�al component of clinical competence

· Communica�on skill turns theory into prac�ce

· Communica�on skill is not just a personality trait, it needs to be taught and learnt

· Experience alone can be a poor teacher for communica�on skill

· Communica�on programmers need to produce effec�ve and long-las�ng changes in learner's 
communica�on skills.

2:  Types and components of communica�on:

     2.1 Components of communica�on:

 · Sender (the person who ini�ates the communica�on process)

· Encoding (conversion of sender's idea and thought into a message)

· Message (the main informa�on provided, usually consis�ng of 3 V's: verbal, voice, visual)

· Channel (the path used to communicate. Example: press, TV, interpersonal or digital communica�on etc  
etc.)

· Receiver (the individual who receives the message and deciphers the meaning)

· Context (the environment in which communica�on takes place. Example: A quiet library, a hospital, a 
social get together, an interview etc.)

· Environment (the physical component in which a communica�on takes place. Example: room 
temperature, �ming, noise, furniture, physical distance, illumina�on, cleanliness etc.)

· Decoding (transla�on of a message into a meaning or idea)

· Feedback (the receiver's response to message. Example: reply to an email.)
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 2.2 The graphical illustra�on of communica�on cycle

 The 'Communica�on cycle' is a transmission model that provides a schema�c representa�on of the 
rela�on between all the components of communica�on, staring with the sender and ending with the 
receiver. It was first explained by Claude Shannon and Warren Weave in 1949.

4:  Importance of communica�on skill:

    4.1 Communica�on skill in healthcare:

 Every person deserves to understand the ongoing medical care they receive, and the future plan.  An 
effec�ve communica�on is more than just 'being nice'. Rather, it significantly improves:

· Health outcome of pa�ent

· Sa�sfac�on of both pa�ent and physician

· The therapeu�c rela�onship

· Bridging the gap between evidence-based medicine and working with individual pa�ents

 4.2 Evidence-based examples 

 

Fig: Communica�on cycle  
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5:  Ways of effec�ve communica�on with pa�ents, students and others

 5.1  Basic framework of medical interview: The enhanced Calgary-Cambridge Model:
   (A method for structured medical interview) 

 5.2  Some prac�cal �ps of effec�ve communica�on

· Sea�ng arrangement:     

§ Quiet, private space

§ Non-confronta�onal si�ng: preferably 90 degree angle

§ Avoid any obstacle

§ Maintain same eye-level and eye contact

· Proper introduc�on

· Unhurried approach

· Start with open ques�on

· Checking for prior understanding

· Use of silence, when appropriate

· Ac�ve listening

· Empathy

· Non-verbal communica�on (smiling/ nodding appropriately)

· Addressing any special concern

· Recapping on what has been said

· Reflec�on of key points back to the listener
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  5.3 A special scenario: breaking bad news
 5.3.1 Bad news:

 Any news that dras�cally and nega�vely alters the listener's view

 5.3.2 Breaking bad news:

    · Disclosure of a bad news to someone.

· The impact of braking bad news depends on the size of gap between expecta�on and reality

· Examples of breaking bad news scenario:
o Life threatening illness (cancer, HIV etc)

o Intra-uterine fetal loss

o Sudden unexpected death

o Brain death

5.3.3 Common human reac�ons to bad news: The Kubler Ross Grief Cycle:

 Se�ng 
  Privacy
  People
  Physician (Calm, a�en�ve)

Percep�on 
 Assess prior understanding

Invita�on 
  Invite ques�ons from the pa�ent

Knowledge 
  Transfer the informa�on with prior warning

67

Topic 6: Communica�on Skill



Empathy 
  Acknowledge & address emo�ons

Strategy & Summary
  Pa�ent knows & agrees on next steps

 5.3.5 The video demonstra�on: Breaking bad news: 10 minutes:

 Video link:  

 h�ps://youtu.be/CqrmTNFN_8k

Scenario
You are about to meet Ms. Sheema, daughter of Mr. Uzzal. She wants to know the results of a recent CT guided 
FNAC test done for Mr. Uzzal. You know that Mr. Uzzal was a suspected case of lung cancer. A�er seeing a highly 
suspicious shadow in lung, CT scan was advised and now the FNAC report confirmed the diagnosis of lung cancer.

Your task is to break the news to Ms. Sheema (Pa�ent's daughter)

1.4 Some difficult situa�ons:

 1.4.1 Pa�ent has language/speech difficul�es:

· Use an interpreter; but address the pa�ent, not the interpreter

· Communicate in wri�ng if pa�ent can read

· Sign language

· Involve someone who is use to communicate with the pa�ent

 1.4.2 Personal ques�on/ examining private parts:

· Ensure adequate privacy

· Ensure confiden�ality

· Introduc�on

· Assess prior understanding

· Warn

· Break the news

· PAUSE (let the news sink!!) & wait for a reac�on

· Acknowledge the reac�on & show empathy

· Assess the subject for acceptability of more informa�on

· Engage the subject for the op�ons of available future treatment

· Give hope

· Address any concern

· Summarize

· Close the window
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  1.4.3 Pa�ent is emo�onal!:

 · Encourage to talk

· Explore the reason for emo�on

· Set professional boundaries if pa�ent tries to become overly familiar!

 1.5 Above all, there should NOT BE any discrimina�on among pa�ents

 1.6 Sense of teamwork at workplace

o “United We Stand, Divided We Fall”

o A physician has to work in team with other colleagues and health care professionals

• Working in team does not change someone's personal accountability
• Try to act as a role model to inspire colleagues
• Always respect contribu�on of colleagues
• Communicate effec�vely, specially during handing over du�es

• Working in team does not change someone's personal accountability

• Try to act as a role model to inspire colleagues

• Always respect contribu�on of colleagues

• Communicate effec�vely, specially during handing over du�es

Supervised group ac�vity (Role play): 20 minutes

List of scenarios
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Concept & Defini�on
"The rela�onship between doctor and pa�ent lies at the heart of medical ethics. It is a complex rela�onship in 
which the doctor seeks to understand the pa�ent's condi�on and to assist him or her in overcoming the illness. 
It is based on trust and respect for the pa�ent, and on the ability of the doctor to use his or her skills and 
knowledge for the benefit of the pa�ent. This rela�onship is governed by a set of ethical principles which are 
designed to protect the interests of the pa�ent while allowing the doctor to fulfill his or her professional 
obliga�ons." A well liked defini�on quoted from Tony Hope's "Medical Ethics: A Very Short Introduc�on".

This defini�on highlights the key elements of the DPR, including trust, respect, understanding and the ethical 
principles that guide interac�ons between doctors and pa�ents.

DPR is typically created when a doctor provides a pa�ent with comfortable examina�on, diagnosis and 
treatment. Because of the rela�onship, the doctor has an obliga�on to either successfully end the rela�onship 
or go forward with the pa�ent's illness. Specifically, in order to provide pa�ents with top-notch care, primary 
care providers must create an acceptable DPR.

Beginning from the first clinical encounter, rapport building, history taking, clinical examina�on, inves�ga�on 
layout, counseling, ini�a�ng treatment, breaking the bad news if any; the pa�ent solely relies on the physician 
for each and every aspect. The physician is obliged to provide the best of care and service to the pa�ent 
according to the best of his knowledge, abili�es and hospital se�ngs without any bias. The physician is ethically 
responsible to provide the service to the pa�ent in the light of pa�ent's own desire, benefits, li�le or no harm at 
all, trust and Jus�ce. The pa�ent also has the independence to proceed with the physician's suggested protocol 
or to seek addi�onal advice, even willingly discon�nue the total protocol with realiza�on of the pros and cons. 
The rela�onship here is two ways, each person hoping for the best outcome respec�ng mutual values, 
percep�ons and interests.

The doctor's capacity to fully analyze a pa�ent is thought to be hampered by the absence of this rela�onship, 
which is built on mutual respect, trust, and knowledge. As a result, the pa�ent is less likely to trust the 
diagnosis and course of treatment (Mars M, 2020).

Hence DPR can be defined as, a consensual rela�onship which strictly adheres to the principles of medical 
ethics, where the pa�ent knowingly seeks the physician's assistance and the physician knowingly accepts 
the person as a pa�ent, both aiming at the best possible outcome. 

Importance
An ideal DPR can rightly be called the pedestal of the structure of medical ethics. Good communica�on 
beginning with rapport building, being the stepping stone leads towards trust, consent, empathy and other 
inevitable a�ributes. When an ailing person i.e. pa�ent himself, visits a physician or is brought for seeking 
healthcare service by his kin; the very first mee�ng with the physician is the building block of the DPR.

With �me as communica�on commences, exchange of valuable data through history taking; followed by 
formula�ng inves�ga�on plan with the wri�en informed consent of pa�ent and or family, management plan, 
counseling; each and every step needs effec�ve and competent DPR. The first impression, i.e. rapport building 
can be the founding pillar of DPR. A doctor, who does not give enough �me, has hurried approach and is cold, 
will always fall short of delivering comprehensive management; despite his years of unparalleled medical 
knowledge and exper�se. Likewise, a pa�ent who doesn't honor, respect or trust his physician will not confide 
well in his trea�ng physician. In both cases, there will be a poor DPR.

Apart from pa�ent care and benefit, DPR also serves as a tool for physician's personal and ins�tu�onal growth 
that is self and organiza�onal development.
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DPR ensures a homely feeling to pa�ents; and inculcates a sense of warmth of the physicians towards a 
pa�ent, fuelling his empathy and beneficence - the fundamentals of medical ethics. The physician tends to 
care for his pa�ent not only during the treatment period, but also a�er. For e.g: following up a pa�ent suffering 
from a chronic communicable disease such as Tuberculosis (TB). Besides DPR serves as a tool for important 
preven�ve strategy by increasing awareness and reducing the spread of communicable illnesses, including 
o�en those which are overlooked health concerns, like STDs. For instance, with moderniza�on and free mixing 
the rates of HIV transmission and pa�ents living with HIV are both on a dras�c rise.

A sound DPR also serves as an upli�ment in the management of non communicable diseases, geriatric and 
psychiatric diseases. For e.g; a pa�ent of chronic depression who has a�empted suicide previously may 
respond be�er to counseling rather than to an� psycho�c drugs alone. So it appears that effec�ve counseling 
cannot be delivered without building an effec�ve rela�onship.

From the physician's perspec�ve, DPR may help reduce the stress that work environment and social media 
impose. There will be a decline in the incidence of li�ga�on, vandalism, slandering and defama�on that is heard, 
spoken of and some�mes even broadcast on social pla�orms. DPR will empower not just the pa�ent, but also 
the physician and his ancillary staff and culminate in a reduced rate of medical mishaps and alleged negligence.

Builds trust and 
confidence

Facilitates open 
communica�on

Promotes shared 
decision making

Facilitates diagnos�c 
and therapeu�c 

accuracy

Strengthens physician's 
and ins�tu�onal growth

Reduces healthcare 
dispari�es

Enhances pa�ent 
sa�sfac�on

Supports physician's 
emo�onal well being

IMPORTANCE 
OF DPR

So it's impera�ve that DPR be introduced and its understanding and teaching be implemented effec�vely from 
the ini�al phases of medical educa�on and con�nued even a�er gradua�on as it could mark the unfolding of a 
new horizon, not only in this field but also upli� the scenario of our exis�ng healthcare system.
In order to provide the best care and service to our pa�ents, we need to be the very best through our approach, 
a�tude, language, conduct and demeanor.

“The Doctor Pa�ent Rela�onship (DPR) is cri�cal to the placebo effect.”- IRVING KIRSCH
Therefore, DPR has to become an inherent trait among all physicians and we should all act cumula�vely 
towards improving it.

Fundamentals of DPR
There are some good a�ributes under which DPR is grounded. By good DPR pa�ent will be pleased, doctor will 
be sa�sfied and outcome will be best. There will be growth and development of physician and his ins�tute and 
overall posi�ve environment will be created. The forma�on of a rela�onship between a doctor and pa�ent has 
been discussed in a number of medical reviews. We go into further depth about a few key components that are 
necessary to keep DPR in good shape as men�oned below.

Fig. 1: Importance of DPR
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Figure 2: Fundamentals of DP
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Philosophical basis of DPR
“The doctor pa�ent rela�onship that is constructed on the principles of 
medical ethics is an effec�ve one”. There are various philosophies in 
which pa�ents and doctors engage and relate to one another. The 
philosophical founda�on of the DPR can be broadly divided into physician 
centered and pa�ent centered model which represent various 
perspec�ves on the interac�ons and rela�onships between pa�ents and 
doctors. Appropriate model can be chosen based on pa�ent's 
individuality, specific situa�on and also their literacy and learning abili�es

Principles of Medical Ethics
1. Autonomy
2. Beneficence
3. Non-maleficence
4. Jus�ce

Figure 3: Types of models of DPR

The models are:

1. Paternalis�c Model:

· Goal: Pa�ents should adhere to the most effec�ve treatment plan that has been recommended, with 
li�le to no discussion or compromise

· Physician's role: The physician acts as a guardian. The physician is in command and has decision-
making authority. Physician has a directed communica�on style with their pa�ents and makes 
decisions on their behalf using their exper�se and professional judgment.

· Physician's sa�sfac�on: Despite of pa�ent disempowerment, physician may feel sa�sfied with 
complete control over decision.

· Pa�ent's role: Pa�ents par�cipate very li�le or not at all in the decision-making process. They have a 
passive role in which they are supposed to heed the doctor's advice without ques�on.

· Pa�ent's values: Finite and are demonstrated by their agreement with the doctor's recommenda�ons.
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· Medical ethics: Autonomy ignored, Beneficence can be preserved upon doctor's decision. Non-
maleficence and jus�ce might be compromised as decisions are taken unilaterally.

N.B: This model is appropriate in emergencies where a pa�ent is unconscious and quick treatment is crucial. Here 
detailed informed consent and elabora�ve discussions being �me consuming are less prac�ced.

2. Informa�ve Model:

· Goal: is to provide all relevant informa�on to medical care and make the pa�ent able to take their own 
decision.

· Physician's role: The Physician acts as an expert. In this model, the physician's duty is to tell the pa�ent 
about their disease, available treatments and possible consequences.

· Physician's sa�sfac�on: Depends on physician, he or she will either be sa�sfied because all informa�on 
about medical care is provided and pa�ent's empowerment is established, or dissa�sfied because 
pa�ents take charge of the decision-making process and the doctor has li�le involvement in it.

· Pa�ent's role: The pa�ent has the right to make decisions based on this understanding a�er receiving 
all facts.

· Pa�ent's values: defined, fixed and decisions are made by themselves.

· Medical ethics: Autonomy and beneficence are preserved. Non-maleficence and jus�ce are frequently 
overlooked due to lack of skill of physician, ineffec�ve communica�on, pa�ent's level of educa�on, 
misconcep�on and lack of shared decision making.

N.B: Physician(s) may be dissa�sfied either due lack of empathy or due to inability to enforce the best possible 
medical care. Pa�ent(s) may be dissa�sfied due to dilemma in making the right decision.

3. Interpre�ve Model:

· Goal: is to comprehend the beliefs and values of the pa�ent and explain to them the risk and benefit 
ra�o of every component of medical therapy.

· Physician's role: Here, the physician takes on the role of advisor or counselor by elucida�ng the 
pa�ent's current medical condi�on and available treatment alterna�ves.

· Physician's sa�sfac�on: Understanding pa�ent's values and building trust make them more sa�sfied 
than informa�ve model but pa�ent's values may not be in line with physician's choice.

· Pa�ent's role: In light of the concep�on delivered by the physician, the pa�ent is free to make his or her 
own decisions.

· Pa�ent's values: Despite the free will to take decisions, some�mes pa�ents may be ambiguous in 
decision making, demanding more clarifica�on.

· Medical ethics: Autonomy and beneficence are rightly served, although the delivery of jus�ce and non-
maleficence may vary depending on the physician's ability to properly elaborate the situa�on and the 
pa�ent's comprehension.

N.B: In this model, effec�ve DPR may not always be established either due to lack of �me or hurried approach 
and or interpreta�ve abili�es of the physicians.

4. Delibera�ve Model:

· Goal: is to elucidate all aspects of medical care with empathic engagement and convince them to take 
the best medical care.
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· Physician's role: Here the physician acts as a friend. The physician explains the various treatment 
op�ons with mutual par�cipa�on with his pa�ents, persuades the pa�ent of the more beneficial 
medical op�ons. Here physician gives recommenda�ons as though he were in the pa�ent's shoes.

· Physician's sa�sfac�on: Moral self development relevant to medical care, shared decision making 
fosters sa�sfac�on and improved team work

· Pa�ent's role: Pa�ents are allowed to par�cipate freely in the decision-making process, expressing 
their preferences and values.

· Pa�ent's values: gradually develop and can change through moral discussion.

· Medical ethics: Throughout the decision-making process, pa�ents and doctors are dedicated to 
respec�ng ethical concepts including autonomy, beneficence, non- maleficence and jus�ce.

N.B: A physician's ideas of the op�mum health-related value may not align with those of other physicians or 
pa�ents in our varied culture where people some�mes have conflic�ng and some�mes dis�nct values. When 
moral discussions between doctors and pa�ents are based on the doctor's personal values, this approach 
becomes subtly paternalis�c.

Models of DPR
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Interpre�ve Model:

Goal: Encourage a deep understanding of the 
values and beliefs of pa�ents by providing them 
with compassionate, coopera�ve care that helps 
them make informed wise decisions.

Physician's role: Acts as a counselor or an advisor, 
interpre�ng medical situa�on; pa�ent himself 
decides.

Delibera�ve Model:

Goal: Engage in empathe�c discussion to guide 
pa�ent towards best medical care.

Physician's role: Acts as a friend, facilita�ng 
shared decision-making while considering ethical 
principles.

Figure 4: Models of DPR

Fic��ous Case Scenario
Mr.X, a 52 years old, obese businessman came to hospital cardiology outpa�ent department with the 
complaints of chest pain especially on walking and minimal exer�on which relieved with rest. On 
examina�on, his BP was 160/90 mm Hg and pulse was 80 beats/min, BMI - 32 kg/m2 with xanthalesma 
around his eyes. A physician of outpa�ent department a�ended Mr. X and diagnosed him as a case of 
Ischemic heart disease (IHD); based on history and clinical examina�on and advised rou�ne inves�ga�on 
such as ECG, echocardiography, lipid profile, serum crea�nine, OGTT, X ray chest etc. He prescribed an 
an�platelet, an an�anginal and an an�hypertensive and also advised the pa�ent to undergo early Coronary 
Artery Angiogram (CAG), sugges�ng that it is by far the best diagnos�c as well as therapeu�c modality.

Interpreta�on
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Interpre�ve Model
Besides providing detailed informa�on regarding the disease course and outcomes, the physician 
elaborates the importance, risks and benefits of various inves�ga�ons including early CAG and the 
hazards of not doing the same. Physician asks the pa�ent regarding his own understanding of the disease 
and its consequences, willingness to undergo CAG early in the se�ng, also solves any further queries 
honoring pa�ent's beliefs, values and cultural background as well as alleviates any fear, disbelief, mistrust 
or worry from his mind.

Delibera�ve Model
In addi�on to interpre�ve model, physician states that a pa�ent of IHD with major risk factors like 
hypertension, obesity and old age runs a very high chance of heart a�ack, heart failure, early and or 
sudden death. He emphasizes by saying that “if I were in your place and could afford the cost, I would go to 
the procedure at the earliest possible. I would not delay it too long. I am of the opinion that you are in a 
good posi�on to undergo this procedure early rather than delaying. So, I believe we should go for the 
procedure as soon as possible”.

Barriers of DPR
Barriers in the DPR can include poor communica�on, lack of trust, �me constraints, cultural differences and 
differing expecta�ons. These barriers can hinder effec�ve diagnosis, treatment adherence and overall pa�ent 
sa�sfac�on and outcomes. Some of the barriers commonly encountered from different aspects have been 
highlighted below:

Informa�ve model
In Informa�ve model, physician elaborately explains the risk and consequences of IHD to the pa�ent. Then 
he prescribes a few mandatory inves�ga�ons advoca�ng the importance of each including invasive 
procedure i.e; early CAG. He explains the necessity and importance of early CAG as a tool for diagnosis as well 
as treatment and asks the pa�ent whether he is willing to undergo early CAG by obtaining informed consent.

In paternalis�c model, physician imposes his opinion for the implementa�on of early coronary artery 
angiogram for block detec�on and removal without solici�ng the pa�ent's input.
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Paternalis�c Model
In paternalis�c model, physician imposes his opinion for the implementa�on of early coronary artery 
angiogram for block detec�on and removal without solici�ng the pa�ent's input.



Figure 5: Barriers of DPR
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Assessment of DPR
Assessment will be done based on the Miller's pyramid

Method of assessment of efficiency according to Miller's Pyramid

Figure 6: Assessment of DPR
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Conclusion
The doctor-pa�ent rela�onship (DPR) is characterized by honest communica�on, empathy, mutual trust, and 
respect which are the cornerstones of effec�ve healthcare delivery. Priori�zing pa�ent-centered care and 
developing strong therapy connec�ons can help healthcare providers improve pa�ent sa�sfac�on, adherence 
to treatment plans, and overall health outcomes. Healthcare workers must always strive to enhance their 
communica�on abili�es, maintain professionalism, and promote ethical standards in order to build enduring 
and meaningful connec�ons with their pa�ents.

Take Home Message
The take away message of this presenta�on on doctor-pa�ent rela�onships is likely to emphasize the importance 
of effec�ve communica�on, empathy, trust, and mutual respect between healthcare providers and pa�ents.

These elements are fundamental for building strong therapeu�c alliances, enhancing pa�ent sa�sfac�on, and 
improving health outcomes.

“To be great at something, you have to come at it with passion or none at all”.

       PEACHY GARCIA
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Topic 8: Physicians' Bedside Manner, E�que�e and 
Rapport Building with Pa�ents

4483

Md. Abdus Sa�ar, Tarek Shams

Introduc�on
Fundamentally, bedside manners characterize the rapport a physician has with their pa�ent. When one hears the 
phrase "bedside manner," one may portray a picture of a trusted physician tending to a sick pa�ent's bed. Good 
bedside manners, characterized by empathy and a�en�ve listening, encourage pa�ents to openly discuss their 
health issues, leading to be�er outcomes. While some doctors naturally gi�ed in this area, others may need to 
develop these skills early in their careers to effec�vely build rapport and trust with pa�ents. Therefore, physicians 
should learn bedside manners early in their careers since they can set the tone for their en�re professional career.

A. Defini�ons:
 a.  Manners: 'Manners are the codes of socially accepted behavior'. (Wikipedia).

 b. E�que�e: 'E�que�e is a code of conduct for polite behavior in a specific group or profession'. (Collins 
Advanced Learner's Dic�onary)

     c.  Rapport: rap port [raˈpɔː] 'A close and harmonious rela�onship in which the people or   groups 
concerned understand each other's feelings or ideas and communicate well.' (Oxford Dic�onary)

B. Hippocrates and Religious Quotes on manner and e�que�es:

 1. Hippocra�c Thought on Bedside Manner-
 The Greeks (4th century B.C.) were very specific about physician bedside manners. In the Hippocra�c 

corpus, this comment is included: “The physician ought also to be confiden�al, very chaste, and sober, not a 
winebibber, and he ought to be fas�dious in everything, for this is what the profession demands. He ought 
to have an appearance and approach that is dis�nguished. Everything ought to be in modera�on, for these 
things are advantageous, so it is said. Be solicitous in your approach to the pa�ent, not with head thrown 
back (arrogantly) or hesitantly with a lowered glance, but with head inclined slightly as the art demands”



2. Religious Quotes on Manner and E�que�es:
 “Live amongst people in Such a Manner that if you die, they weep over you and if you are alive, they crave for 

your company.” 
 -Imam Ali (AS)

 “If you knew the importance of Adab (Good Manners). You would pray to Allah for more Adab. Instead of 
more (material) Wealth.”

 -Ali (R.A), (Sahih Bukhari).

“Treat others with respect. How you treat others will be how they treat you.” 
     -Gautama Buddha.

C. Importance of Good Bedside Manners for Doctors:

 Arising from the teachings of Hippocrates, a renowned physician from ancient Greece, the idea of good 
bedside manners remains crucial in modern healthcare.

 Key Benefits of Bedside manners-

1. Enhancing Pa�ent Comfort: Pa�ents o�en come to medical facili�es with a mix of emo�ons such as 
confusion, fear, or ignorance about their condi�ons. Physicians who exhibit excellent bedside manners can 
alleviate these feelings, reassuring pa�ents that they are receiving proper care and reducing their anxiety. 
This o�en leads to higher pa�ent sa�sfac�on and improved health outcomes.

2. Promo�ng pa�ent transparency: Good bedside manners build trust, encourage pa�ents to be more open 
about their symptoms. This transparency allows healthcare professionals to tailor treatment plans more 
effec�vely, leading to be�er management of the pa�ent's condi�on.

3. Improving professional reputa�on: Physicians known for their good bedside manners are o�en held in high 
regard by their peers and pa�ents. Posi�ve pa�ent tes�monials and referrals can enhance a doctor's 
professional image, foster long-las�ng pa�ent rela�onships, and improve the quality of medical care provided.

D. Nega�ve Effects of Physician's poor manner 
 Poor behavior by a physician during bedside visits can have a number of nega�ve consequences that are 

important to recognize.

 1. Effects on Pa�ents' Emo�onal Health: Inappropriate behavior at the bedside can aggravate the pa�ent's 
emo�onal state, worsening anxiety and discomfort. Building a trus�ng rela�onship with a rude or 
uncaring health care provider becomes difficult

 2. Deteriora�on of the pa�ent-doctor rela�onship: A posi�ve rela�onship between doctors and pa�ents is 
essen�al. Bad manners can seriously damage this dynamic, making effec�ve communica�on difficult for 
both par�es.

 3. Adverse psychological and physical consequences: Disrespec�ul behavior impedes coopera�on and 
communica�on, reduces staff morale, and increases the frequency of resigna�ons. Poor manners may 
also make pa�ents feel vulnerable, fearful, furious, nervous, depressed, or  anxious.

 4. Stress and dehumaniza�on: Psychological stresses and technological advancements lead to 
dehumaniza�on. Doctors may adopt mechanical behaviors while ignoring the emo�onal needs of 
pa�ents. Such stressful condi�ons can reduce a doctor's compassion for pa�ents.

 5. Medical malprac�ce li�ga�on risks: Studies show that the likelihood of being sued for malprac�ce has 
less to do with a doctor's error rate and more to do with their interpersonal skills. Highly qualified 
doctors who lack good medical prac�ces are o�en sued by pa�ents, while those who make more 
mistakes but maintain a great rela�onship may not face legal challenges. Good manners are cri�cal to
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 reducing the risk of malprac�ce and are o�en a key factor cited by pa�ents when expressing sa�sfac�on 
with their physician.

E. Men�on the means of developing good manners and rapport with pa�ents and a�endants:

 “The good physician treats the disease; the great physician treats the pa�ent who has the disease.” -Sir 
William Osler.

 To build trust with their pa�ent's, good bed side manner is invaluable. Doctors with good bedside manner 
have a be�er rapport with their pa�ents and provide be�er care. So, hospitals and facili�es are priori�zing 
developing posi�ve bedside a�tudes among staff to ensure pa�ent sa�sfac�on. 

F. Key components of good bedside manner:

 1. Focus on pa�ent

 In the bustling healthcare environment of Bangladesh, where the volume of the pa�ent is high, the 
ability to focus on each pa�ent individually is paramount. In such se�ngs, distrac�ons are common-
ranging from crowded wai�ng rooms to the constant influx of emergencies. Despite these challenges, 
healthcare providers must try to maintain a calm and composed demeanor. This involves being present 
in the moment with the pa�ent, pu�ng aside other concerns while in consulta�on, and ac�vely 
engaging with the pa�ent's issues.

2. Ac�ve listening

The single most crucial aspect of good bedside manner is taking the �me to listen to your pa�ent without 
interrup�on. For instance, when your pa�ent is talking to you, you can show that you are ac�vely 
listening by maintaining a comfortable level of eye contact and nodding your head when appropriate. 
Many healthcare professionals already have a diagnosis in their head before they fully hear what their 
pa�ents have to say. A pa�ent knows how they feel, so listen for anomalies or inconsistencies, even if 
they aren't totally right. If you truly listen, you can find clues to issues you might not have thought about. 
Some�mes cultural and social norms in Bangladesh may cause some pa�ents to communicate about 
their symptoms indirectly, perhaps due to embarrassment or the sensi�ve nature of their problem. It is 
important for healthcare providers to recognize these indirect communica�ons and encourage more 
open dialogue, ensuring that any concerns are taken seriously. It also helps your pa�ent trust you. 
People love when they are taken seriously and when they have someone's full a�en�on.

3. Verbal communica�on

 Effec�ve communica�on is the cornerstone of good medical prac�ce, especially in a diverse country like 
Bangladesh. When health care providers interact with pa�ents of different backgrounds, cultures, and 
languages, it is important to tailor communica�on strategies to meet the needs of each individual. 

 In Bangladesh, where many pa�ents may not have a high level of formal educa�on or may be more 
comfortable in their local dialects rather than formal Bengali or English, simplifying medical terminology 
is essen�al. Physicians and health care professionals should make a conscious effort to use common 
terms and avoid complex jargon that may confuse pa�ents. For example, when explaining medical 
condi�ons or procedures, using familiar analogies or culturally appropriate examples can help make the 
informa�on more relevant and easier to understand. This approach not only helps pa�ents feel 
comfortable, but also allows them to ac�vely par�cipate in their health care decisions.

 Furthermore, in health care se�ngs such as Bangladesh, where family involvement in pa�ent care is 
common and it is good to include family members in discussions when appropriate. This allows pa�ents 
and their support network to fully understand their treatment plan and receive be�er compliance and 
support at home.
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 4. Be Empathe�c

 As a healthcare professional, it's important to care for your pa�ents and empathize with their 
circumstances. Sincere empathy can overcome many obstacles because it requires seeing the other 
person's point of view. Although mee�ng everyone's needs is difficult, it is not impossible and most 
people's needs are easily met.

 Remember that when a pa�ent comes to see a doctor, he or she is not at his or her best. They may 
become sick or miserable and in the worst-case scenario, they face their own death. It's too easy for 
pa�ents to just be bed or room numbers to us, especially at the end of a long shi�. However, it is 
important to maintain compassion and recognize their needs. Even a small act of kindness can make a 
profound difference in how they feel. By showing true compassion, you can turn everyday interac�ons 
into moments of genuine human connec�on.

G. Prac�cal skills that will help you fine-tune your bedside manner include:

1. Introduce yourself to pa�ents and explain your role.

2. Greet them with a smile; a gree�ng (“good morning” “Salam” Adab); begin with-- open-ended 
ques�ons, such as “How are you?”

 Figure: 1 A doctor warmly greets his pa�ent, se�ng 
the stage for a trus�ng and collabora�ve medical 
consulta�on. © tarek shams (Consent taken from the 
pa�ent and the doctor for publica�on)

3. Be friendly:  Smile.  Use body language that 
communicates that you care by si�ng down, unfolding 
your arms, and making eye contact. Show interest in 
the pa�ent and ask an unscripted ques�on (it may be 
unrelated to the pa�ent's current condi�on!).

4. Let the pa�ent tell their story without interrup�on 
(the average physician interrupts at 20-30 seconds!)

5. Treat each pa�ent as an equal partner in their care. 
(“No decision about me, without me”)

6. Agree on what ma�ers most and develop shared 
priori�es

7. Set expecta�ons and explain �melines.

8. Be  cand id  but  d ip loma�c  and ,  above  a l l , 
nonjudgmental.

9. Avoid the use of s�gma�zing words, such as smoker, diabe�c, drinker, demented, and mentally 
challenged. Use such alterna�ve terms as history of tobacco use, substance use disorder, alcohol use 
disorder, vascular demen�a, and person with intellectual disability.

10.Ask if they have any ques�ons. “Were all your ques�ons answered?" "Is there anything else I can do?"

11.Ensure Privacy-healthcare professionals are bound by the codes of conduct that ensure doctor-pa�ent  
confiden�ality.

12.End each encounter with a compassionate statement and direct them about the next steps
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 Figure 3- A doctor shares a joyful moment 
with her pa�ent, demonstra�ng the 
p r o fo u n d  i m p a c t  o f  w a r m t h  a n d 
connec�on in healthcare © tarek shams 
(Consent taken from the pa�ent and the 
doctor for publica�on)

Conclusion
Bedside manners, e�que�e, and rapport building 
highlights the essen�al nature of interpersonal 
skills within the medical profession. Effec�ve 
communica�on, compassion and respect are 
cri�cal to improving pa�ent care and well-being. 
Healthcare professionals are encouraged to apply 
these principles in their interac�ons recognizing 
their profound impact on pa�ent confidence, 
diagnos�c accuracy, and efficiency. Embracing 
these skills not only enhances the quality of care 
provided but also enriches the professional 
development of those in the medical field.

Assessment

Scenario 1:

Mr. Abdul Halim, a 65-year-old gentleman had been suffering from chronic low back for last 3 years.   He 
consulted doctors of different special�es including internal medicine, physical medicine, orthopedics, 
neurosurgeons. He was diagnosed as a case of lumber spinal canal stenosis at L4 level. He was advised for 
surgery in Bangladesh. But he wished to take second opinion for this.  Mr. Halim along   with his son went to 
visit an orthopedic surgeon in hospital in neighboring country.

The assigned doctor in that hospital, welcomed Mr. Halim and his son Mr. Joynal. The doctor standing from his 
seat, came forward to receive them in the door. He addressed Mr. Halim as 'Sir'…asked how was his journey, asked 
his son (Mr. Joynal), whether he came to this hospital previously. He started with some non-technical issues.  

Then he listened to the history from Mr. Halim. The doctor allowed him to describe his illness without 
interrup�on for 1-2 minutes; when stopped, doctor asked few 'open-ques�ons' about pain, ac�vi�es. Then, 
the doctor summarized what he understood from the history and inquired whether everything is discussed.  
He physically examined the pa�ent and advised for few inves�ga�ons and gave opinion for surgery.
Mr. Halim came out of the doctor's room; he was sa�sfied with the consulta�on. Although the decision 
regarding his treatment was same in both situa�ons, in Bangladesh and abroad.

1. How can you make 'great first impression' in pa�ent encounter? 

2. Which aspect of the doctor's manner could be related to be�er sa�sfac�on of Mr. Halim? 

3. Do you think addressing the a�endant and valuing them is important in the pa�ent care?

Scenario 2:
A 30-year-old male got visited local Upazilla Health Complex with history of fever for one day and mild cough.  
Where a medical officer in outpa�ent department (OPD) took history and examined him and prescribed
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an�pyre�cs paracetamol and amoxicillin.  At 3rd day of his fever, he again visited OPD with the reports, which 
were normal and was advised to con�nue the previous treatment. As his condi�on did not improve, one of his 
rela�ve admi�ed him in this ter�ary hospital at 4th day of fever, which was 20 kilometers away from his 
residence.

He got admi�ed in the medicine department of a medical college, where the a�ending doctor suggested some 
inves�ga�ons, Inj. Ce�riaxone was added in management previous an�bio�c was omi�ed. Two days a�er 
hospitaliza�on, the pa�ent's condi�on was not improved. In the round one of the consultants suggested, 
Chest X-ray PA view.  The pa�ent and the party were not informed about the diagnosis and reason for 
addi�onal tests. The rela�ve who helped in admission took him outside with discharge on risk bond (DORB).

Why the pa�ent's party planned to go to a ter�ary health care center, rapidly?

What was the reason that led pa�ent to decide to go outside for care?

Which measures could mo�vate the pa�ent and the rela�ve in receiving care in hospital?
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Enshad Ekram Ulla;  Ismail Khan

A. Defini�on
 Integrity can be defined as, “A virtue consis�ng of soundness of and adherence to moral principles and 

character and standing up in their defense when they are threatened or under a�ack. This involves 
consistent, habitual honesty and a coherent integra�on of reasonably stable, jus�fiable moral values, with 
consistent judgment and ac�on over �me” (Miller-Keane & O'Toole, 2003). In healthcare se�ngs we can 
define integrity as encompassing honesty, keeping one's word, and consistently adhering to principles of 
professionalism, even when it is not easy to do so. 

 Accountability usually refers to reliability and answering to those who trust us, including our pa�ents, 
colleagues, and society in general. 

 Dr. AB demonstrated these a�ributes when he took responsibility for the error, corrected it, and 
apologized to the pa�ent.

B. Importance of accountability and integrity in medical prac�ce
 Integrity comes from the La�n “integer”, which means honest or incorrup�ble. The term “professional 

integrity” is therefore the quality of being honest and incorrup�ble in exercising any profession. 
 We, doctors and medical students are part of a profession named 'medical profession'. A professional is a 

person who is a member of a profession and the concept of medicine as a profession is founded on trust, 
and physicians are expected to prac�ce medicine in accordance with the standards of intellectual and 
moral excellence.
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 Medical profession, once most respected among all professions, has been under scornful a�ack by the 
public. Complaints against doctors are on the rise, while the job sa�sfac�on among the young medical 
graduates is on the decline. “I have a deep concern,” acknowledges Arthur Kleinman, “…that at the same 
�me that we are enabling doctors to become technologically effec�ve we are disabling them from being 
humanly compassionate and responsive” (Blumer and Meyer, 2006, p. 8). According to Edmund 
Pellegrino, “the [medical] profession is losing its commitment to the kind of character traits requisite for 
protec�on of the welfare and interests of pa�ents”.

Dr. AB was trea�ng pa�ents in the emergency department. It was toward the end of a very busy shi� and 
one of the last pa�ents he saw had a lacerated wound in his right leg from an accident. As he has done 
dozens of �mes before, he wrote a prescrip�on for flucloxacillin, handed it to the pa�ent, and carried on. 
While reviewing charts at the end of his shi� he suddenly no�ced that the pa�ent had a documented 
penicillin allergy. In a panic, he asked the nurses whether the pa�ent had le�. One nurse thought she saw 
the pa�ent heading toward the pharmacy, so Dr. AB went to look. He saw the pa�ent speaking with the 
pharmacist- they had caught the error and were just about to call the doctor. He was so relieved! He 
thanked the pharmacist and apologized to the pa�ent for the mistake. 

Together, they reviewed the pa�ents' allergy history and selected a different an�bio�c that was safe. The 
pa�ent, although at first quite upset, was really pleased with the way the pharmacist and the doctor 
handled the issue, and appreciated Dr. AB's apology.

Integrity is widely regarded as a key virtue of professionals. Two main kinds of reasons are applied to 

explain the value assigned to professional integrity. The first kind concerns to the fidelity to the 
fundamental goals of the role, that is loyalty towards the professional principles and teaching, and not 
undermining the name of the profession. The second kind of reason is assurance, that is placing the 
professional interest above self-interest.

In the twen�eth century, medical care is conceptualized as more evidence based and pa�ent centered than 
the paternalis�c prac�ces prior to that. The percep�on of quality-of-care is interpreted now a days not only by 
technical soundness of the clinicians, but also by the moral values of the providers. Professionally truthful and 
honest clinicians, who care for the safety of the pa�ents and admit their mistakes are those who will lead to 
least amount of trouble.

A. Outline doctors' behavior that demonstrates integrity and accountability
 As stated in the previous sec�on, integrity and accountability are individual virtues of medical prac�ce. 

They are essen�al for the safety of the pa�ents and upli�ing the professional values. Few of the a�ributes 
of personal accountability on the part of a medical professional are confiden�ality, appropriate use of the 
social media, personal rela�onship with the pa�ent and mi�ga�on of conflict of interests.

Confiden�ality
It is crucial to maintain confiden�ality when providing pa�ent care. Pa�ents should be at ease discussing any 
aspect of their lives, even private ones, with their doctor or other healthcare provider, knowing full well that 
this informa�on will be securely protected. Protec�ng the informa�on our pa�ents share with us is our duty, 
and it is even legally binding, as it is bounded by the Personal Informa�on Protec�on and Electronic Documents 
Act in Canada and the Health Insurance Portability and Accountability Act (HIPAA) in the United States. 

But as easy as it is to outline the importance of maintaining pa�ent confiden�ality, it is just as easy to see how 
breaches can occur. Consider the following scenario:
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A surgical team is on the elevator talking about their pa�ent list for the day. At first they are the only ones 
present, but at one floor three people get on. The senior resident is in mid-sentence, and con�nues, “We'll just 
go in and hack out the bowel. That's how Dr. R likes to do it- just hack it out. He'll need a colostomy a�er but it's 
no big deal.” Two of the other residents chuckle, and the three onlookers stand in silence.

Is there a privacy or confiden�ality issue here? Ini�ally, it might not appear so, since no pa�ent's name is 
disclosed, and no disease is men�oned. However, what if someone on the elevator was there to visit a friend or 
rela�ve about to have bowel surgery? Or if someone else recognizes Dr. R's name or is headed to his office? It's 
reasonable for onlookers to wonder if it's their loved one being discussed. In spite of that, how might they feel 
about doctors discussing- and laughing about- pa�ents casually? Now they might wonder if all doctors talk in 
this way about pa�ents. In addi�on to breaching private informa�on, this behavior undermines pa�ents' trust 
in their healthcare providers. This certainly does not speak well for the ins�tu�on or educa�on system.

Many other ways can result in inadvertent breaches of pa�ent confiden�ality. Pa�ents' names have been seen 
s�cking out of pockets or le� on cafeteria tables as sign-out lists. Frequently, pa�ent-related discussions are 
conducted in coffee line-ups and hallway consulta�ons in crowded emergency rooms.

Not only as an individual healthcare provider, the medical team and the ins�tu�on also have the shared 
responsibility in this regard. 

Use of the Internet
The first month of Dr DH's medical internship has just begun. In the past, she enjoyed an ac�ve social life, but 
working long hours has made it increasingly difficult to keep in touch with her friends. Her Facebook page is 
ac�ve and she frequently shares her thoughts and feelings with followers and friends. Following a par�cularly 
difficult shi� in the emergency department, she posted about it, sta�ng, "The ward tonight was a complete 
zoo!" There were people coming from everywhere with all kinds of issues that were not even emergencies. Then 
they expect us to pick up the pieces a�er spending years smoking and drinking and not taking care of 
themselves. It's really frustra�ng that they're burdening the system.

Does DH appear to have acted unprofessionally? As far as confiden�ality is concerned, she hasn't named 
anyone or provided any par�cular informa�on that could iden�fy an individual pa�ent or healthcare provider. 
But it would not be difficult to figure out to which hospital and/or medical center she is referring. It is a ma�er 
of integrity. Before the Internet, she might have said these same words over the phone to a friend or family 
member. Those of us from previous genera�ons may wince at remembering how we vented a�er difficult 
shi�s. However, two key differences exist. The first is the public nature of the Internet. Although it is possible to 
restrict one's presence so that only “friends” can see pos�ngs, a recent study showed that only two thirds of 
medical students ac�vated these se�ngs (MacDonald, Sohn, & Ellis, 2010). Addi�onally, because friends are 
so loosely defined, family members and acquaintances not in the profession may see what is posted and may 
re-post or share with their "friends." The informa�on posted can never be considered truly private. Secondly, 
there is the issue of permanence because what is posted online could poten�ally remain there forever.

In one study, students felt that guidelines would be helpful to teach them about boundaries, confiden�ality 
concerns, and other issues related to online professionalism- but they rejected the idea of “rules,” as they did 
not think it was fair to a�empt to regulate their social lives (Chre�en et al, 2010). In their view, if we trust 
students to look a�er pa�ents, we should trust them to know right from wrong when it comes to social 
networking. It is with this spirit in mind that many guidelines for “digital professionalism” have been created. 
Rather than a�emp�ng to restrict or regulate what healthcare professionals can and cannot do online, they 
provide informa�on and guidelines for use. Principles for online professionalism in medicine (Ellaway, 2010) 
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1. Establish and sustain an online professional presence that befits your responsibili�es while 
represen�ng your interests

2.  Use privacy controls to manage more personal aspects of your profile and to not make anything public 
that you would not be comfortable defending as "professionally appropriate" in a court of law

3.  Think carefully and cri�cally about how what you say or do will be perceived by others and act with 
appropriate restraint while online

4.  Think carefully and cri�cally about how what you say or do reflects on others (individuals and 
organiza�ons) and act accordingly

5.  Think carefully and cri�cally about how what you say or do will be perceived in years to come; consider 
every ac�on online as permanent

6.  Be aware of the poten�al for a�ack or impersona�on, and know how to protect your online reputa�on 
and what resources are available to you in that event

7.  An online community is s�ll a community and you are s�ll a professional within it

The preceding example focused on a medical student who used derogatory language about pa�ents online, 
but similar issues arise when students post personal content about themselves. Apart from the obvious 
concerns discussed previously about who might view these pos�ngs and the poten�al for permanence, this 
highlights another issue, that of the tension between the “person” and the “professional.” Students o�en 
struggle when developing their new iden��es as healthcare professionals and some�mes chafe against new 
rules and constraints on their behaviors. But it is important to note that medical authori�es and licensing 
bodies do not make this dis�nc�on, and precedents exist for physicians to be publicly sanc�oned and 
reprimanded for behaviors that occur well outside the healthcare se�ng (e.g., incidents of “road rage” and 
personal income tax evasion).

Rela�onships with Pa�ents
Clinicians have ample opportunity to demonstrate integrity and accountability when it comes to their 
rela�onships with pa�ents. Maintaining appropriate boundaries is a fundamental skill that all healthcare 
professionals must learn, and it is an area in which lapses, when they occur, can be par�cularly serious and 
damaging. Everyone has heard or read of cases in which physicians have become sexually involved with their 
pa�ents. Thankfully, these occurrences are rela�vely rare overall, but they are s�ll one common reason for 
physicians to lose their license to prac�ce medicine (Alam et al, 2011). 

Some authors have drawn dis�nc�ons between boundary viola�ons and boundary crossings, which are 
thought to be milder and more innocent, but which might, over �me, develop into viola�ons. 

One commonly cited example of a boundary crossing is an elderly pa�ent who gives homemade 
cookies to her family doctor. Refusing such a gi� may do more harm than good, by embarrassing the 
pa�ent and making her feel self-conscious or uncomfortable. Instead, one might thank the pa�ent, 
being sure to inform her that gi�s are not necessary, and share the cookies with the en�re office, 
making the gi� seem less personal. 

On the other hand, if a pa�ent brings gi�s to every encounter, or the gi�s are expensive or personal in 
nature, it is a different story. The physician should be aware that accep�ng such gi�s is considered to be 
undesirable, because it runs the risk of altering the physician–pa�ent rela�onship and contributes to a 
loss of objec�vity. This can affect pa�ent care by consciously (or unconsciously) trea�ng that pa�ent's 
symptoms as more or less serious, or being persuaded to order unnecessary tests or treatments.
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Managing Conflicts of Interest
The Ins�tute of Medicine has defined a conflict of interest (COI) as, “A set of circumstances that creates a risk 
that professional judgment or ac�ons regarding a primary interest will be unduly influenced by a secondary 
interest” (Lo & Field, 2009). The primary interests usually refer to pa�ents, whereas secondary interests usually 
mean financial gains but also can mean professional advancement, recogni�on for personal achievement, and 
favors to friends and family, among others. There is a professional obliga�on in medicine to manage COI in the 
best interest of the pa�ent. This obliga�on is based on the principle of the primacy of pa�ent welfare.

FINANCIAL COI IN CLINICAL PRACTICE - When doctors profit financially from more services recommended, 
laboratory tests ordered, surgeries performed or prescrip�ons wri�en, they may offer services that are of li�le 
value to the par�cular pa�ent. Kickbacks are payments to clinicians and others for referral of pa�ents. The risk 
here is unwarranted referrals or referrals to persons not appropriately competent for the pa�ent's problem.

COI IN RELATIONSHIP WITH INDUSTRY - Gi�s and free drug samples given to doctors create rela�onships 
beyond the professional realm, which may generate obliga�ons and expecta�ons of reciproca�on.

Dr AB is a pediatrician at the academic hospital's outpa�ent pediatrics clinic. Recently, 2 
representa�ves from RD Pharma, a pharmaceu�cal company that develops and markets asthma 
medica�ons for children, arrived at the office and asked if they can provide a catered lunch next week 
for the en�re office staff. They also asked Dr AB if he would be willing to speak at an upcoming medical 
conference sponsored by the pharmaceu�cal company. Before they depart, the representa�ves leave 
dozens of samples for a new asthma medica�on on the front office desk. Is there a chance of COI?

COI AND MEDICAL RESEARCH- Doctors have a primary interest in the integrity of research and science. 
Financial support from industry can result in COI. Advancement in academic careers depends on success in 
research, patents and publica�ons. COI emerges when the integrity of science is sidelined.

Dr H is a pediatrician with a busy outpa�ent prac�ce. Recently, he received a le�er from a contract 
research organiza�on men�oning a current client company that has a new a�en�on-
deficit/hyperac�vity disorder (ADHD) drug in phase III randomized controlled trials and is looking for 
physicians who can recruit pa�ents to par�cipate in a 2-year trial. They ask Dr H whether he would be 
willing to recruit up to 20 pa�ents, and they offer him 50000 taka for each pa�ent he enrolls in the 
study. All medical care received by par�cipants in the study would be paid for by the pharmaceu�cal 
company. Dr Hernandez is puzzled as to what he should do. He believes there is a role for this new and 
promising ADHD medica�on in his prac�ce, but wonders about the specifics of this agreement. Is there 
a chance of COI in this case?

DOCTORS WITH DUAL OBLIGATIONS IN MEDICAL RESEARCH - Clinician-scien�sts switch roles from being 
healers to scien�sts when conduc�ng research and have dual obliga�ons to the welfare of the pa�ent and 
scien�fic integrity. COI occurs when clinician-scien�sts recruit pa�ents to par�cipate in research where they 
are the clinical inves�gators. Pa�ents may be under therapeu�c decep�on.

COI AND THE DOCTOR AS A MEDICAL EXPERT - Doctors are called upon to serve as medical expert witnesses in 
the court of law, medical disciplinary tribunals of professional misconduct or complaint commi�ees, and peer 
reviews of hospitals and professional bodies. COI may arise if the doctor has any social or financial rela�onship 
with either of the par�es.

COI AND THE DOCTOR SITTING IN JUDGEMENT OF COLLEAGUES - Doctors may be called upon to sit in 
judgement of their colleagues' performance. They are expected to be objec�ve and serve without favour or 
fear. When there are COIs, the weighing of the facts and the arrival at judgement would be compromised by 
undue influence of secondary interest. The law requires a high standard of avoidance of COIs.
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Doctor A, a surgeon, received a le�er from the court, for a request to be a medical expert witness for a 
disciplinary tribunal case. Doctor A has the experience and exper�se to be an expert witness in this 
case. The defendant doctor, Doctor B, was his medical college roommate more than 20 years ago. They 
were in the same medical school but of different class and were surgical trainees at X hospital about 10 
years ago. They were both ac�ve members of the College of Surgeons at different �mes. Doctor B now 
works in a private hospital. Doctor A is the Head of Surgery at Y government medical college hospital. 
Doctor A wonders whether he should exclude himself as an expert witness on the grounds of conflict of 
interest. Since the medical tribunal is part of the medical council and under the purview of the ministry, 
which is indirectly his employer, he should not be defending a doctor from a private hospital. He is also 
concerned that he may have to write a favourable report for Doctor B, as they were very close and are 
now collegiate members of the College of Surgeons.

A. Role of the Team in Integrity and Accountability:

 Team members can play a key role in integrity and accountability. It is by repor�ng impaired or incompetent 
colleagues, par�cipa�ng in peer review and mul�source feedback, and disclosing and inves�ga�ng medical 
errors.

 Repor�ng an Impaired or Incompetent Colleague

 A group of three medical students came to talk to the rota�on coordinator on internal medicine during their 
3rd-year clerkship about Abdullah, a fellow student who seemed to be struggling In par�cular they felt that 
Mark was very anxious and not coping well, and they were worried not only about his safety but also his 
efficacy as a medical provider. They asked the rota�on coordinator what they should do. The coordinator 
thanked them for bringing the issue forward, recognizing that it was not easy for them to do, and gathered 
more specific informa�on. She then met with Abdullah and told him that others were a bit concerned that 
he wasn't doing well. At first, Abdullah was embarrassed, but a�er a few minutes he expressed relief that 
others had actually no�ced and wanted to help. He disclosed that he had been having major personal 
stresses and had struggled on previous rota�ons. The rota�on coordinator liaised with the student support 
offices and Mark was able to receive appropriate care before returning.

Students who came forward in this situa�on showed insight and courage. All too o�en a colleague in 
distress is ignored or avoided. In a recent study, when responding to hypothe�cal scenarios, internists 
were o�en reluctant to approach a colleague in apparent difficulty, expressing concern about crossing 
boundaries, being uncertain or incorrect regarding their suspicions, and believing that other people (or 
“the system”) would take care of it (DesRoches et al, 2010; Ginsburg et al, 2012). 

Physicians have an ethical duty to report impaired or incompetent colleagues in order to protect the public 
(American Medical Associa�on, 2013b). Impairment is loosely defined as a condi�on that “interferes with 
a physician's ability to engage safely in professional ac�vi�es.” This may take the form of addic�on or 
mental health diagnosis and treatment, or even removal from prac�ce.

Peer Review and Mul�source Feedback
Frequently, evalua�ons follow a one-way path, primarily origina�ng from higher authori�es. Medical 
students typically receive evalua�ons from their residents and staff, while nursing students are assessed 
by their supervisors. Similarly, residents undergo evalua�on by a�ending staff and program directors. 
However, compelling evidence indicates that feedback from peers and other healthcare professionals can 
offer valuable insights into performance (Arnold et al, 2007).

As with peers, other healthcare professionals can provide invaluable feedback on performance, especially 
regarding behaviors that may not be visible or apparent to faculty, and this may be especially true for 
feedback about humanis�c care. Example:
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The surgical nurses and residents have no�ced that a senior and well-respected surgeon, Dr. R, 
con�nues to use a par�cular surgical instrument that all of the other surgeons stopped using because 
of evidence sugges�ng that it was associated with more complica�ons of a par�cular procedure. It is 
not clear to the team, who have discussed this in hallway conversa�on, whether Dr. Rasul knows that 
she is the only one s�ll using this instrument, and it is not clear whether someone should men�on it, or 
who should do so. The hospital has created standard surgical sets for a variety of different procedures, 
but not for this one.

It is possible that team members may feel uncomfortable and avoid the topic completely. As a result, 
pa�ents could be exposed to unnecessary risk, as well as the surgeon herself. It is not possible for Dr. R to 
change her prac�ce posi�vely if she is not aware that she is using the equipment differently than others. 
Moreover, she would not be able to explain to the team why she prac�ces the way she does. Having a 
mul�source feedback system in place would provide a safe place for concerns to be raised and for 
appropriate feedback to be given and received. 

A. Role of Ins�tu�ons or the System in Ins�ga�ng Integrity and Accountability:
 Now a days healthcare is not provided just by an individual, but rather under the umbrella of an ins�tu�on, 

like a hospital or clinic. Pa�ent safety is the prime concern of the ins�tu�on as of its individual members. 

 Ins�tu�onal pa�ent safety prac�ces could be mul�dimensional; from privacy of pa�ent's medical 
informa�on to developing a culture of high value in the healthcare provision to the mi�ga�on of medical 
errors. For example, the ins�tu�on can impose encryp�ons in their computers and servers to prevent 
breaches of pa�ent informa�on from the system.  Similarly healthcare se�ngs can shape a culture of 
integrity and accountability by suppor�ng the disclosure and analysis of medical errors, and by learning 
from the errors to prevent similar errors from occurring to other pa�ents.

 Disclosing errors could be difficult. Errors are devasta�ng for the individual physicians; they feel isolated 
and exposed to the pa�ent's family, society and their peers. Guidelines underscore the need to discuss the 
error among team members, disclose the error, and analyze the error. Healthcare ins�tu�ons are key to 
helping to build a suppor�ve environment to allow and facilitate these kinds of open discussions, to build 
an infrastructure to conduct the analysis of errors, and to build systems for preven�on. In the following 
example we can see how an error can happen and what the ins�tute can do.

Mr. H, an 80-year-old male with mul�ple medical problems, presents to the hospital for confusion and 
is diagnosed with a urinary tract infec�on. He is admi�ed to the general floor under the care of Dr. W. 

Mr. H gets up from his bed unassisted at 2 a.m. on hospital day two to go to the toilet and falls, hi�ng 
his head against the baseboard of the wall. He is found unconscious on the floor bleeding from a scalp 
lacera�on. CT head revealed a minor acute subdural hematoma, and he was transferred to the ICU 
under the supervision of the neurosurgeon. Mr. H was on a rou�ne dose of a blood thinner following 
stent placement for coronary artery disease and in the ICU, he received a platelet transfusion. His 
repeat CT brain scan at 24 hours is unchanged. He does well and is transferred out of the ICU on 
hospital day five.

The pa�ent's daughter and sons were furious about the fall and resul�ng injury, prolonged hospital 
stay, and cost of the treatment. They ask Dr. W, “How can this have happened in a hospital? It seems 
like he would have been safer at home. Isn't bleeding in the brain really dangerous? He could have 
died, couldn't he? What about the bill? And what about the follow up visits with the neurosurgeon… 
who is going to pay for all of this?”
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 In this case a mistake had happened, and someone could have been responsible. The financial and 
psychological loss on the part of the pa�ent's family had been immense. What the hospital may do is, they 
can take the responsibility for the error and say sorry to the enraged family and mi�gate the imparted 
financial losses. Later on, the ins�tu�on can discuss the case in their morbidity-mortality round and find 
out what could have gone wrong and how such mistakes could be prevented in the future. This is how an 
ins�tu�on can share the responsibility of an error among its stakeholders and increase the integrity and 
accountability of its healthcare providers.

B. Role of the Medical Licensing body 

 Medical licensing body, that is BM&DC in Bangladesh is the ul�mate keeper of the professional sanc�ty of 
the medical profession in the country. It has the duty to oversee the medical curriculum and the quality of 
safe medical prac�ces by the licensed medical professionals. In case of any proven lapses in the integrity 
by any physician, the professional body has the power to restrict the license of the prac��oner.

C. Conclusion:
The public's trust in physicians and the profession depends on integrity and accountability. We have the 
privilege of self-regula�on because we are commi�ed to being accountable to the public. Physicians must not 
take this privilege for granted, as it can be revoked once breached.

D. Key Learning Points

1. Maintaining the public's trust in the profession requires integrity and accountability. 

2. A physician, resident, and student's responsibility is to behave in a manner that is deserving of this 
trust by protec�ng pa�ents' confiden�ality, ac�ng responsibly in our professional, personal, and 
online lives, maintaining appropriate boundaries with pa�ents, and avoiding and managing conflicts 
of interest.

3. As a team, we must recognize and report impaired or incompetent colleagues, par�cipate in peer 
review and mul�source feedback, disclose and inves�gate medical errors, and ensure safe and 
effec�ve care transi�ons.

4. The healthcare se�ng has an important role to play in preven�ng, detec�ng, and inves�ga�ng errors, 
as well as suppor�ng physicians in the a�ermath.

5. It is the professional organiza�ons' responsibility to ensure the profession's autonomy while 
remaining transparent and accountable to the public.

Assessment plan 

 MCQs:

The MCQs are the best of five.

1.  Which of the following best describes the concept of professional integrity in healthcare?

A)  Priori�zing personal interests over pa�ent care  

B)  Adhering consistently to moral principles and professional standards  

C)  Avoiding difficult conversa�ons with pa�ents  

D)  Seeking the maximum financial gain from treatments  

E)  Limi�ng pa�ent interac�ons to clinical se�ngs  
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2.  In the context of medical accountability, what does it primarily refer to?
A)  The ability to shi� blame to others  
B)  Being answerable to oneself, pa�ents, and the community  
C)  Having a high volume of pa�ents without regard for quality  
D)  Ignoring errors to maintain reputa�on  
E)  Avoiding transparency with colleagues and pa�ents  

3.  Which scenario most clearly illustrates a viola�on of pa�ent confiden�ality?
A)  A physician discussing treatment plans with a pa�ent  
B) A surgical team discussing pa�ent cases in a crowded elevator  
C) A nurse upda�ng a family member about a pa�ent's progress  
D) A healthcare provider sharing pa�ent data with a research team a�er obtaining consent  
E) A medical student wri�ng a report about a case for academic purposes    

4.  How should medical professionals handle conflicts of interest to maintain integrity?
A)  Conceal any financial �es to pharmaceu�cal companies  

B)  Be transparent about financial interests and poten�al biases  

C)  Priori�ze personal rela�onships over pa�ent needs  

D)  Avoid discussing poten�al conflicts with pa�ents  

E)  Accept gi�s from pharmaceu�cal representa�ves without ques�on  

5.  What is one significant responsibility of healthcare ins�tu�ons in promo�ng accountability?
A)  To minimize communica�on between staff and pa�ents  

B)  To develop and enforce a culture of pa�ent safety and quality care  

C)  To priori�ze profits over pa�ent outcomes  

D)  To allow medical errors to go unreported  

E)  To isolate medical professionals from ethical discussions 

Answers:
1. B  

2. B  

3. B  

4. B  

5. B  

SAQs

Ques�on 1 

Dr. Abdul is a general prac��oner who mistakenly prescribes a medica�on to a pa�ent without checking 
for allergies. The pa�ent has a severe allergic reac�on and is hospitalized. Dr. Abdul realizes his mistake and 
informs the pa�ent, apologizing for the oversight.

What does Dr. Abdul's response to the medica�on error demonstrate about his accountability as a medical 
professional?
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Answer:
Dr. Abdul's response illustrates his accountability by acknowledging his mistake and taking responsibility 
for it. By informing the pa�ent and apologizing, he demonstrates transparency and a commitment to 
pa�ent safety. Such ac�ons are crucial in maintaining trust between the pa�ent and the healthcare 
provider. Accountability involves not only admi�ng errors but also learning from them to prevent future 
occurrences. It reinforces the idea that medical professionals must priori�ze pa�ent welfare, even when it 
means facing difficult conversa�ons about their own shortcomings.

Ques�on 2:
During a team mee�ng, Dr Fa�ma discovers that Dr. Shams has been using an outdated surgical technique 
that has been linked to higher complica�on rates. Despite her concerns, she hesitates to speak up because 
Dr. Shams is well-respected among the staff.

 What ethical considera�ons should Dr Fa�ma take into account when deciding whether to report Dr. 
Sham's prac�ce?

 Answer:  
Dr Fa�ma should consider her ethical obliga�on to priori�ze pa�ent safety over professional rela�onships. 
The principle of beneficence requires healthcare professionals to act in the best interest of pa�ents, which 
includes advoca�ng for evidence-based prac�ces. Addi�onally, the concept of accountability means that 
all team members have a responsibility to report unsafe prac�ces, regardless of the hierarchy. By speaking 
up, Dr Fa�ma not only protects pa�ents but also contributes to a culture that values integrity and 
collabora�ve care. She must weigh the poten�al risks to her professional rapport against the ethical duty 
to ensure high-quality pa�ent care.

 Ques�on 3:

Medical intern Johair posts on social media about a challenging shi� in which he expresses frustra�on with 
pa�ents he perceives as non-compliant. He does not men�on specific names but shares details that could 
iden�fy the hospital.

 How does Johair's social media post impact his professional integrity and what ac�ons should he take to 
rec�fy the situa�on?

 Answer: 
Johair's social media post undermines his professional integrity by breaching pa�ent confiden�ality and 
displaying unprofessional behavior. Even without naming specific pa�ents, the content can erode trust, as 
it implies a lack of respect and empathy for those he serves. To rec�fy the situa�on, Tom should delete the 
post and publicly acknowledge its inappropriateness. Furthermore, he should reflect on the importance of 
maintaining professionalism in all aspects of his life, including online. Engaging in training on online 
professionalism may also help him understand the consequences of his ac�ons and reinforce the values of 
compassion and respect integral to the medical profession.

Ques�on 4:

Dr. Anirban has a financial interest in a pharmaceu�cal company that produces a drug he frequently 
prescribes. He o�en highlights the benefits of this drug to his pa�ents without disclosing his financial �es.
What ethical issues arise from Dr. Anirban's situa�on, and what steps should he take to address poten�al 
conflicts of interest?
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Answer:
Dr. Anirban's situa�on raises significant ethical issues regarding transparency and poten�al conflicts of 
interest (COI). By failing to disclose his financial interest, he compromises pa�ent autonomy, as pa�ents 
cannot make fully informed decisions about their treatment. To address poten�al COIs, Doctor should 
openly disclose his financial rela�onship with the pharmaceu�cal company to his pa�ents, ensuring they 
are aware of any biases that may influence his prescribing prac�ces. He should also consider limi�ng his 
involvement with the company to maintain professional integrity and uphold the trust that pa�ents place 
in him as their healthcare provider.

Ques�on 5:
A group of medical interns observes that one of their peers, Intern A, is consistently unprepared for clinical 
rounds, nega�vely affec�ng pa�ent care. The group is concerned but unsure about whether to report this 
behavior.

What responsibili�es do the doctors have in this situa�on, and what ac�ons should they consider taking?

Answer:
The intern doctors have a responsibility to uphold pa�ent safety and quality of care, which includes 
addressing the unprofessional behavior of their peer. They should consider discussing their concerns with 
Intern A in a construc�ve manner, providing feedback and support. If the behavior does not improve, they 
must escalate the issue to a faculty member or the appropriate authority, as repor�ng impaired or 
incompetent colleagues is an ethical obliga�on in medicine. By taking these ac�ons, the students not only 
protect pa�ents but also promote a culture of accountability and integrity within their educa�onal 
environment, fostering an atmosphere where professionalism is paramount.
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In the recent past, doctors of Bangladesh are facing a lot of problems and obstruc�ons during their clinical 
prac�ce. It ranges from verbal abuse to physical assault etc. 

The reasons for this may be: 
i) Pa�ents overload specially in government hospitals 

ii) Arrogance of pa�ents' a�endant (Due to Power, Locality, Poli�cs etc) 

iii) Lack of interac�on and communica�on with pa�ents and a�endants 

iv) Social depriva�on among mass people 

v) Restless behaviour as well as physical and mental stress of the pa�ents. 

The doctor's community can't solve each and every problem. We can simply protect ourselves by improving 
our communica�on skills and strictly following the rules of medical ethics and professional obliga�ons.

Compassion is a driving force of a human being. It includes sympathy, empathy and compassion. According to 
1, 2

Dalai Lama, love and compassion are necessi�es, not luxuries. 

Without them, humanity cannot survive. Compassion is not only a religious business, it's a human business. 
This compassion is the bedrock of medicine.

Who are the Doctors?
Doctor is an academic �tle that originates from the La�n word of the same spelling and meaning. The word is 
originally an agen�ve noun of the La�n verb doc re, (La�n pronuncia�on) means to teach. They are responsible 
for providing health care related teaching among pa�ents.
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Hippocrates (460-357 BC) defined the physician's role very simply: Doctor must have two objec�ves in view 
regarding disease. These are:

"To Do Good or To Do No Harm"

It has also been described in ancient Charaka Samhita 400-300 BC. Charaka Samhita defined the a�ributes of 
an ideal medical student: "He (Medical student) should be of a mild disposi�on, noble by nature, never mean 
in his acts, free from pride, strong memory, liberal mind, devoted to truth, likes solitude, of though�ul 
disposi�on, free from anger, of excellent character, compassionate, one fond of study, devoted to both theory 
and prac�ce, who seeks the good of all creatures. The Charaka Samhita also includes sec�ons on the 
importance of diet, hygiene, preven�on, medical educa�on and the teamwork of a physician, nurse and 
pa�ent necessary for recovery to health.

A good doctor should have compassion and professionalism in consulta�on and communica�on. Medical 
professionalism is exemplified through what physicians actually do. How do they meet their responsibili�es to 
individual pa�ents and to communi�es? The American Board of Internal Medicine (ABIM) established Project 
Professionalism, which sought to define the components of medical professionalism, including altruism, 
accountability, excellence, duty, honor/integrity and respect.

Consulta�on is an important part of the daily ac�vi�es of a doctor. Components of consulta�on are, listening to 
the pa�ent, examining the pa�ent, looking at inves�ga�ons and finally prescribing. Prescribing is a ra�onal 
approach to a series of challenges like, establishing a diagnosis, deciding a therapeu�c goal and choosing 
appropriate drugs. For establishing diagnosis doctor has to emphasize on history (Which makes 70 to 80% of 
diagnosis) and if needed some inves�ga�ons. Inves�ga�ons should not be parsimonious, should be context-
specific, evidence- based and resource-sensi�ve. 

For pronouncing a diagnosis, a doctor should focus on ma�er of fact, without embellishment, maintain eye 
contact, reassure the pa�ents, and ensure that pa�ents may not be frightened. For pronouncing a difficult 
diagnosis, doctor should temper the arrogance of their knowledge with humility of wisdom, reassure the 
pa�ents with diseases like autoimmune that, there is nothing the pa�ent could have done to an�cipate, avoid 
or prevent the disease, provide hope not hype, not use accusatory tone to the pa�ents (Pa�ents are vic�ms not 
the culprit) and assure that it is never too late to treat though earlier is be�er.

Prognos�ca�on is at best an imprecise science. Doctors should avoid this prac�ce of prognos�ca�on. Group 
sta�s�cs may not work at an individual level. Doctor should not claim to have astrological power.

One-upmanship is the death knell for a doctor. Doctors should never say "You have been treated wrongly" and 
should not run down their colleagues. All doctors try to do their best and physical findings may change or 
appear in the course of �me. Hindsight is always be�er than foresight.

Good decisions come from experience and experience comes from bad decisions. So, a doctor should not 
cri�cize the prescrip�ons of juniors.

When dealing with the pa�ent, common ques�ons should be addressed first, like diet, exercise and other 
systems of medicine etc. Pa�ents sa�sfac�ons should be the first priority. Doctor should not make fun with 
pa�ent's belief and should not be derisive of other systems of therapy.

A good doctor should refrain from looking at smart phone and not text during a consult. While receiving a call 
during a consult, it should have to be very brief and avoid personal or pedestrian conversa�on. Never talk to 
the pa�ent about diseases in the corridor, over the telephone or mail consulta�on.
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While consul�ng an elderly people, doctor should be well conversant as there may be increased sensi�vity to 
drug effects, reduced drug elimina�on, problems in drug adherence. Lower star�ng doses and slower dose 
�tra�on of drugs are needed in elderly pa�ents.

During consulta�ons for less privileged people, a doctor should go out of their way to make them comfortable 
and have to be extra polite to those who come from a sta�on of life lower than their own.

Having to be extra considerate and curbing impa�ence are needed in the last consult of the day. It may be nth 
pa�ent for a consul�ng physician, but for the pa�ent it may be the first doctor visit of the day.

Now few points should be considered when prac�cing medicine in low-resource se�ngs. The problems 
associated with medical care in low-resource areas cluster in four domains:

i)  Preven�on Versus Cure: Preven�on is more accessible, cheaper and more effec�ve than a cure for many 
diseases. On the other hand, cura�ve medicine is immediate, highly visible and glamorous. In developing 
countries more emphasis has been given on cura�ve treatment and preven�ve care is less addressed due to 
financial obliga�ons.

ii)  Acute Versus Chronic Care: Acute medical care produces immediate and o�en gra�fying results while 
trea�ng chronic illness can be �me-consuming and less rewarding. Facili�es for chronic care are therefore 
accorded a low priority in many health-care systems.

iii) The Ideal Versus the Possible: Most medical management guidelines are derived from studies that were 
conducted in well-resourced health-care systems. In applying this knowledge to the developing world, 
there are tensions between best prac�ces and what is possible. For example, an�coagulant therapy may 
pose risks that were not evident in the studies that underpin guidelines if it is prescribed in areas where 
reliable laboratories are not available and medica�ons that interact with warfarin are commonly purchased 
'over the counter'.

iv) Channels of Health-Care Provision: In developing countries health care may be delivered through 
government-run public clinics (Usually free or subsidized services) or non-governmental organiza�ons 
(Some�mes subsidized but usually privately funded services).

A second opinion can be considered in some cases. It may be due to pa�ents' interests or the doctor himself 
may seek other's opinion. "My decision is the best decision" is not applicable in sound prac�ce. 

"Conflict of interest" is a situa�on in which personal and/or financial considera�ons have the poten�al to 
influence or compromise professional judgment. Doctor should have to listen to their inner voice and not be 
provoked by any financial, social, poli�cal or other influences.

A doctor should abide by the rules of medical ethics. Ethics are obliga�ons of a moral nature that govern the 
prac�ce of medicine. There are six principles of ethics; Beneficence, Non malfeasance, Autonomy, Jus�ce, 
Dignity, Truthfulness and Honesty.

Doctors should not approach the temple of science with the soul of a money chaser.

"Only a good man can be a great physician" should have to be remembered by a doctor.

A good doctor is a trusted professional guide, someone to help navigate medical informa�on, a good listener, a 
caring person, a person who is available, open-minded, smart, intelligent and knows how to keep things light.
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Pa�ent wants to see seven traits in a good doctor- 
I)  Confident (The doctor's confidence gives confidence to the pa�ent) 

ii) Empathe�c (The doctor tries to understand the pa�ent's feelings and experiences physically and 
emo�onally and communicates that understanding to the pa�ent) 

iii)  Humane (The doctor is caring, compassionate and  kind) 

iv) Personal interest (The doctor is interested in people, more than just as a pa�ent, interacts with the pa�ent 
and remembers the pa�ent as an individual) 

v)  Forthright (The doctor tells what pa�ent need to know in plain language and in a forthright manner) 

vi)  Respec�ul (The doctor takes pa�ent's input seriously and works with the pa�ent), and 

vii) Thorough (The doctor is conscien�ous and persistent).

Doctor should never discuss controversial issues with the pa�ents like abor�on, divorce, religion/race, poli�cs, 
money/economic status, appearance e.g. weight, looks etc, heavy subjects like war etc.

Universal rules of professional obliga�ons should have to be followed by a good doctor. These are:

A�tude: Always treat the pa�ents with kindness and respect.

Behaviour: Recognize the human story that accompanies each illness.

 Compassion: How would be a feeling by doctor in pa�ent's situa�on?

Dialogue: Acknowledge and understand the individual. Dress and demeanour of a doctor should be soothing 
to the eyes of any people.

Finally, a good doctor should be physically, mentally, socially and spiritually sound.

In conclusion, doctors should have a balanced life, care for themselves and their families as well as for others. 
Doctors should be happy, healthy, caring, competent, and good travel companions for people through the 
journey, that's we call life. Doctors do not have a magic lamp, and there is no genie. They must use their own 
skills and endeavours to make the good doctors we want and need.

Assessment plan
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What is professionalism?
Professionalism is the conduct, behavior and a�tude of someone in a work or business environment. 
Professionalism leads to workplace success, a strong professional reputa�on and a high level of work ethics 
and excellence.

Themes and subthemes of Professionalism are organized into five clusters:

Ÿ Adherence to ethical prac�ce principles (honesty, integrity, confiden�ality, etc.);

Ÿ Effec�ve interac�ons with pa�ents and with people (courtesy, empathy, respec�ul, etc.);

Ÿ Effec�ve interac�ons with other people working within the health system (teamwork, pa�ence, maintain 
professional boundaries, etc.);

Ÿ Reliability (accountability, punctuality, organized, etc.); and

Ÿ Commitment to autonomous maintenance and con�nuous improvement of competence (lifelong 
learning, seek feedback, reflec�veness, etc.).

There are eight (8) core characteris�cs of professionalism. They are:

I. Competence,

II. Knowledge,

III. Consciousness,

IV. Integrity,

V. Respect,

VI. Emo�onal intelligence

VII. Appropriateness

VIII. Confidence.
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What is medical professionalism?
Medical professionalism is how a doctor looks and behave even when faced with challenges. The body of the 
individuals who work keep to maintain the health of their clients. It is the basis of medical professional contract 
with the society. It demands placing the interest of pa�ents above those of the physicians.
Importance of medical professionalism

Being professional can ensure a posi�ve first impression, successful interpersonal rela�onship and las�ng 
reputa�on within the organiza�on. Employees with a high degree of professionalism are frequently perceived 
as being more credible and reliable than their co -workers.

The domains of Professional responsibili�es in healthcare are:
I. Pa�ent safety and quality of healthcare,
II. Rela�ng to pa�ents,
III. Communica�on and interpreta�on skill,
IV. Collabora�on and teamwork,
V. Management,
VI. Scholarships.

 What is professionalism in ethics?
Professionalism is the a�ributes, behaviors, commitment, values and goals that characterize a profession. 
Most important factors of professionalism are honesty and integrity. The key elements of professionalism are 
responsibility, respect and risk -taking a�tude. In medical professional, it encompasses strong societal role 
and involves emo�onal component too. On the other hand, ethics is the study of morality – careful and 
systema�c analysis of moral decisions and behaviors and

prac�cing those decisions. Medical ethics focuses primarily on issues arising out of the prac�ce of medicine. It 
is generally believed that professionalism and ethics are caught by watching the teachers and seniors and not 
taught formally. Professionalism and ethics are previously diffused passively to the students through “the 
hidden curriculum,” but now it has been incorporated to the curriculum officially.

Difference between professional and professionalism.

Professional is a single en�ty and an expert in a specialized field of job who earns by selling his or her service. 
Professionalism denotes the quality of that individual and his ability to deliver the desired service to the end 
users.

Challenges of professionalism
The instability of professional commitments is ignorance towards individual or systemic excellence, weakness 
of accountability, lack of accountability, lack of integrity, disrespec�ul interpersonal and inter-professional 
rela�onships.

Ways and means of improving medical professionalism
There are 12 ways that can develop and prac�ce professionalism-
I.  Be produc�ve, use your �me produc�vity at work, focus on your job responsibili�es and avoid ge�ng 

pulled into social media, web browsing and phone ac�vity while you are on the clock.

II.  Develop a professional image, project a professional presence and dress appropriately for your industry or 
organiza�on and the role of thumb is the dress is the posi�on you expect to have.
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III.  Take the ini�a�ve, ask for more projects to be given to you or think of assignments that will use your 
organiza�on's goal. You do not want to be underu�lized,

IV.  Maintain effec�ve work habits, priori�ze, plan and manage your assignments and projects, follow up and 
follow through with your supervisors and team members.

V.  Manage your �me efficiently, establish priori�es, set goals and create ac�on plans to meet deadlines

 VI. Demonstrate integrity -Be accountable for your work and ac�on while behaving ethically at all �mes.

VII.  Provide excellence- produce work and results that reflects a sense of pride and professionalism open 
exceeding expecta�ons.

VIII. Be a problem solver. When you run into problems and obstacles, take the �me to brainstorm a few 
solu�ons and alterna�ves before you meet with your superiors.

IX.  Be resilient. Develop coping skills to manage setbacks and challenges with a posi�ve construc�ve a�tude.

X.  Communicate effec�vely. Prac�ce professional online in person.

XI.  Develop self -awareness. Learn to manage your emo�ons and gain awareness of your emo�onal triggers 
so you can manage your reac�ons posi�vely and effec�vely.

XII.  Build rela�onship. Network with colleagues, customers, clients to build professional cordial rela�onship, 
work on teams and collaborate effec�vely.

Ways of assessing professionalism
It can be assessed by using a combina�on of
I.  Observed clinical encounters,

II.  Mul� -source feedback,

III.  Pa�ent's op�on,

IV.  Paper -based test or simula�on,

V.  Measures of research and teaching ac�vi�es

VI.  Secre�ng of self -assessment compared with assessment of others.

Four (4) key indicators of professionalism

1.  Consistently exceeding expecta�ons:

 When we think of professionalism, we tend to think of the employee who goes way above the call of duty. 
For example, a colleague could join on a Zoom call last minute to help solve a problem with another 
teammate. Or a leader could go above and beyond to make sure their employee is on boarded and up-to-
speed in their role. O�en�mes, exceeding expecta�ons comes with a healthy dose of learning as you go. To 
maintain a high level of professionalism, you need to be keen to learn and improve. True professionals 
don't rest on their laurels. They seek ways to be be�er at their job or to make their organiza�on a be�er 
place to work, every day.

2.  Crea�ng an inclusive environment:

 True professionals don't only stand out for their own excellence- they make it easier for those around them 
to excel too. It's about crea�ng a culture of belonging where people feel they ma�er and belong. This 
includes crea�ng a respec�ul workplace experience as an effec�ve team member, having clear 
communica�on, ensuring people feel included, engaging and par�cipa�ng, and taking the �me to know 
our fellow team members.
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3.  Communica�ng effec�vely with teammates, customers, managers, and other stakeholders

 Professionalism involves making sure that everyone involved in your work has the informa�on they need to 
succeed. Great professionals are also great communicators. For instance, true professionals don't shy away 
from having difficult conversa�ons. They will priori�ze the good of the organiza�on over their own discomfort.

4.  Demonstra�ng integrity and honesty

 Professionalism is more than a ques�on of workplace performance–it also comes down to integrity in the 
workplace. True professionals don't dabble in office poli�cs, and they uphold the values of the organiza�on 
they work for.

How has professionalism changed over the years?
Today's employees are renego�a�ng what professionalism should mean, and abandoning some outdated 
thinking about what it means to “be professional.” For instance, professionalism in the workplace is NOT:

Conforming to tradi�onal standards of appearance

Separa�ng your “work self” and your “home self”

Hiding your emo�ons

Perfec�onism

Scenario 1
In the surgery ward of a medical college hospital, the ward nurse asks the intern to remove the urinary catheter 
in bed 23 that underwent an appendectomy yesterday. The intern does this without checking order in the 
pa�ent's file. A�er a few hours, the same pa�ent develops urinary reten�on and severe bladder pain. It is later 
revealed that the pa�ent in bed 22 had order to remove the catheter and not bed 23. The medical officer 
no�ced the mistake of the nurse and the intern. The catheter is inserted again for that pa�ent bed 23. The 
pa�ent complains why the catheter was removed. To solve the problem, the medical officer tells the pa�ent, 
we wanted to send the �p of the catheter to the lab for a culture test, so the catheter had to be removed and a 
new catheter inserted. The pa�ent is sa�sfied. A�er leaving the pa�ent's room, the medical officer curses the 
intern and gives him an extra evening duty as punishment.

Scenerio 2
You work in a district Sadar Hospital. You take alternate day emergency on calls and share the other on call days 
with Dr. Karim. Dr. Karim is a very sincere, energe�c and disciplined doctor who is working in that hospital for last 
2 years with good reputa�on. For last few weeks you have no�ced that Dr. Karim has become distracted, irritable 
and has been late for rounds in several �mes. Yesterday, when Dr. Karim was on call didn't answer his mobile, the 
emergency doctor called you even though you weren't on call. The pa�ent problem was straigh�orward and it 
was no trouble for you to handle it on your own. You told Dr. Ka�m about taking the call and he said his mobile is 
out of order. Then suddenly his mobile rung in his pocket and you found it is working properly. 

Scenerio 3
You are working in the Emergency department. Your current case is Mrs. Shirin, a 35-year-old woman 
presen�ng with pain and bruising in her le� wrist and shoulder. X-rays show a simple fracture to her le� wrist. 
You take a history regarding the injury and find the following:

Shirin is a married, stay at home with two small children. Her husband, Jamal, is a day laborer with a substance 
use problem/history. Verbal abuse started when she was pregnant with her first child. A�er the birth of the 
second child he also started becoming physically abusive when under the influence of alcohol. She is currently
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 in the emergency department a�er he threw her against a wall three days ago. From the history you found that 
she suffered from shoulder joint sprain 3 months ago and fractured rib 1 year ago. She doesn't have any 
complaint against her husband's behavior and is sympathe�c towards her husband's work problems. She is 
keen to get home as children are there without food. 

SBA on Generic Lecture Professionalism

Instruc�ons:
- Please �ck (√) the correct answer

- One (01) score for each correct answer.

- No nega�ve score

- Total �me of examina�on: 20 minutes. 
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Case scenario
A 23-year-old female was hospitalized by pedestrians a�er having what seemed to be a generalized convulsion 
in the street. A�er gaining consciousness in the hospital ward, she a�acked a hospital nurse when she tried to 
draw her blood for inves�ga�ons. 

+Hospital security was called to restrain her. All the nurses became very angry and refused to care for her. She 
was confused and could not iden�fy herself. She also declined to take hospital food because she thought it was 
poisoned. A psychiatrist was consulted, who diagnosed her as having acute psychosis and ordered injectable 
an�psycho�cs to calm her. Her convulsion was dismissed as a func�onal seizure. The hospital social welfare 
service was consulted as she had no money to buy medicine. The social welfare department helped her 
financially and asked for help from the local police department to iden�fy her and find her family members. In-
charge physicians contacted hospital administra�on to arrange a free MRI in the hospital radiology 
department. MRI revealed no abnormality. Clinicians became more convinced about the psychiatric diagnosis 
but could not discharge her as she had nowhere to go. While in the hospital, she had another generalized tonic-
clonic convulsion. A thorough physical examina�on this �me showed mild ankle edema, BP of 160/100, and 
some purpuric rash in her body. Bedside urine dips�ck tes�ng showed +++ albuminuria.

Police could not iden�fy her; they contacted the local newspaper, which ran a story with her photo, resul�ng in 
her iden�fica�on by her husband. According to the husband, the couple had no living child; she had four first-
trimester abor�ons. She le� the house a�er having a quarrel with her husband and mother-in-law regarding 
the fer�lity issue.

Doctors advised ANA, an�-DSDNA, and an�-phospholipid an�bodies, and all of them were posi�ve; a 
diagnosis of SLE with neuropsychiatric lupus with lupus nephri�s and an�phospholipid an�body syndrome 
was made. A mul�disciplinary care team involving an internist, rheumatologist, nephrologist, neurologist, 
obstetrician, psychiatrist, nurses, social welfare worker, and hospital management made a coordinated 
healthcare decision for her. She recovered well and gave birth to a healthy child three years later.
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“Individual commitment to a group effort- that is what makes a team work, a company work, a society work, a 
civiliza�on work.”
- Vince Lombardi

Collabora�on may occur at virtually any level of an organiza�onal structure. People can collaborate within an 
organiza�on, between organiza�ons, between one another, between countries, and between professions 
(also known as interprofessionalism).

Why is interprofessionalism?
· The World Health Organiza�on defines interprofessionalism as “mul�ple health workers from different 

professional backgrounds working together with pa�ents, families, carers (caregivers), and communi�es to 
deliver the highest quality of care.”

· Interprofessional collabora�on is the process of developing and maintaining effec�ve interprofessional 
working rela�onships with learners, prac��oners, pa�ents/ families, and communi�es to enable op�mal 
health outcomes. 

· Elements of collabora�on include respect, trust, shared decision-making, and partnerships.

Why is interprofessionalism necessary?
· No single health profession is capable of mee�ng all pa�ent needs, so all members of the healthcare team 

must know how to work together.

· Interprofessional collabora�on has become firmly established as an essen�al component within educa�on 
and healthcare. 

· Interprofessional skills help healthcare workers to have a more pa�ent/family/community-centered focus.

· There is emerging evidence that when interprofessional healthcare teams prac�ce collabora�vely, it can 
enhance the delivery of integrated, person-centered care and lead to improved pa�ent and health system 
outcomes, i.e., decreasing morbidity and mortality rates, improving pa�ent sa�sfac�on, and improving 
efficiency in terms of both �me and cost.

· Interprofessional educa�on also helps students see healthcare delivery through an interprofessional lens 
and may lead to the development of high-impact and innova�ve team capacity-building.

· Teamwork has also been shown to benefit healthcare providers, including reducing extra work and 
increasing job sa�sfac�on. 

· Effec�ve interprofessional communica�on improves the ability of healthcare teams to deal with conflic�ng 
viewpoints and reach reasonable compromises.
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Teamwork

Their ac�ons are independent but they are commi�ed 
to a goal.

Teamwork requires leadership, vision and guidance to 
resolve their conflicts.

Effec�ve over short-term.

Key element: control

Collabora�on

Their ac�ons are interdependent

Collabora�on requires equal Partnership 
and members can resolve conflicts on 
their won

Sustainable over the long-term

Key element: Trust
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· Interprofessionalism is the best way to prepare for a career in the rapidly changing health professions, partly 
because increasing numbers of providers are shi�ing to team-based care.

· Therefore, healthcare organiza�ons may benefit from adop�ng team-based competencies for 
interprofessional collabora�on.

Who are the members of an interprofessional collabora�on team?
· All the members of a healthcare organiza�on who are directly or indirectly involved in healthcare delivery 

are part of the interprofessional collabora�on team, including doctors of different disciplines, members of 
the hospital administra�on, nurses, physiotherapists, pharmacists, social workers, die�cians, ward boys, 
cleaners, hospital security, etc. 

What is Interprofessional educa�on (IPE)?
· Interprofessional educa�on refers to occasions when students from two or more professions in health and 

social care learn together during all or part of their professional training to cul�vate collabora�ve prac�ce 
for providing client- or pa�ent-centered health care.

· Learning in an interprofessional environment be�er prepares students for working in real healthcare se�ngs.

· Learning from and with peers in other academic disciplines helps students understand the big picture in 
pa�ent care and improves their communica�on and problem-solving skills.

· Interprofessional educa�on is one of the innova�ve approaches that can help improve the quality of the 
global health workforce.

· Interprofessional educa�on (IPE) is becoming a more common component of medical school curriculums in 
many parts of the world. Organiza�ons have also used competency frameworks to set performance 
indicators that can be used to evaluate healthcare professionals' ability to prac�ce collabora�vely. We must 
'catch on' to prepare our students for the new healthcare delivery concepts. 

· Since the mid-1970s, educators, health professionals, healthcare researchers, and policy makers have 
acknowledged that interprofessional collabora�ve prac�ces and interprofessional educa�on have the 
poten�al to improve healthcare delivery and health outcomes.

· Bangladesh does not currently have a formal interprofessional educa�on framework. Even though we are 
informally prac�cing some domains of interprofessional collabora�on in a healthcare se�ng, there is a 
huge room for improvement. 

Key domains of interprofessional collabora�on
Several competency frameworks have been developed to train healthcare professionals and promote 
interprofessional collabora�on. While there are a number of exis�ng competency frameworks for 
interprofessional collabora�on, the most widely referenced are framed as a set of individual competencies 
that define the a�ributes, knowledge, and skills of individual healthcare professionals that are required for 
collabora�ve prac�ce. Six key competency domains of interprofessional collabora�on are-
1. Role clarifica�on

2. Pa�ent/family/community-centered care  

3. Team func�oning

4. Collabora�ve leadership

5. Interprofessional communica�on and 

6. Interprofessional conflict resolu�on.



1. Role clarifica�on:

· Role clarifica�on occurs when healthcare workers understand their own role and the roles of others and 
use this knowledge appropriately to establish and achieve healthcare delivery goals.

· The more clarifica�on of the role, the more likely it is that they will work effec�vely together as a team.

· Role descriptors help in accessing others' skills and knowledge appropriately through consulta�on.

· Inadequate role clarifica�on or 'role blurring' may lead to conflict, team dysfunc�on, and burnout. 

· Clear boundaries and role descriptors help the team to focus more on the pa�ent/family/community, 
thus improving the quality of care.

2. Pa�ent/family/community-centered care: 

· In inpa�ent, family, and community-centered care, the interprofessional team integrates and values the 
opinion or desire of a pa�ent, family, or community in the design and delivery of healthcare. 

· As pa�ents and families are involved in the shared decision-making process, pa�ent sa�sfac�on is more 
likely and conflict is less likely. 

· Appropriate pa�ent/family educa�on about the disease process and lifestyle modifica�on is expected 
to improve the outcome of treatment.

3. Team func�oning:

· Healthcare workers must understand the principles of teamwork dynamics and group/team processes 
to enable effec�ve interprofessional collabora�on.

· They should develop a set of principles for working together, effec�vely facilitate discussions and 
interac�ons among team members, be respec�ul of all members' par�cipa�on in collabora�ve decision-
making, establish and maintain effec�ve and healthy working rela�onships with the team members, and 
respect team ethics, including confiden�ality, jus�ce, resource alloca�on, and professionalism. 
Collabora�on requires trust, mutual respect, availability, open communica�on, and a�en�ve listening.

· Remember, respect is a bilateral, two-way process and can only be earned through posi�ve ac�ons and 
gamesmanship. 

· Through periodic team mee�ngs, team members should regularly reflect on their effec�veness in 
working together and also in achieving the needs of pa�ents/ families. 

· Awareness of and commitment to interprofessional ethics unite all team members in the goal of 
delivering the best possible care to the pa�ents.

4. Collabora�ve leadership:

· To support interprofessional collabora�ve prac�ce, healthcare team members should be able to 
collabora�vely determine who will provide group leadership in any given situa�on. 

· Leaders should collaborate with others to advance interdependent working rela�onships among all 
par�cipants, facilitate effec�ve team processes, facilitate effec�ve decision-making, establish a climate 
for collabora�ve prac�ce among all par�cipants, and ul�mately improve pa�ent outcomes.

· Some�mes, there may be two sequen�al leaders-one to keep the work flowing (i.e., head of a 
department/unit) and the other who connects with pa�ents/families in a helping rela�onship, serving as 
the link between the team and the pa�ent/family (i.e., Assistant Registrar/ Senior House Officer of a unit). 

· Collec�ve leadership takes pressure off any one individual and disperses it throughout the group.
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5. Interprofessional communica�on:

· Communica�on skills are essen�al for all healthcare workers and involve the ability to communicate 
effec�vely with members from other professions involved in healthcare delivery and pa�ents/families in 
a collabora�ve, responsive, and responsible manner.

· To support interprofessional collabora�ve prac�ce, team members should be able to establish 
teamwork communica�on principles, ac�vely listen to other team members & pa�ents/families, to 
support informed, shared decision-making by the healthcare team and the pa�ents/families, to 
communicate effec�vely to ensure common understanding of care decisions, to share responsibili�es 
for care across team members, and to develop trus�ng rela�onships with pa�ents/families and other 
team members.  

· Communica�ons in an interprofessional environment are demonstrated through listening and other 
nonverbal means and verbally through nego�a�ng, consul�ng, interac�ng, or discussing.

· Respec�ul interprofessional communica�on incorporates full disclosure and transparency in all 
interac�ons with other team members, & pa�ents/families.

6. Interprofessional conflict resolu�on:
· Healthcare workers should ac�vely and respec�ully engage other team members and pa�ents/families 

in case of disagreements. 

· To support interprofessional collabora�ve prac�ce, team members should construc�vely address conflict.

· For effec�ve interprofessional conflict resolu�on, team members should: 
 o Understand that conflicts can be poten�ally posi�ve, as it allows us to reflect on what went wrong and 

how it could have been prevented.

 o Recognize the poten�al for conflict to occur and take construc�ve steps to address it.

 o Iden�fy common situa�ons that are likely to lead to disagreements or conflicts, including not knowing 

about the individual role of the team members, not respec�ng other team members, and not 
knowing clearly about the goals of the team.

 o Know and understand strategies to deal with conflict when it occurs.

 o Set guidelines for addressing disagreements effec�vely.

 o Analyze the causes of conflict and work to reach an acceptable solu�on.

 o Establish a safe environment in which diverse opinions can be shared without being punished.

 o Develop a level of consensus among those with differing views

 o Allow all members to feel that their thoughts have been heard, irrespec�ve of the final outcome or 

decision.

 o Avoid egocentricity and abuse of power.
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Common barriers to effec�ve teamwork:
· Lack of communica�on skills

· Differing professional cultures

· Tradi�onal hierarchies and assumed leadership

· 'Role blurring,' confusion over boundaries and responsibili�es.

· Rivalry between professions

· Status issue: social hierarchy inhibi�ng effec�ve interac�on and, thus collabora�on

Possible methods of teaching interprofessionalism to medical students:
· Team-based learning and flipped classroom method

· Simula�on

· Revision and reflec�on 

· Assessment and feedback by the teacher

Conclusion
· When discussing interprofessional collabora�on in healthcare, the key issues include pu�ng the pa�ent or 

community first, the organiza�on second, oneself last, and prejudices aside. 

· Interprofessionalism not only improves pa�ent outcomes & pa�ent sa�sfac�on but also helps to reduce 
conflict and burnout. 
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· We should have a team-based competency framework to guide students and doctors of the medical 
colleges of Bangladesh in advancing interprofessional collabora�on.

 “If everyone is moving forward together, then success takes care of itself.”
 -Henry Ford

Assessment ques�ons:
1.  What do you mean by interprofessionalism?

2.  What is the importance of interprofessionalism in pa�ent management?

3.  How an interprofessional collabora�on team can be formed? Who can be the members of interprofessional 
collabora�on team?

4.  Men�on of the key domains of interprofessional collabora�on.

5.  What are the common barriers to effec�ve teamwork and how to overcome that?

6.  How to develop collabora�on leadership?

7.  Case scenario:
 A 70-year-old diabe�c, hypertensive pa�ent came to hospital with a foot ulcer. He can't afford his medica�on 

due to financial issues. His wife was his primary caregiver but recently she had a stroke and currently bed 
bound. They don't have any children or rela�ves to take care of them. Regarding the management of this 
pa�ent-
a)  Who should be included in the interprofessional collabora�on team?

b)  Who should take the collabora�ve leadership?

c)  How the interprofessional collabora�on will help in this pa�ent management?
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Examples of Issues of 'Pa�ent Safety'
• Wrong labeling of blood sample for cross matching.

• Performing a procedure on a wrong pa�ent e.g. performing proctoscopy on an a�endant of a pa�ent while 
the pa�ent is in the toilet.

• Performing a procedure on wrong site- e.g. aspira�on of pleural fluid from right side instead of le� side 
(actual site).

• Wrong Injec�on to a pa�ent- e.g. instead of giving ce�riaxone injec�on giving norcourium!

• Wrong labeling a sample- e.g. mistake of bed number and pa�ent name, and specimen name.

• Problem in iden�fica�on of the newborn baby.

• Wri�ng a wrong drug in prescrip�on.

• Dispensing a wrong drug to a pa�ent e.g. 'Sounds like' drug' Cortan' (steroid) instead of Coartem (ACT an�malarial).

• Receiving a wrong report e.g. excision biopsy from a gallbladder and report with a lymphnode TB from gall 
bladder.

• Surgery on wrong side e.g le� kidney vs right kidney.

• Infusion problem- e.g. wrong rate of quinine drip.

• Infrastructure problem- bed availability.

• Problem with diet- provided diet in a pa�ent on request for FBG.

• Hazardous environment.
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• Guidelines not followed or hospital rule not followed- e.g. hand washing.

• Introducing the topic:  pa�ent safety

• Present day health care system is complex, effec�ve, and associated with an inherent risk in every point in 
the process of care. Through a series of coordinated ac�ons, it is possible to prevent harm to pa�ents 
caused by 'the processes of health care themselves'. By teaching the topic 'pa�ent safety'during medical 
educa�on our future health professionals will realize that a strengthened health system will be capable to 
diagnose, treat, cure and care with an aim of 'primum non nocere', first of all do no harm. 

• Glimpse of burden: One in ten pa�ents is subject to an adverse event while receiving hospital care in high 
income countries which may be up to one in four in low- and middle-income countries care is considered as 
a system wide problem- in primary care, ambulatory care and in hospital. Overall, 60% of deaths in LMICs 
from condi�ons amenable to health care are due to unsafe and poor-quality care. In Bangladesh the pa�ent 
safety topic is o�en highlighted but true burden is yet to be measured.

Pa�ent safety curriculum guide topics (WHO)
1:  What is pa�ent safety

2:  What is human factors and why is it important to pa�ent safety? 

3:  Understanding systems and the impact of complexity on pa�ent care

4:  Being an effec�ve team player

5:  Understanding and learning from errors

6:  Understanding and managing clinical risk

7:  Introduc�on to quality improvement methods

8:  Engaging with pa�ents and carers

Introduc�on to cluster topics 9-11: pu�ng knowledge into prac�ce

9:  Minimizing infec�on through improved infec�on control

10:  Pa�ent safety and invasive procedures

11:  Improving medica�on safety
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Due to limita�ons including �me allocated for one session of 1.5 hours it is not expected  to cover all topics 
during the session. Some relevant topics are/will be covered in other parts of the curriculum. 

1:  What is pa�ent safety (Defini�on):
 Learning objec�ve
 The objec�ve of this module is to understand the discipline of pa�ent safety and its role in minimizing the 

incidence and impact of adverse events and maximizes recovery from them.

 What is pa�ent safety?
 Pa�ent safety is:“A framework of organized ac�vi�es that creates cultures, processes, procedures, 

behaviours, technologies and environments in health care that consistently and sustainably lower risks, 
reduce the occurrence of avoidable harm, make errors less likely and reduce the impact of harm when it 
does occur.”

 Importance of pa�ent safety
 When culture is men�oned in rela�on to pa�ent safety, most people's thoughts will turn to the frequently 

discussed concept of the “no blame” culture in rela�on to pa�ent safety. Since most mistakes are honest 
failures provoked by poorly designed systems, to blame and punish an individual is unfair and misguided. A 
culture that is based on blame and retribu�on will ul�mately be unsafe because individuals will be afraid to 
admit their mistakes and will instead hide them. Mistakes are opportuni�es to learn to prevent recurrence 
in future. If a culture of blame and fear is dominant in a health organiza�on, it is quite impossible to have a 
meaningful programme of pa�ent safety.

2:  What is human factors and why is it important to pa�ent safety?

 Learning objec�ve

 Understand human factors and its rela�onship to pa�ent safety.

 Human factors ('ergonomics') is the discipline of science and prac�ce concerned with understanding 
interac�ons among humans and other elements of a system. They are cri�cal to the design of safe and 
resilient health care and pa�ent safety systems. The human factors, mul�disciplinary, integra�ve approach 
looks at the person embedded in a socio technical context, considering health workers in the work 
environment and the pa�ent on the journey of care. A person may need to take support from different 
loca�ons and health care professionals. 

 Essen�al elements of human factors across all health care contexts: (1) Person-centred approach, (2) 
Par�cipatory approach,(3) Design-driven approach, (4)Systems approach and (5) Con�nuous learning and 
refinement.

 The human factors approach takes into account not only the people (health care team) in the system but 
also the environment, the surroundings and the physical context, as well as the procedures, 
artefacts,check-list safety checks, teamwork, risks of different interven�ons, organiza�onal culture and 
structure, and na�onal policies and regula�ons.

 We have to build high-reliability health systems and health organiza�ons that protects pa�ents daily from 
harm something similar to high-risk industries accustomed of preven�ng accidents, harms and mistakes 
that have serious consequences.
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 Describe the term high reliability organiza�on (HRO) and understand the elements of a safe health-care 
system

 The term HRO refers to organiza�ons that operate in hazardous condi�ons but manage to func�on at a 
level of hazard that is almost completely “failure free” - that is they have very few adverse events. These 
are industries such as air traffic control systems, nuclear power plants and naval aircra� carriers. While 
there are many differences between these industries and healthcare, the message for health care is that it 
is possible to achieve consistently safe and effec�ve performance despite high levels of complexity and 
unpredictability in the work environment. HROs demonstrate to health-care organiza�ons that they too 
can improve safety by focusing on the system.

2
 Characteris�cs of high-reliability organiza�ons  

1. Preoccupa�on with failure. 

2. Reluctance to simplify. 

3. Sensi�vity to opera�ons. 

4. Commitment to resilience. 

5. Deference to exper�se. 

 Resilience: It is an organiza�on's capacity and capability to constantly maintain a safe state of 
opera�ng and to recover quickly and restore the safe state when something go wrong. Also it 
consistently learn from successes and failures with learning mechanisms responsive to cues from both 
good and bad. 'Resilience is an amalgam of keeping errors small and allowing con�nued safe 
func�oning'.

 Examples of ac�ons: Promo�on and establishment of non-puni�ve policy for responding to and 
learning from adverse events and error as well as what goes well; promo�ng speak-up culture; 
promo�ng transparency with pa�ents.

3:  Understanding systems and the impact of complexity on pa�ent care:

 Learning objec�ve

 Understand how systems thinking can improve health care and minimize pa�ent adverse events.

 Health care is complex because of

• The diversity of tasks involved in the delivery of pa�ent care;

• The diversity of pa�ents, clinicians and other staff;

• The huge number of rela�onships between pa�ents, carers, health-care providers, support staff, 
administrators and community members;

• The vulnerability of pa�ents;

• Varia�ons in physical layout of clinical environments;

• Variability or lack of regula�ons;

• Implementa�on of new technology;

• Increased specializa�on of health-care professionals - while specializa�on allows a wider range of 
pa�ent treatments and services, it also provides more opportunity for things to go wrong and errors to 
be made.
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 The tradi�onal approach when things go wrong in health care - blame and shame

 In such a complex environment it is no surprise that many things go wrong on a regular basis. When something 
does go wrong, the tradi�onal approach is to blame the health-care worker most directly involved in the 
pa�ent care at the �me- o�en the nurse or junior doctor - example, a wrong drug has been administered by a 
junior nurse or medical student. While the tendency to blame an individual (the “person approach”) is a 
strong one - and a very natural one - it is unhelpful, and actually counterproduc�ve for a number of reasons.

 Whatever role that the “blamed” health-care worker may have had in the evolu�on of the incident, it is 
very unlikely that their course of ac�on was deliberate in terms of pa�ent harm (if the ac�on was 
deliberate this is termed aviola�on - see topic 5 “Understanding and learning from errors” and topic 6 
“Understanding and managing clinical risk”).

 The new approach

 1. Pa�ent and provider factors

 2. Task factors

 3. Technology and tool factors

 4. Team factors

 5. Environmental factors

 6. Organiza�onal factors

The Swiss cheese model

(Source: Coombes ID et al. Why do interns make prescribing errors? A qualita�ve study, Medical Journal of 
Australia, 2008, 188(2): 89-94. Adapted from Reason's model of accident causa�on).
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4:  Being an effec�ve team player:

 Learning objec�ve
• Understand the importance of teamwork in health-care;

• Know how to be an effec�ve team player;

• Recognize you will be a member of a number of health-care teams as a medical students.

 Leadership

• accep�ng the leadership role;

• calling for help appropriately;

• constantly monitoring the situa�on;

• se�ng priori�es and making decisions;

• u�lizing resources to maximize performance;

• resolving team conflicts;

• balancing the workload within a team;

• delega�ng tasks or assignments;

• conduc�ng briefs, huddles, debriefs;

• empowering team members to speak freely and ask ques�ons;

• organize improvement ac�vi�es and training for the team;

• inspire “followers” and maintain a posi�ve group culture.

5:  Understanding and learning from errors:

Learning objec�ve

Understand the nature of error and how health care can learn from error to improve pa�ent safety.
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A�en�onal slips of ac�on

Rule-based mistakes

 

Lapses of memory

Knowledge-based mistakes

Skill-based slips and lapses

Mistakes

Errors

 Errors: Failure to carry out a planned ac�on as intended or applica�on of an incorrect plan.

 Medical error: An adverse event or near miss that is preventable with the current state of medical 
knowledge.

 The “slip” - if the ac�on is observable - or a “lapse” if it is not. An example of a slip is accidentally pushing the 
wrong bu�on on a piece of equipment; an example of a lapse is some form of memory failure such as 
failing to administer a medica�on.

 A mistake is a failure of planning, i.e. the plan is wrong. This can be either rule based, because a “wrong” 
rule is applied, or knowledge based, because the clinician does not take the correct course of ac�on. An 
example of a rule-based mistake would be ge�ng the diagnosis wrong and so embarking on an 
inappropriate treatment plan. Knowledge-based mistakes tend to occur when clinicians are confronted 
with what is for them a “new” clinical situa�on.

 Slips, lapses and mistakes are all serious and can poten�ally harm pa�ents, though again it all depends on 
the context in which the error occurs.

6:  Understanding the clinical risk:

 Learning objec�ve

 Know the principle types of clinical risk in health care 

 The health system should assure the safety of every clinical process when a pa�ent seek help for advice, 
inves�ga�on, diagnosis, treatment and rehabilita�on. Examples of pa�ent safety incidents are given 
below (Table: 1).

(Source: Reason JT. Human error: models and management.Bri�sh Medical Journal, 2000, 320:768-770).

Figure- 1: Summary of the principal error types
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Table 1: Types of issues iden�fied by incident monitoring

Note: In many LMIC se�ngs some�mes bare minimum to complete clinical work to basic standard is not 
available not to speak about the tasks taking safety account. The checklist based tasks of the high income 
se�ngs may be considered at the same �me basic elements be ensured to provide safe care (running water 
and soap, sterilized instruments, support for repair/maintenance of instruments, maintain infrastructure, 
electricity, effec�ve clinical waste disposal system, good supply chain and storage of medicine, maintenance of 
devices, fire safety measures, housekeeping, security- all are poten�al source of harm).

Topic 7: Introduc�on to quality improvement methods:
Learning objec�ve

The objec�ves of this topic are to understand  the principles of quality improvement and to introduce students 
to the basics for improving the quality of health care.

Principle: Health care means quality care. All ci�zens receive care that is 'safe, effec�ve, pa�ent centered, 
�mely, efficient and effec�ve'
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Dimensions/Components of Quality in Heath Services: 
· Quality Heath Service has several parts. For improvement in quality of care, we need to understand them, 

in following usual order. 
- Availability & Appropriateness

- Access & Affordability 

- Equity & Equality 

- Technical Competence & Skills

- Timeliness & Con�nuity 

- Safety & Reliability

Figure- 2: Model for improvement
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 - Respect & Caring (interpersonal rela�ons) 

- Efficiency 

- Effec�veness & Efficacy 

- Ameni�es

Topic 8: Engaging with pa�ents and carers (Introduc�on to cluster topics 9-11: pu�ng knowledge 
into prac�ce) (also covered in communica�on skills):

Learning objec�ve

The objec�ve of this topic is to understand the ways in which pa�ents and carers can be involved as partners in 
health care, both in preven�ng harm and learning and healing from an adverse event.
Engage and empower pa�ents and families to help and support the journey to safer health care.
Given proper informa�on, the pa�ent and family can help to be the eyes and ears of the system. 

What students need to do (performance requirements)
Students need to:
• ac�vely encourage pa�ents and carers to share informa�on;
• show empathy, honesty and respect for pa�ents and carers;
• communicate effec�vely;
• obtain informed consent;
• show respect for each pa�ent's differences, religious and cultural beliefs, and individual needs;
• describe and understand the basic steps in an open disclosure process;
• apply pa�ent engagement thinking in all clinical ac�vi�es;
• demonstrate ability to recognize the place of pa�ent and carer engagement in good clinical management.

What students need to do (performance requirements)
• ac�vely encourage pa�ents and carers to share informa�on;
• show empathy, honesty and respect for pa�ents and carers;
• communicate effec�vely;
• obtain informed consent in an appropriate manner;
• show respect for each pa�ent's differences, religious and cultural beliefs and individual needs;
• describe and understands the basic steps inan open disclosure process;
• apply pa�ent engagement thinking in all clinical ac�vi�es;
• demonstrate ability to recognize the place of pa�ent and carer engagement in good clinical  management.

The Harvard framework for disclosure

1.  Preparing:
• review the facts;

• iden�fy and involve the appropriate par�cipants;

• use an appropriate se�ng.

2.  Ini�a�ng conversa�on:
• determine pa�ent and family readiness to par�cipate;

• assess the pa�ent and family's medical literacy and ability to understand;

• determine the pa�ent and family's level of medical understanding in general.
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3.  Presen�ng the facts:
• simple descrip�on of what happened:

- no medical jargon;

- speak slowly;

- be aware of body language;

• do not overwhelm with informa�on or oversimplify;

• explain what is known of the outcome at that point;

• describe the next steps;

• sincerely acknowledge the pa�ent's and family's suffering.

4.  Ac�vely listening:
• allow ample �me for ques�ons;

• do not monopolize the conversa�on;

5.  Acknowledging what you have heard.

6.  Responding to any ques�ons.

7.  Concluding the conversa�on:
• summarize;

• repeat key ques�ons raised;

• establish the follow-up.

8.  Documenta�on:
• describe the event;

• describe the discussion.

Topic 9: Minimizing infec�on through improved infec�on control:

Learning objec�ve:

The objec�ve of this topic is to demonstrate the devasta�ng effects of inadequate infec�on control and to 
show students know they can minimize the risks of contamina�on. (Microbiology teaching)

Topic 10: Pa�ent safety and invasive procedures (Mostly to be covered during surgery and OT 
placements):

Learning objec�ve:

The objec�ve of this topic is to understand the main causes of adverse events in surgical and invasive 
procedural care and how the use of guidelines and verifica�on processes can facilitate the correct pa�ent 
receiving the correct procedure at the appropriate �me and place.

Topic 11: Improving medica�on safety (Also to be covered in Pharmacology):

Learning objec�ves

• To provide an overview of medica�on safety;

• To encourage students to con�nue to learn and prac�ce ways to improve the safety of medica�on use.
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Defini�ons
1. Side-effect

2. Adverse reac�on

3. Error

4. Adverse event

5. Adverse drug event

6. Medica�on error
 May result in:

• an adverse event if a pa�ent is harmed;

• a near miss if a pa�ent is nearly harmed;

• neither harm nor poten�al for harm.

Understand the scale of medica�on error

Medica�on error is a common cause of preventable pa�ent harm.

Understand that using medica�ons has associated risks Prescribing
Sources of error in prescribing:

• Inadequate knowledge about drug indica�ons, contraindica�ons and drug interac�ons. This has become 
an increasing problem as the number of medicines in use has increased. It is not possible for a doctor to 
remember all the relevant details necessary for safe prescribing. Alterna�ve ways of accessing drug 
informa�on are required.

• Not considering individual pa�ent factors that would alter prescribing such as allergies, pregnancy, co-
morbidi�es like renal impairment and other medica�ons the pa�ent may be taking.

• Prescribing for the wrong pa�ent, prescribing the wrong dose, prescribing the wrong drug, prescribing the 
wrong route or the wrong �me. These errors can some�mes occur due to lack of knowledge, but more 
commonly are a result of a “silly mistake” or “simple mistake”, referred to as a slip or a lapse.

 These are the sorts of errors that are more likely to occur at 04:00, or if the doctor is rushing or bored and 
not concentra�ng on the task at hand.

• Inadequate communica�on can result in prescribing errors. Communica�on that is ambiguous can be 
misinterpreted. This maybe a result of illegible wri�ng or simple misunderstanding in verbal communica�on.

• Mathema�cal error when calcula�ng dosescan cause errors. This can be a result of carelessness, but could 
also be due to lack of training and unfamiliarity with how to manipulate volumes, amounts,concentra�ons 
and units. Calcula�on errors involving medica�ons with narrow therapeu�c window can cause major 
adverse events. Not uncommonly, a calcula�on error can occur when transposing units (e.g. from 
microgramsto milligrams) and may result in a 1000 �mes error. Competence with dose calcula�ons is 
par�cularly important in paediatrics where most doses are determined according to the weight of the child.

Administra�on:
Types of administra�on errors:
• Classic administra�on errors are a drug being given to the wrong pa�ent, by the wrong route, at the wrong 

�me, in the wrong dose or the wrong drug used. Not giving a prescribed drug is another form of administra�on 
error.
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• These errors can result from inadequate communica�on, slips or lapses, lack of checking procedures, lack 
of vigilance,calcula�on errors and subop�mal work place and medica�on packaging design. There is o�en a 
combina�on of contributory factors.

• Inadequate documenta�on. For example, if a medica�on is administered but has not been recorded as 
being given, another staff member may also give the pa�ent the medica�on thinking that it had not yet 
been administered.

Health worker educa�on, skill and safety
Inspire, educate, skill and protect health workers to contribute to the design and delivery of safe care systems.

There are barriers in adding pa�ent safety in curriculum including lack of curricular space.

Medical professionals are doing mul� tasking and overloaded with pressure in such a situa�on pa�ent safety 
can be integrated into their prac�ce.

"Health worker safety and pa�ent safety are inseparably interconnected prac�ce domains. Health and safety 
risks to health workers can lead to risks for pa�ents, pa�ent harm and adverse pa�ent outcomes. Violence 
against health workers, burnout and musculoskeletal disorders are all widespread occupa�onal health 
problems in strained health care facili�es, many of which also face acute shortages of competent health 
workers. Health worker absenteeism and a�ri�on, resul�ng in subop�mal care outcomes, are aggravated by 
poor physical and mental health of health workers. Physically and psychologically sound health workers are 
less prone to make errors, contribu�ng to safer care. The safety of health workers therefore directly impacts 
the safety of pa�ents. The safety of health workers therefore directly impacts the safety of pa�ents".

Annex: 

Table 1: Framework for managing conflicts in medical situa�ons
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Table 2: Applica�on of correct pa�ent iden�fica�on principles across disciplines

Table 3: Examples of integra�on areas for Curriculum Guide topics

Table 4: Example of incorpora�ng pa�ent safety learning into problem based learning cases

References 
1. WHO (2009). WHO Pa�ent Safety Curriculum Guide for Medical Schools. 

2. WHO (2021). Global Pa�ent Safety Ac�on Plan 2021-2030: Towards elimina�ng avoidable harm in health care

3. DGHS (2024). Training Module on Pa�ent Safety (For Doctor & Nurses).
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Shahena Akter, Fahmida Rashid

Introduc�on
“Career planning is concerned with iden�fying personnel today and preparing them by training for the future 
vacancies that are likely to arise”.

“It is the process of se�ng one's career goals and determining the course of ac�on of career paths to achieve 
these goals, keeping in view one's strengths and weakness.”

According to Schermerhorn, Hunt, and Osborn, 'Career planning is a process of systema�cally matching career 
goals and individual capabili�es with opportuni�es for their fulfilment'.

Career planning is the process of enhancing an employee's future value. It lays out the career ladder, which is 
the ver�cal movement of an employee's career path.

A career plan is an individual's choice of occupa�on, organisa�on, and career path. The organiza�on helps the 
employee in this respect as it derives many benefits from it.

Aim of Carrier Planning
1. To mo�vate people to inves�gate and acquire data so they can become more competent and able to 

synthesise, make choices, establish objec�ves, and act.

2. To assist in human resource development so that workers can devise work-life balance plans.

3.  To help staff members be�er align their own objec�ves with the chances that the company can actually 
offer them.

Need/Objec�ves of Career Planning

1.  Workforce stability2. Fixing the incorrect posi�oning

3. Ge�ng workers ready for a raise
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4. Ge�ng workers ready for obstacles
5. To draw in qualified individuals
6. To make use of the managerial reserves
7. To boost morale and mo�va�on
8. To ascertain the func�on of workers
9. Fulfill organiza�onal goals

Features of Career Planning

1. The organizing process is con�nuous.

2. Its focus is on finding workers and training them 
for roles that need more responsibility.

3. It assists people in acquiring the skills necessary 
to perform various employment posi�ons.

4. It improves organiza�onal work-related 
opera�ons.

5. It sa�sfies their hopes for further advancement.

6. Provide expert guidance via training programs, 
counseling centers, etc.

7. It seeks to accomplish both the organiza�on's 
and employees' goals.

Pre-requisites of Success of Career Planning
1. Top management's dedica�on

2. Gradual development

3. Clearly defined professional objec�ves

4. Faithful and diligent workers

5. Scien�fic hiring.

6. Proper age composi�on of employees

7. Measures to lessen career stress

8. Opportuni�es for promo�on

9. Promo�on of programs for career planning

Follows
bo�om-up
approach

Features
of career
planning

Means and
not an end

Con�nuous
process

Aligns career
goals with

Opportuni�es

Performed in
a dynamic

evironment

Collec�ve
responsibility
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Career Planning Model:

1. Assess 

2. Explore carrier 

13. Choose a 

4. Prepare yourself & find a 

5. Manage your carrier

Fig: Career One Stop. US Department of Labour, Employment & Training Administra�on, 2008 Career Planning 
In Medical

Science
The most sought-a�er job choice is MBBS because it's a field with constant demand. While some MBBS 
graduates choose to begin working as hospital duty doctors, the majority of them would choose to pursue 
postgraduate training in a speciality of their choice. Postgraduate studies are the most popular op�on for 
individuals who have completed their MBBS, but there are only a limited number of PG seats available, and the 
admissions procedure is �me-consuming, from entrance exams to college acceptance. When it comes to 
determining their post-MBBS job path, each person is free to make their own decisions.

Whether they are medical students, residents, fellows, or early, middle, or late-stage prac��oners, doctors, 
students, and trainees are reevalua�ng their career goals now more than ever. They don't know if working for 
the government or in private prac�ce is s�ll an op�on.

They don't know which exper�se is appropriate for them. They're not sure if they should pursue further 
training and educa�on, such as an MBA, MPH, or MHA. They're not sure if and how to pursue a job that isn't in 
medicine. They don't know how to save for re�rement or a different kind of work, like becoming 
entrepreneurs, or how to deal with the social and economic fallout from their ever-growing student loan debt.

In the past, choosing to a�end medical school and pursue a career as a prac�sing physician, if that was your 
choice, was a clear, well-scripted decision marked by several years of study

without any no�ceable breaks. Currently, the healthcare system is so full of unpredictability, complexity, 
ambiguity, and vola�lity that doctors want a be�er strategy to get them through the rough patches.

Process of Carrier Planning

Understand yourself:

– What are your interests?

– What do you want to be?

– What are your skills?

–What types of careers fit your skills and interests?
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– How do you prepare for the career?Interest/ Explore Op�ons:
- What are your interests?
– What do you like to do? Think about experiences you have enjoyed thinking about.
– Make a list of 3 fields for yourself
– Evaluate those interests.
– Think about which field you like. What challenges did the field offer? What skills do you need to develop 

further to con�nue in that field?

Goal/Choose your Specialty
What is your Goal? A goal helps you focus on what you want to choose among the fields you are interested 
in. And think strategically about the promo�on in that field.

Skills:
– What are your skills?
 Evaluate your self for your skills.
– Make a list of your skills in rela�on to the field of medicine, like your be�er hand/eye coordina�on, your 

thinking, or your being more talka�ve.
– A�er you have assessed your interests and skills, determine the rela�onship between skills and interests 

and possible careers.
– Types of careers are very much dependent on your skills and interests

Carrier & Skills:
– What types of careers fit your skills and interests?

– Evalua�ng skills with interest helps a lot in the selec�on of fields like

• Good hand/eye coordina�on with likings of being a clinician makes you a be�er Surgeon

• A good talka�ve nature with the ability to hear people makes you a good Psychiatrist. Prepara�on:

How do you prepare for a field?
– Selec�on of the field

– Knowing its pre-requisites

– Knowing the books needed for it.

– Knowing where the course is conducted

Pre-requisite:
What are the prerequisites for your field?
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Student Life:

1.  Govt & Private Bachelor (MBBS/BDS)

 Currently, there are 37 public medical colleges, which provide 5380 seats every year for students 
undertaking MBBS. According to DGME data, there are 66 approved private medical colleges in the 
country, which have 6,208 seats. Of these, 3,332 seats are for domes�c students and 2,551 for foreigners.

2.  Foreign Exams

 Only USMLE can be a�empted in student life and has its Merits/Demerits

 • Merits
rd

  – Step 1 (Basic Knowledge) can be a�empted a�er 3  Year MBBS.

  – Step 2 (CK) can be a�empted soon a�er the Final Year MBBS exam, and for Step 2 (CS), you can 
go to the US without a House Job.

  – US players should start studying for steps in their MBBS life through Kaplan series books and 
other videos

  – No restric�on to give Step 1 first or Step 2 (CK); a prepared part of the step can be given at any 
�me.

 • Demerits: Expensive & �me-was�ng if the US is not in goals.
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3. Cer�ficate Courses & Seminars- has its Merits/Demerits

• Merits
 – It enhances your capability to learn new things.

 – It grooms you, polishes you & shapes you in a born leader.

 – Stage speaking and vital sides like Research Cer�ficate courses improve your skills.

• Demerits
 ‒ Devia�on from major Field.‒ Waste of �me, resources and energy.

4  Major Divisions:
 Gradua�on life

1. Postgradua�on under BSMMU/Medical University/Ins�tute
 Almost everyone selects a post-gradua�on degree as their top op�on a�er MBBS. The great majority 

of graduates decide to specialize in a par�cular field to acquire in-depth exper�se in it. To be admi�ed 
to the postgraduate program, one must take the PG exam. All available seats, including the combined 
MD, MS, and Diploma seats, are listed.

2. Post-gradua�on Under BCPS (FCPS & MCPS)

 An MD or MS is equivalent to a fellowship (FCPS) from the Bangladesh College of Physicians and 
Surgeons (BCPS). A�er 1) Passing the MBBS/BDS exam and 2) Completely registering with BMDC, one 
is eligible to take the FCPS entrance exam. One can select the speciality for which they wish to appear 
in the course, which consists of five and a half years of resident training.

 For sixteen subjects, a BCPS membership (MCPS) may be applied for. The requirements for eligibility 
are: i) Candidates must finish their MBBS/BDS program at least five years later. ii) Two years of 
training in the relevant field in a hospital or ins�tute approved by BCPS. Alterna�vely, candidates who 
have passed the MD/MS program at BSMMU, Dhaka University, Chi�agong University, or Rajshahi 
University may sit for the applicable MCPS exams. C. Candidates will be able to take the applicable 
MCPS tests if they pass the Diploma and have completed two years of in-house training at BSMMU.

3. Interna�onal educa�on or career op�on

 Some people want to prac�ce overseas a�er MBBS. In these situa�ons, one must apply for and be 
accepted into a residence program in that na�on and appear for an eligibility examina�on there. It's 
also important to remember that people with postgraduate degrees are given greater considera�on 
in these circumstances. Even if one plans to pursue an MS, MPH, or MD abroad, they s�ll need to take 
eligibility exams and university entrance exams.

4. Master's program in public health (MPH)

 In addi�on to earning a postgraduate degree, one may choose to pursue research following the PG or 
a master's in public health to work as a public health physician or strategist.

5. Fellowship courses in different Country

 Fellowship courses assist you in advancing your knowledge and abili�es and are similar to an addi�on 
to your current prac�ce or degree. Unlike tradi�onal postgraduate courses, fellowships can be 
completed in as li�le as a year or two. Online fellowship courses in medical areas are now possible 
because to technological advancements. However, a mandatory clinical rota�on is included in 
several of these courses to help students gain the clinical experience needed for the sector. However, 
a doctor who completes a fellowship in a par�cular subject is referred to as a fellow rather than a 
specialist. The benefit of being trained by and developed by an expert in that profession is another.
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6. Government Service other than BCS Health:
 The government employs medical officers for the Adhoc, Family Planning, Railways, Police, Ministry, 

Port, and City Corpora�ons. A�er being selected, the candidate will serve as an administra�ve or 
medical civil servant for the state government.

7. Defense services jobs
 One of your op�ons a�er earning your MBBS is to enlist in the military. Jobs for these posi�ons are 

o�en posted when they become available. Prospec�ve members of the Army, navy, or Air Force must 
pass a physical examina�on and an interview process before being assigned. You might be assigned 
to infantry units, army hospitals, or emergency services while on duty.

8. Work as a junior doctor or duty doctor
 Speciality physicians are in constant demand, but MBBS grads are also frequently contacted. Even 

without a speciality, one can find employment at private hospital firms.

 Generally, jobs like resident medical officer or assistant medical officer are awarded to non-specialist 
doctors. Hospitals: Due to a con�nuing need for more doctors on staff, hospitals frequently post 
openings for junior and senior residents in the newspapers.

9. Government medical officers (BCS Health)
 To fill posi�ons as medical officers in the health service sector in different parts of Bangladesh, BCS, 

through the Public Service Commission (PSC), conducts an entrance exam for medical services. 
Physicians hired for these posi�ons are typically assigned to PHCs and CHCs in either urban or rural 
areas.

10. MBA in Hospital Administra�on or Healthcare Management
 With the excep�on of being en�rely focused on the medical field, medical MBA courses are the same 

as those in other MBA programs. There are three categories of MBA degrees: Medical Management, 
Healthcare Management, and Health Administra�on. Hospital administra�on, healthcare 
management, opera�onal management, financial management, and other relatedCandidates are 
taught subjects. This route can lead to jobs in pharmaceu�cal businesses, health insurance 
companies, and even hospital administra�on.

11. Medical Research and Academia
 Research is the ul�mate professional ambi�on for many students. A residency or prac�ce is usually 

required for clinical research, and several organisa�ons, including the BMRC and NIPSOM, offer 
research programs. Students can pursue an MD or MPH in Preven�ve and Social Medicine, which can 
both lead to prac�cal research experience, primarily through collabora�on with WHO or other NGOs.

 In the sphere of medicine, academics and medical research are essen�al. Studying MBBS in 
Bangladesh offers fantas�c prospects for those who want to work in academia and medical research. 
Here are some important things to think about:

 Opportuni�es for research: Students pursuing an MBBS in Bangladesh have many op�ons for 
conduc�ng research. Universi�es and medical facili�es across the na�on ac�vely par�cipate in 
research ini�a�ves, enabling students to further the field of medicine.

 Academic partnerships:
 Bangladesh has forged partnerships with globally recognised research centres and universi�es. As a 

result, students have the chance to take part in collabora�ve research projects and exchange programs, 
giving them access to a worldwide viewpoint on medical research.
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Access to resources:
Bangladeshi universi�es have well-equipped research centers, libraries, and labs. These cu�ng edge 
facili�es give students the tools they need to do research and advance their knowledge in a range of 
medical science fields.

Publica�ons and conferences:
Bangladeshi medical students can share their research findings at domes�c and foreign conferences. 
They can grow their network within the medical research community and receive recogni�on for 
their efforts.

Mentoring and guidance:
Aspiring medical researchers in Bangladesh can receive mentorship and advice from professors and 
seasoned researchers in the field. In addi�on to offering insigh�ul advice to help students succeed in 
their academic and research ac�vi�es, they ac�vely encourage students to follow their research 
interests.

12. Set up a clinic
 You have the op�on of star�ng your clinic alone or with the assistance of other experts. This 

solu�on's scope is restricted because it requires a sizable upfront payment. You can apply for a loan, 
join a mul�-doctor clinic by pooling your resources with other doctors, or ask family and friends for 
financial support. You also need to register your prac�ce and get the necessary licenses before you 
start trea�ng people.

 Upskilling is usually recommended in order to learn about the latest breakthroughs in the medical 
sector or to advance in one's chosen job path. One may elect to seek a fellowship if they are unable to 
pursue an MD or DNB. Through a fellowship, you can obtain clinical experience under an expert and 
learn about a par�cular speciality. With the rise of ed-tech businesses and technological 
advancements, comple�ng a fellowship program and earning cer�fica�on aren't tough tasks.

 Post-Gradua�on in Bangladesh:
1. Post-gradua�on in Basic Sciences for teaching and other purposes is as follows:

– Diploma in basic subjects

– M. Phil leading to PhD in basic subjects

– FCPS/MD in a few basic subjects

• Merits
– Promo�on is easy.

– Not much compe��on.

– Centre and Medical College-related job.

• Demerits- Financially weaker than Clinical

Clinical Sciences
Post-gradua�on in Clinical Sciences for teaching/Specialist and other purposes are as follows-
• Bangladesh- Diplomas- MCPS- FCPS/MD/MS

• Interna�onal- Diplomas- MRCP/M.Sc- FRCP/FRCS/P.hD

• Merits- Financially be�er than Basics, Regular Clinical a�achment.

• Demerits- Busy life, Congested job opportuni�es,A lot of compe��on.
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Public Health
• MPH Master of Public Health

• P.Hd in Public Health

Manaement Cadre
• MHA Master in Hospital Administra�on

• MPH Master in Public Health

• MBA (Administra�on)

• Merits– Easy promo�ons, no compe��on, and a fully open field in our country, such as 
authorita�ve posts.

• Demerits- Clinical exposure is minimal, and the job is �ring.

 Medical Educa�on: Post-gradua�on in Medical Educa�on for teaching/ being an educa�onist 
and other purposes are under-

• MPHE-Master in Public Health Educa�on

• Ph.D. in Medical Educa�on

• Merits- Easy promo�ons, no compe��on and a fully open field in our country.

• Demerits- Clinical exposure is minimal and financially weaker.

Foreign Exams
Medical Students can take many foreign exams. A few important ones are as follows-

• USMLE for United States
– Step I basic knowledge.

– Step II, two-part one is theore�cal and the other prac�cal and then matching (difficult)

– Canada, UK, Australia and the Middle East exams get exempted.

• PLAB for the United Kingdom
– PLAB I theore�cal clinical knowledge based on basic concepts

– PLAB II is the fully clinical exam conducted at the UK

– Exemp�on from Middle East exams, Ireland and AMC

–  AMC Exam for Australia- AMC MCQs exam (150 MCQs)- AMC Clinical exam

• MCCQE for Canada- MCCQE I is an MCQ-based exam- MCCQE II OSCE structured examina�on

• DHA/HAAD Exam for the Middle East- Single computer-based examina�on.

• Exemp�on at IMC (Ireland)-Ireland provides exemp�ons to medical doctors worldwide, but it is 
difficult to get a job there.

Civil Services
A�er comple�ng a bachelor's degree, one is eligible for the Civil Services Exam for up to 30 years.

Research: The only thing of equal importance in the undergraduate, graduate, and postgraduate 
sectors is research.

• Enhancing research capabili�es with the help of research socie�es, the Community 
Medicine Department and other helping hands.

• Publishing your work in the best Journal possible.
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• Con�nuing your contribu�on to the research sector via reviewers, editors, etc.

Finally:
Explore: Explore more on the informa�on you got and on the field of your choice.

Talk: Visit seniors in the field, ask ques�ons about the field you like, and set your plans from today.

Assessment plan: 

MCQs (Single Best Answer)

1.  What is the primary aim of career planning in medical science?
a) To ensure job security for doctors
b) To improve financial stability in the healthcare sector
c) To align individual capabili�es with career opportuni�es
d) To reduce unemployment in the medical field

2.  Which of the following is NOT a feature of career planning?
a) Con�nuous organiza�onal process
b) Training for roles requiring more responsibility
c) Immediate job placement without training
d) Guidance through training programs

3.  What is a major drawback of pursuing foreign exams like USMLE during MBBS?
a) Limited job opportuni�es abroad
b) Lack of prepara�on materials
c) Expensive and �me-consuming if the US is not a goal
d) Requires postgraduate degree before a�emp�ng

4.  Which career op�on is suitable for individuals with good hand-eye coordina�on?
a) Psychiatry
b) Surgery
c) Public health administra�on
d) Academia

5.  How can MBBS graduates enhance their research capabili�es in Bangladesh?
a) Only through foreign training programs
b) By avoiding community medicine departments
c) Through research socie�es and publishing work in journals
d) By focusing solely on clinical prac�ce
Answer: 1.C,2.C,3.C,4.B,5.C

SAQs (Short Answer Ques�ons):

1.  Define career planning and explain its primary objec�ves in the context of medical science.

2.  List three prerequisites for successful career planning in the healthcare sector.

3.  Describe two merits and two demerits of pursuing cer�ficate courses during medical training.

4. Iden�fy and explain the major steps involved in the career planning model for medical 
professionals.

5.  What are the differences between postgraduate op�ons in clinical sciences and basic sciences in 
Bangladesh?
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Topic 15: Basic IPC prac�ce

Md. Akram Hossain; Mahfuza Nasrin,  Ariful Basher

Healthcare-associated Infec�ons

Defini�on:
Healthcare-associated infec�ons (HAIs) can be defined as (i) the infec�ons acquired in the hospital by a pa�ent 
admi�ed for a reason other than the infec�on in context; (ii) the infec�on should not be present or incuba�ng 
at the �me of admission, and (iii) the symptoms should appear at least a�er 48 hours of admission. This also 
includes: 

· Infec�ons that are acquired in the hospital but symptoms appear a�er discharge

· Occupa�onal infec�ons among staff of the healthcare facility (e.g., needle s�ck injury transmi�ed infec�ons)

· Infec�on in a neonate that results while passage through the birth canal (in contrast to congenital infec�ons 
due to transplacentally transmission, which are not HAIs).



Tradi�onal terminologies such as hospital associated or nosocomial infec�ons have diminished. Centers for 
Disease Control and Preven�on (CDC), Atlanta recommends to use Healthcare-associated infec�ons as a more 
accepted terminology. CDC (Centers for Disease Control and Preven�on, Atlanta) has established the Na�onal 
Healthcare Safety Network (NHSN) to monitor the incidence of healthcare-associated infec�ons (HAIs).

Burden of Hai
HAIs are one of the most common adverse events in the care delivery system. According to World Health 
Organiza�on (WHO), at any given �me 7% of pa�ents in developed and 10% in developing countries acquire at 
least one HAI. Mortality from HAI occurs in about 10% of affected pa�ents. Treatment of these HAIs adds a 
huge economic burden to the hospital. In Europe, >4 million pa�ents are affected by approximately 4.5 million 
episodes of HAI annually, leading to 16 million extra days of hospital stay and 37000 a�ributable deaths. In the 
USA, an es�mated around 1.7 million pa�ents are affected by HAI each year with a prevalence of 4.5% and 
accoun�ng for 99,000 deaths. CDC found that the implementa�on of a mul�faceted IPC program in 74 
community hospitals resulted in a 32% reduc�on in healthcare-associated infec�ons and an es�mated $26 
million in cost savings over three years.

Effects of Healthcare Associated Infec�on:
· Increased mortality & morbidity

· Prolonged hospital stays

· Increased an�-microbial resistance

· Increased drugs bill

· Increased staffing costs

· Demoralising for staff & pa�ents

· Decreased public confidence in hospitals & doctors

Chain of Healthcare-associated infec�ons (HAIs):

Infec�ous diseases result from the interac�on of agent, host and environment. Transmission occurs when 
the agent leaves its reservoir or host through a portal of exit, is conveyed by some mode of transmission, 
and enters through an appropriate portal of entry to infect a suscep�ble host.
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Host Suscep�bility
¢ Immunity-Majority of the hospitalized pa�ents has impaired immunity either as a part of their disease 

processes or due to the treatment they received in the hospital.

¢ Age -Neonate and elderly pa�ents are more suscep�ble than adults.

¢ Underlying comorbidi�es- e.g Diabetes mellitus, Cancer

¢ Pa�ent undergoing diagnos�c and therapeu�c interven�ons-Pa�ents on devices such as urinary 
catheter or endotracheal tube are increased risk of acquiring infec�on.

¢ Pa�ent receiving transfusion

Sources of infec�on
· Endogenous Source: The majority of nosocomial infec�ons are endogenous in origin, i.e. they involve the 

pa�ent's own microbial flora which may invade the pa�ent's body during some surgical or instrumental 
manipula�ons.

· Exogenous Source: Exogenous sources are from the hospital environment, healthcare workers (HCWs), or 
pa�ents.

o Environmental sources include inanimate objects, air, water, and food in the hospital. Inanimate 

objects in the hospital are medical equipment (endoscopes, catheters, etc.), bedpans, surfaces 
contaminated by pa�ents' excre�ons, blood and body fluids  .

o Healthcare workers may be poten�al carriers, harboring many organisms; which may be mul�drug-

resistant e.g. nasal carriers of Methicillin-resistant Staphylococcus aureus(MRSA)

o Other pa�ents of the hospital may also be the source of infec�on. 

Microorganisms Implicated in HAIs
HAI's can be caused by almost any microorganism, but those that survive in the hospital environment for long 
periods and develop resistance to an�microbials and disinfectants are par�cularly Important.

The ESKAPE pathogens: They are responsible for a substan�al percentage of health care associated infec�ons 
in the modern era and represent the vast majority of mul�drug-resistant isolates present in a hospital.
1. Enterococcus faecium

2. Staphylococcus aureus

3. Klebsiella pneumoniae

4. Acinetobacter baumannii

5. Pseudomonas aeruginosa

6. Enterobacter species.

Other infec�ons that can spread in hospitals include
1. Escherichia coli

2. SARS-CoV-2(COVID-19)

3. Hospital-acquired Mycobacterium tuberculosis

4. Legionella pneumophila

5. Candida albicans

6. Clostridium difficile diarrhea
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7. Blood-borne infec�ons transmi�ed through needle prick injury or mucocutaneous exposure of blood 
includes HIV, hepa��s B and C viral infec�ons.

Modes Of Transmission
Microorganisms spread in the hospital through several modes such as contact, droplet, and airborne 
transmissions. 

Contact transmission: 
¢ Direct transmission - from one person to another person without a contaminated intermediate object 

or person. 

¢ Indirect transmission - through a contaminated intermediate object (clothes, pa�ent-care devices, 
environmental surfaces, fomite) or person.

Droplet Transmission: 
· Respiratory droplets (large par�cle droplets more than 5μm in size), generated during coughing, 

sneezing or talking. 

· Transmission requires close contact 

· travel a short distance (less than 3 feet)

Airborne Transmission:
· Airborne droplet nuclei (small par�cle residue less than 5μm in size) 

· suspended in the air for long periods of �me 

· Microorganisms carried by air currents and may be inhaled by a suscep�ble host within the same room or a 
longer distance from the source pa�ent. 

The following two figures illustrate the mode of infec�on-
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Modes of Infec�ous Disease Transmission

Major Hai Types
Though several types of HAIs exist, there are four most common types (listed below) which are o�en 
monitored to es�mate the burden of HAI in a hospital. Out of these, the first three are together called device-
associated infec�ons (DAIs).

1.  Catheter-associated urinary tract Infec�on (CAUTI, 33%)
2.  Central line-associated bloodstream infec�on (CLABSI, 13%)
3.  Ven�lator-associated pneumonia (VAP, 15%)
4.  Surgical site infec�on (SSI, 31%).

Preven�on of HAIs by Infec�on preven�on and control:

Infec�on preven�on and control:

A system of policies, procedures and prac�ces successfully implemented to minimize the risk of transmission 
of pathogenic microorganisms.

Benefits of IPC 
¢ Protec�ng yourself                        
¢ Protec�ng your family, community & environment 
¢ Protec�ng your pa�ents 

The preven�ve measures for HAIs can be broadly, categorized into 

(i)  Standard precau�on and 

(ii)  Transmission-based or specific precau�ons.
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Standard Precau�ons
Standard Precau�ons are guidelines that outline the minimum set of interven�ons that are required to 
prevent the transmission of microorganisms. Hand hygiene, respiratory hygiene and cough e�que�e, 
appropriate use of personal protec�ve equipment, safe work and injec�on prac�ces, and environmental 
cleaning, are all elements essen�al in breaking the cycle of microorganism transmission. These measures 
should be followed when providing care to or handling:

* All individuals, whether they appear infec�ous symptoma�c, or not

* All specimens (blood or body fluids) whether they appear Infec�ous or not

* All needles and sharps whether they appear infec�ous or not.

Standard Precau�ons
They are indicated while handling all pa�ents, specimens, and sharps. Components of standard precau�ons 
include:
1. Hand hygiene

2. Personal protec�ve equipment (PPE) 

3. Biomedical waste management 

4. Spillage cleaning 

5. Disinfec�on of pa�ent care items 

6. Environmental cleaning of surface and floor 

7. Sharp Safe use and disposal of sharp 

8. Respiratory hygiene and cough e�que�e.
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Hand Hygiene
The hands of the HCWs are the main source of transmission of Infec�ons in healthcare facili�es. Hands 
contaminated with transient bacteria pose a significant risk for transmission of infec�on. Hands with 
derma��s or other types of skin breakdown are more suscep�ble to becoming colonized with transient 
bacteria, including mul�drug-resistant organisms.

Types of Hand Hygiene Methods

Hand Rub:
Alcohol-based (70-80% ethyl alcohol) and chlorhexidine (0.5-4%) based hand rubs are available. The dura�on 
of contact has to be at least 20-30 seconds.

Advantage: A�er a period of contact, it gets evaporated on its own; hence drying of hands is not required 
separately 

Indica�ons: Hand rub is indicated during rou�ne pa�ent care ac�vi�es or taking rounds in the wards or 
whenever the opportunity for hand hygiene arises, except when the hands are visibly soiled with blood or 
other specimens.

Hand Wash:
An�microbial soaps (liquid, gel, or bars) are available containing 4% chlorhexidine. If facili�es are not available, 
then even ordinary soap and water can also be used. The dura�on of contact has to be at least 40-60 seconds. 
Hand washing is indicated in the following situa�ons: 

1. When the hands are visibly soiled with blood, excreta, pus, etc.

2. Before and a�er ea�ng

3. A�er going to the toilet

4. Before and a�er shi� of the duty

5. When giving care to a pa�ent with diarrhea.

Surgical Hand Scrub (3-5 min): This is indicated prior to any surgical procedure and also in between cases; 
using 4% chlorhexidine hand wash.

Indica�ons (Five Moments for Hand Hygiene):

The WHO has published standard guidelines describing the situa�ons or opportuni�es when hand hygiene 
is indicated in healthcare sectors, known as 'My Five Moments for Hand Hygiene'; which include:

1. Before touching a pa�ent

2. Before clean/asep�c procedures

3. A�er body fluid exposure/risk

4. A�er touching a pa�ent

5. A�er touching the pa�ent's surroundings.
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Case Scenario:
• A nurse working in an ICU goes to pa�ent A, checks the pulse, performs hand rub and adjusts oxygen 

flow, and she informs the doctor about the pa�ent A.

• The doctor decided to draw a blood sample of pa�ent A. He explains the procedure to the pa�ent A 
while feeling the radial artery and draws the blood sample with gloved hand. A�er drawing blood, he 
performs a hand rub. 
a. How many moments of hand hygiene were available? 

b. How many moments of hand hygiene were followed? 

Explana�on:
a. 6 opportuni�es came

b. 2 moments followed
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Steps of Hand Rubbing and Hand Washing 
WHO has also laid down the guidelines describing the appropriate steps involved for effec�ve hand rubbing 

and hand washing.

Personal Protec�ve Equipment (PPE) 
Personal protec�ve equipment (PPE) is designed to protect the wearer's skin, eyes, mucous membranes, 
airways, and clothing from coming into contact with infec�ous agents and to protect the skin and mucous 
membranes of Health care personnel (HCP) from  exposure to blood and/or body fluids and from the HCW to 
the pa�ent during sterile and invasive procedures.

Hand rub Steps 1-7, Hand wash step-1-10
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· The various PPE used in healthcare se�ngs are gloves, mask/respirator, gown/plas�c apron/coverall, 
goggles or face shield, shoe cover and head cover. 

· Selec�on of appropriate PPE is based on:

The level of risk associated with contamina�on of skin, mucous membranes, and clothing by blood and 
body fluids during a specific pa�ent care ac�vity or interven�on (as a part of standard precau�on).
Route of transmission of suspected organisms- contact, droplet, and inhala�on (as a part of 
transmission-based precau�on).

Though most PPE are used as a part of transmission-based precau�ons; there are few indica�ons where 
some PPE are used as a part of standard precau�on.
The PPE must be removed immediately following the Indica�on for which it was used.
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Gloves
Gloves can protect both pa�ents and HCWs from exposure to microorganisms that have colonized their hands. 
It is used as part of standard, contact and droplet precau�ons.

Gloves should be worn only when there is an indica�on. The use of gloves in situa�ons when their use is not 
indicated represents a waste of resources and gives a false sense of security. Therefore, gloves should not be 
used when not clinically indicated.

Hand hygiene and glove use
The glove is not a subs�tute for hand hygiene. The following measures should be adapted during glove use.
*Hand hygiene before gloves use: This is to prevent possible cross-contamina�on of gloves with HCP's flora 

*Hand wash a�er glove use: To prevent cross-contamina�on, hands must be washed immediately a�er

the removal of gloves as it creates a moist, warm, and occlusive environment between the skin and the glove. 
Furthermore, micro tears can occur in gloves which may lead to transmission of organisms if the HCW has had 
contact with blood or body fluid.

* Change: Gloves should be worn for a single pa�ent care ac�vity and not beyond. Gloves must be changed 
between pa�ent contacts and between separate procedures on the same pa�ent

* No hand hygiene over the gloved hand: Gloved hands should neither be wiped with any form of hand rub nor 
washed with soap and water.

Indica�ons for appropriate use of glove use 
Indica�ons for glove use:
As a part of standard precau�ons

· Before a sterile procedure

· An�cipa�on of contact with blood or body fluid, regardless of the existence of sterile condi�ons and 
including contact with non-intact skin and mucous membrane
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As a part of contact precau�ons: 

· Contact with a pa�ent (and his/ her immediate surroundings)

· Heavy duty gloves: To protect from sharp injuries, mainly used by biomedical waste handlers

Indica�ons for glove removal

· As soon as gloves are damaged

· Gloves are meant for single-use and must be changed in between pa�ents or pa�ent care ac�vi�es

· When there is an indica�on for hand hygiene

Clinical situa�ons where the use of gloves is not recommended

· For rou�ne pa�ent care ac�vi�es if there is no an�cipated risk to blood/body fluid or no indica�on for 
contact precau�ons 

· Examples: Measuring blood pressure, temperature, and pulse, while administering medica�ons (oral or 
Injec�ons), during maintenance of IV cannula, during dressing and transpor�ng pa�ent, wri�ng in the 
pa�ent's case sheet, etc.

Surgical (3-ply) Mask and Respirators:

Respiratory protec�on is essen�al when there is a risk of transmission of droplets and aerosols. There are two 
types of PPES available for respiratory protec�on; surgical masks and respirators.

Surgical Mask (3-ply Mask):

Surgical masks (also called medical masks or 3-ply masks) are loose-fi�ng, single-use items that cover the nose 
and mouth. They are used as part of standard precau�ons to prevent splashes 
or sprays from reaching the mouth and nose of the person wearing them. 

Composi�on:

It has three layers 
1.  Outer fluid repellent layer: Hydrophobic layer that can repel water, blood 

and body fluids

2.  Middle filter layer: It is made up of melt-blown material; filters 
bacteria/viruses and also filters out the water droplets. In contrast to N95 
respirator, the filter pore size of a surgical mask is not standardized.

3.  Inner hydrophilic layer: Absorbs water, sweat, and spit; made up of non-
woven fabric.
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Respirator (n95 Respirator):

A respirator is a device designed to protect the wearer from airborne microorganisms (e.g. M. tuberculosis). 
There are many types of respirators. The most common respirator used in hospital se�ngs is N95 respirator,

· N95 refers to 'not resistance to oil and ability to filter off 95% of airborne par�cles’

· Composi�on: The N95 respirator is comprised of four layers of material: outer and inner layers of spun-
bond polypropylene and middle two layers of cellulose/ polyester, melt-blown polypropylene filter

*  Fit checking: A�er wearing the N95 respirator, the HCW must perform a fit check to ensure if it is properly 
fi�ed. No clinical ac�vity should be undertaken un�l a sa�sfactory fit check has been achieved.

*  Fit tes�ng: Fit tes�ng is done to iden�fy which size and style of N95 respirator is suitable for an individual 
and to train the HCW on how to don and doff the N95 respirator It should be done at the �me of joining 
and therea�er annually.

Need to Remember During use of Mask/ Respiratord:

Don'ts

Do not use mask when clinically not indicated Wearing 
masks when not indicated creates a false sense of 
security that can lead to neglect the other essen�al 
measures such as hand hygiene prac�ces

Don't touch/hold front/back part of mask

Do not allow tangling of mask around neck

Do not keep using mask for longer �me/days Do not 
wash mask and reuse

Do not throw masks here and there a�er use

Dos

Use mask only when clinically indicated

Ÿ Surgical mask- when handling respiratory pa�ents

Ÿ N95 respirator or equivalent when doing aerosol 
genera�ng procedures

Always hold by its strings.

Perform hand hygiene before and a�er using mask

Fi�ng: Compress the mask to ensure a seal across 
nose bridge, face and cheeks

Discard surgical mask a�er 46 hour and change N95 
respirator or equivalent a�er 8 hour, in case of 
shortage of supply follow the reuse Strategy

Discard in designated bag or closed bin

Protec�ve Body Clothing:
Laboratory coats, plas�c aprons, disposable gowns, and coveralls (full body cover) are examples of protec�ve 
body wear used in hospitals. 

*  Disposable gowns: They are long-sleeved, fluid resistant indicated when there is a moderate risk of 
contamina�on with blood/body fluid 

*  Coverall: It comprises a gown with pants and a hood which covers the whole body including the head 
Coveralls should be used in the following situa�ons

· An�cipated risk of splashing with a large volume of blood/body fluid (e.g. cardiac surgeries)

· An�cipated risk of extensive skin-to-skin contact with a pa�ent known to harbor organisms of contact 
transmission (e.g. li�ing a pa�ent with uncontrolled Diarrhea)

· Handling pa�ents infected with pathogens of high mortality (e.g. Nipah or Ebola) or in the laboratory while 
handling their specimen

* Donning: Gown should be fully covered, torso from neck to knees, arms to end of the wrist, and then 
wrapped around the neck. It should be fastened to the back of the neck and waist
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* Doffing: Once the task is performed, the gown must be removed immediately a�er use by unfastening the 
gown �es taking care that sleeves should not contact the body while reaching for the �es.

Protec�ve Eye/Face Wear:
They are worn by HCP to protect the eyes and face of the wearer from sprays of respiratory secre�ons, blood, or 
body fluids. They should be worn when the HCP an�cipates par�cipa�ng in a procedure that has the poten�al to 
generate splashes or sprays of blood, body fluids, secre�ons, or excre�ons. Personal eyeglasses or contact lenses 
do not provide adequate protec�on and are not considered acceptable eye protec�on. The use of face shields 
allows HCPs to wear their eyeglasses and increase protec�on to other areas of the face, including the eyes. 

Head Cover and shoe cover:
* A head cover or cap is used when spillage of blood is suspected, e.g. during major cardiac surgeries, etc.
* Shoe covers include: 

(1)  Surgical shoes (slippers) and shoe covers: Used mainly in ICU and opera�on theaters to protect 
HCWs from organisms present on the floor and 

(2)  Gumboots: Used for an�cipated risk of sharp injuries (e.g. for biomedical waste handlers, laundry 
staff, and housekeeping staff).

Donning and doffing:

In order to minimize the risk of transmission of infec�on, donning (wearing) and doffing (removing) of PPE 
must be performed in a par�cular sequence.

Donning (wearing): Gown first →→→ Mask or respirator →→ Goggles or face shield → Gloves

Doffing (removing): Gloves first → Face shield or goggles →→ Gown→→→ Mask or respirator.

Donning and doffing personal protec�ve equipment in the in the right order:
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Doffing is extremely important as even a minor breach in the doffing procedure would subject the HCW to 
a huge risk of acquiring the infec�on. This could be a poten�al reason why many HCPs got infected during 
the COVID-19 pandemic.

*All PPE should be removed just before exi�ng the pa�ent room except a respirator, which should be 
removed a�er leaving the pa�ent room and closing the door 

*Discard into appropriate yellow bins:

Preven�ng Needle S�ck and Sharp Injury:
An exposure that might place HCP at risk for Hepa��s B Virus (HBV), Hepa��s C Virus (HCV), or HIV infec�on is 
defined as a percutaneous injury (e.g., a needle s�ck or cut with a sharp object) or contact with mucous 
membrane or non-intact skin (e.g., exposed skin that is chapped, abraded, or afflicted with derma��s) with 
blood, �ssue, or other body fluids that are poten�ally infec�ous. The probability of infec�on a�er exposure of a 
suscep�ble person depends on the route of exposure, the concentra�on of infec�ous virions in the implicated 
body fluid, the volume of infec�ve material transferred, and, for HBV, the suscep�bility of the exposed person. 

Diseases Spread by Needles include HBV, HCV, HIV 

Risk of transmission is: Highest for HBV (30%) Followed by HCV (3%) and HIV (0.3%).

Infec�ous specimens for NSI

Poten�ally infec�ous body fluids include Blood, Semen, vaginal secre�ons, CSF and all sterile body fluid 

Following are not considered poten�ally infec�ous are unless visibly contaminated with blood  
• Feces

• Nasal secre�on

• Saliva and Sputum

• Sweat and tears

• Urine and vomitus

Precau�ons during Handling Needles:
· Go slowly. Rushing can lead to accidents. Take your �me when you use needles.

· Standard precau�ons must be followed

· Work surfaces must be disinfected with 0.5% sodium hypochlorite

· Health care workers (HCWs) must be immunized against HBV

· Spillage of blood and other body fluids must be promptly cleaned 

· Disposable needles should be used

· Never recap needles and proper disposal a�er use

· Use safety features. Needle technology has come a long way. Learn and use any devices that can help you 
avoid accidents.

· Don't recap needles. 

· Always use a sharps container. Always throw away used needles in a puncture resistant sharp container. This 
keeps needles out of the trash.
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Recapping of needle: A. Wrong method; B. Correct method (single hand 'scoop' technique)

Management of needle s�ck injury (nsi):
1.  Wash it- Clean any accidental s�cks right away. Rinse and wash the area well with running water and 

soap. No need to use an�sep�cs or disinfectants. It's also a good idea to flush out eyes, nose, and 
mouth with water or sterile saline, in case of any splashes from the needle.

2.  Fact-check it-Find out as much as possible about the source pa�ent who used the needle before you. It's 
especially important to find out if they could have HIV, hepa��s B, or hepa��s C.

3.  Get treated immediately-This is an urgent situa�on and requires immediate treatment in a healthcare 
se�ng. The treatment plan will depend on the situa�on, including how deep the needle went in, where 
it stuck you, your medical history, and the medical history of the source pa�ent.
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4. Report it to designated nodal center- Every hospital must have a nodal center for management of NSI. 
Repor�ng any injury from an accidental needle s�ck not only helps to get the right kind of care but also 
helps shape guidelines for future needle handling so other people stay safe.

Steps of post-exposure management
1. First aid 

2. Report to the designated nodal center 

3. Take the first dose of PEP for HIV 

4. Tes�ng for Blood born viruses (BBVs) 

5. Decision on PEP for HIV and HBV according to standard guidelines

6. Documenta�on and recording of exposure 

7. Informed consent and counseling 

8. Follow-up tes�ng of HCWs 

9. Precau�ons during the follow-up period

Possible measures may include the following depending on test results:
o Post-exposure prophylaxis (PEP) The first dose of PEP for HIV should be taken as early as possible. Effect is 

maximum if taken <2 hours and effect is nil if taken a�er 72 hours of exposure. If  HIV nega�ve status of the 
source is documented in pa�ent's case record, then the first dose of PEP is not required.

o For HIV:  Workers sustaining accidental parenteral exposures to HIV should be counseled to undergo 

baseline and follow-up tes�ng for 6 months a�er exposure (e.g., at 6 weeks, 3 months, and 6 months) to 
diagnose infec�on. Most HIV exposures warrant a two-drug regimen using two nucleoside reverse 
transcriptase inhibitors (NRTIs) or one NRTI and one nucleo�de reverse transcriptase inhibitor (NRTI).

o Vaccine for Hepa��s B. If the recipient has been successfully vaccinated, nothing may be required.  For 

exposed persons who are in the process of being vaccinated but have not completed the vaccina�on 
series, vaccina�on should be completed as scheduled.

o When hepa��s B immune globulin (HBIG) is indicated, it should be administered as soon as possible a�er 

exposure (preferably within 24 hours). The effec�veness of HBIG when administered later than 7 days a�er 
exposure is unknown. When hepa��s B vaccine is indicated, it should also be administered as soon as 
possible (preferably within 24 hours) and can be administered simultaneously with HBIG at a separate site.

o For Hepa��s C: PEP with immunoglobulin an�viral agents or immunomodulators is not recommended 

a�er exposure to HCV-posi�ve blood. There is currently no PEP for HCV.

o Hepa��s C monitoring- No specific ac�on is needed but the recipient needs to be monitored closely in 

case treatment is needed. HCP who has been exposed to an HCV-posi�ve source should have baseline 
tes�ng for an�-HCV and ALT ac�vity performed, followed by tes�ng for an�-HCV and ALT ac�vity at 4 to 
6 months a�er the exposure to detect infec�on.

First Aid: Management of exposed site
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Blood Spill Management
Spillage of blood and body fluid poses a substan�al risk for the transmission of blood-borne viruses such as 
hepa��s B, C, and HIV. Therefore, any spillage (small, few drops to large, few mL) should be considered 
infec�ous and needs to be cleaned at the earliest.

Steps of Spill Management (cdc)
The following steps need to be sequen�ally followed for the management of blood or body fluid spillage.

1. Any spillage, should be a�ended 
immediately 

2. Mark the spill area, place the wet floor 
signage

3. Wear appropriate PPE (gloves and 
gown) as men�oned in the spill kit

4. Confine the spill and wipe immediately 
with an absorbent towel or cloth, 
which is spread over the spill to solidify 
the blood or body fluid. Then it is 
disposed of as infec�ous waste 

5. Clean with hypochlorite (freshly 
prepared)

► For large spills (>10 cm size): Use 
1:10 dilu�on of 5% hypochlorite 
(5000 ppm) i.e. 0.5%

►For small spills (<10 cm size): Use 
1:100 dilu�on of 5% hypochlorite 
(500 ppm), i.e. 0.05%

6. Allow the disinfectant to remain wet on 
the surface for at least a contact �me of 
10 min

7. Rinse the area with clean water to 
remove the disinfectant residue.
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Transmission-based Precau�ons (TBPs)

Defini�on:

Transmission-based precau�ons (TBPs), also called specific precau�ons are a set of infec�on control prac�ces 
that should be followed over and above the standard precau�ons.

◆  TBPs should be prac�ced when giving care to pa�ents who are infected with infec�ous agents having 
specific modes of transmission such as contact, droplet, and airborne

◆  Accordingly, there are three types of TBPS-

1. contact precau�ons, 

2. droplet precau�ons and 

3. airborne precau�ons 

◆  TBPs should be followed even when the specific infec�ons are suspected and may be discon�nued later 
when the diagnosis is ruled out.

Contact precau�ons
Contact precau�on should be followed when there is defini�ve or suspected evidence of certain infec�ous 
agents that are transmi�ed by direct or indirect contact during pa�ent care.

* Direct transmission occurs when infec�ous agents are transferred from one person to another person 
without a contaminated intermediate object or person. For example, direct contact through contaminated 
hands (the most common mode of transmission of organisms in healthcare se�ngs) or direct contact with 
blood or body fluids from an infec�ous person.

*  Indirect transmission involves the transfer of an infec�ous agent through a contaminated intermediate 
object (clothes, pa�ent-care devices, environmental surfaces, fomite) or person.

Agents Transmi�ed Through Contact 
1. MRSA (Methicillin-resistant S. aureus)

2. CRE (Carbapenem resistant Enterobacteriaceae) 

3. VRE (vancomycin-resistant enterococci)

4. MDR non-fermen�ng gram-nega�ve bacilli such as Acinetobacter, Pseudomonas, etc.

5. Agents of conjunc�vi�s (e.g. adenovirus, gonococcus, Chlamydia)

6. Any highly contagious skin lesions (abscess, impe�go, infected ulcers) Infected with Group A 
Streptococcus, Staphylococcus, HSV lesions

7. Skin infesta�ons (e.g. scabies)

8. Agents of diarrhea such as rotavirus, cholera, C. difficile 

9. Enterically transmi�ed hepa��s viruses (HAV and HEV).

Infec�on control measures

The following infec�on control measures should be applied In addi�on to other standard precau�on measures. 
1. Hand hygiene: Strict adherence to hand hygiene is an absolute requirement of contact precau�on as 

transmission via contaminated hands accounts for the majority of contact transmission
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2. PPEs: Wear a gown and gloves on room entry. Change the gown and gloves between pa�ents even if both 
pa�ents share a room and/or one or both are on Contact Precau�ons. Always use hand hygiene between 
glove changes. Gloves and gowns must be removed before leaving the pa�ent-care area. 

3. Equipment: Single-use pa�ent-dedicated equipment (eg blood pressure cuffs, stethoscopes, 
thermometers) must be used. If not possible, then the equipment should be cleaned and allowed to dry 
before use on another pa�ent.

4.  Pa�ent placement: A single isola�on room with a bathroom facility is preferred. If not available, then cohor�ng 
is recommended. Cohor�ng may be carried out in various ways-Pa�ents with similar infec�ons requiring 
contact precau�ons can be placed together either in the same isola�on room or in the same cubicle or corner 
of a ward, or Spa�al separa�on of a minimum of 3 feet distance between the beds with privacy curtains. 

5. Transfer of pa�ents: Pa�ent movement should be limited only to medically necessary purposes. When 
transport is necessary, the HCW must wear PPE before transport and the infected areas of the pa�ent's 
body should be covered to contain the infec�on.

6. Disinfec�on of the rooms: Pa�ent rooms must be frequently cleaned and disinfected adequately (e.g., at 
least daily and before use by another pa�ent) focusing on frequently touched surfaces and equipment in 
the immediate vicinity of the pa�ent.

Droplet precau�ons
· Droplet precau�ons are used in addi�on to standard precau�ons are intended to prevent the spread of 

infec�ous agents that are transmi�ed through respiratory droplet via close respiratory or mucous 
membrane contact with respiratory secre�ons.

· Respiratory droplets are large par�cles (>5 µm in size) that are generated by a pa�ent who is coughing, 
sneezing or talking

· Transmission via large droplets requires close contact (<3 feet) as droplets do not remain suspended in the 
air and generally, only travel shorter distances.

· Some infec�ous agents transmi�ed by droplet route can also be significantly transmi�ed by contact mode.

Agents transmi�ed through droplets
· Diphtheria (pharyngeal)

· Haemophilus influenza type b (pneumonia, meningi�s)

· Neisseria meningi�dis-meningi�s, sepsis, pneumonia

· Pertussis (whooping cough)

· Pneumonic plague

· Mycoplasma pneumoniae

· Streptococcal (group A) pharyngi�s

· Influenza viruses, seasonal

· SARS-CoV2 (COVID-19)

· Viral hemorrhagic fevers due to Lassa, Ebola, Marburg, Crimean Congo Fever viruses

· Other viruses: Mumps, Parvovirus B19, Rhinovirus, Rubella, Adenovirus
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Infec�on control measures
The following infec�on control measures should be applied in addi�on to standard precau�ons.
1.  Hand Hygiene-Droplet transmission is also associated with contact transmission (as discussed earlier). 

Therefore, hand hygiene is an important component of droplet precau�ons.

2.  PPE-HCWs should wear a surgical mask when close contact (<3 feet) with the pa�ent is an�cipated and 
also upon room entry.

*  Pa�ents should wear a surgical mask (all the �me) + HCWs should wear protec�ve eyewear if there is 
a risk of splashes or spray to the eye/face. Gown and gloves should also be worn to prevent contact 
transmission

*  The primary func�on of the surgical mask is for 'source control'; 

*  The secondary func�on of the surgical mask is to protect the person wearing it from larger droplets 
in the environment 

3.  Respiratory Hygiene/Cough E�que�e
 The following measures are recommended for all individuals with respiratory symptoms 

·  Directly coughing or sneezing on hands or rubbing the nose should be strictly avoided

· Mouth and nose should be covered with a �ssue when coughing or sneezing. Tissues should be 
disposed into the yellow waste bins a�er use

·  If no �ssues are available, coughing or sneezing can be done into the inner elbow (sleeves), turning 
away from other pa�ents

· Hand hygiene should be performed a�er having contact with respiratory secre�ons

· Contaminated hands should be kept away from the mucous membranes of the eyes

· In outpa�ent se�ngs, pa�ents with respiratory symptoms should be segregated separately, and 
provided with masks, and a�ending the cases must be fast-tracked

· Social distancing: Individuals with respiratory symptoms should always maintain a distance of at least 
1 meter from others.

· Avoid touching eyes, nose and mouth (T-zone) with unaided hands

4.  Pa�ent Placement
 A single room is preferred for pa�ents who require droplet precau�ons. If is not available, alterna�ve 

placement op�ons can be looked for similar to contact precau�ons such as cohor�ng, spa�al separa�on 
of >3 feet, and drawing the curtain between pa�ent beds.

5.  Transfer of Pa�ents
 Transfer of pa�ents on droplet precau�ons should be limited as there is a high-risk of transmission. If 

unavoidable, then the following precau�ons should be undertaken.

· The pa�ent should wear a surgical mask while they are being transferred

· Pa�ents should follow respiratory hygiene and cough e�que�e

· HCW transpor�ng the pa�ent should wear surgical mask, gloves, gown and protec�ve eyewear.

6.  Disinfec�on of the Rooms
 Pa�ent-care items, bedside equipment, frequently touched surfaces area and environmental surfaces 

should be cleaned daily with appropriate disinfectants according to the hospital policy
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Airborne precau�ons
Airborne precau�ons when used in addi�on to standard precau�ons are intended to prevent the spread of 
infec�ous agents that are transmi�ed through respiratory aerosols. Aerosols are small-par�cles (<5um) 
generated by an infec�ous person during coughing, sneezing, talking or performing certain aerosol-genera�ng 
procedures (e.g. intuba�on). These smaller droplets remain suspended in air for long periods and may 
disperse to a distant place along with the air current.

· Mycobacterium tuberculosis

· Measles virus

· Varicella (chickenpox and zoster)

· Smallpox (variola) and monkeypox virus

· Aerosolizable spore-containing powders such as 
Bacillus anthracis

· Aspergillus (pulmonary Aspergillosis)

Agents Transmi�ed Through Aerosols

170

Topic 15: Basic IPC prac�ce



Aerosol-genera�ng Procedures (AGPS)
AGPs are procedures that can generate much higher concentra�ons of aerosols as compared to coughing, 
sneezing, or speaking and are associated with a higher risk of pathogen transmission.

* Therefore, it is recommended to follow airborne precau�ons such as isola�ng the pa�ent in a nega�ve 
pressure room and wearing appropriate PPEs like an N95 respirator 

* Examples of AGPs include Endotracheal intuba�on, open respiratory and airway suc�oning, tracheostomy 
care, cardiopulmonary resuscita�on, sputum induc�on, and bronchoscopy.

Infec�on control measures

1.  PPE
 While giving care to a pa�ent with airborne precau�on, the HCPs must wear an N95 or higher level respirator. 

The HCP must perform fit checking every �me before donning the N95 respirator to ensure it is properly 
applied. Gloves, gowns and protec�ve eyewear may be needed if the exposure risk is likely to be present.

2.  Pa�ent Placement
 Pa�ents should be placed in an airborne infec�on isola�on room (AIIR). The components of AIIR include 

adequate ven�la�on, ultraviolet germicidal irradia�on (UVGI), and filtra�on.

3.  Ven�la�on
 Ven�la�on can reduce the risk of infec�on through dilu�on and removal of room air containing infec�ous 

aerosols by the introduc�on of clean or fresh air into the room, either by natural or mechanical ven�la�on.

Natural Ven�la�on
Natural ven�la�on refers to the fresh air that enters and leaves a room through openings such as windows 
or doors. 

◆ The effect of natural ven�la�on is maximized when the door and windows are placed at opposite to 
each other and are kept open to maintain airflow at all �mes

◆ Mechanical Ven�la�on (Nega�ve-pressure Room) 
 Nega�ve-pressure room includes a mechanical ven�la�on system that maintains the pressure of the room 

slightly lesser than the pressure of the entry area (i.e. crea�ng a "nega�ve pressure"), so that it allows air to 
flow into the isola�on room but not escape from the room, as air naturally flows from areas with higher 
pressure to the areas with lower pressure, thereby preven�ng contaminated air from escaping the room. 
The nega�ve pressure room should have the following proper�es:

· Air changes per hour (ACH):A minimum of 12 ACH should take place in the high-risk area, compared to 6 
ACH per hour in a low-risk area for airborne transmission. High-risk areas include TB/chest department 
(outpa�ent and inpa�ent), bronchoscopy procedure rooms, MDR-TB wards, and clinics, airborne 
precau�on rooms 

· Nega�ve pressure differen�al between airflow from adjacent spaces to the pa�ent room should be >2.5 
Pascal 

· Door should be kept closed at all �mes

· Anteroom: The nega�ve pressure room should be preceded by an anteroom (a small outer wai�ng room 
that proceeds to the pa�ent room).
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4. Ultraviolet Germicidal Irradia�on (UVGI)
 If adequate ven�la�on is not possible, ultraviolet germicidal irradia�on (UVGI) devices can be used as in 

addi�on to nega�ve pressure ven�la�on. UVGI kills the organisms by irradia�ng them. UVGI can be wall-
mounted and should be installed at a higher level than (>8 feet from the floor) so that it will not directly 
irradiate pa�ents.

5.  Filtra�on
 The room air is directly exhausted to the outside through an exhaust fan or through HEPA (high-efficiency 

par�culate air) filtra�on. Exhaust fans must be properly installed closely fi�ng to the window 

6.  Transfer of Pa�ents
 The pa�ent on airborne precau�on should be transferred outside the nega�ve pressure room only when it 

is necessary. In such a case, the following measures should be undertaken.

· The pa�ent should wear a surgical mask and follow respiratory hygiene and cough e�que�e

· Any skin lesions associated with the condi�on (e.g. chickenpox) should be covered

· The HCP must wear an N95 respirator and other PPEs as indicated.

7.  Respiratory Hygiene and Cough E�que�e
 Pa�ents must be explained in detail about cough hygiene as described under droplet precau�ons 

8.  Visitors and Staff
 Entry of the visitors and staff should be restricted or they should wear PPE before entry into the room. The 

staff who are immune to the specific airborne disease (e.g. chickenpox) should preferably be posted in the 
airborne precau�on room whenever possible.

Table summarizing ac�vi�es in different types of precau�ons 
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Case scenario (contact Precau�ons) 
A 70-year-old woman a�er total knee replacement surgery, is transferred to post-opera�ve ward. Four days 
later she developed erythema and pus discharge at the wound site. A wound swab sent for culture shows the 
growth of MRSA, sensi�ve to vancomycin and Linezolid. Total of 10 pa�ents are housed in the same ward and 
only two nurses are posted. Hand rub is available only at the entrance and at the nursing sta�on. There is only 
one stethoscope, Blood pressure (BP) apparatus, and thermometer in the ward. It is a prac�ce in the ward to 
use the same gloves con�nuously, due to a shortage of supply. A�er 2 days, another pa�ent following 
appendectomy develops discharge from the wound site, and MRSA has grown on culture.

· Iden�fy the risk of transmission and the type of transmission-based precau�on applicable.

Explana�on
A cluster of cases of surgical site infec�on occurred with MRSA infec�on occurred with MRSA infec�on which 
resulted from a lack of standard and contact precau�ons.

· Inadequate staffing

· Inaccessibility to hand rub- Hand rubs are available only at the entrance and nursing sta�on but not at the 
bedside.

· No pa�ent dedicated equipment-There was only one stethoscope apparatus and thermometer, etc.in the 
ward.

· Inappropriate use of gloves -HCWs are using the same gloves in mul�ple occasions, without changing them 
when indicated.

· Pa�ent placement is not followed-Pa�ent isola�on and cohorts are not followed.

Case scenario (Droplet Precau�ons) 
A cluster of cases of upper respiratory tract infec�on (URTI) occurred in a long-term care facility, following a 
group ac�vity held in a common food area of the hospital. All cases who a�ended the group ac�vity had food 
and sat close to each other at the dining table. One of the individuals who a�ended the group ac�vity had 
already suffered from URTI for four days. Due to the lack of waste bins in the dining room, used �ssues were 
placed on the dining room tables. The shared bathrooms were far from the dining area; therefore, hand 
hygiene was not performed during the event. Eight individuals reported, symptoms consistent with influenza, 
which was later confirmed by the molecular test.

· Iden�fy the risk of transmission and the type of transmission-based precau�on applicable.
 Explana�on

· A cluster of influenza (URTI) cases occurred due to a lack of droplet precau�ons. The factors that promoted 
the spread of infec�on include:

· Overcrowding:

·  Lack of droplet precau�on by the index case: The index case did not follow any measures of droplet 
precau�on such as wearing a surgical mask, hand hygiene, etc. He should not have a�ended any group 
ac�vity when suffering from URTI.

· Inappropriate respiratory hygiene: Due to the lack of waste bins in the dining room, used �ssues were 
placed on the dining room tables.

· Inadequate hand hygiene due to the hand hygiene facility being far away from the dining area.
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Preven�on of device-associated infec�ons
The majority of device-associated infec�ons (DAIs) encountered in hospitals are CAUTI, CLABSI, and VAP 

◆ The presence of the device itself is a major risk factor for developing such an infec�on. This is because of 
various reasons: 

· Risk of the introduc�on of pa�ents' own flora

·  Risk of introduc�on of HCW's hand flora due to improper handling during inser�on or daily maintenance 
of the device

· Ability of the invading organism to produce biofilm over the device.

◆ Strict asep�c techniques must be followed during the inser�on and daily maintenance of the devices

❖ The preven�ve measures for each of the DAIs grouped as care bundle approach 

Care bundle approach for different types of DAI
Healthcare facili�es must adhere to a care bundle approach for the preven�on of DAIs.

· Care bundle comprises of 3 to 5 evidence-based elements with strong clinician agreement; each of the 
component must be followed during the inser�on or maintenance of the device

· Compliance to the care bundle is calculated as all or-none way, i.e. failure of compliance to any of the 
component leads to non-compliance to the whole bundle 

The components of care bundle approach for preven�on of DAIs have been described in in the following table

Care bundle for urinary catheter 
Inser�on bundle:
1.  Catheter should be inserted only when appropriate indica�on is present (e.g. acute urinary reten�on)

2.  Only the sterile items are used for inser�on of catheter 3. Catheter is inserted by non-touch technique 
with strict asepsis

4.  Closed drainage system must be used

5.  Catheter of appropriate size must be used

6.  Catheter must be properly secured a�er placement (by plaster-tube-plaster technique)

Maintenance bundle:
1.  Daily catheter care (vaginal or meatal care) must be given regularly and by strict asep�c measures such 

as hand hygiene and single use gloves

2.  Catheter is properly secured all the �me

3.  Drainage bag must be always above the floor and below the bladder level 4. Closed drainage system is 
used all the �me

5.  While collec�on of urine from bag, the following steps must be followed- Hand hygiene, change of 
gloves between pa�ents; use of separate jug for each bag, use of alcohol swabs for disinfec�on of outlet

6.  Daily assessment of readiness for removal of catheter must be documented

Care bundle for central line
Inser�on bundle:
1.  Hand hygiene before and a�er inser�on of central line 2. Use maximum sterile PPE: gloves, gown, 

drapes, cap, and mask 3. Site of inser�on-Subclavian preferred, avoid femoral 4. Skin prepara�on by
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an�sep�cs such as chlorhexidine 5. Skin must be completely dry a�er use of an�sep�cs 6. Use semi-
permeable dressing

7.  Document data and �me of inser�on

Maintenance bundle
1.  Daily asep�c central line care during handling:
 - Hand hygiene must be performed
 > Hub decontamina�on by alcohol

2.  Daily documenta�on of local signs of infec�on

3.  Change of dressing with 2% chlorhexidine

4.  Daily assessment of readiness for removal of the central line must be documented

Maintenance care bundle for mechanical ven�lator
1. Adherence to hand hygiene

2. Eleva�on of the head of the bed to 30-45°-this is to prevent oropharyngeal aspira�on to the respiratory tract

3. Daily oral care with chlorhexidine 2% solu�on

4. Need for PUD (pep�c ulcer disease) prophylaxis should be assessed daily; if needed only sucralfate 
should be used

5. DVT (deep vein thrombosis) prophylaxis should be provided if needed

6. Daily assessment of readiness to remove mechanical ven�lator must be documented

The steriliza�on and disinfec�on 
The steriliza�on and disinfec�on prac�ces in a hospital are of paramount importance in preven�ng 
transmission of healthcare-associated infec�ons.

Defini�ons
Steriliza�on, disinfec�on, and cleaning are three separate but interrelated terminologies, all aiming at 
removing or destroying microorganisms from materials or body surfaces. However, they vary in their efficacy 
of destroying the microorganisms 

Steriliza�on is a process by which all living microorganisms including viable spores, are either destroyed or 
removed from an ar�cle, surface, or medium.

Disinfec�on: It refers to a process that destroys or removes most if not all pathogenic organisms but may or 
may not destroy bacterial spores

Level of sterilant/ disinfectants according to their microbicidal ac�on.
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Type of Disinfectants
Depending upon their efficacy, the disinfectants are further classified into three categories.

· High-level disinfectants (HILD) are capable of killing bacterial spores when used in sufficient 
concentra�on under suitable condi�ons. They can kill all other microorganisms

· Intermediate-level disinfectants (ILD) destroy all microorganisms, but not bacterial spores

· Low-level disinfectants (LLD) destroy vegeta�ve bacteria and enveloped viruses; variable ac�on on non-
enveloped viruses, and fungi, but no ac�on on tubercle bacilli and spores.

 Note: An�sep�cs are a type of disinfectants that are safe to apply on body surfaces (skin and mucosa)  
destroying organisms present on the body surfaces. This type of disinfec�on is termed asepsis.

Cleaning (Decontamina�on)
Cleaning refers to the reduc�on in the pathogenic microbial popula�on to a level at which items are 
considered safe without protec�ve a�re

1
❖ Results in reduc�on of at least 2  log CFU of most of the microorganisms but not spores

❖ Achieved by manual or mechanical cleaning with soap and detergents to eliminate debris or organic 
ma�er from the medical devices or surfaces 

Agents used in the Hospital for Achieving Steriliza�on, Disinfec�on and Cleaning
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Central Sterile Supply Department (CSSD)

CSSD is an integrated place in hospitals that performs steriliza�on of medical devices, equipment, and 
consumables; that are used in the opera�ng theater (OT) of the hospital and also for other asep�c procedures.

The processing area of CSSD consists of four unidirec�onal zones star�ng from an unsterile area to a sterile 
area separated by a physical barrier.

Decontamina�on area →→ Packaging area →→ Steriliza�on area →Sterile storage area

1.  Decontamina�on area: The items are collected and then decontaminated/cleaned by either manual wash 
or by automated machines (ultrasonic washer and washer-disinfector)

2.  Packaging area: Here, the items (medical devices) are enclosed in materials or a container designed to allow 
the penetra�on and removal of the sterilant during steriliza�on and then to protect the device from 
contamina�on and other damage following steriliza�on and un�l the �me of use.  

3. Steriliza�on area: The packed medical devices received from the packaging area are subjected to a 
steriliza�on process by steam sterilizer, ethylene oxide sterilizer (ETO), or plasma sterilizer

4.  Sterile storage area: A�er steriliza�on the sterilized items are stored in this area, It has an issue counter to 
supply the items to OTs and various other areas of the hospital.

Factors Influencing the Efficacy of Sterilant/Disinfectant
The efficiency of a sterilant/disinfectant is affected by various factors:
· Organism load: As the bio-burden increases the contact �me of the disinfectant also needs to be increased

· Nature of organisms: Organisms vary greatly in their resistance to disinfectants and sterilants

· Concentra�on: The agents should be used at their op�mal concentra�on to produce the desired an�microbial 
ac�on. Higher concentra�ons may corrode the material and lower concentra�ons may be less effec�ve

· Contact �me: It is the most crucial factor for a disinfectant to be effec�ve. It refers to the period, a 
disinfectant is in direct contact with the surface or item to be disinfected. For surface disinfec�on, this 
period is framed by the applica�on to the surface un�l complete drying has occurred. Lower exposure �me 
doesn't achieve effec�ve killing
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· Temperature: The ac�vity of most agents increases as the temperature increases. However, inappropriate 
higher temperatures may degrade the agent 

· Stability: Some agents are unstable at in-use concentra�on, e.g. hypochlorite, and should be freshly 
prepared each day

· Local pH: The pH influences the an�microbial ac�vity. An increase in pH improves the an�microbial ac�vity 
of some disinfectants (e.g. glutaraldehyde, quaternary ammonium compound, or QAC) but decreases the 
an�microbial ac�vity of others (e.g. phenols, 2 hypochlorite, and iodine)

· Rela�ve humidity is an important factor influencing the ac�vity of gaseous disinfectants such as ethylene 
oxide (ETO)

· Organic ma�er such as pus, serum, blood, and stool can interfere with the an�microbial ac�vity of some 
disinfectants (e.g., hypochlorite and QAC)
o This can be overcome by (i) mechanically cleaning the instrument or surface/floor before it is subjected 

to disinfec�on/steriliza�on and (ii) increasing in exposure �me or concentra�on of the agent

o However, few other disinfectants such as phenolic or glutaraldehyde retain their efficacy in the presence 

of organic ma�er.

· Biofilm: Forma�on of biofilm is another mechanism that prevents the entry of disinfectant/sterilant to act 
on the microorganisms that are embedded inside the biofilm.

Property of an Ideal Sterilant/Disinfectant
An ideal disinfectant/sterilant should have various proper�es-(i) broader microbicidal ac�vity, (ii) fast ac�ng, 
(iii) not affected by environmental factors such as organic ma�er, (iv) nontoxic, (v) compa�ble with 
surfaces/materials to which it is used, (vi) odorless or pleasant odor, (vii) economical and (viii) environmentally 
friendly.

Spaulding's Classifica�on of Medical Devices 
Earle H. Spaulding in 1971 devised a ra�onal approach to classify medical devices into three categories 
according to the degree of risk for infec�on involved in the use of the items \

Table showing Spaulding's classifica�on of medical devices

178

Topic 15: Basic IPC prac�ce



Environmental Cleaning
Environmental cleaning of floor and surface of hospitals play a vital role in controlling the spread of infec�ons. 

General principles of environmental cleaning:

· Cleaning followed by disinfec�ons-

o Cleaning: Always cleaning with a detergent is performed first, before applying disinfectant.

o Disinfec�on: CDC recommends to use low to intermediate-level disinfectants for environmental 

cleaning such as QAC, hypochlorite and improved hydrogen peroxide.

· Cleaning sequence

o Cleaner to dir�er: The cleaner areas are cleaned first, followed by the dir�er areas.

o High to low: Top area should be cleaned first, then proceed towards bo�om.

o Inward to outwards

· Frequency of cleaning depends upon: Probability of contamina�on, Vulnerability of popula�on to 
infec�on, Frequency of hand contact

· Frequency of cleaning for common situa�ons: 

o Non-cri�cal surfaces and floors - 2–3 �mes a day 

o Ma�ress used for pa�ents - cleaned weekly and a�er discharge 

o Doors, windows, walls and ceiling - once a month and spot-cleaning when soiled 

o High touch areas - every 3-4 hours

Disinfec�on of Opera�on Theatre: Environmental cleaning in opera�on theatre(OT) minimizes pa�ents 'and 
HCPs' exposure to poten�ally infec�ous microorganisms.

Surface disinfec�on: Cleaning with a cleansing agent, followed by disinfec�on by using aldehyde-based 
disinfectant. Disinfec�on of OT is carried out in the following situa�ons

· First cleaning of the day (before cases begin) 

· In between cases (cleaning 3 to 4 feet perimeter around the OT table) 

· Terminal cleaning of OT a�er the 
last case 

· Detailed wash-down of the OT 
complex once a week 

· During renova�on or construc�on 
of OT or nearby places

Fogging (aerial disinfec�on): 
· Spraying of a disinfectant (e.g., 

glutaraldehyde O or QAC based 2 2 

product) with the help of a fogger 
machine.

A.  Fogging of opera�on theatre  B.  Fogger machine
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Hospital Waste Management/Biomedical Waste Management (BMW)
The waste generated from the hospital carries a higher poten�al for infec�ons and injuries. Therefore it is 
essen�al to have safe and reliable methods of segrega�on and disposal of hospital waste.
In developing countries, the waste generated falls into two categories: 

· General (non-hazardous solid waste, 80%)

· Biomedical waste: includes infec�ous waste (10%) and chemical/radioac�ve waste (5%)

Hospital waste requires management at every step from genera�on, segrega�on, collec�on, transporta�on, 
storage, and treatment to final disposal. The waste is monitored by the Infec�on Control Team during rounds. 
Segrega�on is the key to this waste management scheme. Proper segrega�on should iden�fy waste according 
to source and type of disposal, and disinfec�on and keep separate bins specifically suited for each waste. With 
proper segrega�on at the source, a hospital can reduce-  

1. Total Treatment cost 

2. The impact of the waste on the surrounding environment

3. The chance of infec�ng waste handlers.

4

5

6

180

Topic 15: Basic IPC prac�ce



The CORRECT way to �e the bag

Always were 
gloves

Bag shouldn’t be 
more than �⁄� full

Twist the top Tie a knot

Isola�on Precau�on for some Condi�ons
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Link for Demonstra�on:

For donning and doffing - h�ps://youtu.be/1xy00pLT9M4?si=GhIBAyhnZ0rHwLe2 

For Hand rub- h�ps://youtu.be/ZnSjFr6J9HI?si=zD0gcQqiOH6fl6lH

For Hand wash- h�ps://youtu.be/IisgnbMfKvI?si=-SsZtFrHd-mF_iVM

Assessment Plan:
1. Case study

2. Hand rub/Hand washing Check List

3. Hand hygiene compliance by Hand hygiene audit form

4. Donning and doffing of PPE

Hand rub/Hand washing Check List
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WHO Hand Hygiene Observa�on Form
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· িবগত ১০০ বছেররও েবিশ সময় ধের সাদা অɇাɛন (েহায়াইট েকাট) িচিকৎসকেদর ɛধান ɛতীক িহেসেব ΕবΉত হেয় আসেছ।

· উনিবংশ শতাˠীর েশষ ভােগর আেগ িচিকৎসেকরা সাদা নয় বরং কােলা েপাশাক পরেতন।

· উনিবংশ শতাˠীর েশষ পয ȟ̄  িচিকৎসেকরা কােলা েপাশাক পরেতন এবং তϲেদর ɛিতҍিতেতও কােলা েপাশােকই িচিɖত করা হেতা।

· উনিবংশ শতাˠীর েশষ পয ȟ̄  িচিকৎসা পরামশ ȟ েনওয়া সাধারণত মাӂেষর েশষ আɢয় িহেসেব িবেবিচত হেতা এবং ɛায়ই ӓҶɇর    

    ӆব ȟাভাস িহেসেব েদখা িদত। তাই িচিকৎসকেদর গাঢ় রেঙর েপাশাক পরার স˯াΕ একɪ কারণ এɪ হেত পাের।

· ১৮০০ সােলর েশষ Ҹতীয়াং পয ȟ̄  েকােনা িচিকৎসেকর সােথ সাɻাৎ সাধারণত েরাগীর েতমন উপকাের আসত না।

িচিকৎসেকরা তােদর সাদা েকাট Ɋহণ কেরিছেলন পরীɻাগােরর িবʗানীেদর কাছ েথেক।
· ১৯শ শতাˠীর মΒভােগর আেগ েকবলমাɖ পরীɻাগাের কাজ
     করা িবʗানীরাই Ιাব েকাট পরেতন, যা িছল েবইজ রেঙর
     (হালকা েগালািপ-হলেদেট আভাӔɳ)।

· ১৯শ শতাˠীর মΒভােগ Ιাবেরটির িবʗানীরা ৈবʗািনক 
অӂসːােনর মাΒেম েদখােত সɻম হন েয িচিকৎসািবΑায় 
ɛচিলত অেনক “িচিকৎসা পʺিত” কায ȟত েকােনা ফলই িদত 
না। এর ফেল িচিকৎসািবΑার (িচিকৎসকেদর) ময ȟাদা Ѐʫ 
হয় এবং েস সমেয়র বΈ িচিকৎসকেক কায ȟত ভʨ 
(quack) িহেসেব িবেবচনা করা হেতা।.

· েসই সমেয় সাধারণমাӂষ ও শাসকরা িবʗানীেদর স˰ান 
করেতন, িকͤ িচিকৎসকেদর ɛিত িছল অিব͵াস। তাই 
িচিকৎসা-েপশা িনেজেদর ময ȟাদা িফিরেয় আনেত িবʗােনর 
িদেক Ңেঁক পেড়।

· ফেল িচিকৎসেকরা িসʺাˉ িনেলন িনেজেদর িবʗানী িহেসেব
     গেড় েতালার।

· অবেশেষ মেন করা হেয়িছল েয, Ιাবেরটির̶িল নҶন আিব̊ার ৈতির করেত পাের যা েরাগ িনরামেয় ̶Ͱ͉ӆণ ȟ অɊগিত ɛদান করেব।



 িচিকৎসকরা িনেজেদরেক িবʗানী িহেসেব উপ̝াপন করার জΓ ৈবʗািনক Ιাব 
েকাটেক তােদর েপাশােকর মানক িহেসেব Ɋহণ করেলন।

· এবং ১৮৮৯ িɉ̌ােˠ িচিকৎসকরা সবেচেয় পিরিচত ৈবʗািনক ɛতীক, Ιাবেরটির েকাট, পরা     

      ʹͰ কেরন।

· যখন িচিকৎসা েপশায় Ιাব েকাট (যা Ӓলত েবইজ রেঙর) Ɋহণ করা হয় তখন 

     িচিকৎসকরা তােদর েকােটর রঙ সাদা রাখার পছˍ কেরন।

আҿিনক সাদা েকাট িচিকৎসা েɻেɖ কানাডায় পিরচয় করান ডা. জজȟ আম ȟ̘ ং (১৮৫৫–
১৯৩৩), িযিন মিˁয়াল েজনােরল হাসপাতােলর একজন শΙিচিকৎসক এবং কানািডয়ান 
েমিডেকল অɇােসািসেয়শেনর সভাপিত িছেলন।.

১৯শ শতাˠীর েশষ এবং ২০শ শতাˠীর ʹͰেত, যখন িচিকৎসা সিতɇকার অেথ ȟ 
ৈবʗািনক েপশায় ͱপাˉিরত হয় তখন িচিকৎসার “ʹʺতা” বা “ʹɞতা” 
িচিকৎসকেদর েপাশােকও ɛিতফিলত হেত ʹͰ কের।

ডাɳাররা েকন সাদা েকাট পেরন তা েবাঝার জΓ কেয়কɪ Ӓল কারণ 
রেয়েছ: 
· েরাগী, নাস ȟ এবং অΓাΓ িচিকৎসকেদর ͏ারা ͍ত সনাɳকরণ স˯ব হয়।

· ে̙েথাে̖ােপর মেতা িজিনসপɖ বহেনর জΓ বড় পেকট থােক।

· েপাশাকেক দাগ বা ময়লা েথেক রɻা কের।

· িচিকৎসক িহেসেব ময ȟাদা বা অব̝ােনর উপর েজার েদয়।

· িচিকৎসকেদর ɛিত সামািজক ɛতɇাশা েমেন চলেত সাহাΗ কের।

· পিরেবশ এবং েরাগী েথেক সংɈমণ বা ҽষণ েথেক িনেজেক রɻা কের।

· পিরʑˑতার ছাপ বা ধারণা ɛচার কের।

· িনেজর েথেক েরাগীেদর সংɈমণ বা ҽষণ েথেক রɻা কের।

· ɛায়শই ঠা˅া হাসপাতােল শরীেরর উ̏তা বজায় রােখ।

· মন̜ািʮক একɪ বাধা ӡি̌ কের, ফেল সহেজ েযাগােযাগ করা যায় না।
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সাদা েকােটর অӂ̎ান (White Coat Ceremony)-এর ইিতহাস:
• সাদা েকােটর অӂ̎ান েমিডেকল িশɻাথ̭েদর জΓ একɪ রাইড অফ Δােসজ (rite of passage), অথ ȟাৎ েপশাগত    
       জীবেন ɛেবেশর ɛতীকী ও ̶Ͱ͉ӆণ ȟ অӂ̎ান। এɪ িশɻাথ̭েদরেক আӂ̎ািনকভােব িচিকৎসা েপশায় ·াগত জানায় এবং তােদর  
       মেΒ েপশাদাির͉, ৈনিতকতা এবং েরাগীর ɛিত দািয়͉েবােধর েচতনা জাɊত কের।

• সাদা েকােটর অӂ̎ানɪ ১৯৯৩ সােল আন ȟ˹  িপ. েগা˹ ফাউে˅শন ͏ারা ɛিতি̎ত হয়।

• অӂ̎ােনর সময় ɛিতɪ িশɻাথ̭র কϲেধ সাদা েকাট পরােনা হয় এবং ɛায়শই িহেপােɈɪক শপথ (Hippocratic Oath)

       পাঠ করা হয় যা তােদর িচিকৎসা েপশায় ɛেবেশর ɛতীক িহেসেব গΏ হয়।

•  এɪ ɛায়শই েপশাদািরে͉র ɛতীক িহেসেব েদখা হয় এবং ভিবΜৎ িচিকৎসেকর উপর Γ̜ ভারী দািয়ে͉র ̶Ͱ͉েক ɛকাশ কের।

• সাদা েকাট ɛায়শই নҶন িশɻাথ̭েদর িচিকৎসা Ѻেল ɛেবেশর ɛথম িদেন একɪ অӂ̎ােনর মাΒেম ɛদান করা হয়।

· সাদা েকােটর অӂ̎ান (White Coat Ceremony, WCC) হল িকҜ েমিডেকল Ѻল এবং অΓাΓ ·া̝ɇ স˫িকȟত 
িশɻাɛিত̎ােন একɪ আӂ̎ািনক রীিত, যা িশɻাথ̭র ɛাক-িɶিনকাল (preclinical) অΒয়ন েথেক িɶিনকাল ·া̝ɇিবʗােন 
(clinical health sciences) ͱপাˉেরর Ӡচনা িচি̧ত কের।
       · িকҜ Ѻেল, েযখােন িশɻাথ̭রা তােদর িশɻাজীবেনর  
                   ʹͰেতই েরাগীর সেʊ েদখা ʹͰ কের, সাদা েকােটর  
        অӂ̎ান ɛথম বষ ȟ ʹͰ হওয়ার আেগ অӂি̎ত হয়।

· িবে͵র অেনক েমিডেকল Ѻেল িশɻাথ̭রা ɛথম বেষ ȟর 
অɇানাটিম ɶাস েথেক তােদর সাদা েকাট পরা ʹͰ 
কের, তাই অেনক েɻেɖ সরাসির েকােনা আӂ̎ািনক 
সাদা েকােটর অӂ̎ান অӂি̎ত হয় না।

· এɪ িশɻাথ̭েদর জΓ একɪ মানদʨও ɛদান কের, 
যার িবͰেʺ তারা ɛিতɪ েরাগীর যেʱর কম ȟকাʨ 
পিরমাপ করেত পাের।

White Coat Ceremony
১৯৯৩ সােল ডা. আন ȟ˹  িপ. েগা˹, একজন িশɻক ও িশʹর ̞াөিবেশষʗ, কলিͯয়া িব͵িবΑালেয়র েকােলজ অফ িফিজিশয়ানস অɇা˅ 
সাজȟনস-এ ɛথম ӆণ ȟাʊ সাদা েকােটর অӂ̎ান (White Coat Ceremony, WCC) ৈতির কেরন। এর আেগ, েমিডেকল 
িশɻাথ̭রা সাধারণত িহেপােɈɪক শপথ (Hippocratic Oath) ɛথমবার Ɋহণ করেতন ̞াতেকাʯর সমােরােহ (commence-
ment)।
 িশɻাথ̭েদর ɛথম িদেনর ɶাস ʹͰ হওয়ার আেগ িচিকৎসা েপশার জΓ ɛতɇাশা
   ও দািয়͉ স˫েকȟ ӟ̡̌ িনেদ ȟিশকা েদওয়া।
 িশɻাথ̭েদরেক িচিকৎসা েপশার ৈনিতকতা, েপশাদাির͉ এবং েরাগীর ɛিত
দািয়͉েবােধর সেʊ পিরিচত করা।
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সাদা েকােটর অӂ̎ােনর (White Coat Ceremony) উেʸΚসӒহ:

1. সাদা েকােটর অӂ̎ান েমিডেকল িশɻাথ̭েদর জΓ একɪ রাইত অফ Δােসজ (rite of passage) 
2.    সাদা েকাট েপশাদািরে͉র ɛতীক এবং ভিবΜ
      িচিকৎসেকর উপর Γ̜ ভারী দািয়ে͉র ̶Ͱ͉ ɛকাশ কের।

3.   এɪ যʱশীলতা এবং িব͵ােসর ɛতীক িহেসেবও েদখা

     হয় যা েরাগীেদর েথেক িচিকৎসকরা অজনȟ  করেত হেব।

4.   সাদা েকােটর অӂ̎ান েমিডেকল িশɻাথ̭েদর জΓ একɪ

      ̶Ͱ͉ӆণ ȟɛতীক, যা তােদর িচিকৎসক হওয়ার নҶন এবং

      উেʯজনাӆণ ȟযাɖার ʹͰ িনেদশȟ  কের।

5. অӂ̎ােনর সময় ɛিতɪ িশɻাথ̭র কϲেধ সাদা েকাট
পরােনা হয় এবং িহেপােɈɪক শপথ (Hippo-
cratic Oath) পাঠ করা হয় যা তােদর িচিকৎসা
েপশায় ɛেবেশর ɛতীক িহেসেব গΏ হয়।

আমরা “সাদা েকােটর অӂ̎ান (White Coat Ceremony)” ?

1. আপনার অজনȟ ̶িল ·ীҍিত েদওয়া হয়। এɪ িশɻাথ̭েদর পিরɢম ও অɊগিতর ̶Ͱ͉ উপলিˡ করােত সাহাΗ কের এবং

      আʲিব͵াস Ӎিʺ কের।

2.   এɪ িচিকৎসা েপশার েপশাদার বтে͉র (professional brotherhood) অংেশ অˉӎিȟ ɳর একɪ আӂ̎ািনক উেΑাগ।

3.   সাদা েকােটর ̶Ͱ͉ েবাঝা অথাȟ ৎ এɪ েকবল একɪ েপাশাক নয় বরং েপশাদাির͉, ৈনিতকতা, েরাগীর ɛিত দািয়͉ এবং িব͵ােসর

      ɛতীক িহেসেব কাজ কের তা উপলিˡ করা।

িচিকৎসা ৈনিতকতা / িবএমিডিস (BMDC) ডাɳারেদর ৈনিতক েকাড-েঘাষণা:

েঘাষণাপɖ:

· েজেনভা েঘাষণাপɖ (Declaration of Geneva) ১৯৪৮ সােল িব͵ িচিকৎসা সং̝া (World Medical Associ-
ation)-এর সাধারণ পিরষেদ েজেনভায় Ғহীত হয়। একজন িচিকৎসা েপশার সদΝ িহেসেব এর Ӓল িবষয̶়েলা হেলা:

· আিম solemnly pledge (গ˯ীরভােব ɛিতͶিতবʺ) করিছ েয আমার জীবন মানবতার েসবায় িনেবিদত করব।

· আমার েরাগীর ·া̝ɇ ও মʊল আমার সব ȟ ɛথম িবেবচɇ িবষয় হেব।

· আিম আমার েরাগীর ·ায়ʯশাসন এবং মযাȟদা স˰ান করব।

· আিম মানবজীবেনর ɛিত সেবাȟʎ স˰ান বজায় রাখব।
· আিম আমার দািয়͉ এবং েরাগীর কΙােণর মেΒ েকােনা ɛকার িবেবচনা-বয়স, েরাগ বা অɻমতা, ধম,ȟ জািতগত পিরচয় িলʊ,

    জাতীয়তা, রাজৈনিতক সংӔিɳ, জািত, েযৗন অিভӑখ, সামািজক অব̝ান বা অΓ েকােনা কারণ-ɛেবশ করেত েদব না।

· আিম আমার ɛিত আ̝া েরেখ েয েগাপনীয়তা েশয়ার করা হেয়েছ তা রɻা করব, এমনিক েরাগী মারা যাওয়ার পেরও।

· আিম আমার েপশা অˉঃসʯা ও মযাȟদার সেʊ অӂশীলন করব এবং ӟ̎ু িচিকৎসা পʺিতর (Good Medical Prac-

 tice) সেʊ সামʛΝ েরেখ কায ȟ

·

 কর করব।

· আিম িচিকৎসা েপশার স˰ান এবং মহৎ ঐিতহɇেক এিগেয় িনেয় যাব।

· আিম আমার িশɻক, সহকম̭ ও িশɻাথ̭েদর েসই স˰ান এবং ҍতʗতা ɛদান করব যা তােদর ɛাΔ।

· আিম িচিকৎসা েপশার স˰ান এবং মহান ঐিতহɇেক এিগেয় েনওয়ার েচ̌া করব।

· আিম আমার িশɻক, সহকম̭ ও িশɻাথ̭েদর েসই স˰ান ও ҍতʗতা ɛদান করব যা তােদর ɛাΔ।

· আিম আমার িচিকৎসা ʗান েরাগীর কΙাণ এবং ·া̝ɇেসবার উˑিতর জΓ ভাগ কের েনব; েরাগীর ɛেয়াজেন আিম ͍ত Εব̝া েনব।
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· যিদ েরাগীর ӟরɻা অভɇˉরীণ শারীরӍʯীয় বা বািহɇক পিরেবশগত কারেণ Ңিঁকেত পেড় আিম ͍ত Εব̝া েনব।

· আিম আমার িনেজর ·া̝ɇ, কΙাণ এবং দɻতা বজায় রাখব, যােত সেব ȟাʎ মােনর যʱ ɛদান করেত সɻম হই।

· আিম আমার িচিকৎসা ʗান মানবািধকােরর এবং নাগিরক ·াধীনতার লʌন করেত Εবহার করব না, এমনিক Έমিকর ӑেখ হেলও।

· আিম এই ɛিতͶিত̶েলা গ˯ীরভােব, ে·ʑায় এবং আমার স˰ানেক িভিʯ কের Ɋহণ করিছ।

আˉজȟািতক িচিকৎসা ৈনিতকতা েকাড (Interna�onal Code of Medical Ethics)

· িব͵ িচিকৎসা সং̝া (World Medical Association, WMA), যা িচিকৎসা েপশার ৈবি͵ক ɛিতিনিধ, ɛথমবােরর      

    মেতা আˉজȟািতক িচিকৎসা ৈনিতকতা েকাড (International Code of Medical Ethics, ICoME) ১৯৪৯
    সােল Ɋহণ কের।
· েরাগীেদর ɛিত, অΓ িচিকৎসক ও ·া̝ɇকম̭েদর ɛিত, িনেজেদর ɛিত এবং সমােজর ɛিত সামিɊকভােব
· স˩িত আˉজȟািতক িচিকৎসা ৈনিতকতা েকাড (ICoME) একɪ বড় ৪ বছরΕাপী Ӆনঃসং̖ার ɛিɈয়ার মΒ িদেয় েগেছ, যা 
     culminate হেয় অেɰাবর ২০২২-এ বািল ȟেন WMA সাধারণ পিরষেদর (General Assembly) একমত িসʺােˉ   
     Ɋহণ করা হয়।

· েরাগীর কােছ ɛদʯ েসবার জΓ সɬক েপশাগত িফ ছাড়া অΓ েকােনা টাকা Ɋহণ করা, যিদও েরাগী তা জােন, তা অৈনিতক।
· মাӂেষর শারীিরক বা মানিসক ɛিতেরাধɻমতা Ҽব ȟল করেত পাের-এমন েকােনা কাজ বা পরামশ ȟ ʹҿমাɖ তার িনেজর ·ােথ ȟ   
     Εবহার করা েযেত পাের।

· িচিকৎসকেক নҶন আিব̊ার বা িচিকৎসার নҶন েকৗশল ɛকাশ করার েɻেɖ অতɇˉ সতকȟ থাকেত পরামশ ȟ েদওয়া হয়।

· িচিকৎসকেক ʹҿমাɖ েস িবষয়ɪ ɛতɇিয়ত বা সাɻɇ েদওয়া উিচত যা েস িনেজ Εিɳগতভােব যাচাই কেরেছ।

আˉজȟািতক িচিকৎসা ৈনিতকতা েকাড (Interna�onal Code of Medical Ethics)
িচিকৎসকেদর সাধারণ দািয়͉সӒহ (Du�es of Doctors in Genera:)

· একজন িচিকৎসকেক সব ȟদা েপশাগত আচরেণর সেব ȟাʎ মানদʨ বজায় রাখেত হেব।

· একজন িচিকৎসকেক তার েপশা লাভ বা অেথ ȟর ɛেলাভেন ɛভািবত না হেয় অӂশীলন করেত হেব।

· িন˨িলিখত আচরণ বা ɛথা̶েলা অৈনিতক (unethical) িহেসেব গΏ করা হয়:
ক. ·-ɛচারণা (Self-advertisement): ʹҿমাɖ জাতীয় িচিকৎসা ৈনিতকতা েকাড ͏ারা ӟ̡̌ভােব অӂেমািদত েɻেɖ 
Εতীত েকােনা ·-ɛচারণা করা।
খ. েপশাগত ·াধীনতার অভাবӔɳ সহেযািগতা: এমন েকােনা িচিকৎসা েসবায় সহেযািগতা করা েযখােন িচিকৎসেকর েপশাগত 

·াধীনতা েনই।

আˉজȟািতক িচিকৎসা ৈনিতকতা েকাড (Interna�onal Code of Medical Ethics)
েরাগীর ɛিত িচিকৎসেকর দািয়͉ (Du�es of Doctors to the Sick:)

· একজন িচিকৎসকেক সব ȟদা মানবজীবন রɻার দািয়ে͉র কথা মেন রাখেত হেব ʹͰ েথেকই (গভȟধারণ েথেক)। েথরািপউɪক 
    এবরশন (Therapeutic abortion) ʹҿমাɖ তখনই করা যােব যিদ িচিকৎসেকর িবেবক এবং জাতীয় আইন তা  
    অӂেমাদন কের।
· একজন িচিকৎসক তার েরাগীর ɛিত ӆণ ȟ আӂগতɇ এবং িনেজর সম̜ ৈবʗািনক সɻমতা ɛদান করার দািয়ে͉ আবʺ। যিদ েকােনা 
    পরীɻা বা িচিকৎসা তার ɻমতার বাইের হয় িতিন েয িচিকৎসক েসই দɻতা রােখন তােক সাহােΗর জΓ ডাকার দািয়͉ পালন 
    করেবন।
· একজন িচিকৎসকেক তার েরাগী স˫েকȟ েযটা জানা আেছ তার সব িকҜ ӆণ ȟ েগাপনীয়তা বজায় রাখেত হেব, কারণ েরাগী তােক েয  
     আ̝া ɛদʯ কেরেছন তা রɻা করেত হেব।
· একজন িচিকৎসকেক মানিবক কতȟΕ িহেসেব জͰির িচিকৎসা ɛদান করেত হেব, যতɻণ না িতিন িনি̃ত হন েয অΓরা উɳ  
     িচিকৎসা িদেত ইЌক এবং সɻম। 191
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আˉজাȟ িতক িচিকৎসা ৈনিতকতা েকাড (Interna�onal Code of Medical Ethics)

িচিকৎসকেদর এেক অপেরর ɛিত দািয়͉ (Du�es of Doctors to each other):

· একজন িচিকৎসকেক তার সহকম̭েদর সােথ েসভােব আচরণ করা উিচত েযমনভােব িতিন চান তারা তার সােথ আচরণ কͰক।
· একজন িচিকৎসকেক তার সহকম̭র েরাগীেক ɛӗˡ বা েলাভ েদিখেয় িনজিদেক আনা উিচত নয়।
· একজন িচিকৎসকেক িবǦ েমিডক¸াল অ¸ােসািসেয়শন অ̱েমািদত **েজেনভা েঘাষণার** নীিতমালা অ̱সরণ করেত হেব।

েজেনভা েঘাষণাপɖ (Declara on of Geneva)

েজেনভা েঘাষণাপɖ ইিতহাস (The History of The Declara�on of Geneva:)

· েজেনভা েঘাষণাপɖ (Declaration of Geneva) হেলা িহেপােɈɪক শপেথর আҿিনক সং̖রণ, যা িচিকৎসেকর
 মানিবক লɻɇ ও মানবতার েসবায় ɛিতͶিতবʺতার েঘাষণা িহেসেব কাজ কের।
· এɪ ৈতির হয় িচিকৎসা ৈনিতকতার ɛিত উে͏েগর কারেণ, িবেশষ কের নািজ জামাȟ িনেত সংঘɪত িচিকৎসা অপরােধর
     পিরেɛিɻেত।
· এর নামকরণ করা হেয়িছল কারণ এɪ ১৯৪৮ সােল ӟইজারΙাে˅র েজেনভায় িব͵ িচিকৎসা সং̝া (WMA)-এর ি͏তীয় সাধারণ
     সভায় (Second General Assembly) Ғহীত হেয়িছল।
· আজকাল, েবিশরভাগ ̞াতক পযাȟ েয়র েমিডেকল িশɻাথ̭ েজেনভা েঘাষণাপেɖ (Declaration of Geneva) শপথ
 Ɋহণ কেরন, যখন তারা িচিকৎসা েপশার সদΝ িহেসেব অˉӎɳȟ  হন।
· আিম গ˯ীরভােব ɛিতͶিতবʺ করিছ েয, আমার জীবন মানবতার েসবায় িনেবিদত করব।
· আিম আমার িশɻকেদর ɛাΔ স˰ান ও ҍতʗতা ɛদান করব।

Declara�on of Geneva
· আিম িবেবক ও মযাȟদার সােথ আমার েপশা অӂশীলন করব।
· আমার েরাগীর ·া̝ɇ ও কΙাণই হেব আমার সব ȟɛথম িবেবচɇ িবষয়।
 আিম আমার ওপর Γ̜ েগাপনীয়তােক স˰ান করব, এমনিক েরাগীর ӓҶɇ-পেরও।
 আমার সামেΐȟর সেব ȟাʎ Εবহার কের আিম িচিকৎসা েপশার ময ȟাদা ও মহান ঐিতহɇ বজায় রাখব।
 আমার সহকম̭রা হেবন আমার েবান ও ভাই।
 বয়স, েরাগ বা অɻমতা, ধম ȟ, জািতগত উৎস, িলʊ, জাতীয়তা, রাজৈনিতক সংি̈̌তা, বণ ȟ, েযৗন অিভӑখ, সামািজক অব̝ান বা 
     অΓ েকােনা িবষয়েক আিম আমার দািয়͉ ও েরাগীর মােঝ হ̜েɻপ করেত েদব না।
 আিম মানবজীবেনর ɛিত সেব ȟাʎ স˰ান বজায় রাখব।
 আিম েকােনা পিরি̝িতেতই, এমনিক Έমিকর ӑেখও, মানবািধকার ও নাগিরক ·াধীনতা লʌেনর জΓ আমার িচিকৎসা ʗান 
    Εবহার করব না।
 আিম এই অʊীকার̶েলা করিছ গ˯ীরভােব, ·াধীনভােব এবং আমার স˰ােনর উপর ভর কের।

িহেপােɈɪক শপথ (Hippocra�c oath)
· িহেপােɈɪক শপথ ঐিতহɇগতভােব তͰণ িচিকৎসকেদর েপশায় ɛেবেশর সময় ɛদান করা হয়।
 িহেপােɈɪস, িযিন ‘িচিকৎসািবʗােনর জনক’ নােম পিরিচত একজন িɊক িচিকৎসক, িɉ̙ӆব ȟ ɛায় ৪৬০ েথেক ৩৭৭ অˠ পয ȟ̄         
     জীিবত িছেলন। িতিন িচিকৎসািবΑােক ̲সং̖ার, দশ ȟন ও ধম̭য় আচার েথেক ӑɳ কের ৈবʗািনক িভিʯর ওপর ɛিতি̎ত কেরিছেলন।
 তার শারীরিবΑা, েরাগতʮ এবং িচিকৎসািবΑা Ӓলত তϲর ӆব ȟӠিরেদর মতবাদ ও িশɻার ওপর িভিʯ কের গেড় উেঠিছল।
 িহেপােɈɪক শপথ হেলা িচিকৎসা চচ ȟার েমৗিলক নীিত, যা িচিকৎসকেদর জΓ ৈনিতক আচরণিবিধ িনধ ȟারণ কেরেছ।
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িহেপােɈɪক শপেথর Ӓল নীিতসӒেহর সারসংেɻপ (Summary of principles from the Hippocra�c Oath)

ɶািসকɇাল িহেপােɈɪক শপথেক িন˨ͱেপ সংেɻপ করা হেয়েছ (The classical Hippocra�c Oath has been

summarised as):

· একɪ গ˯ীর অʊীকার: িশɻক ও অΓাΓ িচিকৎসকেদর ɛিত সংহিতর ɛিতͶিত।

· সদাচরণ (ভাল করা বা অমʊল এড়ােনা) এবং অমˍাচরণ- অথাȟ ৎ েরাগীর ɛিত ‘েকােনা ɻিত না করা’-এর অʊীকার। (উে̂খেযাΌ

   েয, ӟপিরিচত ‘ɛথেম েকােনা ɻিত কেরা না’ বাকɇɪ ɶািসকɇাল িহেপােɈɪক শপেথ আসেল েনই)।

· আʲহতɇা বা গভপȟ ােতর েɻেɖ েকােনা সহায়তা না করা।

· শΙিচিকৎসা সাজনȟ েদর কােছই েছেড় েদওয়া।

· ɻিত না করা-িবেশষ কের েরাগীেক ɛӗˡ বা ɛেরািচত না করা।

· েগাপনীয়তা রɻা করা এবং কখেনাই েরাগী স˫েক ȟ ̶জব বা Εিɳগত তΐ ছিড়েয় না েদওয়া।

 (The Hippocra�c Oath):
(Modern Version)

আিম সবশȟ িɳমােনর উপি̝িতেত এবং আমার পিরবার, িশɻক ও সহকম̭েদর সামেন শপথ করিছ েয, আমার সামΐȟ ও িবেবচনা 
অӂযায়ী আিম এই শপথ ও িবধান পালন করব। যারা আমােক িচিকৎসাশা̛ িশɻা িদেয়েছন তােদর সবাইেক আিম আমার িপতামাতার 
সমান ɢʺার আসেন রাখব এবং একই মেনাভাব ও িন̎া িনেয় এই িচিকৎসািবΑার ʗান অΓেদর মােঝ ছিড়েয় েদব। িচিকৎসািবʗা
েনর উˑয়েনর সেʊ তাল িমিলেয় চলার জΓ আিম অΒবসােয়র সেʊ আমার ʗান Ӎিʺ করেত থাকব। যারা আমার িচিকৎসা চাইেব, 
তােদর সবাইেক আিম ΕিতɈমহীনভােব িচিকৎসা েসবা েদব-যতɻণ না তা অΓ কারও িচিকৎসােক Εাহত কের। এবং েযখােন 
িবেশষʗ মতামত ɛেয়াজন হেব, েসখােন েরাগীর কΙােণর জΓ িবেশষ দɻ িচিকৎসেকর পরামশ ȟ Ɋহণ করব। আিম েসই
িচিকৎসা-পʺিতই অӂসরণ করব, যা আমার সামΐȟ ও িবেবচনায় েরাগীর উপকাের আেস, এবং যা ɻিতকর বা ҼরিভসিːӒলক, তা
েথেক িবরত থাকব।আিম েকােনা েরাগীেক-চাইেলও-মরণঘাতী েকােনা ওӜধ েɛসɈাইব বা ɛেয়াগ করব না, এবং এমন েকােনা িবষেয়
কাউেক পরামশওȟ  েদব না। গভধȟ ারেণর সময় েথেক ɛাҍিতক ӓҶɇ পয ȟ̄  ɛিতɪ মানবজীবেনর ɛিত সেবাȟʎ স˰ান ɛদশনȟ  করব এবং
েয গভপȟ াত সেচতনভােব একɪ অনΓ মানবজীবন ন̌ কের, তােক ɛতɇা΋ান করব। পিবɖতা, পিবɖ মেনাভাব ও কΙাণকািমতার
সেʊ আিম জীবনযাপন করব এবং আমার িচিকৎসা-িশ˾ অӂশীলন করব। আসˑ েকােনা িবপেদর সɬক ও িবচɻণ ɛিতেরাধ Εতীত,
আিম ৈবধ এবং অবগত স˰িত ছাড়া েকােনা েরাগীেক িচিকৎসা করব না, এবং েকােনা মাӂেষর ওপর গেবষণা পিরচালনা করব না।
আিম Ӌিঝ েয গেবষণার উেʸΚ অবΚই সংি̈̌ Εিɳর ·াে̝ɇর উˑয়ন হওয়া উিচত। আমার েপশাগত চচাȟর সেʊ বা তার বাইের-
েরাগীেদর জীবেন যা িকҜ আিম েদিখ বা ʹিন, যা ɛকাশ করা উিচত নয় আিম তা ɛকাশ করব না; কারণ আিম মেন কির এসব িবষয় 
েগাপন রাখা উিচত। আমার েপশাগত অӂশীলেনর সেʊ বা এর বাইের, আিম আমার েরাগীেদর জীবেন েয েকােনা িকҜ েদখেত বা ʹনেত 
পাির যা জনসমেɻ ɛকাশ করা উিচত নয়-আিম েসসব ɛকাশ করব না, কারণ আিম মেন কির এইসব িবষয় েগাপন রাখা উিচত।
যতিদন আিম এই শপথ অҧট রাখব, ততিদন সবশȟ িɳমােনর আশীবাȟেদ এবং সহকম̭ ও সমােজর স˰ান িনেয় আিম জীবন উপেভাগ
করেত এবং িচিকৎসাশাে̛র ʗান ও কম ȟ অӂশীলন করেত পাির-এই ɛাথনȟ া কির। িকͤ যিদ আিম এই শপথ ভʊ কির বা লʌন কির,
তেব এর িবপরীতটাই েযন আমার ভােΌ আেস। েয েকােনা েরাগীর পিরেবেশ ɛেবশ করেল, আিম অӟ̝েদর কΙােণর জΓই ɛেবশ
করব এবং ইʑাҍত েকােনা Ҽরাচরণ বা Ҽন̭িত েথেকও িবরত থাকব, এমনিক েকােনা েরাগীেক ɛӗˡ করাও কেঠারভােব পিরহার
করব।
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Purpose/aim of this module
 “

Fox and Benne� state, CME is the systema�c a�empt to facilitate change in physicians' prac�ces.”

Medicine is experiencing con�nuous and significant advancements across all fields. The substan�al 
improvements in understanding the underlying causes of diseases have allowed for more ra�onal founda�ons 
for the diagnosis and management of various disorders. New tools and therapies are con�nually emerging, 
enhancing pa�ent care and management, and raising hopes for more targeted treatments for many 
condi�ons. Con�nuing Medical Educa�on (CME) has become essen�al due to the rapid progress in medical 
science and technology. 

Con�nuing medical educa�on (CME) is an ongoing learning process in prac�ce and is recognized as a 
comprehensive approach to con�nuous professional development (CPD). Through CME, healthcare 
professionals can enhance their skills in various ways to achieve be�er pa�ent outcomes and improve 
sa�sfac�on with quality medical prac�ce, including:

Assessment of pre-requisite knowledge (Prior learning)
¡ What is CME?  

¡ What is CPD?  

¡ What is the importance of CME/CPD in Medical science? 

¡ What is the barrier of CME/CPD?

Topic 17: CME/CPD

Abu Shahin Mohammed Mahbubur Rahman;  Md Zahirul Haque
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CME:
According to the American Medical Associa�on (AMA), CME consists of “educa�onal ac�vi�es which maintain, 
develop, or increase the knowledge, skills and professional performance and rela�onships that a physician 
uses to provide services for pa�ents, the public or the profession.” 

CPD: 
CPD stands for Con�nuing Professional Development, a term used to describe the learning ac�vi�es 
professionals engage in to develop and enhance their abili�es. It is a holis�c approach to enhancing personal 
skills and proficiency throughout a professional's career.  

Therefore, Con�nuing Medical Educa�on (CME) and Con�nuing Professional Development (CPD) differ. CME 
only updates clinical Knowledge. As a result, CME is a component of CPD, encompassing various skills essen�al 
for the healthcare profession.

Difference between CME and CPD:

The General Medical Council explains the difference between CPD and CME further: "Con�nuing Professional 
Development and Con�nuing Medical Educa�on are frequently used interchangeably; most literature has 
now defined CME as an ingredient of CPD. CPD is a process that includes con�nuing medical educa�on. Many 
countries are now moving from a knowledge- and skills-based CME system to one that promotes the wide-
ranging competencies needed to prac�ce high-quality medicine.

Importance of CME:
The medical field constantly evolves with new technologies, prac�ces, and innova�ons. It has been es�mated 
that about half of all medical knowledge is out of date within five years. Therefore, all medical professionals 
must con�nue their educa�on throughout their careers to provide the highest possible level of pa�ent care 
and advance their careers. It feeds their curiosity, broadens and updates their knowledge, hones their skills, 
inspires their confidence, and, most importantly, benefits pa�ents and the public's health. In other words, 
learning con�nues through con�nued medical educa�on or CME.

The importance of con�nuing medical educa�on to health care providers is:

· Refine skills to improve overall pa�ent care

· Stay updated with the latest developments within their specialty

· Address real-world challenges that healthcare professionals face day-to-day

· Gain professional growth and a means to advance career status

· Meet licensing/cer�fica�on requirements

· Learn prac�cal medical team management skills

Clinical update Communica�on

 Research and scien�fic wri�ng Management and behavioral skills

Team buildingMul�disciplinary context of care

Informa�on technologyEthical prac�ce 
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Barrier of CME/CPD: 
Con�nuing medical educa�on (CME) is essen�al for healthcare professionals to maintain competency and 
learn about new and developing areas of their field. However, several barriers can hinder the op�mum 
outcome of CME. These barriers can be broadly categorized into structural, personal, financial, and content-
related obstacles.

1. Structural Barriers:

· Time Constraints: Healthcare professionals o�en have demanding schedules, making alloca�ng �me for 
CME ac�vi�es difficult.

· Geographic Barriers: Professionals in remote or rural areas may have limited access to CME 
opportuni�es that require physical presence.

· Technological Barriers: Limited access to reliable internet or technology can impede par�cipa�on in 
online CME ac�vi�es.

2. Personal Barriers:

· Lack of Mo�va�on: Some professionals may not feel mo�vated to engage in CME due to a perceived lack 
of relevance or immediate benefit to their prac�ce.

· Work-Life Balance: Balancing work responsibili�es and personal life can make it challenging to find �me 
for CME.

· Fa�gue and Burnout: High levels of stress and burnout can reduce the energy and focus needed to 
engage in CME.

3.  Financial Barriers:

· Cost of Courses: Fees for CME courses, travel expenses, and accommoda�on costs can be prohibi�ve.

· Loss of Income: Taking �me off work to a�end CME events can result in lost income, which can be a 
significant deterrent.

3. Content-Related Barriers:

· Relevance of Content: CME programs may not always align with healthcare professionals' specific needs 
or interests.

· Quality of Educa�on: Perceived or poor educa�onal offerings can discourage par�cipa�on.

· Access to Up-to-date Informa�on: Ensuring the content is current and evidence-based can be 
challenging.

Addressing these barriers requires a mul�faceted approach, including flexible scheduling of CME ac�vi�es, 
offering online and on-demand courses, providing financial support or incen�ves, and ensuring the relevance 
and quality of the educa�onal content.
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Regarding methods, interac�ve small-group learning is shown to be more effec�ve in achieving the learning 
objec�ves and improving prac�ce. 

Effec�veness of CME
The effec�veness of CME depends on mul�ple factors, including;
1.  Type of interven�ons;  

ª Ac�ve interven�ons (e.g., workshops and individual training) 

ª Passive interven�ons (e.g., conferences and print-only interven�ons) 

ª Mixed interven�ons in which combina�ons of ac�ve or passive interven�ons, or both (e.g., small-
group ac�vity and post-course feedback)- more effec�ve than above 

2. Par�cipant types and numbers  
ª Same disciplines

Methods of CME:

Audi�ng and 
peer group 
discussions

Workshop
and video

Interac�ve
small group

Individual
training

Conference
and lecturer

Case-based
training

Type of 
CME

Detailed
comments

and wri�en
feedback

Mul�faceted
or Online

educa�onal
programme

Figure 1: Method of CME
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ª  Mul�ple disciplines  

ª Number of par�cipants

3. Time 

ª Contact �me (length of interven�on) 

ª Assessment �me (�me interval between the educa�onal interven�on and the measurement of its effect)  

4. Single versus mul�ple sessions  

ª Single session (interven�on takes place only once)  

ª Mul�ple sessions (interven�ons take place longitudinally)

Establishment of CME/CPD 

ª The concept of CME was first developed in the United States in the late 1920s when it was realized that 
prac�cing physicians' ini�al medical training was inadequate.  

ª Medical schools established a tradi�onal system of con�nuing educa�on. The first required program was 
in urology, which started in 1934.  

ª The American Medical Associa�on (AMA) released the first rules for appropriate medical prac�ce in 1957 
(Loic Josseran, 2001). 

 The prac�ce of CME/CPD in the perspec�ve of the world 
ª Credit acquisi�on is currently the founda�on of con�nuing professional development (CPD) programs in 

the United Kingdom (Boulay, 2000). CPD programs are also available in the UK so that physicians can stay 
up-to-date and improve in their professional fields. A general prac��oner (GP) organiza�on carries out an
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annual cycle of appraisal and review. The prac��oner's CPD por�olio and performance in prac�ce are 
considered for review (Simmons, 2018). 

ª In the United States, physicians must pass a test to evaluate their knowledge and skills to be board-
cer�fied when their cer�fica�on expires. Doctors with board cer�fica�on must also take part in CME 
events. Before recer�fying individuals, specific boards evaluate their performance using peer review, 
recommenda�on le�ers, and a report on their current licensure status. Although re-cer�fica�on is 
op�onal in the USA, physicians with board cer�fica�on enjoy benefits such as the ability to admit pa�ents 
to hospitals, top payment rates, and compensa�on as specialists (Philip G Bashook, 1998). 

ª Eleven of the twenty-seven members of the European Union (EU) require na�onal CME (Lisan�, 2007). 
The European Union of Medical Specialists (EUMS) is a non-governmental organiza�on represen�ng 
na�onal medical specialists' associa�ons in the EU and its member states. Its primary goal is to organize 
and facilitate medical specialists' mutual recogni�on of the accredita�on of CME and CPD ac�vi�es by 
giving them European CME credits (ECMECs) (Tommaso Saita, 2014). 

ª Singapore is the only country in Asia where physicians must complete con�nuing medical educa�on (CME) 
to obtain their annual prac�cing cer�ficate. The Singapore Medical Council oversees Singapore's CME 
program and grants cer�ficates of prac�ce (Murgatroyd, 2011).  

In terms of Japan, around 900 local medical socie�es are governed by the Japan Medical Associa�on (JMA). 
Since 1987, the JMA has offered independent, elec�ve programs for doctors to con�nue their medical educa�on 
(CME). These programs are currently run by the JMA Council for Academic Affairs (Murgatroyd, 2011). 

CME/CPD in the perspec�ve of Bangladesh 
o The government of Bangladesh established the Center for Medical Educa�on (CME) to innovate medical 

educa�on, educa�onal management, the educa�onal system, teaching-learning, assessment, research, 
academic audit, and journal publica�on. It is housed under the Directorate General of Medical Educa�on 
(DGME), Medical Educa�on and Family Welfare Division, Ministry of Health and Family Welfare, Bangladesh.  

o Our physicians face new challenges every day during pa�ent treatment. To provide quality healthcare 
services, healthcare professionals in Bangladesh must con�nue their medical educa�on and professional 
growth. Physicians must be lifelong learners to provide the best care for their pa�ents.  The ever-changing 
nature of medical prac�ce, the exponen�al expansion of medical knowledge, and changing pa�ent 
expecta�ons will drive a shi� toward mandatory CPD for physicians.  Mandated CPD for physicians has yet to 
be implemented to improve professional outcomes and personal development.

o In Bangladesh, CME and CPD are arranged sporadically, but no definite planned, systema�c, organized, 
need-based CME or CPD program exists. 

o Leadership, a framework, and a delineated plan responsive to the needs and context of the se�ng are 
essen�al for developing, implemen�ng, and sustaining a CPD system for healthcare professionals in our 
country.

Assessment type
1. SAQ: 

a. What do you mean by CME/CPD?

b. What is the importance of CME?

c. What are the barriers to CME/CPD?
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d. What are the Methods of CME/CPD?

e. Which one is the best Method?

f. What is the situa�on of CME situa�on in Bangladesh?

2. SBA:
a. Which is not a barrier to CME

1. Time constraint

2. Lack of mo�va�on

3. Loss of income

4. Financial gain
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Topic 18: Causes of death
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Causes of death- Defini�on

Mortality:

Mortality refers to the state or condi�on of being subject to death. In public health and epidemiology, 
mortality specifically refers to the occurrence of death within a popula�on. It is o�en measured as mortality 
rates, which indicate the number of deaths in a given popula�on over a specified period, usually expressed as a 
rate per 1,000 or 100,000 individuals. Mortality is a fundamental aspect of health research and public health 
prac�ce, as it provides insights into the overall health status, disease burden, and life expectancy of a 
popula�on. Understanding mortality pa�erns and trends is crucial for iden�fying health priori�es, planning 
interven�ons, and evalua�ng the effec�veness of healthcare and public health programs.

Understanding the causes of death is of paramount importance for several reasons:

Public Health Planning and Policy: Knowledge of the leading causes of death informs public health policies and 
interven�ons. By understanding which diseases and condi�ons are responsible for the most deaths, 
governments and health organiza�ons can allocate resources effec�vely to address these issues. For example, 
if cardiovascular diseases are the leading cause of death in a par�cular region, preven�ve measures such as 
promo�ng healthy lifestyles and improving access to healthcare services can be priori�zed

Disease Preven�on and Control: Iden�fying the causes of death helps in developing targeted preven�on and 
control strategies. For infec�ous diseases, understanding the pathogens responsible for fatali�es can guide 
vaccina�on programs, vector control efforts, and treatment protocols. Similarly, for chronic condi�ons like 
diabetes or cancer, knowledge of risk factors and underlying mechanisms can inform preven�ve measures and 
early detec�on strategies.

Healthcare Resource Alloca�on: Healthcare resources, including personnel, facili�es, and medical supplies, 
are finite. Understanding the causes of death helps healthcare systems allocate these resources efficiently. For 
instance, hospitals can ensure they have the necessary equipment and exper�se to manage condi�ons that 
frequently lead to mortality in their pa�ent popula�on.

Research and Innova�on: Inves�ga�ng the causes of death drives medical research and innova�on. Scien�sts 
and healthcare professionals strive to understand the underlying mechanisms of diseases and develop new 
treatments and interven�ons to improve survival rates and quality of life. Research into the causes of death 
also contributes to advancements in diagnos�c techniques, therapeu�c interven�ons, and public health 
strategies.

Disease Preven�on and Control: Iden�fying the causes of death helps in developing targeted preven�on and 
control strategies. For infec�ous diseases, understanding the pathogens responsible for fatali�es can guide 
vaccina�on programs, vector control efforts, and treatment protocols. Similarly, for chronic condi�ons like 
diabetes or cancer, knowledge of risk factors and underlying mechanisms can inform preven�ve measures and 
early detec�on strategies.

Healthcare Resource Alloca�on: Healthcare resources, including personnel, facili�es, and medical supplies, 
are finite. Understanding the causes of death helps healthcare systems allocate these resources efficiently. For 
instance, hospitals can ensure they have the necessary equipment and exper�se to manage condi�ons that 
frequently lead to mortality in their pa�ent popula�on. 
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Research and Innova�on: Inves�ga�ng the causes of death drives medical research and innova�on. Scien�sts 
and healthcare professionals strive to understand the underlying mechanisms of diseases and develop new 
treatments and interven�ons to improve survival rates and quality of life. Research into the causes of death also 
contributes to advancements in diagnos�c techniques, therapeu�c interven�ons, and public health strategies.

Monitoring Health Trends and Progress: Tracking changes in mortality pa�erns over �me provides insights into 
the effec�veness of public health interven�ons and healthcare systems. Decreases in mortality rates for specific 
diseases may indicate successful preven�on efforts or improved treatment op�ons. Conversely, increases in 
mortality rates may signal emerging health threats or gaps in healthcare delivery that require a�en�on.

Health Equity and Social Jus�ce: Understanding the causes of death helps iden�fy dispari�es in health 
outcomes among different popula�on groups. By addressing the root causes of these dispari�es, such as 
socioeconomic inequali�es, discrimina�on, and lack of access to healthcare, efforts can be made to promote 
health equity and social jus�ce.

In summary, understanding the causes of death is essen�al for guiding public health policies, preven�ng 
diseases, op�mizing healthcare resource alloca�on, driving research and innova�on, monitoring health 
trends, and promo�ng health equity.

Terminology related to causes of death:

Cause of Death: The specific reason or condi�on responsible for an individual's demise, o�en iden�fied 
through medical examina�on and recorded on a death cer�ficate.

Underlying Cause of Death: The disease or injury that ini�ated the chain of events leading to death, also 
referred to as the primary cause.

Immediate Cause of Death: The final disease, injury, or complica�on directly resul�ng in death, typically listed 
immediately preceding the underlying cause.

Contribu�ng Factor: Addi�onal diseases, condi�ons, or events that may have contributed to the fatal outcome 
but are not listed as the immediate or underlying cause of death.

Mortality Rate: A measure of the frequency of deaths within a popula�on over a specified �me period, o�en 
expressed as the number of deaths per 1,000 individuals.

Age-Specific Mortality Rate: Mortality rate calculated specifically for par�cular age groups within a popula�on, 
providing insights into age-related mortality pa�erns.

Cause-Specific Mortality Rate: The mortality rate a�ributed to a par�cular cause of death, such as heart 
disease, cancer, infec�ous diseases, or accidents.

Global and Regional Pa�erns of Mortality: Leading causes of death worldwide:

It's essen�al to note that these leading causes of death can vary by region and can be influenced by factors such 
as socioeconomic status, healthcare infrastructure, lifestyle choices, and environmental condi�ons. Efforts to 
address these causes of death o�en require a mul�faceted approach involving public health policies, 
healthcare interven�ons, educa�on, and community engagement.

Leading causes of death worldwide:

The leading causes of death worldwide can vary depending on factors such as region, socioeconomic status, 
and access to healthcare. However, some common leading causes of death globally include:

204

Topic 1 : 8 Causes of death



Cardiovascular Diseases: Including heart disease and stroke, cardiovascular diseases are the leading cause of 
death globally. Risk factors include high blood pressure, high cholesterol, smoking, obesity, and physical inac�vity.

Respiratory Diseases: Respiratory illnesses such as chronic obstruc�ve pulmonary disease (COPD), pneumonia, 
and lung cancer contribute significantly to global mortality, par�cularly in regions with high levels of air 
pollu�on and tobacco use.

Infec�ous Diseases: While significant progress has been made in comba�ng infec�ous diseases, they s�ll 
contribute to a substan�al number of deaths worldwide. This category includes diseases such as HIV/AIDS, 
tuberculosis, malaria, and diarrheal diseases.

Cancer: Cancer is a leading cause of death worldwide, with various types affec�ng different popula�ons 
differently. Risk factors for cancer include tobacco use, unhealthy diet, physical inac�vity, alcohol 
consump�on, and environmental factors.

Diabetes: Diabetes, par�cularly type 2 diabetes, is a significant contributor to global mortality, o�en leading to 
complica�ons such as cardiovascular disease, kidney failure, and blindness if not properly managed.

Road Traffic Injuries: Accidents and injuries from road traffic incidents are a leading cause of death, par�cularly 
among younger popula�ons. Factors such as unsafe road infrastructure, speeding, alcohol consump�on, and 
lack of seatbelt use contribute to these fatali�es.

Demen�a and Alzheimer's Disease: With an aging global popula�on, demen�a and Alzheimer's disease are 
becoming increasingly prevalent causes of death, par�cularly in high-income countries.

Neonatal Condi�ons: Complica�ons during pregnancy, childbirth, and the immediate postnatal period 
contribute to a significant por�on of global neonatal mortality, par�cularly in low-income countries with 
limited access to maternal and child healthcare services.

Diges�ve Diseases: Liver disease, par�cularly caused by hepa��s viruses and alcohol abuse, is a leading cause 
of death globally. Addi�onally, gastrointes�nal cancers and other diges�ve disorders contribute to mortality 
rates.

Suicide: Mental health condi�ons, including depression, anxiety, and substance abuse disorders, contribute to 
suicide rates worldwide. S�gma surrounding mental health and inadequate access to mental healthcare 
services are significant contribu�ng factors.

Regional  varia�ons  in  mortality  pa�erns:

Regional varia�ons in mortality pa�erns are influenced by a mul�tude of factors, including demographics, 
socio-economic condi�ons, cultural prac�ces, healthcare infrastructure, environmental factors, and access to 
healthcare. These varia�ons result in differing leading causes of death and mortality rates across regions. 
Here's a breakdown of how mortality pa�erns may vary by region:

Regional varia�ons in mortality pa�erns: High-Income Countries:

Leading Causes: In high-income countries, non-communicable diseases such as cardiovascular diseases, 
cancer, and respiratory diseases are major contributors to mortality. Accidents, injuries, and suicides also play 
significant roles.

Aging Popula�on: These countries o�en have aging popula�ons, leading to an increase in deaths related to 
age-associated condi�ons like demen�a and Alzheimer's disease.
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Advanced Healthcare: Access to advanced healthcare services and technologies may lead to be�er management 
of chronic diseases, reducing mortality rates from condi�ons like heart disease and cancer.

Regional varia�ons in mortality pa�erns: Low- and Middle- Income Countries:

Infec�ous Diseases: In contrast to high-income countries, infec�ous diseases such as malaria, HIV/AIDS, 
tuberculosis, and diarrheal diseases remain major causes of death in many low- and middle-income regions.

Maternal and Child Health: Mortality rates among infants, children, and mothers may be higher due to factors 
like inadequate prenatal care, poor sanita�on, and limited access to healthcare facili�es.

Malnutri�on: Undernutri�on and malnutri�on-related diseases contribute significantly to mortality rates, 
par�cularly among children and vulnerable popula�ons.

Regional varia�ons in mortality pa�erns: Low- and Middle-Income Countries:
Limited Healthcare Infrastructure: Limited access to healthcare services, including skilled healthcare 
providers, medica�ons, and medical facili�es, can lead to higher mortality rates from treatable condi�ons.

Environmental Factors: Exposure to environmental pollutants, unsafe drinking water, and inadequate 
sanita�on can increase the risk of infec�ous diseases and contribute to mortality rates.

Occupa�onal Hazards: Work-related injuries and exposure to occupa�onal hazards, such as unsafe working 
condi�ons in agriculture and manufacturing sectors, may contribute to mortality in some regions.

Trends over �me: epidemiological transi�on in causes of death:

The epidemiological transi�on refers to a shi� in the pa�erns of disease and mortality that occurs as socie�es 
undergo social and economic development. This transi�on is characterized by several stages, each marked by 
dis�nct changes in the leading causes of death and disease burden. Here's an overview of the stages of 
epidemiological transi�on and the corresponding trends in causes of death over �me:

Regional varia�ons in mortality pa�erns: Emerging Economies:

Transi�oning Disease Pa�erns: As countries undergo economic development, there may be a transi�on in 
mortality pa�erns, with a shi� from infec�ous diseases to non-communicable diseases as leading causes of 
death.

Urbaniza�on: Rapid urbaniza�on can lead to lifestyle changes, including dietary shi�s, decreased physical 
ac�vity, and increased tobacco and alcohol consump�on, contribu�ng to rising mortality rates from non-
communicable diseases.

Healthcare Access Dispari�es: Dispari�es in healthcare access and quality may persist within emerging 
economies, leading to varying mortality rates between urban and rural areas or different socio-economic groups.

Understanding these regional varia�ons in mortality pa�erns is crucial for designing targeted public health 
interven�ons, alloca�ng resources effec�vely, and addressing the specific health needs of diverse popula�ons 
across the globe.

Death  repor�ng  and  surveillance: 
Cause-of-death repor�ng and surveillance is a crucial aspect of public health monitoring and epidemiological 
research. It involves the systema�c collec�on, recording, analysis, and interpreta�on of data related to the 
causes of death within a popula�on. Here's an overview of cause-of-death repor�ng and surveillance:
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Death Registra�on Systems: Death registra�on systems are the founda�on of cause-of-death repor�ng and 
surveillance. These systems vary across countries but typically involve the registra�on of deaths by civil 
registra�on authori�es. Death cer�ficates, completed by medical cer�fiers (e.g., physicians, coroners), are a key 
component of death registra�on systems.

Medical Cer�fica�on of Cause of Death: Medical cer�fica�on involves determining the cause(s) of death and 
comple�ng the death cer�ficate accordingly. Cer�fiers a�ribute the underlying cause of death (the disease or 
injury that ini�ated the train of events leading to death) and any contribu�ng factors. Standardized coding 
systems, such as the Interna�onal Classifica�on of Diseases (ICD), facilitate consistent recording and analysis 
of causes of death.

Mortality Data Collec�on: Mortality data, including informa�on on the deceased individual (e.g., age, sex, 
residence) and details of the cause(s) of death, are collected through death cer�ficates and other 
administra�ve records. These data are compiled by vital sta�s�cs agencies or health departments at various 
levels (local, regional, na�onal) and may be supplemented by addi�onal sources, such as hospital records or 
autopsy reports.

Cause-of-Death Coding and Classifica�on: Causes of death are coded using standardized classifica�on systems 
such as the ICD. Each cause of death is assigned a specific code based on the underlying disease or injury. These 
codes enable aggrega�on and analysis of mortality data at local, na�onal, and global levels, facilita�ng 
comparisons over �me and across geographic regions.

Quality Assurance and Improvement: Quality assurance measures are essen�al to ensure the accuracy and 
reliability of cause-of-death data. Training and cer�fica�on programs for medical cer�fiers, regular audits and 
reviews of death cer�ficates, and feedback mechanisms can help improve the quality of cause-of-death 
repor�ng and cer�fica�on prac�ces.

Analysis and Interpreta�on: Mortality data are analyzed to iden�fy trends, pa�erns, and dispari�es in causes 
of death within popula�ons. Epidemiological research examines associa�ons between mortality and various 
factors such as age, sex, socio-economic status, geographic loca�on, and risk factors. Findings from cause-of-
death surveillance inform public health policies, program planning, and resource alloca�on.

Use in Public Health Ac�on: Cause-of-death data are used to monitor popula�on health status, assess the 
burden of disease, priori�ze health interven�ons, evaluate the impact of interven�ons and policies, and track 
progress towards health goals (e.g., Sustainable Development Goals). Surveillance of causes of death also 
helps iden�fy emerging health threats and guide responses to epidemics or disasters.

In summary, cause-of-death repor�ng and surveillance are essen�al components of public health surveillance 
systems, providing cri�cal informa�on for understanding mortality pa�erns, iden�fying health priori�es, and 
informing evidence-based public health ac�on.

Importance  of  accurate  cause-of-death repor�ng

Accurate cause-of-death repor�ng is essen�al for several reasons:

Public Health Surveillance: Accurate cause-of-death repor�ng forms the basis of public health surveillance 
systems, providing essen�al data for monitoring popula�on health, iden�fying emerging health threats, and 
tracking trends in mortality over �me. Surveillance data enable public health authori�es to detect outbreaks, 
assess the impact of interven�ons, and allocate resources effec�vely to address health priori�es.

207

Topic 1 : 8 Causes of death



Disease Burden Assessment: Accurate cause-of-death repor�ng allows for the es�ma�on of disease burden 
within a popula�on, including the rela�ve contribu�on of different diseases and condi�ons to overall mortality. 
Understanding the burden of specific diseases informs health policies, resource alloca�on decisions, and 
research priori�es aimed at reducing morbidity and mortality.

Health Policy Development: Reliable cause-of-death data are essen�al for developing evidence-based health 
policies and strategies aimed at preven�ng and controlling diseases, promo�ng popula�on health, and 
improving healthcare delivery. Accurate repor�ng helps policymakers iden�fy areas of need, set health 
priori�es, and evaluate the effec�veness of interven�ons.

Evalua�on of Health Interven�ons: Accurate cause-of-death repor�ng is crucial for evalua�ng the impact of 
public health interven�ons, healthcare programs, and policy ini�a�ves. By tracking changes in mortality rates 
and cause-specific mortality over �me, policymakers and researchers can assess the effec�veness of 
interven�ons and make informed decisions about resource alloca�on and programma�c adjustments.

Understanding the Interna�onal Form of Medical Cer�ficate on Causes of Death: 

The Interna�onal Form of Medical Cer�ficate of Cause of Death is a standardized form used worldwide to 
record and report the cause of death. Here is the original format as recommended by the World Health 
Organiza�on (WHO):

Medical Cer�ficate of Cause of Death (Confiden�al)
1. Name of deceased :  

2. Date of death :  

3. Sex   :  

4. Age   :  

Disease or condi�on directly leading to death:  
(This does not mean the mode of dying, such as heart failure, respiratory failure. It means the disease, injury, or 
complica�on which caused death.)

Due to (or as a consequence of):

Antecedent causes: Morbid condi�ons, if any, giving rise to the above cause (a), sta�ng the underlying 
condi�on last):

Due to (or as a consequence of):

Antecedent causes:  

Due to (or as a consequence of):

PART II:
Other significant condi�ons:
(Other significant condi�ons contribu�ng to the death but not related to the disease or condi�on causing it)

Other significant condi�ons:
(Other significant condi�ons contribu�ng to the death but not related to the disease or condi�on causing it)

Manner of death: 

Natural

Accident
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Suicide

Homicide

Pending inves�ga�on

Could not be determined

6. Autopsy: Was an autopsy performed?
 Yes

 No

 If yes, were the autopsy findings available prior to the comple�on of the cause of death?

 Yes

 No

7.  Place of death:
 Hospital

 Inpa�ent

 Outpa�ent/ Emergency

 Home

 Other (specify): ………..

 Cer�fier:

 Name:  

 Title:  

 Date:  

 Signature:  

This form captures essen�al details about the deceased, the sequence of medical condi�ons leading to 
death, contribu�ng factors, and circumstances surrounding the death. It ensures consistency in recording 
and repor�ng deaths, aiding in global health sta�s�cs and epidemiological research.
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Challenges in cause-of-death determina�on:
While cause-of-death determina�on is essen�al for public health surveillance and understanding disease burden, 
it can be challenging due to various factors. Some of the key challenges include:

Inaccurate or Incomplete Repor�ng: Death cer�ficates may be incomplete or inaccurately filled out by cer�fiers, 
leading to errors in cause-of-death determina�on. Factors such as limited �me, lack of training, or insufficient 
informa�on about the deceased can contribute to incomplete or inaccurate repor�ng.

Diagnos�c Uncertainty: Some deaths may involve complex medical condi�ons or mul�ple contribu�ng factors, 
making it challenging to determine the underlying cause of death. Diagnos�c uncertainty can arise from 
incomplete medical histories, limited diagnos�c tes�ng, or overlapping symptoms of different diseases.

Challenges in cause-of-death determina�on:

Lack of Standardiza�on: There may be inconsistencies in cause-of-death determina�on and repor�ng prac�ces 
across geographic regions, healthcare se�ngs, and cer�fying physicians. The lack of standardized protocols and 
training for cer�fiers can contribute to variability in cause-of-death repor�ng.

Underrepor�ng of Certain Causes: Some causes of death, par�cularly those associated with s�gma, such as 
suicide, drug overdose, or HIV/AIDS, may be underreported or inaccurately recorded on death cer�ficates. 
Underrepor�ng can hinder accurate assessment of disease burden and effec�ve public health interven�ons.

Interven�ons and Strategies for Reducing Mortality:

Reducing mortality rates requires a comprehensive approach involving various interven�ons and strategies 
targe�ng different causes of death and popula�on groups. Here are some key interven�ons and strategies for 
reducing mortality:

Preven�ve Healthcare Services:

Promote regular health check-ups and screenings for early detec�on and management of chronic diseases, such 
as cancer, diabetes, and hypertension.

Encourage vaccina�on programs to prevent infec�ous diseases and reduce mortality rates from vaccine-
preventable illnesses.

Implement preven�ve measures such as tobacco cessa�on programs, alcohol misuse preven�on, and promo�on 
of healthy lifestyles to reduce the risk of chronic diseases and injuries.

Case studies:
Study 1. 
Name: Rafiq Ahmed
Age: 55

Sex: Male

Loca�on: Dhaka, Bangladesh

Occupa�on: Office Clerk

Medical History: Rafiq had a history of untreated hypertension and was known to lead a stressful lifestyle due to 
his demanding job. He also had a poor diet high in salt and fats, contribu�ng to his health issues. He had limited 
access to regular medical check- ups and was non-compliant with prescribed medica�ons.
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Clinical Presenta�on:

Rafiq was brought to the emergency department a�er collapsing at work. He presented with sudden weakness 
on the right side of his body, slurred speech, and loss of consciousness.

Diagnosis: A CT scan of the head revealed that Rafiq had suffered an ischemic stroke, caused by a blockage in an 
artery supplying blood to his brain. His blood pressure was cri�cally high upon admission.

Medical Interven�ons:

Rafiq was admi�ed to the intensive care unit (ICU) and given thromboly�c therapy to dissolve the blood clot. 
Despite the medical interven�on, he did not regain consciousness and remained in a cri�cal state.

Cause of Death: Rafiq died two days later due to complica�ons arising from the stroke. The primary cause of death 
was an ischemic stroke, with contribu�ng factors being uncontrolled hypertension and poor lifestyle choices.

Implica�ons: Rafiq's death highlights the cri�cal need for effec�ve management of chronic condi�ons like 
hypertension in Bangladesh. This case underscores the importance of regular health check-ups, medica�on 
adherence, and lifestyle modifica�ons, including a healthy diet and stress management.

Public Health Perspec�ve:

Awareness Campaigns: Increase public awareness about the risks of hypertension and the importance of 
regular monitoring.

Access to Healthcare: Improve access to primary healthcare services in urban and rural areas.

Preven�ve Measures: Promote lifestyle changes through community programs focusing on healthy ea�ng, 
regular exercise, and stress reduc�on.

Study 2:
Name: Nusrat Jahan

Age: 28

Sex: Female

Loca�on: Chi�agong, Bangladesh

Occupa�on: School Teacher

Medical History: Nusrat had no significant past medical history and was generally in good health. She lived in a 
densely populated area of Chi�agong, which experienced frequent mosquito infesta�ons, especially during 
the monsoon season.

Clinical Presenta�on: Nusrat presented to the local clinic with high fever, severe headache, pain behind the 
eyes, muscle and joint pains, nausea, and a rash. Her symptoms began five days prior, and she ini�ally thought 
it was just a common flu.

Diagnosis: Upon examina�on, the healthcare providers suspected dengue fever, a common mosquito-borne 
viral infec�on in the region. Blood tests confirmed low platelet count and posi�ve dengue serology.

Medical Interven�ons: Nusrat was admi�ed to the hospital for suppor�ve care, including intravenous fluids, 
pain relief, and close monitoring of her vital signs and platelet levels. Despite the interven�ons, her condi�on 
worsened with signs of dengue hemorrhagic fever, which included bleeding gums, severe abdominal pain, and 
difficulty breathing.
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Cause of Death: Nusrat developed dengue shock syndrome, characterized by severe bleeding, shock, and 
organ failure. Despite aggressive treatment, she succumbed to her illness within a week of hospital admission. 
The primary cause of death was dengue shock syndrome, a severe complica�on of dengue fever.

Implica�ons: Nusrat's death highlights the severe impact of mosquito-borne diseases like dengue fever in 
tropical and subtropical regions. It underscores the need for improved public health measures and vector 
control strategies to prevent outbreaks.

Public Health Perspec�ve:

Vector Control: Implement comprehensive mosquito control programs, including insec�cide spraying and 
elimina�on of standing water.

Public Educa�on: Educate the community about preven�ng mosquito bites, recognizing symptoms of 
dengue, and seeking early medical a�en�on.

Healthcare Infrastructure: Strengthen healthcare infrastructure to manage and treat dengue cases 
effec�vely, including rapid diagnos�c facili�es and availability of suppor�ve care.

Interac�ve Ac�vi�es and Discussion

Ac�vity 1: Case Study Analysis:

Objec�ve: Understand the various causes of death through real-life scenarios.

Instruc�ons:
1. Divide par�cipants into small groups and provide each group with a different case study (similar to the ones 
previously discussed: heart disease, tuberculosis, road traffic accident, etc.).

Ask each group to analyze their case study, focusing on:

The primary and contribu�ng causes of death.

The social, economic, and environmental factors involved.

Possible preven�ve measures and interven�ons.

Each group presents their findings to the larger group, followed by a discussion on common themes and 
differences across the case studies.

Discussion Ques�ons:
What were the most significant factors contribu�ng to the cause of death in your case study?
How might early interven�on have altered the outcome?
What public health strategies could prevent similar deaths in the future?

Ac�vity 2: Role-Playing Debate:

Objec�ve: Explore different perspec�ves on public health policies and their impact on reducing mortality.

Instruc�ons:
Assign roles to par�cipants (e.g., healthcare provider, public health official, government policymaker, 
community member).

Present a scenario: "The government is considering implemen�ng a na�onwide vaccina�on program 
against a specific infec�ous disease."
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Have each role present their views on the program, considering aspects like cost, accessibility, public acceptance, 
and poten�al benefits.

Conduct a moderated debate, encouraging par�cipants to discuss and defend their posi�ons.

Discussion Ques�ons:
What are the main arguments for and against the vaccina�on program?
How do different stakeholders' perspec�ves influence public health decisions?

What compromises or solu�ons can be proposed to address concerns? Ac�vity 3: Data Interpreta�on and

Visualiza�on:
Objec�ve: Enhance skills in interpre�ng and presen�ng health data related to causes of death.

Instruc�ons:

1.  Provide par�cipants with raw data sets on causes of death from a reliable source (e.g., WHO or CDC).

2.  Ask par�cipants to analyze the data, iden�fying trends, and pa�erns (e.g., leading causes of death by age 
group, gender, or region).

3.  Have par�cipants create visual representa�ons of the data (e.g., graphs, charts, infographics).

4.  Each par�cipant or group presents their visualiza�ons, explaining their findings and the implica�ons for 
public health.

Discussion Ques�ons:

What trends are most apparent in the data?

How can data visualiza�on aid in communica�ng public health informa�on?

What addi�onal data would be useful to be�er understand the causes of death?

Ac�vity 4: Community Health Strategy Planning

Objec�ve: Develop comprehensive strategies to address specific health issues in a community se�ng.

Instruc�ons:
1.  Divide par�cipants into small groups and assign each group a specific health issue (e.g., cardiovascular 

disease, respiratory infec�ons, road traffic accidents).

2.  Ask each group to develop a community health strategy to reduce mortality from their assigned issue. 
Strategies should include:

 Preven�on programs

 Public educa�on campaigns

 Policy recommenda�ons

 Healthcare improvements

 Groups present their strategies, followed by a feedback session where other par�cipants provide 
sugges�ons and insights.

Discussion Ques�ons:
What are the key components of your community health strategy?

How can different sectors (e.g., healthcare, educa�on, government) collaborate to implement your strategy?
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What challenges might you face in implemen�ng your strategy, and how would you address them?

Ac�vity 5: Interac�ve Quiz
Objec�ve: Reinforce knowledge on the causes of death and related public health concepts.
Instruc�ons:
Prepare a set of mul�ple-choice and open-ended ques�ons related to causes of death.

Use an interac�ve quiz pla�orm (e.g., Kahoot, Quizizz) to conduct the quiz.

A�er each ques�on, discuss the correct answer and provide addi�onal informa�on to enhance understanding.

Sample Ques�ons:
What is the leading cause of death worldwide?
How can hypertension contribute to mortality?
What public health measures are most effec�ve in reducing traffic-related deaths?

Discussion Ques�ons:
Were there any surprising facts or sta�s�cs in the quiz?
How can knowledge of leading causes of death inform public health policies?
What personal and community ac�ons can be taken to reduce mortality from common causes of death?

Conclusion and  Future  Direc�ons:
Understanding the causes of death is crucial for improving public health and implemen�ng effec�ve preven�ve 
measures. The leading causes of death, such as non- communicable diseases (NCDs) like heart disease, stroke, 
and diabetes, infec�ous diseases like tuberculosis and dengue fever, and external factors like road traffic 
accidents, highlight the diverse challenges faced by healthcare systems globally. These cases demonstrate that 
mortality is influenced by a complex interplay of medical, socio- economic, and environmental factors.

The case studies presented underscore several key points:
Preven�on and Early Detec�on: Chronic condi�ons such as hypertension and diabetes require early detec�on 
and consistent management to prevent fatal outcomes. Public health campaigns emphasizing regular check-
ups and healthy lifestyles are essen�al.

Access to Healthcare: Equitable access to quality healthcare services is vital. Many deaths, especially in low-
income regions, can be prevented with �mely and adequate medical care.

Public Health Infrastructure: Strengthening publichealth infrastructure to handle infec�ous disease 
outbreaks and manage chronic diseases effec�vely is necessary. This includes be�er diagnos�c facili�es, 
improved healthcare delivery systems, and trained healthcare professionals.

Educa�on and Awareness: Public educa�on on health risks andpreven�ve measures is crucial. Awareness 
campaigns about the dangers of smoking, unhealthy diets, and the importance of vaccina�ons can 
significantly reduce mortality rates.

Policy and Regula�on: Effec�ve policies and regula�ons, such as traffic laws, smoking bans, and environmental 
protec�on measures, play a cri�cal role in reducing deaths from accidents and pollu�on-related illnesses. 

Future Direc�ons:
To further reduce mortality rates and improve global health outcomes, the following future direc�ons should 
be considered:
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Innova�ve Healthcare Solu�ons:

Telemedicine: Expanding telemedicine services can improve access to healthcare, especially in remote and 
underserved areas.

Digital Health Technologies: U�lizing digital health tools, such as mobile health applica�ons and wearable 
devices, can help in the early detec�on and management of diseases.

Research and Development:

Disease Preven�on and Treatment: Ongoing research into vaccines, medica�ons, and treatments for both 
infec�ous and non-communicable diseases is essen�al. Inves�ng in R&D can lead to breakthroughs that save 
lives.

Health Data Analy�cs: Leveraging big data and analy�cs can provide insights into health trends, iden�fy at-risk 
popula�ons, and inform targeted interven�ons.

Global Health Ini�a�ves:

Interna�onal Collabora�on: Strengthening interna�onal collabora�on and funding for global health 
ini�a�ves can help combat diseases that cross borders, such as pandemics and emerging infec�ous diseases.

Health Equity: Addressing health dispari�es through global ini�a�ves ensures that vulnerable popula�ons
receive the necessary resources and support.

Community-Based Interven�ons:

Local Health Programs: Implemen�ng community-based health programs that focus on educa�on, preven�ve 
care, and lifestyle changes can significantly impact public health.
Engaging Community Leaders: Involving local leaders in health ini�a�ves can enhance community trust and 
par�cipa�on.

Environmental and Social Determinants:
Climate Change Mi�ga�on: Addressing environmental factors such as air pollu�on and climate change is 
crucial for reducing respiratory and other environmentally-related diseases.

Socioeconomic Improvements: Enhancing living condi�ons, educa�on, and economic opportuni�es can lead 
to be�er health outcomes and lower mortality rates.

By addressing these areas, we can make significant strides in reducing mortality rates and improving the 
overall health and well-being of popula�ons worldwide. Con�nuous efforts in preven�on, healthcare access, 
policy implementa�on, and community engagement are essen�al for a healthier future.
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