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EDITORIAL
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euromeds@emsa-europe.eu

Dear EuroMeds Enthusiast,

It's such an honor for us to finally publish our latest and greatest online summer issue as our 22nd
issue of the EuroMeds history. On this issue we have collaborated with Medical Ethics and Human
Rights pillar and European Integration and Culture pillar. When you scroll down for more you'll
find mostly articles about our theme, which is "Medical Ethics and Human Rights", some external
survey result articles, interviews with healthcare professionals and articles by EMSA MEHR Team. I
genuinely thank all of our contributors for their wonderful articles which I can not get enough of. 

This issue is the second issue of EuroMeds’ new era. With the second issue of this era we are still
focusing on collaborating with EMSA pillars and Trainers about our current theme for a better
EuroMeds! These parts are mainly created by European pillar teams, TEO and our beloved
members. Since we are studying online we wanted to make EuroMeds more accessible and
interactive. 

Also as the EuroMeds Editorial Team we have contributed this issue with an interview with David
Eagleman by Duru Özyapıcıel (EM Content Creator), interview with Prof. Micheal Rich by Lal Kuzey
Tan (EM Content Creator) and an article named "A Study: International Students and their Health
Care Rights" by Smriti Subikshaa (EM Associate Editor).

I really am so excited to finally release this issue with all my heart and on the behalf of our
editorial team. I can't thank enough all of our contributors, lovely EMSA European Board for their
support and EM Editorial Team for all their effort. I hope all of our readers find the same
enjoyment on the upcoming pages as much as we did during editing, reading and designing.

Enjoy reading!

EuroMeds Chief Editor
Ozlem Altun
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ACTIONS,ACTIONS,ACTIONS,
NOT WORDS.NOT WORDS.NOT WORDS.

In this Pride month of 2021, once more we have a 2021 annual report from ILGA Europe that reminds
us of the constant need to secure LGBTQI+ rights and how they are constantly under threat, even
within the self-proclaimed LGBTQI+ freedom zone, the European Union.

The tragic news that has come across international media outlets regarding various hate crimes
towards LGBTQI+ people all across Europe, reminds us that even in the EU we are not safe.

According to ILGA Europe, the European Union scores a mere 48% achievement rate in LGBTQI+ rights,
scoring 10% more than the overall European Score, with Malta, Belgium, Luxembourg, Portugal, and
Norway scoring the highest from 94% to 67% in that order. [1,2]

The COVID-19 pandemic and its consequences have highlighted all the gaps in terms of lived realities
of LGBTQI+ people and what they come across in their own homes. Spending more time at home with
family members that don’t respect nor support who you truly are, being forced as a student to go back
from the safe space of your university’s city to your own home, in a hostile environment where you
can’t be free to express yourself, and being isolated from others, has deeply contributed to a sense of
isolation and insecurity, that negatively influenced the mental health of our LGBTQI+ population.

LGBTQI+ organizations have had to skew their work towards the provision of basic necessities like food
and shelter. There has also been a substantial rise in hate speech, both from official sources, in the
media, and online. The trend of politicians verbally attacking LGBTQI+ people has grown sizeably and
spread in countries including Albania, Azerbaijan, Bosnia and Herzegovina, Bulgaria, Czechia, Estonia,
Finland, Hungary, Italy, Kosovo, Latvia, Moldova, North Macedonia, Poland, Russia, Slovakia, and
Turkey.1 Hate speech remains an issue unsolved, with many European countries not having a law that
protects LGBTQI+ people from these attacks. [1]

Attacks on freedom of assembly continue to be a growing trend. Demonstrators were detained in
Azerbaijan, with a brutal crackdown in Belarus for months, including arrests, detention, violence, and
torture of LGBTQI+ people, some events were attacked or disturbed by extremists in Bulgaria, while in
France police brutality against protests rose and in Poland, anti-LGBT rallies were rampant, while
activists were arrested. [1]

EMSA Public Health Director

Maria Viegas
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Overall there has been a crackdown on democracy
and civil society, and not just in Poland and
Hungary, which made all the headlines in 2020 and
continue to be some of the most concerning
countries in the European Union.

In Hungary, the government has been anti-
immigration, has excluded same-sex marriage from
the constitution, limited gay adoptions and legal
recognition of transgender people, and often
depicted homosexuality as an aberration. [1,4,5]

Poland’s local authorities have declared “LGBT
Free zones” in recent years.
Poland also plans to close a loophole that allowed
same-sex couples to adopt. [6]

The Polish government announced its proposal for
the adoption ban just hours before the European
Parliament's declaration in support of LGBTQI+
rights, further taking Poland back in time in terms
of human rights that have been under heavy threat
in the last couple of years.

Same-sex relationships are not legally recognized
in Poland, and the country already bans same-sex
couples from adopting children together.[6] If a
person is found to be applying as a single parent
when they are in a same-sex relationship, they will
be criminally liable.

In response to these “LGBT free zones'' and blatant
disrespect for LGBTQI+ rights, the European Union
declared itself as an “LGBT Freedom zone” in
2021. [6]

The resolution declares that "LGBTIQ persons
everywhere in the EU should enjoy the freedom to
live and publicly show their sexual orientation and
gender identity without fear of intolerance,
discrimination or persecution". [6,7]

It also states that "authorities at all levels of
governance across the EU should protect and
promote equality and the fundamental rights of
all, including LGBTIQ persons''.
The resolution was supported by 492 MEPs, while
another 141 voted against it and 46 abstained.
[6,7]

While progress in the EU was made towards
LGBTQI+ equality over the past years,
discrimination against LGBTQI+ people persists
with 43% feeling discriminated. [8]

In response to that, the European Commission
presented the first-ever EU Strategy for lesbian,
gay, bisexual, trans, non-binary, intersex, and
queer (LGBTQI+) equality. [8]

Despite all of this, on the 28th of April 2021,
Normunds Kindzulis, a medical assistant and gay
Latvian man, only 29 years old, was murdered at
his doorstep. He was set afire for loving another
human being. Before his brutal murder in Tukums,
he had been receiving death threats that forced
him to move from the city of Riga to the place
where he would perish, a victim of a hate crime.
[9]

Even with the European Union taking a stance
towards the defense of LGBTQI+ people, even with
progress being made and resolutions taking place,
we are still haunted by the numerous hate crimes
and rising hate speech and political power of
politicians that feel comfortable spewing their
hatred towards other humans. There are still many
countries in the European Union that do not
represent the union values of freedom for all and
that fight against the progress and evolution of our
union, keeping it from being a true LGBTQI+
freedom zone, as can be seen in ILGA Europe’s
report and all across the news.
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Even today, in the year 2021, many transgender
youths do not have the right to change their legal
name, do not have access to gender-confirming
surgery, are denied hormonal treatment and are
discriminated against in legal and medical settings.

In 2021, we still have a blatant disrespect of
gender-neutral pronouns for trans folks that
identify as gender-neutral, agender, or
genderfluid, e.g.

In 2021, trans people still have to deal with being
misgendered, with the usage of the wrong
pronouns or even their deadname and do not have
their identity legally recognized or respected. 
In this year, we still have, in the European Union,
leaders that discriminate against LGBTQI+ people
without any consequences. In the EU we still have
transphobic and homophobic parties that face no
legal repercussions.

How can the European Union declare itself an
LGBTQI+ freedom zone when Poland and Hungary
have been escaping repercussions for the anti-
LGBTQI+ movements? 

Declaring itself a freedom zone or saying we are
tolerant is not enough. Words are meaningless
without actions. LGBTQI+ folks need concrete
actions that protect them so that one day no one
fears coming out. So that no one fears being
assaulted or killed for being who they are. So that
certain cities are no longer perceived as the only
place where you are able to feel safe and free in
your own country, and that the whole of Europe
can be your safe place.

We as medical students and citizens of Europe
should express our deep condolences for all the
victims of hate crimes and many concerns towards
the lack of LGBTQI+ protection laws, as well as the
growing anti-LBTQI+ movements in our continent. 
We must continue to raise awareness and voice our
concerns
towards the blatant violations of human rights. 
There is still much to do and we cannot rest 
until all humans are free to live their 
lives as who they truly are, without 
fearing for their lives. 

Actions, not words. 
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Many parents have started to be worried about their child’s wellbeing. These concerns usually emerge
when people start to realize that the child cannot focus on either a small conversation or an easy
homework assignment. My claim as the ten-year-older sister demands my observations: the rising
usage of social media (especially talking about the photos, memes or videos that require a short period
of attention) has started to lower the amount of focusing time of not just children but for everyone.
Though social media usage in the right amounts has many beneficial effects on the knowledge and it is
a very entertaining way to spend our free time; our little friends whose brain development hasn’t
been completed yet might have more serious problems compared to us. This is why they need to be
supervised correctly in order to maintain their digital wellbeing.

Here we are hosting Professor Michael Rich to talk about children's digital wellbeing, how to supervise
them correctly and how to treat a child with problematic interactive media use.

1.Can smartphones make smarter kids?

Smartphones can't do anything with the kids, the essential part is what kids do with them. There are
two aspects: What is the content they are accessing or producing and what is the context? For
example, facetiming your grandparents is great but it is not if you do it at dinner or school, that is why
the context matters. Smartphones are only as good as how they are used. All of these devices and
platforms are essentially power tools, so it can do great good if used correctly, also mindfully and vice
versa.

2.What kind of harms and benefits do social media usage have on children?

Firstly, it depends on the age of the child and whether they are developed mentally to optimize the
social media features. We need to help young people use social media in a different way that they
tend to use now. They use social media for self marketing just like the companies do, how cool they
look or how nice their vacation is, etc. They are doing this to sort of “show-off” to their followers. I
often say that we lost it a lot when “friend” became a verb; friending someone, increasing the number
of your followers on social media and as a result we lost the true meaning of friendship. Because the
true meaning is not about how strong or attractive you are, instead it is built on our limitations and
our needs for each other. It is on our vulnerabilities, not our strengths. So if we can use social media
in our own authentic way, we can build real relationships. Also, it can be used as an instrument of
peace to get to know each other, such as two stranger kids of different worlds. For further information
you can check the family digital wellness guide on our digitalwellness.org website.

Children's DigitalChildren's DigitalChildren's Digital
WellbeingWellbeingWellbeing   

Lal Kuzey Tan
EuroMeds Content Editor

with Prof. Dr. Micheal Rich
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3. What kind of disorders can social media usage cause?

As far as I know, the only dedicated clinical situation at an academic medical center is that people are
having hard time extricating themselves from any kind of interactive media such as gaming, social
media, pornography or information binging. Since the mid-1990s, the possibility of addiction to media
has been debated but here, it can be used as a great model. We can not measure any physiological
changes when using and withdrawing from these tools unlike opioid, cocaine and even tobacco
addiction. Also the words addiction and addict are so stigmatized that it creates a weak handling
between parents and children. For example children drop out of school, do not sleep at night and even
make suicide attempts when parents take their devices away. The main difference here is the
therapeutic approach which is not “abstinence” unlike drug addiction treatments. Young people can
no longer give up interactive media because they need it for school, workspace and even
communication. So the goal here is not abstinence but self-regulation. Learning to regulate how to use
these tools in effective ways is the key. We find this situation more similar to binge eating disorder in
a sense of overusing a necessary resource and continuing to overuse despite the negative
consequences. It is not a problem but it is the manifestation of the problems such as anxiety,
depression, and ADHD. But interestingly kids who have ADHD can be better at video games because of
their distractibility to focus on various aspects quickly. The main problem we indicate is the
“problematic interactive media use” and such as the example of ADHD-video games and social anxiety-
social media, young people can self medicate themselves in their relative mastery like this.

In general the issue is not the forms of the media but the interactivity. We are focusing on the
technology but the problem is us, what we do with the technology and the interactivity which
withdraws us in. 

4. Is there any difference among your patients before and after the pandemic? 

Yes, definitely! But more in volume than anything else. We are swamped with patients. What
happened in the pandemic actually happened overnight, young people went from living in the physical
world to a virtual world, doing everything on screens. There were a lot of kids who had problems with
the interactive media before the pandemic, so I am not convinced that the pandemic made the
problem worse but instead it made it more obvious. What we had in the pandemic is what we call in
medicine as “acute-on-chronic”. It means that a chronic condition is exacerbated by an acute
situation. Such as having chronic asthma and having acute pneumonia. 

5. What do you think about online education systems, can they be successful? 

Absolutely! We made a pulse survey, which you can also reach from our website, in the middle of the
pandemic in the US. We talked to the parents of kids from primary grades till the end of highschool.
60% of the parents told us that they felt their kids did as good as -or even better- with their didactic
learning. On the other hand, again, 60% felt like their children's social emotional learning
(relationships, being in school, making friends) have become regressed because they are isolated from
each other. I think we got better in remote education on information transfer which is teaching people
things but we still lack creating social emotional beings so it is a mixed bag.
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6.Can the usage of social media affect a child's attention
span? 
 
There is an interesting pseudo-research that shows the
average human attention span is shorter than a goldfish. As
educators, parents and people who work with youngsters, we
need to make them take some time to do reflective thinking.
Because another issue with these devices is that we try to
multitask. Human brain works only on one channel at a time
so it splits your focus. We also call it “switch-tasking” which
does not allow us to think deeply about the thing we do. I
recommend people to have one day in a week to have
everything shutdown. Throughout the globe; we have an
understanding of sabbath, the day of rest, in religion. On that
day we put daily work aside and focus on what is important
both for us and for our surroundings. The people who take my
advice say that the first day was horrible but the second day
was relieving. We lower our hyperstimulation and reflexive
attempts to reach out. Also, one of the things I want to bring
back is boredom. Because boredom is where creativity and
imagination happens. We take a bus, we look at our
smartphones, we get on an elevator, we look at our
smartphones. We lost our disturbing free time which triggers
us to imagine.
 
7.What can be considered as problematic interactive media
use (PIMU)? 
 
In its simplest form, PIMU is when our basic life functions are
impaired. In other words, when our physical, mental and
social lives are affected. For example a kid who stays up all
night playing video games is sleep deprived. The first
problems we observe are sleep problems or academic
problems alongside anxiety and depression. PIMU is not
actually a diagnosis and it is not caused by technology. It is a
manifestation of underlying issues such as ADHD which is a
spectrum. Basically, what we have found is that if we can
figure out what that underlying driver of these behaviors are
and treat them, it will conclude in resolving bad behaviors. 
 
 
8.Considering the effects of social media on the
development of a child’s wellbeing, would you count it as a
breach on children’s rights? 
 
Well, it is a complicated question because some children can
use it well but some can not. We need to take a bigger look
putting aside the social media, by considering the whole
interactive media. On the most basic level, the rights of the
child are to be sheltered, fed, protected and educated. Some
aspects of interactive media will educate them, some aspects
can lead them to negative education such as hate sites.
Ultimately, we need to take a step back and say that we are
all in this together. The tech companies, the consumers, the
entertainment companies… That is actually the core idea of
the digital wellness lab, instead of criticizing and pointing
fingers at us, we collaborate and seek the best good of
children considering technology and see the helpful aspects
versus harmful aspects and continue to improve.  
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ReReRefugees; Surviving the COVIDfugees; Surviving the COVIDfugees; Surviving the COVID
Pandemic, Vaccinations, andPandemic, Vaccinations, andPandemic, Vaccinations, and

moremoremore   

Overcrowded and unsafe housing, which puts people living in informal settlements at increased
risk of viral transmission 
Occupational health risks, in relation to increased close-contact exposure in substandard or
informal job settings, therefore increasing their physical interactions and hence also the chance of
contracting infections/the virus.
Limited awareness of prevention measures due to the shortfall of a reliable COVID-19 health
information strategy for culturally and linguistically diverse communities.

The global COVID-19 pandemic has majorly impacted vulnerable communities, with migrants across
Europe finding themselves unprotected and overexposed to infection. In the pre-pandemic period,
providing routine vaccination for the migrant population has been an ongoing challenge, but now an
inclusive COVID19 vaccination campaign must be prioritized to ensure a fair distribution of COVID19
vaccine.
 
Why is providing Vaccinations for the refugee population important?

At the end of December 2020, numerous European Member states carried out Vaccination drives
majorly for primary groups that not only included health care & frontline workers but also old aged
people and those working in schools & universities. But the question that arises is that amongst all this
where do Refugees stand?

It is important to reflect on the dynamics that revolve behind the prioritization of some categories
over others and to promote inclusive approaches in our day to day health-related thinking and
practices. The Vulnerable populations include migrants, refugees, asylum seekers, internally displaced
persons and other people on the move; they are often involved as frontline workers to address the
Covid-19 crisis. Additionally, in numerous countries today, migrants are not only refugees, asylum
seekers, but also students, investors, scientists, taxpayers, consumers, etc. 

How do Vaccination distribution issues affect Refugees?

The COVID-19 emergency has intensified existing issues for migrants, asylum seekers and refugees by
among others 

Smriti Subikshaa
Aishwarya
Members of MEHR’s Refugees
Small Working Group
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Is anything being done to help Refugees during this dire time?
 

Towards the beginning of the Covid-19 pandemic, a couple of nations - Portugal, Germany and
Greece -- took measures to accommodate the mentioned vulnerable populations. Portugal for a brief
period of time provided full citizenship to all asylum seekers and foreign-born migrants. In Germany,
the vaccination strategies and prioritization included asylum seekers living in accommodation
centres, who were identified as part of the second group to receive the vaccine. The second group
consists of people aged 70 and those with a very high or high risk to be infected with Covid-19.
Greece has also claimed that asylum seekers living in refugee camps have received vaccinations in
May 2021.

Promises in theory, but practical challenges remain 
 

Many preconceived notions & mindsets also play an important role in many countries hesitance
towards providing refugees with vaccination such as “A need to focus on vaccinating the population
of our country before diverging efforts due to the shortage of vaccines”; however we as medical
workers do realize the need to vaccinate migrants and refugees to control future outbreak in camps
and the need to provide daily sanitary living conditions for maintaining herd immunity along with
immediate access to good healthcare facilities need to be set up near refugee camps, for example, In
Greece, high levels of COVID-19 transmission was seen amongst asylum seekers and refugees at the
facilities. The numbers were higher when compared to the general population and this portrays a
disparity in implications and practice.

Vaccines will not solve the problem of accessing health
care

In order to further lower and eventually stop the spread of coronavirus we need to globally focus our
attention towards countries where hosting refugees has been a daunting challenge; for example in
Mashreq region, there continues to be displacement amongst people of Iraq, Syria and Lebanon due
to violence, conflict and political turmoil. As we saw an increased influx of Syrian refugees to
Lebanon, the numbers skyrocketing from 600,000 unregistered refugees to 855,172 refugees in
addition, the vaccine roll out became difficult despite following an inclusive approach. However,
platforms were established by the World Bank to advocate for a fair and transparent and an inclusive
vaccination campaign. The World Bank had also established powerful communication mediums to
share the monitoring findings with the authorities of Lebanon like (the Ministry of Public Health, the
National Vaccination Committee, the Vaccine Executive Committee) for prompt action. 
As mobility is often a barrier for refugees hence it hinders effective vaccination campaigns. In order
to tackle this, more vaccination centres need to be opened in regions with high concentration of
refugees, for example refugees in Bekaa & Baalbeck-El Hermel are around 39% followed by 27% in
Akkar, hence they require more centres to reach the masses.
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Awareness drives in the refugee regions are also of utmost importance as on surveying, it was concluded
that many didn’t find the vaccine to be safe while most of them did not have adequate information
about the ongoing Pandemic and it’s dangerous effects.
Vaccine Confidence needs to be built in many regions that host refugees
A need to address the bottlenecks faced by refugees in registration for vaccination and creating a
channel that is easily accessible across all campsites.
The security concerns faced by Refugees need to be considered & not dismissed. 
UNHCR should continually monitor the vaccination drives across camps & allocate local agencies to see
that people obtain the required doses of vaccines in order to create herd immunity. 
UNHCR should make it mandatory for countries to include migrants, refugees & asylum seekers in their
vaccination campaigns. 
Countries with excess unused vaccines should distribute them to other countries that are struggling to
vaccinate the people of their country and also vaccinate the underprivileged and migrants. 
Constant monitoring of surveys should be done to observe and learn from countries that have had
success in being inclusive with regard to vaccines such as Jordan, Lebanon, etc. 

What can be done now:

1.

2.
3.

4.
5.

6.

7.

8.

It is very important to note that even if the vaccine reaches undocumented individuals, it may not lead to
sustained or improved access to basic health care for undocumented people. Undocumented people and
generally, everyone should be able to have full access to health care based on health needs and not on
residence status.
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Written by: 

Smriti Subikshaa 

EM Associate Editor
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female reproductive healthfemale reproductive healthfemale reproductive health
and rights in the covid-19and rights in the covid-19and rights in the covid-19

pandemicpandemicpandemic

INTRODUCTION 

The pandemic, started in February 2020 and continues to this day, has had many effects on our daily
lives, as well as leaving traces for the future. Reproductive health and reproductive rights, which are
the future of the whole world and one of the biggest human rights, are some of the issues affected by
this situation. Compulsory restrictions due to the rapid progress of the pandemic, necessary
precautions, economic situations, and many other reasons can restrict Women’s Rights in terms of
reproduction, birth, control, and even life. This situation is very important as it affects both the
future human population and the individual rights of women, on a global scale.

REPRODUCTIVE RIGHTS OF PEOPLE DURING THE PANDEMIC

The process of reproduction and pregnancy is one of the most important women's rights and carries
special importance. Pregnancy is not just a matter of choice, but a matter of health for mothers and
their babies. Therefore, the rights of women and the processes of pregnancy should be examined and
protected very seriously.

COVID-19, the active virus of the current pandemic, is part of the SARS-CoV Family, as in the SARS and
MERS epidemics we have faced in the past. This is very worrying, and the biggest reason for this is the
significant morbidity rate of both SARS and MERS outbreaks – up to 25% in pregnant women. Pregnant
women are more susceptible to viral infection due to reduced immunity and various other
physiological reasons. [1]

In addition to this, economic difficulties impact greatly on the reproductive rights of women. The
COVID-19 pandemic was declared by WHO on 11 March 2020, halting major revenue-generating
activities worldwide. Studies have shown that the ensuing economic recession may have worse
consequences than the 2008 global financial crisis, which has affected the economy of some European
countries. This situation directly affects people's future plans and therefore their reproductive plans.
For example, in the crisis of 2008, there was a deep decline in Spain's annual population growth curve,
as families could not have children in this economic situation. This decline in the population growth
curve, has become an even more serious problem. If another economic recession hits Spain, the risk of
delaying pregnancy in this population will increase. In this context, people will be close to reaching
the point of biological sterility. Postponing reproductive plans and the lack of resolution on this issue
is actually a violation of women's rights. Maternal age is the most important independent variable of a
healthy pregnancy. We may face a similar situation that is feared in the COVID-19 pandemic. [2] 

Elif Sude Aydin
Karadeniz Technical University
Faculty of Medicine
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There is currently not enough evidence of barriers
to the reproductive potential of SARS-CoV-2-
infected males and females, but there may be
related short- and medium-term increases in global
infertility. This current pandemic is threatening
millions of lives worldwide. Its economic remnant,
another consequence of the pandemic, harms
human rights by compromising the demographic
structure of countries internationally by reducing
short-and medium-term birth rates. [2]

Based on experience, we can predict that the
economic impact of the pandemic will put pressure
on family planning for couples and single women
and delay the ideal time of conception. Therefore,
governments and healthcare sectors around the
world must follow the recession. They should take
measures to alleviate the sociodemographic crisis
and try to alleviate the burden that many families
may face in the years to come. Because, as
mentioned, healthy reproduction is an individual
right. [1-2]

PREGNANCY, BIRTH AND CONTROL IN WOMEN
DURING THE PANDEMIC PERIOD 

As mentioned above, it is known that SARS and
MERS viruses have negative consequences such as
premature birth, fetal growth restriction,
miscarriage, and maternal death, as well as
morbidity rates in pregnant women. There is
currently no evidence that pregnant women are
more susceptible to the COVID-19 virus than the
general population, but we do know that
pregnancy is an immunosuppressed state and
people become more susceptible to infection. In
short, pregnancy is again a risk factor for flu
epidemics, increased morbidity, and mortality. [3]

Pregnant individuals have also been affected
by the many restrictions imposed during the
pandemic. The closure or dilution of many
hospitals' outpatient clinics during the
pandemic has affected the care of pregnant
women and their preparation for any adverse
consequences that may arise. 

Abnormal pregnancy, delay in pregnancy and the
health of the foetus have effects on the mother's
rights related to pregnancy, health and control,
but most importantly, it can be an obstacle for
both of them to go through this process without
risking their lives. Examination of pregnant people
and taking necessary precautions are both essential
for reproductive and life rights.

 PRECAUTIONS THAT HAVE TO BE TAKEN FOR
WOMEN'S REPRODUCTIVE HEALTH AND THEIR
RIGHTS DURING THE PANDEMIC PERIOD 

Following the pregnancy process in a healthy way
involves many human rights. In the current
pandemic, some studies have suggested
maintaining this process while minimising the
contact between individuals in several ways: 

● In a healthy and pandemic-friendly way, they can
have their check-ups every 4-8 weeks instead of 1-
2 weeks. [1] 
●  Foetal kick counts can be used instead of non-
stress tests. [1] 
● Blood pressure can be measured at home, urine
and blood tests can be done at nearby facilities,
but the results should be reported to the treating
obstetrician by phone or via social media. [1] 
●  Because pregnancy itself is a hypercoagulable
condition, infected women may be at risk of
venous thromboembolism as a result of reduced
mobility when self-isolating at home. Therefore,
obstetricians should evaluate their patients with
this risk in mind. There are recent reports that
some patients infected with COVID-19 suffer from
hypercoagulation complications. Foetal growth
restriction has been reported as a result of
maternal hypoxia, so foetal surveillance with at
least one ultrasound growth assessment is crucial.
[1] 
●  Babies born to COVID-19-infected mothers can
get the infection after birth rather than in the
womb. Therefore, it is better to separate the
newborn from infected or suspected mothers in a
separate neonatal care unit and delay
breastfeeding until the possibility of infection is
gone. Meanwhile, the infection in the mother is
also treated. [1] 

21



●  Critical or confirmed pregnant cases that come
to the emergency room may be kept in special
isolated rooms or negative pressure rooms. [1] 
●  A strategic path can be followed against the
pandemic by expanding the use of independent
(community) midwifery units alongside the
obstetric unit. Where midwifery units are not
available, units can be created quickly, such as
those made in the Netherlands. (4) 
●  Rational use of resources can be maximised
through strong collaboration between midwives,
nurses, obstetricians, neonatologists, and the
integration of primary care and acute services. (4)

RESULT 

Reproductive health, family planning and healthy
continuation of pregnancy are important parts of
women's and human rights, and we should protect
the rights of people by dealing with these issues as
fastidiously as possible. 
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I’m not a female doctor,I’m not a female doctor,I’m not a female doctor,    
I am a doctor!I am a doctor!I am a doctor!

Discrimination against women in health professions and especially in the medical profession is not a
new phenomenon. It commonly takes the form of derogatory comments from male peers and combined
with lower wages. Female doctors will obviously find it difficult to cope with work environments
where they often have to face the wayward behaviors of colleagues, devaluation (moreso in some
specialties than others, see below) and a constant struggle to give every single day to prove their
worth. ‘Sexist attitudes’ encapsulate these ideas. Although in 2019 the rates of female medical
students exceeded those of male students, in many countries the medical profession is still male-
dominant, markedly so in specific specialties.[1] It is largely the case that the rates of women in these
specialties have increased but still remain low, with the striking example that only 12% of female
doctors in England end up as surgical consultants, [2] and this is due to discrimination against female
doctors.

More than half of female doctors in surgical specialties have experienced sexist behavior and
discrimination in the workplace, according to a survey conducted by the Association of American
Medical Colleges, which highlighted orthopedics as the worst of all surgical specialties for a woman in
this respect[3]. Although women in several developed countries now make up more than 50% of the
students in medical university faculties, a much smaller percentage of them eventually choose a
surgical specialty, as surgery continues to be considered an environment suitable only for men.
In a study conducted by Imperial College and involving female doctors, the results were dispiriting[4].
The study showed that women avoid surgical specialties for various reasons, such as the difficulty of
finding a work-life balance, the inability to control working hours and medical stereotypes that
stigmatise women. [4,5]

Furthermore, 88% agreed that surgery remains male-dominated, while almost 60% said they
themselves experienced or witnessed incidents of professional discrimination against them. [4]
Orthopedics ranked by far the highest as the most sexist surgical specialty, followed by cardiothoracic
surgery and general surgery. [4] Similar results showing discrimination against women doctors are also
derived from research on doctors' salaries.[6] Female doctors turned out to be wage-inferior compared
to men. Not all doctors are considered equal in the eyes of their employer or even their patients, it
seems. Men are paid more than their female colleagues and white doctors better than Black doctors,
so a Black female doctor would be at the bottom of the pay scale. This should not be happening in the
21st century. The results of the above survey showed that a white male doctor in the US compared to
a Black male doctor has a difference of about 35% of an average annual income. Also, a white female
doctor has an average annual income of $ 163,234 and a Black doctor $ 152,784. [6]

Eleni Georgiadi
National and Kapodistrian University of Athens,
Faculty of Medicine
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In other words, despite the struggles for gender and race equality, differences persist even in the most
developed regions of the world, even though all doctors are highly educated and do the same demanding
work. In a related survey, 53% of patients showed gender bias, with 42% preferring a male  doctor rather
than a female. [7] The same rates existed in terms of surgical specialties.[7] The reasons that led to this
choice concern the theoretically ‘better’ way in which male doctors practice medicine compared to female
doctors. But, on the other hand, the same patient could easily state that a woman could be an excellent
pediatrician, gynecologist, or family doctor. It is a fact, however, that women doctors, although
experiencing different prejudices and sexist attitudes in their professional environment, manage to have
better patient outcomes, while it is proven that they provide more guideline-recommended care than their
male peers. [8]

 

Gender equality is the unfinished business of the 21st century!

From the above, we can understand that there are many reasons why women are even now discriminated
against. An example that confirms this is the fact that women do not often achieve promotions or ascend to
leadership positions. [9] Also, even if we assume that a female doctor is professionally superior to a male
doctor, she finds it difficult to receive grants or make scientific publications, [10] which presents an obstacle
to her career, too. Finally, women who opt for academic medicine face greater challenges in finding a
mentor for example, [11] with this gap contributing to career disparities.
The time has now arrived when efforts are being made globally, through different organizations, so that
women can claim the life they want to live, both on a personal and professional level. We are now seeing
increasing numbers of women studying and occupying high-ranking positions because they were judged on
their skills rather than their gender and origin.

A study showed that cardiology patients, men and women, whose physician was a woman, had significantly
lower mortality rates. [12] And this, as it turned out, is because there are differences in the way men and
women practice medicine. [13] It is unfair, however, to carry out studies to constantly demonstrate the
professional competence of female doctors. What we should always remember is that the purpose of every
doctor of whatever gender is to ensure the health of patients. It doesn't matter if you're a female or male
surgeon, Black or white, but if you've been properly trained for that role. Medicine can cure diseases, but
only doctors – regardless of their gender and other discriminations - have the ability to cure patients.
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MeMeMental Health of Vulnerablental Health of Vulnerablental Health of Vulnerable
Social Groups During COVID-19Social Groups During COVID-19Social Groups During COVID-19

The current pandemic imposed by COVID-19 has brought on various challenges and burdens on
healthcare systems, populations, and individuals , especially affecting the vulnerable social groups.
Although preventive measures such as social distancing and self-isolation have been observed to have
negatively affected almost everyone’s mental well being, the mental health of certain vulnerable
social groups, including the elderly, individuals with pre-existing mental conditions, moving
populations, members of the LGBTQIIA+ community, and GBV victims, has been disproportionately
affected. Thus, advocacy and research hold great importance to raise awareness about these
psychological effects and possible policies that can be implemented to provide support towards
vulnerable social groups’ mental health.

The effect on mental health and pre existing mental health issues 
The pandemic might affect every individual, provoking a wide range of negative psychological
emotions, including stress, grief, fear, despair, and anger, and has often led to symptoms of acute
stress disorder, confusion, exhaust, disorientation, lack of motivation, insomnia, and indecisiveness
(1). In fact, several studies report an unprecedented situation of psychiatric disorders during the
COVID-19 pandemic in Europe. For instance, a survey conducted by Gonzalez et al (2) in a Spanish
University, which included 2530 students, demonstrated moderate to severe anxiety (21%), depression
(34%), and stress (28%). A recent study assessing the impact of Covid-19 pandemic on mental health in
the general population of Germany and UK yielded noticeable results. Throughout this online survey
about 25% of the UK and German respondents expressed a subjective exacerbation of the general
psychological symptoms, and 20-50 % of responders with both nationalities met the criteria for
depression, dysthymic disorder, and anxiety. The results suggest a dire impact of Covid-19 on mental
health which highlights the need for appropriate intervention to support this large proportion of the
population [3]. 

Research shows that crisis conditions can be linked to elevated risks of PTSD, anxiety, and depression
(4), and it is estimated that about one of ten people in post-conflict settings will meet the criteria for
a moderate to severe mental disorder (5). The pandemic, considered to be the crisis of the 21st
century, falls under the circumstances of conflict; with the broad cancellation of schools, fears of
being infected, the physical distancing, the limited social gatherings, the closure of religious
institutions, as well as the economic recession. The uncertainties associated with the COVID-19
confinements are thought to be risk factors to not only provoke mental health issues but also to
deteriorate pre-existing psychological problems as well (1,6). Moreover , it should be noted that
COVID-19-related experiences such as general distress, social distancing, and fear of physical harm
may also be connected with suicidal attempt and behavior (7). 

EMSA Mental Health SWG
Medical Ethics and Human Rights
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The imposed restrictions have already exposed the clinicians of
delivering insufficient mental health care, leading to aggregation
of the symptoms of people with mental disorders. Additionally,
the monitoring can be continued in forms of telepsychiatry using
telephone or online technology during the Covid-19 pandemic.
However, there are still challenges in delivering enough and
appropriate care using telepsychiatry, and this should further be
assessed whether this form of healthcare has more advantages
than disadvantages (7). 

MH of people with substance use disorder
The current situation imposed by the Covid-19 pandemic has
established additional challenges with the mental health of
healthy people, let alone people with substance use disorders,
which led them to be at greater risk (9). The recent data
proposes that elevated levels of isolation, stress , and
unemployment can bring about up to 75,000 deaths of despair
related to deaths to alcohol, drug, and suicide (10). Additionally,
people with addiction may present higher risk of worse Covid-19
outcomes (11), which highlights the social and psychological
impacts of Covid-19 pandemic. More importantly, Covid-19
pandemic led to a noticeable increase in the drug/alcohol use
pattern (12). On the other hand, the Covid-19 confinement has
had hidden impacts on the mental health of these people as well.
In this regard, Healthcare professionals should be suggested to
spend more time emphasizing their therapeutic approach on
educating people with addictions on the psychological impact of
the Covid-19 on people with addictions , and provide more
helpful guidelines that may help this vulnerable group to go
through the pandemic more confidently.

MH of the LGBTQIA+ Community
(Trigger Warning: suicidal ideations)
The psychosocial ramifications of social isolation measures due to
the pandemic may increase the vulnerability of the LGBTQIA+
population, who are already subject to hurtful levels of
prejudice. According to findings published in March 2021, 74% of
the LGBTQIA+ people who answered the poll reported that worry
and stress from the pandemic has had a negative impact on their
mental health, compared to 49% of people who are not in this
population (13). As stated by Barrientos et al. (14), ‘this
population seems to have been more exposed to the risk of social
and physical isolation from their support networks, and difficulty
expressing their own identity’. In addition, The BelongTo
Organization of Ireland (15) has shared the results of their
survey, which reveal that 42% of LGBTQIA+ young people said
they were not fully accepted in their home environment and 55%
of LGBTQIA+ young people surveyed are struggling with suicide
ideation during the year of the pandemic. All this reveals the
need for more accessible support systems for the LGBTQIA+
community, which can involve multi-dimensional efforts from
NGOs and governmental bodies alike.  

27



MH of Moving Populations
Furthermore, the mental health of moving
populations has been affected as well. The
pandemic has added to the protection risks that
refugees, migrants and asylum seekers have to
face on a daily basis, such as intimate partner
violence, abuse and exploitation, and the
additional psychological stressors that accompany
the pandemic itself. Recent data supports that the
pandemic might have worsened pre-existing
mental health conditions in moving populations or
further created new vulnerabilities (16), while
many also emphasize the multi-dimensional
difficulties that may be faced by people from
refugee backgrounds, in the context of the
pandemic. ‘People with refugee backgrounds
experience compounding anxieties that concern
family members, many of whom remain living in
conflict-affected or low-resource countries where
the virus is spreading and where healthcare is poor
or nonexistent,’ (17). Similarly, even though social
isolation measures are a part of the crucial effort
to contain the spread of the virus, understanding
how limited social interaction might ‘exacerbate
adverse mental health responses in refugees’ is
important. The following statement from the
UNHCR in their report about this topic (18)
provides an excellent summary of the ways the
ongoing pandemic affected the mental well-being
of moving populations: ‘The socio-ecological
environment for adults and children is profoundly
affected: social support systems may become
dysfunctional (...); stress levels increase due to
movement restrictions and crowded living
conditions; income and livelihood opportunities
are threatened. Many, particularly women and
children, face increased protection risks (...) αnd
People with pre-existing mental health conditions
may experience a worsening of their condition and
have difficulties in accessing appropriate care.’

MH of Elderly
In addition, the aging population, defined by the
OECD as the individuals aged 65 or older, is
unfortunately associated with a higher COVID-19
susceptibility, a significantly increased viral
burden and a 62 times higher mortality rate
compared to the individuals aged 54 and under
(19).

This discovery practically implied the rigid
measures of social distancing the elderly had to
undertake in order to safeguard themselves.
According to Grossman et al (20), these measures
induced feelings of loneliness and worries in the
elderly. Almost all of the people being studied
reported changes in their behavior, such as
stockpiling food or worrying about going outside.
Anxiety, depression and sleep disturbances were
also common. Physical activity levels were found
to have decreased to a near-zero level. It becomes
evident that a sizable proportion of ageing people
do not have access to a social support system, that
would provide them with adequate cognitive
therapy opportunities, accessible programs to
encourage physical and mental activity at home
and educational tools that would combat digital
illiteracy and make them feel remotely "connected
to the world" (21).

Anxiety, depression and sleep disturbances were
also common. Physical activity levels were found
to have decreased to a near-zero level. It becomes
evident that a sizable proportion of ageing people
do not have access to a social support system, that
would provide them with adequate cognitive
therapy opportunities, accessible programs to
encourage physical and mental activity at home
and educational tools that would combat digital
illiteracy and make them feel remotely "connected
to the world" (21).
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MH of people living in a violent environment 
Trigger warning: VIOLENCE

Lastly, people living in a violent environment have seen their mental health deteriorate due to the
increase in the violence they receive, most of the time gender-based and-or intimate partner
originated (22). In reality, GBV has been a multifaceted public health issue even prior to the pandemic,
with one out of three women being victims of domestic or/and intimate partner violence, and has,
unfortunately, aggravated after the outbreak of COVID-19, leading the UN Women to go as far as to call
it “the shadow pandemic” (23). Underlying factors linked to the pandemic such as stress, isolation and
financial insecurity tend to be held accountable, when trying to explain the tremendous increase in
calls in domestic abuse hotlines and GBV shelters (24). In the EU, a 60% increase in calls to domestic
violence hotlines has been reported during the pandemic (25). In Italy, only during the first month of
quarantine (from March 2 to April 5,2020) the Italian national network of shelters for GBV victims
(D.I.R.E.) showed a 74.5% increase of requests for help (26). In France, there has been an increase of
30% in reports of domestic violence and the list with examples simply does not end (27). GBV victims
have to not only cope with their physical injuries, but overcome the psychological trauma the abuse
provokes. Many of them suffer from PTSD, panic disorder and major depression and getting proper
treatment during and post covid is fundamental for their mental recovery and functionality (28).

All in all, although everyone’s mental health has been negatively affected by the pandemic, there are
certain vulnerable social groups whose mental wellbeing has been affected the most. Therefore,
highlighting the significance of mental health and raising awareness on the psychological impact of the
pandemic on vulnerable social groups is not only crucial, but imperative. 
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Since March 2020 the world has undergone a phenomenal transformation, for good and bad. The
impact of the COVID-19 pandemic has been devastating for many, and its repercussions will be felt for
a long time. 

During this period the world has simultaneously divided and united. The capacity of societies, globally,
to unite has been demonstrated through many actions on local, national and international levels. In
some cases under duress from oppressive governments that wish to oppose reform and Human Rights.
It is the actions of individuals, of groups, of NGO to continuously act to defend and claim the rights
humans deserve that will make a difference in the long term. It should never be underestimated that
all societies, from one form to another, need constant vigilance when establishing and protecting
human rights. 

“The Algorithm will see you now”
Due to the pandemic, the healthcare industry had to adapt in order to provide services remotely in
order to reduce transmission. 

The rise of telemedicine, a relatively old technology, has exponentially increased in its use. There is
little doubt that telemedicine is a valuable tool. However there are a number of consequences of this
technology. These include digital literacy (a topic which is the focus of Health Policy), access (some
socioeconomic groups are not able to access device and/or Wifi needed for telemedicine),
Safeguarding (the manner of communication has changed dramatically, the cues which previously
would have been observed in abuse cases are more difficult to spot, identity and isolate) finally the
most important aspect of telemedicine and any technology that the healthcare industry utilises is
patient data.

Furthermore, we are seeing an increasing number of AI technology being utilised and developed for
the healthcare industry. The disruption is in its beginning stages. 
Ethics and Patient Data

 
Stephan Hawking:

""Our future is a race between the growing power of technology and the wisdom with
which we use it." 

An integral aspect of medicine is the application of ethics in healthcare. Modern healthcare ethics
utilise virtue ethics. Whereby the Doctor is expected to be virtuous according to culture, society and
religion. 

Natasha Barbaour-Murrayy
EMSA Medical Ethicsand Human Rights Director 

THE ALGORITHM WILL SEE YOU nowTHE ALGORITHM WILL SEE YOU nowTHE ALGORITHM WILL SEE YOU now   

30



Thus confidentiality is a foundation of medical ethics. I state this, though those of you reading this
understand this principle- I’ve no doubt.

Where previously doctor-patient confidentiality came from a Doctor not discussing patient
information; in the modern age and through the use of electronic health records the landscape for the
protection of patient data has drastically changed. The 21st Century has monetised and changed the
way we look at our environment through the analysis of data and it's changing the way we practice
medicine. 

Before we discuss why it's vital that we work harder to protect the use of patient data, let's examine
why it's being used. 

Throughout the 21st century there have been many industries revolutionised and disrupted through the
incorporation of technology and Algorithms- Healthcare is next. It has only really begun to blend into
the healthcare industry, though its implementation has increased since the beginning of the pandemic.
Yet, when it comes to technology; data is at high risk. This is for a number of reasons: primarily the
concern relates to how it can be used by hackers. 

Why do technology companies want patient data? For a number of reasons including data mining and AI
technology. Everything we use on a daily bias now in one form or another involves the use of AI. For AI
to work it must be trained using data provided by humans, and it requires a lot of data. Generally, the
more data, the better AI can be trained to operate. We will consider the quality of the data later.
However, the security of the data and the control of the data are of paramount importance, more so
than any of the data used in any other technology. 

So why is the use of data in Healthcare technology important? When data is used to train algorithms a
number of issues can arise, primarily the integrity of the data. We need a vast array of data for an AI
technology to operate accurately. This refers to the quality of the data, the gender, sex, age, race,
religion and in some cases the socio-economic environment. When there are flaws, the consequences
can be disastrous. For example, if a technology trained to analyse radiographs is being developed,
there are a number of fields that need to be considered, the variety of disease images used; the
patients to whom it applies and doesn’t; and the equipment that is being used. However, when google
created software that could evaluate ocular images and designate whether a patient would need a
specialist referral they overlooked something. The equipment health centre had access to, this results
in the software being unable to analyse the images because the rural communities using the software
didn’t have access to the same expensive equipment, which changes how the algorithms could read
the images and make accurate decisions. This is one example, however there are many, some of which
are online therapy ‘bots’ using natural language processing to understand how to communicate with
with patients that will accidentally provide relationship advice to victims of sexual abuse. The lack of
current oversight has also contributed to these issues, as policy and consultations of medical experts
before release could largely combat these issues. 

So what can we do? As Students, Future Doctors and Doctors there are many things we can do at
various levels. We can help to educate our peers, raise awareness, not only this but we can educate
our patients on their rights regarding their data and how they can have control over the manner in
which their data is used. We can advocate locally within our Universities, Hospitals and
Administrations to incorporate safe technologies, and robust cyber security practises that help to
educate and protect Healthcare organisations, which in turn protect patients. Technology is not going
to leave or be eradicated, we must embrace the way it can bring change. Yet to do this we must do so
safely, and through compliance. To achieve compliance in society; trust needs to be built and this is
how it will happen. 

It should be noted that everything stated here has been summarised, if you want to learn more there
are many resources that can be found, some of these have been sourced by the Data Health Rights
SWG. They can be found in the MEHR resource centre alongside many other topics. The link can be
found here. 
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1.As the knowledge of neuroscience increases, can we still talk about free decision making and
how would it affect the future of neurolaw?

 The free will debate is not something that is solved, so we don’t know if we have free will or not.
Most neuroscientists suspect that we do not have free will because although the brain is enormously
complicated, it is made up of interactive parts and pieces. So it is not clear how you would get free
will there. However, our field is still very young, maybe we will discover something in a hundred
years, but we do not know in which shape. About how it affects the neurolaw, interestingly it affects
it in a really small way. The legal systems’ purpose is to take people off the streets who are not
behaving properly. It really doesn’t matter if they have free will or not since they will still be doing
the improper behaviors and the legal system should still take them off. It is not like everybody gets
forgiven or released if they don’t have free will, you still have to take a violent person off the streets.
The difference is looking into rehabilitation strategies and giving people customised sentences to
understand people better by not pretending that all brains are the same as the others and recognising
the differences. 

2.Is it possible to build a more comprehensive law system based on neuroscience and if yes, how
can it be improved?

 The main thing is to stop pretending that everybody is exactly the same. It is a very intuitive thing
that we do, where we give everyone the same punishment. For example, if someone has schizophrenia
or is mentally retarted; we recognise the differences. On the contrary, when everyone else does
something bad, we assume that “they're just like me.” That is not a useful way to run a legal system.

3.What would your suggestions be for future neuroscientists, who want to advocate the
understanding of human behaviour within the society?

 To understand the differences between people, take a careful look at the prison systems which most
neuroscientists and young doctors aren’t really encouraged to do. Sometimes it is obvious when
someone gets a stroke or a traumatic brain injury; it's easy to see, it is not that poor guy's fault. He
did that because he has a clear problem in his brain. Often, it's more difficult to see more than that.
We have a spectrum; where on one end it has people with very clear brain damage and on the other
end it has common criminals in prisons. And then, we sort of draw a line based on where our
technology is. On the first side we say, it's not really their fault, but on the other side of the line we
say that it’s really their fault and we are going to punish them. That line changes every year due to
developments in technology. For example, in 50 years, we will have an understanding of new brain
disorders we cannot even dream of right now.

neurolaw: tendency toneurolaw: tendency toneurolaw: tendency to
be a criminalbe a criminalbe a criminal

Duru Özyapıcıel
EuroMeds Content Editor
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 So it does not really make sense to build a legal
system that is based on blameworthiness regarding
the two sides of the line. Instead, the issue is how
we help people to rehabilitate and to recover,
which is not always possible. For example, if a
person has a brain tumor, we can remove the tumor
and the behavior turns back to normal. But for other
people, we don’t have good rehabilitative
strategies. With psychopaths, everybody is
searching for a solution but no one has found it yet.
Unfortunately, they would just go to sit in a prison
cell.

In the United States and possibly in Turkey as well,
one of the huge cases is drug addiction. Our prisons
are full of people who are addicted to drugs. At this
point in neuroscience, we know so much about the
biology of drug addiction and we know so many
ways to help people break the addictions. Putting
them in prison doesn’t solve anything but just
causes the government to spend a lot of money and
give misery to individuals. 

4.How far people can be considered as criminals,
what is the line between committing a crime on
purpose or not?

 If there is no free will, it means that talking about
intention doesn’t really mean anything. Because if
we are biological machines, which is still
complicated for us, we cannot mention intention.
Instead, we can try to rehabilitate them or help
them to get out of those situations. The thing that
we always have to be careful about is giving the
government too much power. The really important
part of this conversation is how to rehabilitate
people without giving the government the ability to
say “we are going to make a frontal lobectomy and
scramble your prefrontal cortex.” So if you keep an
eye on that, there are ways to help people.

For instance, we can use brain imaging (fMRI) to
make people help themselves. In other words, they
are getting real time feedback in the brain imager
and they are figuring out how to make their
networks that care both taking drugs and not taking
the drugs. How do you get these to compete against
each other so that not taking the drugs wins. For all
drug addicts, they know all the reasons why they
shouldn’t take the drugs. However, they have this
craving and they really want it. Ultimately, the
question is can you help yourself? It only works if
you want to help and care about solving the
problem. It is not that kind of thing the government
can impose on you. 

5.What kind of rehabilitations are effective in
treating criminals today and what can be done
further?

What we do currently in the US and assuming in
other countries as well, is we put everybody in jail
and we just think if you are mentally ill or a drug
addict it will fix the problem. But it doesn’t and
even makes it worse. People refer to the jail as the
revolving door. Once you go in, you tend to get
caught in the system and you keep ending up going
to jail. It is not an effective solution. I know in some
places in Europe such as Norway and Denmark, they
have real rehabilitation strategies instead of putting
someone in a prison. It is more like a little
apartment where you are kept inside but the main
idea is not to make it miserable for you. Apparently,
it has pretty good results because it cares about the
individuals. Of course, it doesn’t work for everyone
such as psychopaths. 

For example a group therapy was conducted with
psychopaths which is about asking; “How does
saying or doing this makes you feel?”. After the
therapy, it turns out they committed more crime
and the reason is they got to learn. Psychopaths
don't have empathy for other people so for them it
was merely educational. They say “When I do this,
that makes me feel that way, now I know another
move to make”. Overall, I think all the
rehabilitation programs are still exploring and trying
to figure this out. 
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One successful system in the US is the specialized court system. We have a specialized drug court where the judges and the
juries have knowledge about drug addiction and what rehabilitation strategies are available. It is the same with mental
health courts. It is a very easy first step to improve right away.

6.Under the name of neuroscience, can we prevent crimes by searching for people’s diseases or genes?

No, because you can not punish somebody before they have committed a crime. Life is complicated and crime is based on
context. let’s say you are a really mean, aggressive person, it doesn’t mean you are going to commit a crime, you might
become a successful athlete or a trader in the stock market. You cannot punish someone before they actually do something
and that is how most legal systems work around the world. Because it is nothing about the genes, brain and experiences
that is going to tell you with certainty whether you are going to commit a crime or not.

7.Could you please mention some of the cases that you see very commonly in neurolaw?

Even people with lesions in the same place, some commit crime and some don’t. If you have a tumor on the amygdala, that
can make people more violent but again, it doesn’t necessarily mean that they will commit a crime. It may just mean being
a bad partner to live with. For example, there are different types of dementia; old people being the most common, but
there is another type called frontotemporal dementia which 57% of these people end up crossing the line of the legal
system. A relative or a friend of them has to explain to the court that it's not exactly their fault and they have this
condition called frontotemporal dementia. 

These things are coming up on court a lot because of our knowledge of these things. 100 years ago, without brain imaging
and understanding, there was not a clear answer of why they committed crime. So in cases like that, it is useful that we
have brain imaging. But the flipside is that the defence attorneys say “Let’s do a brain scan and see if something is wrong
to get the person off the hook” a lot. Occasionally, you find something and it's useful but they use it very frequently.

Berkay: What are the latest technologies that can decide human behavior and is it possible to prevent problems or
crimes from happening ?

I don’t think it is possible. If you diagnose a person as a psychopath with neurological imaging and psychological testing, it
doesn’t mean that he will do something criminal, he might do something amazing. People in the military and lots of
athletes are psychopaths but it is fine since they are doing their occupation which is not illegal. I don’t think there is much
we can do except for putting people in touch with resources they might need. Let’s say we find in ten years that there are
very particular genes that lead somebody more likely to become a drug addict. What would you do is put that person in
touch with resources such as a phone number he can call, a help he can get but we can’t predict what people will do.
There is no way ever to know if somebody will commit a crime.

Alexandra: Looking at the situation right now, how far would you say we are from that societal change to take place
and manifest itself so we could theoretically prevent the crimes from happening via therapy and rehabilitation?

There are a couple of things that have to be kept in mind here which are that society has a bloodlust and they want to seek
revenge when something happens. Just as an example, imagine that something really terrible happened to your parents or
your younger sibling. Would you say that “It is fine, just send the guy to psychological evaluation” or would you want to see
revenge? Unfortunately, we are very hardwired to take revenge so it’s not clear to me if we will ever get to a place in
society where everybody is forgiving and accepts we don’t have free will. Happily, there is so much money spent on the
prison system that everybody in politics is interested in making reforms, doing things to improve the system because
everybody knows it is not working. That energy is exactly what we need to make these changes.
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PANDEMICPANDEMICPANDEMIC

INTRODUCTION 
During the pandemic, stress levels increased in families for reasons including global social isolation,
impact on jobs, economic instability, high tension, fear of the virus, and new forms of relationship. In
addition, the forced curfews imposed to prevent the spread of the disease imprisoned many people in
their homes. Many people were in a situation that went against our sociable human nature, kept away
from people and resources that could help them. This situation and its consequences appear to have
facilitated a rise in domestic violence. Urgent measures are required to respond to these high-risk
contexts. Thus, the rights of children and women must be defended so that they can prosper in a
society undergoing major changes.

The rates and worldwide prevalence estimates of abuse in self-report surveys conducted before the
pandemic are as follows: [1] 
➢ 22.6% for physical abuse 
➢ 36.3% for emotional abuse 
➢ Sexual abuse in 7.6% of boys and 18% of girls 
➢ 16.3% for physical neglect 
➢ 18.4% for emotional neglect 

According to studies conducted during the current pandemic, domestic violence has tripled in China,
France has reported a 30% increase in domestic violence, Brazil estimates that domestic violence
reports have increased by 40-50%, and Italy is also experiencing increased reports of domestic
violence. [2]

Violence is never acceptable and must be prevented, but we are faced with challenges during the
unusual conditions of today's pandemic.

INTERNATIONAL WOMEN'S RIGHTS 
 The comprehensive regulation prepared by the European Council on combating violence is titled the
‘European Council Convention on Preventing and Combating Violence Against Women and Domestic
Violence’. 34 conventions were opened for signature at the Council of Europe Committee of Ministers
meeting held in Istanbul on 11 May 2011. For this reason, it is known as the Istanbul Convention in the
international arena. [3]
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The situation is explained in the definitions section of the Convention as follows: ‘violence against
women’ means any act of gender-based violence, whether occurring in the public or private sphere,
that results in or is likely to result in physical, sexual, psychological and economic pain and suffering
to women or threats of such acts’. It was stated that it was a human rights violation and a form of
discrimination against women. After saying ‘gender means roles, behaviours, actions and qualities
socially constructed and appropriate for women and men’, it is stated that ‘gender-based violence...
means violence against women because they are women and which affects women disproportionately’. 

The Convention will be applied without discrimination on any grounds such as sexual orientation,
gender identity, age, health status, marital status, immigration and refugee status, or the like. (3) 
 In order to ensure the full implementation of the Convention by the States Parties, a monitoring
mechanism has been established within the European Council, called the Group of Experts on
Combating Violence Against Women and Domestic Violence (GREVIO). (3) 

WOMEN AND THEIR RIGHTS IN DOMESTIC VIOLENCE WITHIN THE FAMILY IN COVID-19 PANDEMIC 
 We have established the existence of domestic violence and the violation of women's rights during the
pandemic. In another study, according to the data of the Hotline 180 provided by the Ministry of
Women, Family and Human Rights in Brazil, there was a 17% increase in the number of calls
condemning violence against women in March 2020. (4)

According to the ecological model proposed by WHO, there are basic individual, relational, community
and social dimensions that act synergistically in the emergence of violence. Due to the health,
economic and social crisis, restrictions of movement, asocialised environments and many other
situations of the COVID-19 pandemic, many families have experienced an increase in internal stress
and unrest. For many women, the fight against COVID-19 increases the burden of housework and care
for children, the elderly and sick family members, the responsibilities of children and many other
workloads. In addition, the difficulties that arise and the resulting psychological state affects all
family members.

 Longer contact with the attacker is a central and dangerous factor. In addition, due to the decrease
in the social contact of the victim with her friends and family, the opportunities for women to
establish and/or strengthen a social support network, to seek help and to escape violence decrease.
(4) Schools, libraries, and places of worship are all critical elements of family routines around the
world. In one study, families exposed to domestic violence or abuse report that these institutions
often offer critical emotional support and an opportunity to ‘break free’ from an abusive home
environment. (2) In one study, constant communication due to restrictions, especially among low-
income families living in overcrowded dwellings with few rooms, reduces their opportunity to file a
report of domestic violence, thereby discouraging women from making this decision. (4) 
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 We need to adapt our prevention methods during the pandemic to take advantage of existing
experience and to strengthen what is already done by governments and non-governmental
organizations in the country, to adapt these supports and initiatives to the specific situation we are
experiencing with COVID-19 and most importantly, to ensure the rights of women are protected as
much as possible. In a study, some examples for this were determined as follows: (4)

➢ Guaranteed 24/7 service on 180 Hotlines (violence against women), 100 Hotlines (human rights
violations) and 190 (Civil Police) and maintenance of services by the boards for children's rights in
person or via phone, WhatsApp, mobile phone apps, and other online channels to report violations and
must be available to transmit.

➢ Strengthen ad campaigns by focusing on the importance of other people not turning their backs on
cases of spousal abuse. Awareness campaigns about various types of child abuse are also needed.
Neighbours, relatives and friends can make a big difference in these situations.

➢ In extreme cases, it is important for the woman to protect her cellphone and the phones of family
members and reliable friends in case of an emergency, as well as developing a safe escape plan for the
woman and her children.

➢ In situations of violence, it is as important as possible for women to practise social distancing not
only with abusive spouses and children, but also with other family members. In such a case, private
houses can be used, or empty hotels, dormitories, etc., because getting away from this environment is
one of the greatest human rights of a person. 

In another report, it was stated that domestic violence was reported in 14.86% in divorce cases and
91.43% of them were cases of violence against women. Shanghai divorce lawyer Steve Li recorded a
25% increase in the number of reports he received after the quarantine ended in Shanghai in mid-
March. (5) This suggests that domestic peace cannot be ensured and that violations of personal rights
cause an increase in the divorce rate. As we can see, there will be dire consequences if we can’t
protect the rights of people.

CHILDREN AND RIGHTS IN DOMESTIC VIOLENCE IN THE COVID-19 PANDEMIC 
 Situations that develop as a result of home conditions, asociality and other limitations associated with
pandemics create an environment in which the socio-ecological systems of children deteriorate, and as
a result, it is likely that child maltreatment cases will increase or children will be psychologically
shaken. 
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Finkelhor and Asdigian's goal congruence theory
offers three explanatory factors for the increase in
violence against children: (1) 

➢ Vulnerability of potential victims due to context
that makes them more likely to be victimised, such
as their dependence on adults, their physical
weakness, and their further social isolation. 

➢ The satisfaction or gratification created by the use
of violence, whether as a way of relieving tension in
the use of sexual abuse or physical and emotional
violence. 

➢ Hostility associated with the child's characteristics
or qualities that arouse impulses of rejection or
violence in the victim, such as persistent demands
for attention and care. 

One study explained that since the start of the
pandemic, more than 1 in 4 parents reported
worsening mental health in their child, 1 in 7 parents
reported worsening behavioral health, and about 1 in
10 reported worsening of both. (1) 
 Children with special educational needs are also at
risk. They may become restless, irritable and
stressed due to the disruption of their daily routine.
Stressed out parents are more likely to respond to
their child's anxious behavior or requests in
aggressive or abusive ways. Early research has shown
that the situation caused by the COVID-19 crisis is
highly stressful, demanding, challenging and
different for parents, significantly increasing their
global stress levels. (1)

The increasing prevalence of child maltreatment
cases is particularly worrying given the low reporting
levels under normal circumstances. Public nurseries
represented an important protective factor against
maltreatment, but this role has been restricted by
COVID-19. These institutions played an important
role in reporting child abuse. While the data showed
that domestic violence was on the rise, there was an
estimated 27% decrease in child abuse, neglect, or
abandonment allegations reported to the Florida
Child Abuse Hotline in March and April 2020 with
school closures. 

In addition, the resources that many at-risk parents
rely on are no longer available in many areas during
times of crisis. This is an indication that children also
experience difficulties in the observance of their
rights from domestic violence and treatment. (1)
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THE ROLE OF SOCIAL MEDIA IN DOMESTIC VIOLENCE
IN THE COVID-19 PANDEMIC 
 Social media is one of the most important platforms
for members of societies to make their voices heard.
Therefore, social media is an issue that needs to be
examined and evaluated in terms of domestic
violence and human rights. In a study, nine themes
about domestic violence and the COVID-19 pandemic
were extracted from 1,015,874 tweets: (6)

➢ Increased security: COVID-19 and domestic
violence 
➢ Types of domestic violence 
➢ Forms of domestic violence 
➢ Risk factors associated with domestic violence
(e.g. alcohol abuse, financial restrictions) 
➢ Victims of domestic violence (e.g. LGBTQ
community, women, women of color, children) 
➢ Social services for domestic violence (e.g.
helplines, social workers, shelters) 
➢ Intervention of law enforcement (eg, protective
orders, use) 
➢ Social movements and awareness (e.g. supporting
victims, raising awareness) 
➢ News about domestic violence 
 Through surveillance of tweets, we are able to
understand domestic violence in the pandemic in a
nuanced way. Examining society dynamics is essential
for developing policy programmes that can offer
targeted support to victims and survivors as they
prepare for future epidemics or disasters. (6) 

RESULT 
No form of violence is acceptable and all individuals
should take part in preventing it. It has been
observed that where the violence needs to be
reduced, it has increased due to the prevailing
conditions. This situation cannot be ignored in any
national or international platform. As medical
students, we must stand by the rights of people.
Women and men who are subjected to violence, and
our futures, our children, who are maybe the most
affected. 
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Mental Health of Vulnerable SocialMental Health of Vulnerable SocialMental Health of Vulnerable Social
Groups During COVID-19Groups During COVID-19Groups During COVID-19   

(Trigger Warnings: suicidal ideation, violence)(Trigger Warnings: suicidal ideation, violence)(Trigger Warnings: suicidal ideation, violence)

 The current pandemic has presented various challenges and burdens for healthcare systems,
populations, and individuals, which especially affect vulnerable social groups. Although preventative
measures such as social distancing and self-isolation have been seen to negatively affect almost
everyone’s mental wellbeing, the mental health of certain vulnerable social groups, including the
elderly, individuals with pre-existing mental conditions, moving populations, members of the
LGBTQIA+ community, and victims of gender-based violence (GBV), has been disproportionately
affected. Thus, advocacy and research hold great importance to raise awareness about these
psychological effects and possible policies that can be implemented to provide support for vulnerable
social groups’ mental health.

THE EFFECT ON MENTAL HEALTH AND PRE-EXISTING MENTAL HEALTH ISSUES 
The pandemic affected every individual, provoking a wide range of negative psychological and
emotional responses, including stress, grief, fear, despair, and anger, and has led to symptoms of
acute stress disorder, confusion, exhaustion, disorientation, lack of motivation, insomnia, and
indecision (1). In fact, several studies report an unprecedented situation of psychiatric disorders
during the COVID-19 pandemic in Europe. For instance, a survey conducted by Gonzalez et al. (2) on
2530 Spanish students demonstrated moderate to severe anxiety (21%), depression (34%), and stress
(28%). A recent study assessing the impact of the COVID-19 pandemic on mental health in the general
population of Germany and the UK yielded significant results. About 25% of British and German
respondents expressed a subjective exacerbation of the general psychological symptoms, and 20-50 %
of respondents met the criteria for depression, dysthymic disorder, and anxiety. The results indicate
the dire impact of COVID-19 on mental health, which highlights the need for appropriate intervention
to support this large proportion of the population (3). 

Research shows that crisis conditions can be linked to elevated risks of PTSD, anxiety, and depression
(4), and it is estimated that about one of ten people in post-conflict settings will meet the criteria for
a moderate to severe mental disorder (5). The COVID-19 pandemic, considered to be the major crisis
of the 21st century, meets many of the criteria of a conflict, with the cancellation of schools, fears of
being infected, the physical distancing, the limited social gatherings, the closure of religious
institutions, as well as the economic recession. The uncertainties associated with COVID-19
confinements are thought to be risk factors not only for new mental health issues but also for the
deterioration of pre-existing psychological problems (1,6). Moreover, it should be noted that COVID-
19-related experiences, such as general distress, social distancing, and fear of physical harm have
been linked to suicidal thought and behaviour (7). 
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The imposed restrictions have already led to
clinicians delivering insufficient mental health
care, resulting in the aggregation of symptoms of
people with mental disorders. Additionally,
monitoring has been continued through
telepsychiatry – using telephone or online
technology – during the COVID-19 pandemic.
However, there are still challenges in delivering
enough and appropriate care using  telepsychiatry,
and it must be assessed further whether this form
of healthcare has more advantages than
disadvantages (7). 

MENTAL HEALTH OF PEOPLE WITH SUBSTANCE
USE DISORDER 
The current situation imposed by the COVID-19
pandemic has presented additional challenges to
the mental health of healthy people, let alone
those with substance misuse disorders, which led
them to be at greater risk (9). The recent data
proposes that elevated levels of isolation, stress,
and unemployment brought about up to 75,000
deaths of despair related to alcohol, drug, and
suicide (10). Additionally, people with addiction
may experience higher risk of worse COVID-19
outcomes (11), which highlights the social and
psychological impacts of the pandemic. More
importantly, the COVID-19 pandemic led to a
noticeable increase in the usage patterns of drugs
and alcohol (12). On the other hand, COVID-19
restrictions have had hidden impacts on the mental
health of these people as well. Healthcare
professionals should be spending more time
emphasising the therapeutic approach towards
educating people with addictions on the
psychological impact of COVID-19, and provide
more helpful guidelines that may help this
vulnerable group to go through the pandemic more
confidently. 

MENTAL HEALTH OF THE LGBTQIA+ COMMUNITY
The psychosocial ramifications of social isolation
measures due to the pandemic may increase the
vulnerability of the LGBTQIA+ population, who are
already subject to hurtful levels of prejudice.
According to findings published in March 2021, 74%
of LGBTQIA+ people who answered the poll
reported that worry and stress from the pandemic
has had a negative impact on their mental health,
compared to 49% of people who are not in this
population (13). 

As stated by Barrientos et al. (14), ‘this population
seems to have been more exposed to the risk of
social and physical isolation from their support
networks, and difficulty expressing their own
identity’. In addition, The BelongTo Organisation of
Ireland (15) has shared the results of their survey,
which reveal that 42% of LGBTQIA+ young people
said they were not fully accepted in their home
environment and 55% of LGBTQIA+ young people
surveyed were struggling with suicidal ideation
during the year of the pandemic. All this reveals
the need for more accessible support systems for
the LGBTQIA+ community, which can involve multi-
dimensional efforts from NGOs and governmental
bodies alike.

MENTAL HEALTH OF MOVING POPULATIONS 
The pandemic has added to the risks that refugees,
migrants and asylum seekers have to face on a
daily basis, such as intimate partner violence,
abuse and exploitation, and the additional
psychological stressors that accompany the
pandemic itself. Recent data suggests that the
pandemic might have worsened pre-existing mental
health conditions in moving populations or further
created new vulnerabilities (16), while many also
emphasise the multi-dimensional difficulties faced
by people from refugee backgrounds, in the
context of the pandemic. ‘People with refugee
backgrounds experience compounding anxieties
that concern family members, many of whom
remain living in conflict-affected or low-resource
countries where the virus is spreading and where
healthcare is poor or nonexistent’ (17). Similarly,
even though social isolation measures are a crucial
part of the effort to contain the spread of the
virus, understanding how limited social interaction
might ‘exacerbate adverse mental health responses
in refugees’ is important. The following statement
from the UN High Commissioner for Refugees
(UNHCR) in their report about this topic (18)
provides an excellent summary of the ways the
ongoing pandemic affected the mental wellbeing
of moving populations: ‘The socio-ecological
environment for adults and children is profoundly
affected: social support systems may become
dysfunctional (...); 

44



stress levels increase due to movement restrictions and crowded living conditions; income and livelihood
opportunities are threatened. Many, particularly women and children, face increased protection risks (...)
αnd People with pre-existing mental health conditions may experience a worsening of their condition and
have difficulties in accessing appropriate care.’ 

MENTAL HEALTH OF THE ELDERLY 
The aging population, defined by the Organisation for Economic Co-operation and Development (OECD) as
individuals aged 65 or older, is unfortunately associated with higher COVID-19 susceptibility, a
significantly increased viral burden and a 62 times higher mortality rate compared to the individuals aged
54 and under (19). This discovery reinforced the rigid measures of social distancing the elderly had to
undertake in order to safeguard themselves. According to Grossman et al. (20), these measures induced
feelings of loneliness and worries in the elderly. Almost all of the people being studied reported changes
in their behavior, such as stockpiling food or worrying about going outside.

Anxiety, depression and sleep disturbances were also common. Physical activity levels were found to have
decreased to a near-zero level. It became evident that a sizeable proportion of ageing people do not have
access to a social support system, adequate cognitive therapy opportunities, accessible programmes to
encourage physical and mental activity at home, and educational tools that would combat digital illiteracy
and make them feel remotely "connected to the world" (21).

MENTAL HEALTH OF PEOPLE LIVING IN A VIOLENT ENVIRONMENT 
Lastly, people living in a violent environment have seen their mental health deteriorate due to the
increase in the violence they experience, mostly gender-based and/or intimate partner violence (22). In
reality, GBV has been a multifaceted public health issue even prior to the pandemic, with one out of three
women being victims of domestic or/and intimate partner violence, and has, unfortunately, been
aggravated since the outbreak of COVID-19, leading the UN Women to go as far as to call it “the shadow
pandemic” (23). Underlying factors linked to the pandemic such as stress, isolation and financial insecurity
tend to be held accountable for the tremendous increase in calls to domestic abuse hotlines and GBV
shelters (24). In the EU, a 60% increase in calls to domestic violence hotlines has been reported during the
pandemic (25). In Italy, during the first month of quarantine alone (from March 2 to April 5,2020) the
Italian national network of shelters for GBV victims (Donne in Rete contro la violenza, D.i.Re) showed a
74.5% increase of requests for help (26). In France, there has been an increase of 30% in reports of
domestic violence (27). GBV victims have to not only cope with their physical injuries, but overcome the
psychological trauma the abuse provokes. Many of them suffer from PTSD, panic disorder and major
depression, and getting proper treatment during and post-COVID is fundamental for their mental recovery
and functionality (28). 

Ultimately, although everyone’s mental health has been negatively affected by the pandemic, there are
certain vulnerable social groups whose mental wellbeing has been affected most. Therefore, highlighting
the significance of mental health and raising awareness on the psychological impact of the pandemic on
vulnerable social groups is not only crucial, but imperative.
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Hi everyone! I’m Hasan Sadık MAYDA, a second-year medical student at the Karadeniz Technical

University. Today we will be interviewing Dr. Senem Aslan. Md. Senem Aslan has been a practicing

family physician for 15 years. We will be talking about discrimination within the medical field. Enjoy

reading the interview!

1)What is the role of primary health care programs in the issue of discrimination within the
medical field? 

In countries like Turkey, primary health care services are supported by the federal government. In this
case, people should not be having problems like access to health services or inadequate pricing.
Primary Health Care programs include pregnancy follow-ups, screenings, blood tests, supplements and
vitamins for pregnant women and referral of high-risk pregnancies to higher institutions. So we can
speak of partial equality. However, economically strong patients can be examined in private hospitals
without the need for these referrals. These situations can be considered unfair. But on the other hand,
the services which have significant importance are of the neonatal period, such as hip scanning and
retinopathy inspection, heel blood for screening hereditary diseases, which are provided free of
charge. A wide variety of free services such as childhood and adult period vaccinations, cancer
screenings, childhood follow-ups, psychiatric and social development follow-ups are also provided in
primary care services without any price or conditions, this situation is also legitimate for intensive
care services that are provided in tertiary care, etc. In primary care, it is still in a more non-
opportunistic position to be recognized by a country/state. With all these free transactions, they have
significant importance in preventing inequality of opportunity. 

2) In which areas do you think inequalities and discrimination stand out from others in the medical
field? 

It is obvious that economic inequalities in developing countries create inequality among people,
especially in the field of health. While primary health care services are free of charge, there is no
mention of equal opportunity in secondary (Government hospitals) and tertiary care(University
hospitals), especially in private institutions providing in-patient services. While there are A-class
private hospitals in our country that meet the criteria for health tourism, there are also hospitals that
lack many facilities or are inadequate in terms of technical equipment and physicians. And the public
has to benefit from these hospitals free of charge. Unfortunately, there are not enough upper
specialization branches in secondary health services(Public hospitals) compared to the number of
patients, and physicians generally want to work in private hospitals under better conditions, so it is
difficult for patients to find an appointment in public hospitals.

Discrimination WITHINDiscrimination WITHINDiscrimination WITHIN
THE MEDICAL FIELDTHE MEDICAL FIELDTHE MEDICAL FIELD

Hasan Sadık Mayda
Karadeniz Technical University
Faculty of Medicine

with Dr. Senem Aslan

47



At the origin of these inequalities, besides the improvement of hotel services, there are difficulties in
finding specialist physicians in some fields. For example, in public hospitals, there is a problem in
finding specialist physicians in the fields of gastroenterology, pediatric neurology, and pediatric
allergy. 

Due to the low number of out-patient clinics and the inability to find an appointment, the rate of
reaching these specialists in the University hospitals is low. For example, while people cannot find
opportunities in public hospitals for common conditions such as spinal stenosis, osteoarthritis and some
surgical interventions, these opportunities are more easily accessible in places such as private
hospitals and the physicians' own clinics. While there are dozens of hospitals in big cities, there are
inequalities in access to health, such as not enough or no hospitals in smaller cities and districts. In
our profession, language, religion, race, ethnicity does not constitute an obstacle for us. Most of the
inequalities are based on economic reasons. 

3) As a woman, do you think that women are discriminated against in medicine in terms of
gender? 

As a female physician, to talk about my branch, Family Medicine is a branch with positive
discrimination. The number of female physicians specializing in family medicine is higher than the
number of male physicians. In general, there is a male-dominated selection in surgical branches in the
world. There is a trend of negative discrimination in main specialties, especially in urology and
orthopedics that is enforced by specialists and professors. There is still a hierarchical system between
lecturers that transcends gender identities and expressions. There is a notable perception of ‘sacred’
image for some lecturers and this makes residency training significantly difficult. I have not
experienced significant negative discrimination against my gender identity but there are my colleagues
that have experienced this situation. 

4) Who is accountable for discrimination in the medical field? 

The primary reason for this discrimination is the logic that we lived the hardships and we will keep the
same trend alive. This is what we saw with our professors in traditional medical education. We were
tormented a lot. It is the logic that when I become a professor, I will make those under me suffer the
same. Yes, in the field of health, there is a hierarchy in medicine, especially in education. However, I
think it is inhumane to create such oppressive and discriminatory problems or to create problems that
will drive people towards psychological problems or even suicide. There is no need for a military
hierarchy and discipline in medicine because humanism and empathy lie on the basis of medical
education and service delivery. If we cannot create this within ourselves deontologically, it stands as
evidence for the falsity of the education model that the previous generations have received.

To be a good doctor, one needs to have a stable mind. Medical students should not be harassed in the
name of preparing them for stressful situations. If such a trend continues, students will never be able
to incorporate healthy coping mechanisms, and this would eventually catch up with them and can be
the root cause of a whole cascade of problems, not to mention, making the health care service less
capable.
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5) Do you think that individuals with low socioeconomic status are exposed to discrimination in
social health services? 

In the provision of health services in our country, inequality or discrimination within the framework of
factors such as religion, language, race, or ethnic origin is not tolerated. In fact, the most important
problem is the economic problem. If you have money, you go to private hospitals, you get examined,
you get your diagnosis, you get treatment without any problems. Unfortunately, this is not the case in
public hospitals. There are too many people and less technical equipment. This naturally leads to
discrimination. We have experienced this a lot during the ongoing pandemic. 

Covid patients wanted to apply to FHCs, the closest healthcare institution, to reach the healthcare
institution well in time. Because they were coming to FHCs on foot. They have to use different public
transportations to get to hospitals in big cities. Of course, Covid is a situation that isolates people and
leads them to think and act individually. In Covid, you can't go out, you can't shop. In this process, it is
necessary to have a certain financial power even to shop online. The same situation can be mentioned
in the health system. 

Women make up the segment that consults more physicians, especially in primary care. It is inevitable
for them to prefer FHCs in their neighborhoods, where they can bring their young children along with
them. The proximity of the primary care to the non-working section is also an important factor in its
preference. Especially women who are unemployed and have economic difficulties seek consultations
in primary care for a wide variety of somatoform disorders. They come looking for solutions to
problems such as psychological support, child care, maternity education, baby breastfeeding training,
etc. There is a screening program for children with Autism. We conduct screenings among children
between the age of 3-6 years. If we see a problem, we refer it to the secondary health service(Public
hospital). It is ensured that the patients receive the necessary improvements with employees such as
dietitians and psychologists, who are widely available in primary care clinics in Europe. Childhood
vaccinations are provided free of charge. Primary care medicine plays a very important role in
preventing the existing inequalities by doing all of this for free.
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Most, if not all, of us, are familiar with the subject of abortion. We know, of course, what abortion
means; abortion (spontaneous or provoked) is the removal of the fetus from the uterine cavity before
the term of pregnancy, resulting in its death.

Spontaneous abortion or miscarriage is often due to anatomo-physiological causes, such as contracted
infections, uterine diseases, chromosomal abnormalities, traumas or following domestic abuse, when
the victim may be hit or injured. The basic signs are a pain in the abdomen and pelvis and blood loss.

But the focus of this piece is on induced abortion, which is performed through specialized surgery or
other means, such as medical abortion, depending on the legislation of each country. Given that
abortion is illegal or severely restricted in many countries, it would seem obvious that abortion rates
are reducing. However, is that one may be driven to look for alternative options when abortion is
forbidden. This path is often a dangerous one that threatens the life of the pregnant person.
Alternatively, the pregnant woman may leave the country which forbids her the right to do what she
wants with her body for either a short period of time or for an indefinite period to have a safe
abortion.

For example, Poland already has some of the strictest abortion laws in Europe: abortion is only
allowed in cases of rape or incest; if the mother's health is in danger, or if the fetus has serious
problems. Recently, in October of this year, numerous protests broke out in Poland. This grabbed the
whole world’s attention according to women’s rights NGOs, the family’s economic conditions the
Constitutional Court, made up mostly of judges appointed by the nationalist party Law and Justice,
moved to restrict abortion even further; namely, its prohibition in case of irreversible disabilities to
the fetus. In short, forcing the woman to carry the pregnancy to term, regardless of its malformations,
is inhumane and a serious violation of women's rights. 98% of legal abortions performed in Poland are
due to fetal malformations. What options are these women left with? All methods carry risks with
them. Either they must find someone to help them for a fee, which may involve precarious potentially
life-threatening conditions and puts both parties at risk of imprisonment; or they must look overseas
or turn to other clandestine methods. The number of abortions among Polish citizens is actually
increasing via such methods: 200,000 per year, according to women's rights NGOs.

abortıonabortıon    ın europeın europe
A picture of hypocrisy swept under the rugA picture of hypocrisy swept under the rug
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If a pregnant woman is forced to carry the
pregnancy to term by law, even though she is
aware of the malformations of the fetus; who will
provide her with the necessary support? Such
support includes financial support to pay for
treatments for mother and child, doctor’s
appointments, food, clothes and so on. Also, the
mother will require psychotherapy because it is an
inhumane form of torture to force her to carry a
fetus that has no chance of survival in her womb.
Even though the state urges her, with the threat of
imprisonment, to carry the fetus and give birth
when the time comes, the responsibility unjustly
falls on the woman’s shoulders. The message from
the state then is: "You have to give birth to this
child; after all, you dared to conceive it. We do
not allow you to kill the child as it is not moral. It
is a sin to take its right to life, but we do not care
what happens to you further. It is not our job to
support you.” That is the impression we are given
from the thinking and decisions of lawmakers. They
attack your decisions, you are humiliated, you are
made to feel like you are a monster. Nevertheless,
the real monsters are those who dare to condemn
the woman to an unbearable life. The real
monsters are those who make her responsible,
guilty, because she wanted to live her life freely;
however, now she risks being handcuffed and
punished for "murder". Nonetheless, there is no
punishment for those who subject her to such
physical and mental torture. A woman's uterus, her
body, should not be controlled by anyone but
herself. Moreover, religion should under no
circumstances have power in the state or any other
form of control over the population, especially
over the female population.

Many factors influence the abortion rate, including
socioeconomic factors, (it is more common in
developing countries, especially among poorer
families) culture and religion. Another important
factor that influences abortion rates is the lack of
partnership and equal responsibility between
couples, as children often depend only on the
mother for daily care and fathers have a rather
financial-symbolic role. Considering these
circumstances and the weight of expectations on
her, only few women are able to afford the desire
of motherhood.

Abortion is an exclusively female experience,
although there may be implications at several
levels: at the individual level, in which the woman
is forced to fully engage in this decision, taking
into account medical, psychological, moral,
religious and financial reasons; and at the couple
level, as the fetus was conceived by both parties,
so the man can participate morally, emotionally,
financially or not at all in abortion, but these
characteristics should not give him right over the
woman's body. The final decision is solely hers.
Other levels can be represented by that of the
extended family, the community, the state
(variation in governmental policies), global (rich
countries and regions register a lower population
growth). This low growth in economically
developed countries is attributed to high levels of
information, contraceptive methods, and career
prioritisation - so both women and men are less
involved in romantic relationships, and prioritise
professional achievements over family life, thus
leading to marriages later in life and to the
"delayed" conception of the child or children.

There are several ways to reduce the abortion rate
and thus avoid unwanted pregnancies. These
methods result in increased control over one’s own
reproductive capacity. For this, information about
and access to contraception are a necessity.
Furthermore, it is vital to highlight the need for
family planning clinics, sex education at schools
and the need to advocate for consent at all stages
of a couple’s relationship. By promoting family
planning and feminist views of women as people,
the abortion rate decreases. Sex education, along
with action on sexual violence can significantly
reduce the number of abortions.
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Currently, in Romania, abortion is legal on request;
but in 2018, following the referendum initiated by
the Coalition for the Family (a group of religious
organizations that seek to change the definition of
the family in the Constitution as founded by
marriage between a man and a woman), many
county hospitals announced that they would no
longer perform abortions on request, citing
religious reasons. Romania is among the highest-
ranked places in Europe or abortion rates, either
therapeutic or elective, as a quarter of the number
of pregnancies comprises abortions. Abortion is
considered a method of contraception in our
country, Romania, and rates could be considerably
reduced if the aforementioned methods were
implemented. Unfortunately, we do not have them
and the number of young mothers is high because
they are deprived of education and information.
Also, many of the young mothers come from
disadvantaged families.

In Romania, we don't have family planning offices,
we don't have sex education in schools, because it
is perceived as a strategy to promote inappropriate
behavior. Therefore, women and girls do not have
access to contraception or the necessary
education. To then refuse abortions is nothing
short of hypocrisy. Legally speaking, elective
abortions are allowed, but a significant number of
hospitals refuse this, such as those in Botosani,
Vaslui, Oltenia and Moldova. These medical
institutions invoke religious motives and deny
women access to healthcare in the process.
Andreea Braga, a women's rights activist at FILIA,
says it is "unacceptable that, in a secular state,
there should be public hospitals where doctors 

invoke freedom of conscience for religious reasons
so as not to interrupt pregnancy on demand and
not offer women any alternative, given the fact
that sex education does not exist and consent is
optional - let's not forget that 55 percent of
Romanians believe that rape is justified in certain
situations.”

Over the years, several gynecologists have been
lauded by Patriarch Daniel for refusing to perform
abortions. In 2015, 18 doctors were awarded the
“Holy Martyrs of Brâncoveni” medal, awarded for
denying women access to healthcare, in a country
where elective abortion is legal. Furthermore,
according to the Romanian Orthodox Church (BOR),
abortion can be allowed if the mother's life is in
danger. Nevertheless, cases of rape, incest, a
woman not feeling ready or financial insecurity are
not believed to be well-founded reasons. According
to the BOR, "The risk of abortion due to rape or
incest must first be avoided in educating about not
committing these sins. If the pregnancy has
occurred, the baby will need to be born and
adopted. Abortion can never be justified, morally,
by the economic condition of the family, by
misunderstandings between partners, by affecting
the future mother's career or physical
appearance.”
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The church should have no say in the choices women make regarding their own bodies; it should have no power over
the state. I do not intend to offend religious people, but to highlight injustice and hypocrisy. BOR claims that the birth
of the child must take place; and if the mother does not want it, she should give it for adoption. However, adoptions
can not be easily made in the Romanian state. This means that the child will spend a lot of time in orphanages and
various difficult conditions, where children suffer, some even up to the age of 18. After the age of 18, they mostly live
on the streets. Who takes care of these children? Clearly not the church or the state.

THE LEGAL SITUATION OF ABORTIONS IN EUROPE:
 

▫ legal on request
▫ legal only in case of rape, risk of death for mother, serious physical and mental illness, serious fetal malformations
and socio-economic factors
▫ legal only in case of rape, risk of death for mother, serious physical and mental illness, serious malformations of the
fetus
▫ legal only in case of risk of death for the mother, serious physical and mental illness
▫ legal only in case of risk of death for the mother
▫ missing data

What is happening in Poland and Romania is happening in other European countries. The map above illustrates countries
that, even today, have serious restrictions against abortions. These are states in which a woman who chooses to have
one or more abortions will be stigmatized and unsupported. I urge you to conduct your own further reading on this
topic.
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 Health inequities have become a real challenge in many countries hoping to meet the Sustainable
Development Goals (SDGs) 2030 set by the United Nations in 2015.[1] Based on the definition, set by
the World Health Organization (WHO), “health inequities are systematic differences in the
opportunities groups have to achieve optimal health, leading to unfair and avoidable differences in
health outcomes”. Many minority community groups experience discrimination in getting access to
quality health services leading to poor health problem the world has been facing. This group is at risk
of having a greater health burden than other groups in the society, which in turn results in a lower
quality of life. 
 
The root of the problem of health inequities, according to the Committee on Community-Based
Solutions to Promote Health Equity in the United States, is caused by the unequal systemic
mechanisms that distribute health resources differentially across lines of race, gender, religion, sexual
orientation, social class, and other dimensions of individual and group identity which manifest in
unequal socioeconomic and environmental conditions. [2] This then leads to unequal treatment for the
vulnerable members of society and minority groups in clinical settings. 
 
Epidemiological evidence shows the health-illness gradient from the top to the bottom of the social
hierarchy using comparison style, such as infant mortality and smoking habits, as well as a higher
prevalence of hypertension and diabetes in non-white populations than in white populations. [3] This
illustrates the problem of health inequities in health service provision. However, this issue has
attracted the attention of policymakers and researchers in high-income and lower- and middle-income
countries to create better healthcare equality.

HEALTH INEQUITY PROBLEMS IN HEALTHCARE SERVICE PROVISION
 
Health inequities are one of the problems in healthcare provision. Health inequities can lead to health
inequality between various social groups. There are differences in treatment that are dictated by race
or ethnicity resulting in unequal health outcomes. Even in cases where they have equal socioeconomic
status (as defined by income and education), there are still disparities in clinical settings for the
healthcare provided to each patient. [4]
 
There is a moral burden for every healthcare worker (doctor, nurse, pharmacist, etc.) to reduce
health inequity and provide the best medical service regardless of differences in race, gender,
religion, sexual orientation and other dimensions. To do otherwise violates doctors' ethical duty to “to
offer the same quality of care to all their patients irrespective of personal characteristics such as race
or ethnicity”.[5] The current study shows that many healthcare providers have difficulty with ethical
practice in minority versus non-minority patients. [6]

Focusing The Social Determinants ofFocusing The Social Determinants ofFocusing The Social Determinants of
Health in Healthcare Management ToHealth in Healthcare Management ToHealth in Healthcare Management To

Reduce Health InequitiesReduce Health InequitiesReduce Health Inequities   
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The interaction between the doctor and each
patient with various characteristics is complex.
Due to differences in each patient's characteristics,
the provision of health services can be explicitly
biased when providing therapy.[7] A study in the
Netherlands showed that minority groups
experienced perceived ethnic discrimination
related to alcohol consumption and smoking, thus
affecting how minority groups use different
behavioral strategies to deal with discrimination.
[8] LGBT groups in many countries also experience
discrimination due to stigma and victimisation
(such as harassment, bullying, and elevated levels
of violence) which make it difficult for them to
access health services. [9]
 
Therefore, a policy is needed to eliminate
discrimination in healthcare service provision to
improve the quality of care in clinical settings. To
create an environment without discrimination, a
holistic policy is needed either by creating a non-
discriminatory policy or a public campaign to
encourage comprehensive change in the public
health system. In this case, encouraging public
health policies that lead to social determinants of
health is a priority to reduce health inequities in
health services. It is already law in some countries.

SOCIAL DETERMINANTS OF HEALTH AND
HEALTHCARE SERVICE PROVISION
 
Because health inequities are caused by disparities
in various social, economic and environmental
factors, reducing health inequities requires an
understanding of all the determinants of health. To
understand these various factors, it is important to
understand the social determinants of health
(SDOH). WHO has defined SDOH as “the conditions
in which people are born, grow, work, live, and
age, and the wider set of forces and systems
shaping the conditions of daily life. These forces
and systems include economic policies and
systems, development agendas, social norms,
social policies and political systems.” [10] 

At present, there is a lot of evidence showing the
effect of SDOH on public health, because health
services are not the only factor to determine
public health indicator outcomes. [11]

 However, the understanding of clinical
practitioners is still limited due to being educated
and accustomed to only focusing on healthcare
delivery. An understanding of the socioeconomic
factors that can improve patient health outcomes
can attract the attention of healthcare providers
to adopt valuable knowledge to reduce health
inequities.
 
In increasing the understanding of SDOH in
healthcare providers, the collaboration between
healthcare workers and public health personnel are
needed to understand various socioeconomic
factors related to the health status and health-
related behaviours of patients. Understanding
these various factors then creates more effective
healthcare systems in which to provide treatment.
As the frontline in the healthcare system,
healthcare workers must face various factors that
can block effective treatment for patients,
especially those that can become a problem in
achieving health outcome targets. By
understanding the SDOH, the provision of
healthcare services can do better in improving
service quality regardless of the patient's
socioeconomic status.

FOCUSING SOCIAL DETERMINANTS OF HEALTH TO
IMPROVE HEALTH EQUITY 
 
Health policymakers need to look at the data and
assessments that have been carried out regarding
the effects of SDOH, where several studies suggest
that investments not only contribute to healthcare
services, but also social services and public health.
[12] Since many studies have been conducted on
the effect of investing in the social sector to affect
the level of public health, many leaders in
healthcare policy have paid attention to SDOH that
exist in society as part of efforts to improve health
outcomes. This is related to increasing
globalisation which increases the
interconnectedness of the world as it faces major
threats such as epidemic diseases, natural and
human-made disasters, and increasing levels of
violence and conflict. [13]
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There have been several policies that have been implemented to address health inequality through the
expansion of health insurance for vulnerable communities. [3] In addition, several community initiative
programs to reduce health inequity have been carried out to help improve the level of public health.
However, there are many challenges related to financial and political will that can hinder efforts to
achieve health equity. The efforts of citizens to invest their time and energy into the programme alongside
their jobs is also a challenge when aiming to reduce health inequities in the community. [2] Therefore,
efforts to improve SDOH require multi-sector cooperation to support public health policies.

At the clinical level, healthcare workers can play a role in addressing patients’ SDOH in several ways. One
way that can be done is to help patients face social challenges. To be able to help patients, healthcare
workers must be able to identify the patient's social challenges such as discrimination, exclusion, and
violence. Some actions that can be taken include asking what the patient's social challenges are and
helping access a local support group that can help patients face their social problems.[10]
 
Dealing with health inequities that occur is also an ethical imperative that must be carried out by every
healthcare worker (doctor, nurse, pharmacist, etc.). According to Paula Braveman and Sir Michael Marmot,
leaders in this field, it is an ethical and moral duty for the government and those with influence in health-
related fields to address health inequity issues and improve health in groups that have limited resources.
[14] By understanding SDOH in clinical practice and across sectors in public policy, healthcare service
providers can improve health equity and close the current health gap.
 
CONCLUSION

Current health inequity is due to social disparities which mean not all people are able to access adequate
health services. Understanding the social determinants of health can help healthcare service providers to
improve patient and public health outcomes and improve health equity. Because health inequity is a
multifactorial problem, this issue is the responsibility of various parties in the public health sector to work
together to help each other close the gap in social limitations to create health equity, as stated by
Bertrand Russel “the only thing that will redeem mankind is co-operation”.
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We need to talk about the mental health of the LGBTQ+ community, with our roots in a society where
‘homosexuality’ was itself deemed a mental disorder. Things have changed now. The change in
diagnostic labels from ‘gender identity disorder’ to ‘gender dysphoria’ was significant. While things
are changing gradually, there is this parallel existence of anti-LGBTQ+ people and hate speech,
opposing a natural variation of human sexuality which is devoid of any intrinsically harmful health
effects. This means the LGBTQ+ community faces prejudice, isolation, homophobia, discrimination,
violence, denial of civil and human rights and societal stigma, which leads to health disparities.
Members of the LGBTQ+ community are more likely to experience a range of mental health problems
such as depression, self-harm and alcohol and substance abuse, psychiatric disorders and suicidal
ideation. 

Prejudice and discrimination have both societal and personal impacts. One of the most severe personal
impacts that is observed is ‘internalized homophobia. This refers to negative stereotypes, beliefs,
stigma, and prejudice about homosexuality and LGBT people that a person with same-sex attraction
turns inward on themselves, regardless of whether they identify as LGBTQ+. These self-doubts lead to
impaired conscious and unconscious behaviors and thoughts.

When considering health and awareness among the LGBTQ+ community, the first topic raised is often
sexually transmitted infections (STIs) like AIDS, gonorrhea and syphilis. Referring to HIV as ‘The Gay
Plague’ shows the irrational hatred, intolerance, lack of education, and fear which sums up
discrimination. Some infectious diseases have undeniably higher rates in the LGBTQ+ community.
Homosexuality is still criminalized in certain parts of the world. It is punishable by sentences up to and
including death in 13 countries, up from 9 countries. This reduces the rates of people getting screened
for STIs and reduces access to testing, awareness and specialized programs for the LGBTQ+ community
even more so than for sex workers and drug-dependent people. This all contributes to the poor mental
health of members of the LGBTQ+ community, as the fear of disclosure leads to them unknowingly
living with HIV or being diagnosed late. In severe cases, mental disorders such as stress and anxiety
lead to substance misuse. The intravenous uptake of drugs increases the risk of HIV infection. The
availability, direction, and usage of barrier contraceptives such as condoms is mostly for birth control
rather than prevention of STIs; this makes them less common among homosexual people. Moreover,
this is also related to the fear of disclosure and trauma. The statistical data available for people with
HIV shows Latino and Black members of the LGBTQ+ community experience race discrimination on top
of sexual discrimination.

Mental Health andMental Health andMental Health and
LGBTQ+ CommunityLGBTQ+ CommunityLGBTQ+ Community
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While the fear of disclosure makes it tougher for members of the LGBTQ+ community to seek psychiatric or
other medical consultations for emotional and mental support, one study found that LGBTQ+ people used
mental health services at 2.5 times higher rates than their heterosexual or cisgender counterparts. However,
they are also at particular risk for experiencing shame, fear, discrimination, and adverse and traumatic
events. This shows the urgency of the issue.

There are fewer studies that show the effects of variability in hormones and its role in mental illness among
LGBTQ+ people. It is to be expected that these effects are not generalisable. Nonetheless, some studies
showed that hormonal interventions have some positive psychological effects.

The factors which could lead to a higher rate of mental distress are post-traumatic stress disorder from
discrimination, internalised homophobia, gender dysphoria, stigma, and the defining of stereotypical gender
roles. There are a plethora of challenges faced by the people of the LGBTQ+ community regarding their
emotional, romantic and sexual attractions that are unrecognised by mainstream researchers. There are a lot
of mental and emotional support needs among them.

The LGBTQ+ community also includes ‘allies’, which refers to people who consider themselves supporters
and friends to the LGBTQ+ community. If you consider yourself an ally, check in on people going through
emotional distress and trauma. This is true allyship and support.
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Impact on victims' opportunities to maintain social contacts (people refusing to talk to victims,
acting as if they did not exist)
Effects on the victims' ability to preserve their personal reputation (gossip about the victims,
slander, mockery, threats of disciplinary proceedings) 
Effects on the quality of life and employment of the victims (underestimation of the work of
victims, a reduction of their responsibilities without notification, constant change of tasks, giving
them meaningless tasks)
Effects on the physical health of victims (denial of educational activities and access for victims,
task overload, identification of physically demanding tasks, threats of physical violence and
damage, direct sexual harassment)

Top-down mobbing: superiors mob subordinates. It is more common where hierarchy is evident. It
is the most common type of mobbing. 
Bottom-up mobbing: Employees apply psychological violence to their superiors as a union among
themselves. 
Horizontal mobbing: It is the type of mobbing that people of equal status generally apply to each
other out of jealousy. 

 Mobbing is a kind of psychological terror which is practised in the workplace. A person who performs
mobbing tries to eliminate perceived opponents by applying psychological pressure on them, scaring
them and leading them to make mistakes in order to compensate for his/her deficiencies. The person
who is mobbed cannot defend themself against this situation [1,2]. Those who stay quiet about
witnessing mobbing can also be considered as supporters as they play an important role in the
continuing of this process [1,3]. Those who mob are contemplated as someone who lacks social skills,
needs attention, and is a Machiavellian, on the other hand, it is seen that the people who are mobbed
are honest and well-intentioned people who usually avoid to defend themselves [4]. Ambition and
jealousy are the most important factors that cause mobbing, and this results in attempts to intimidate
and hinder talented and promising colleagues [1,5]. Five mobbing events are described by Leymann
[6]:

Effects on the victims' self assertion and communication (silence, reprimand, persistent and unfounded
criticism)

1.

2.

3.

4.

 
According to Leymann, for a situation to be considered “mobbing”, it must occur at least once a week,
continue for at least 6 months, be target-oriented and the victim must have difficulty in dealing with
this situation [3].  

Unresolved conflicts that arise in organisations prepare the environment for mobbing [7]. Three types
of mobbing have been defined in organizations [8]: 

1.

2.

3.

MOBBING IN THEMOBBING IN THEMOBBING IN THE
MEDıCAL FIELDMEDıCAL FIELDMEDıCAL FIELD
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The interaction between the doctor and each
patient with various characteristics is complex.
Due to differences in each patient's characteristics,
the provision of health services can be explicitly
biased when providing therapy.[7] A study in the
Netherlands showed that minority groups
experienced perceived ethnic discrimination
related to alcohol consumption and smoking, thus
affecting how minority groups use different
behavioral strategies to deal with discrimination.
[8] LGBT groups in many countries also experience
discrimination due to stigma and victimisation
(such as harassment, bullying, and elevated levels
of violence) which make it difficult for them to
access health services. [9]
 
Therefore, a policy is needed to eliminate
discrimination in healthcare service provision to
improve the quality of care in clinical settings. To
create an environment without discrimination, a
holistic policy is needed either by creating a non-
discriminatory policy or a public campaign to
encourage comprehensive change in the public
health system. In this case, encouraging public
health policies that lead to social determinants of
health is a priority to reduce health inequities in
health services. It is already law in some countries.

SOCIAL DETERMINANTS OF HEALTH AND
HEALTHCARE SERVICE PROVISION
 
Because health inequities are caused by disparities
in various social, economic and environmental
factors, reducing health inequities requires an
understanding of all the determinants of health. To
understand these various factors, it is important to
understand the social determinants of health
(SDOH). WHO has defined SDOH as “the conditions
in which people are born, grow, work, live, and
age, and the wider set of forces and systems
shaping the conditions of daily life. These forces
and systems include economic policies and
systems, development agendas, social norms,
social policies and political systems.” [10] 

At present, there is a lot of evidence showing the
effect of SDOH on public health, because health
services are not the only factor to determine
public health indicator outcomes. [11]

 However, the understanding of clinical
practitioners is still limited due to being educated
and accustomed to only focusing on healthcare
delivery. An understanding of the socioeconomic
factors that can improve patient health outcomes
can attract the attention of healthcare providers
to adopt valuable knowledge to reduce health
inequities.
 
In increasing the understanding of SDOH in
healthcare providers, the collaboration between
healthcare workers and public health personnel are
needed to understand various socioeconomic
factors related to the health status and health-
related behaviours of patients. Understanding
these various factors then creates more effective
healthcare systems in which to provide treatment.
As the frontline in the healthcare system,
healthcare workers must face various factors that
can block effective treatment for patients,
especially those that can become a problem in
achieving health outcome targets. By
understanding the SDOH, the provision of
healthcare services can do better in improving
service quality regardless of the patient's
socioeconomic status.

FOCUSING SOCIAL DETERMINANTS OF HEALTH TO
IMPROVE HEALTH EQUITY 
 
Health policymakers need to look at the data and
assessments that have been carried out regarding
the effects of SDOH, where several studies suggest
that investments not only contribute to healthcare
services, but also social services and public health.
[12] Since many studies have been conducted on
the effect of investing in the social sector to affect
the level of public health, many leaders in
healthcare policy have paid attention to SDOH that
exist in society as part of efforts to improve health
outcomes. This is related to increasing
globalisation which increases the
interconnectedness of the world as it faces major
threats such as epidemic diseases, natural and
human-made disasters, and increasing levels of
violence and conflict. [13]
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Although mobbing is a common problem in all
occupational groups, it is more common among
healthcare staff. Working hard due to the lack of
medical facilities, the high number of patients and
the desire to increase employees are some of the
reasons suspected [9] for why it is 16 times more
common than any other occupational group [10].
Psychological violence between patients and
colleagues makes this dilemma even bigger both
individually and socially.  

SOME STUDIES ON MOBBING IN THE MEDICAL FIELD  
 
According to the Fourth European Working Conditions
Survey (Fourth European Working Conditions Survey,
2007), women are exposed to mobbing three times
more than men. Mobbing victims report experiencing
conditions such as post-traumatic stress disorder,
depression, anxiety, psychosomatic disorders, and
self-loathing. All these factors make a challenging
profession even more tiring [11]. In a study conducted
in Bosnia and Herzegovina, more than a quarter of
physicians stated that they were subjected to
mobbing every day [12]. In addition to that, a study
conducted in England showed that 38% of healthcare
workers are victims of mobbing [13]. Furthermore, a
study conducted with residents in Turkey stated a
positive correlation between mobbing and burnout
[14]. Moreover, A study conducted with health
workers in Turkey showed that mobbing leads to a
decrease in job satisfaction [15]. All these data prove
that mobbing is a big problem among healthcare
workers and that it is causing great losses.
Determining the factors causing mobbing and taking
precautions, offering psychological support and legal
protections are necessary to reduce the negative
effects of this situation. We all chose these
professions by taking risks to help other people who
are sick and in distress. Therefore, We should be
aware of the difficulty and beauty of taking care of
health and healing people by supporting each other.
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“Let us be the ones who say we do not accept that a child dies every three seconds simply because
he does not have the drugs you and I have. Let us be the ones to say we are not satisfied that your
place of birth determines your right for life. Let us be outraged, let us be loud, let us be bold.” 
– Brad Pitt

Now read that again, until it seers deeply in your mind.  

One of the many things this pandemic has done is spotlighting the oasis of chaos in terms of
discrimination in the healthcare system. Today, humanity is facing one of the biggest challenges of the
century. I do not mean only the rapid spread of the novel coronavirus, but also something that runs
deeper and exists like an unwavering black shadow, discrimination. Discrimination in the healthcare
system, whether in racial, gender, or nationality has always been buried deeper than six feet under
the ground. It has been 89 years since the Tuskegee study. You would think that we have made
progress, but have we? 

We are no strangers to the glorious medical breakthrough that ‘’HeLa’’ cell line was achieved;
contributing to the polio vaccine, cancer treatments, and IVF (in vitro fertilization). The infamous
‘immortal’ cells were taken from a black woman named Henrietta Lacks who died from aggressive
cervical cancer and cultured on a mass scale. The cells were obtained without her or her family’s
consent. So, was this medical racism?

Now in the 21st century, medicine has been using computers globally to manage the healthcare
system, but behold - as medical software can be racist as well. The algorithm that was supposed to
help manage healthcare was found to be systematically discriminated against black people. According
to research published in the journal “Science”, people who self-identified as black were given lower
risk scores by the computer than their white counterparts, leading to fewer referrals for medical care.
The computer appeared to give fewer referrals for black people because their care costs, on average,
were less over a year than for white patients, despite being sicker. All that we have progressed is from
manual discrimination to digital discrimination!

Nationality takes up a huge counterpart in medical discrimination, too. Gravely ill children – including
those with life-threatening diseases – living in Lesbos, Greece, are currently being deprived of medical
care. Access to public medical care has been revoked for all 55.000 asylum seekers and people who
have arrived undocumented in Greece, by the Greek government. It is beyond belief that the
fundamental care that is rightful for all human beings is being withheld from a gravely suffering child,
and no one bats an eye. We, as a society altogether, are spiralling into a cynical void.

Hurdle toHurdle toHurdle to
Medical rıghtsMedical rıghtsMedical rıghts
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It is a wormhole, to state every discrimination that has occurred under the umbrella of the healthcare
system at all corners of the Earth. It is about time for medical field workers and public health
advocates to take a stand against these discriminations that occur in front of their very eyes. Those
who have been victimised by discrimination, grapple to make their voices heard. In a place where
their fundamental rights are being robbed, their voices become increasingly puny. 

As healthcare workers, to stand by these cynical acts and being ignorant gets their blood equally in
your hands, too. Understandably, language difficulties, financial need and unemployment, cultural
differences, legal barriers, and a health-related workforce with generally low awareness of issues
specific to refugees are hurdles to aid them. Mandatory efforts must be taken by medical providers to
have an adequate understanding of these 'hurdles to health' as a prerequisite in order to tailor health
care and services appropriately. Every doctor has sworn to the Oath of Hippocrates, and to not protest
and not being the voice that the people so desperately need is outright medical hypocrisy. The deep
fissures that underlie the society globally establish themselves clearly, in times of crises. Epidemics
are the metaphoric tarot cards that reveal who and what is genuinely valued in a society. We are all
equal to nature, it is us who pave divisions in society for beneficial reasons and acclaim authority.
What we do not realise is that these boundaries created; in the long run, may be impossible to undo.
 
A word of preach, especially among the youth doctors and medical students globally, is that the events
that occur now show a bullseye view on how the medical field has gradually failed the basic human
essence to be of help to those who are in desperate need, breaching the trust that patients have been
ingrained to place on us. Countless innocent lives lost, all for a superficial boundary that has
segmented and confined us into an imaginary bubble, holding ourselves superior. We have to realise;
we are humans first before all. Break the boundary!
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International Covenant on Economic, Social and Cultural Rights (ICESCR) 1966, Article 12: The
States Parties to the present Covenant recognise the right of everyone to the enjoyment of the
highest attainable standard of physical and mental health. [4]

In February 2020, Indonesia was shocked by a case originating in Bandar Lampung, one of Indonesia's
provinces, where a 21-year-old patient allegedly died as a result of discrimination by a hospital
because the patient used BPJS (Indonesia's government insurance) to pay the hospital bill, despite the
hospital denying that the cause of the victim's death was discrimination in that case. [1]

Before I go into greater detail concerning healthcare equality, I would like to give a brief explanation
of some of the situations that have occurred in my country, Indonesia. BPJS is a government-sponsored
health insurance program for Indonesian citizens, and usually, when you approach a health facility in
Indonesia, you will be asked what payment method you want to utilise for your medical bill - whether
you want to pay with your own money, BPJS, or private insurance. The treatment that the patient will
receive varies depending on the payment method used. I would not call it discrimination, but rather it
is the hospital’s and doctors’ attempt to fine-tune the treatment plan for the patient because some
medications and therapy are covered by BPJS while others are not. How about in your country? Does
your country have a similar healthcare system to my country? [2,3]

What is happening in my country does not appear to be very unusual to us, does it? Perhaps similar
news has reached you in your country as well and it also has a significant impact on our payment
methods while visiting a health institution.

Discrimination in healthcare is something that is very real and happens often in our life. It is a pity
because healthcare should be one of the most fundamental rights and vital services for every human
being. Direct discrimination occurs when a healthcare or care professional treats you differently and
worse than someone else for specific reasons such as age, disability, sexual orientation, parental
status, religion, origin, pregnancy, sexual harassment, racism, colour, sex, and retaliation. 

A person's right to equal and comparable health care is also clearly stated in several current
international treaties, including:

1.

Has Equality inHas Equality inHas Equality in
Health Facility BeenHealth Facility BeenHealth Facility Been

Achieved?Achieved?Achieved?
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2. CESCR General Comment No. 14: The Right to the Highest
Attainable Standard of Health, Article 12: Health is a fundamental
human right indispensable for the exercise of other human rights.
Every human being is entitled to the enjoyment of the highest
attainable standard of health conducive to living a life of dignity.
The realisation of the right to health may be pursued through
numerous, complementary approaches, such as the formulation of
health policies, or the implementation of health programmes
developed by the World Health Organization (WHO), or the adoption
of specific legal instruments. Moreover, the right to health includes
certain components which are legally enforceable. [5]

3. International Convention on the Elimination of All Forms of Racial
Discrimination (ICERD) 1965, Article 5: In compliance with the
fundamental obligations laid down in article 2 of this Convention,
States Parties undertake to prohibit and to eliminate racial
discrimination in all its forms and to guarantee the right of
everyone, without distinction as to race, colour, or national or
ethnic origin, to equality before the law, notably in the enjoyment
of the right to public health, medical care, social security and
social services. [6]

In these articles, it is stated unequivocally that everyone,
regardless of who they are or their backgrounds, has the right to
receive proper and equal health care. Furthermore, there are
several components to the right to health:

1. Availability 
This principle states that health services must be provided in
sufficient amounts, both in terms of human resources, drugs, and
other infrastructure and facilities. [7]

2. Accessibility 
There are four principles:
     a. Non-discrimination
Health services must be accessible to everyone, especially for the
vulnerable and marginalised groups. There shall be no
discrimination based on gender, race, colour, language, religion,
political opinion, health status, and other social backgrounds which
may limit or eliminate people's accessibility to the right to health.
[7]

     b. Physical affordability
Health facilities and infrastructure must be accessible and safe for
all groups. [7]

     c. Economic affordability
Health services must be economically affordable, especially for the
poor. [7]

     d. Accessibility of information 
Information about health, health services, patients’ rights and
obligations, and other matters related to the right to health must
be affordable. The public has the right to seek, receive and impart
any information related to health. [7]
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3. Acceptability
Health services provided must be in accordance with medical ethics and culturally acceptable, including
respect for the confidentiality of health status and promotion of health status for those who need it. The
importance of this principle of acceptability is also closely related to indigenous groups. [7]

4. Quality
The community must receive health services of the best quality, including medicines, health services
(equipment), as well as competent health workers. [7]

It turns out that there are many interesting and demanding components of the right to health services
that aspiring doctors must be aware of in order to give the best possible healthcare to the community in
the future. Furthermore, we have a responsibility to be able to provide the appropriate education to
those in our community, so that more people are aware of their healthcare rights. We should not
hesitate to speak up and complain to the authorities if there are irresponsible persons who seek to
misuse existing power and end up discriminating against the community because health is a basic human
right. We can make the world a better, healthier, and more comfortable place by treating people with
respect and giving them what they deserve.
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“Our ability to reach unity in diversity will be the beauty and the test of our civilization” 
      –Mahatma Gandhi

The strength of humanity lies in our diversity, and even more so in the ability to put aside our
judgements; to achieve harmony amidst our differences. For our role as healthcare personnel, it is
essential, according to the Good Medical Practice, that we treat patients, as well as colleagues,
without discrimination and bias [1]. However, regardless of this guideline, discrimination in healthcare
persists and has become explicitly evident during the COVID-19 pandemic. 

Discrimination exists in many forms and can be due to a myriad of factors, such as gender, culture,
race, as well as certain health conditions. Other than the lack of access to healthcare, discrimination
is a major element that serves as a barrier to utilise healthcare, preventing health equity. With
discrimination in healthcare settings, human rights are violated and diminish the health of
marginalised patients.

Understanding the roots of problems can lead to the discovery of solutions. The root of discrimination
does not uniquely stem from a single individual, but rather from prejudices and compounded
stereotypical ideologies. According to the American Heart Association, barriers that prevent
vulnerable groups of patients, such as LGBTQIA+ patients, from receiving appropriate care, include the
fear of being discriminated against their identities, leading to the avoidance of primary medical care.
Other stressors include social stigmas as well as familial rejection. Particularly during the COVID-19
pandemic, patients who belong to the minority group face a more drastic overall decline in well-being.
A clear instance of this is the deterioration of not only mental health but also physical health and
quality of life among LGBTQIA+ patients in comparison to heterosexual individuals [2]. In addition to
the declining health of the LGBTQIA+ community due to discrimination within healthcare, suicides due
to stress also profoundly contribute to the early deaths of members within this community [3].
Furthermore, due to the pandemic being firstly reported in Wuhan, China, anti-Asian movements also
increased drastically and created greater health disparities among the Asian population, especially in
the United States [4]. This is critical as according to Public Health England, from racial discrimination,
patients from Black and Asian ethnic groups face a higher death rate from COVID-19 when compared to
White ethnic groups [5].

Discrimination withinDiscrimination withinDiscrimination within
the Medical Field andthe Medical Field andthe Medical Field and
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Not only are patients from marginalised groups facing health disparities, but healthcare workers from
such groups also struggle to voice their concerns. This calls for action to construct a more inclusive
approach for medical surveillance and culturally competent care for patients as well as healthcare
workers who face such discrimination. As William Osler remarked, “The good physician treats the
disease; the great physician treats the patient who had the disease”. Having a thorough understanding of
the physiology and specific health issues that burden marginalised patients is essential for high-quality
medical care. So, what can we do to address discrimination in healthcare? Improving the quality of
medical teaching to improve clinician’s sensitivity and mastery of issues that affect members of the
marginalised community will decrease the discrimination driven disparities and biases in healthcare
settings. This will also lead to more comfortable patient interaction, facilitating the identification of
health issues, and promoting awareness and sensitivity towards the vulnerable population [2].

Making medical training more inclusive can be a solution, as the wall that stands between healthcare
personnel and marginalised patients is the lack of medical knowledge and understanding of members in
this community. For instance, most medical students report that they felt unprepared to conduct sexual
history taking and provide appropriate counselling to LGBTQIA+ patients [6]. This lack of confidence and
competency can worsen the health disparities as patients feel discriminated against and are discouraged
to receive medical consults. Although social and economic factors can contribute to health disparities in
the minority groups, the issue of racism is a burden that extends throughout their lifespan as a
significant stressor that compromises one’s immune system and potentially leads to chronic illnesses [7].
If a patient comes in for a medical consult and faces a doctor with unconscious biases, this could lead to
the feeling of hopelessness and alienation. Such negative experiences will likely result in an attempt to
avoid healthcare settings in the future. Consequently, they are less likely to receive early medical
intervention; in the case of a patient with a chronic illness, their condition will progressively worsen,
further widening the gap of health disparities [7].  

It is important for all patients to feel accepted and understood in the healthcare settings regardless of
their identities - not only for the purpose of medical treatment but also for the sake of humanity.
Ultimately, inclusive healthcare and a safe environment for patients who belong to the vulnerable
marginalised community can be achieved with a revised curriculum to include contents on marginalised
people in medical training, to raise awareness and reinforce sensitivity on this topic. 
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