& frontiers

@ Check for updates

OPEN ACCESS

EDITED BY
Gabriel Gomes De Oliveira,
State University of Campinas, Brazil

REVIEWED BY
Matgorzata Lesinska-Sawicka,

State University of Applied Sciences in Konin,
Poland

Nuzul Qur'Aniati,

Airlangga University, Indonesia

Kavitha Gowda,

Alliance University, India

Ana-Maria Bercu,

Alexandru loan Cuza University, Romania

*CORRESPONDENCE
Agata Kaczmarek
agatamm.kaczmarek@gmail.com

RECEIVED 19 February 2025
ACCEPTED 08 May 2025
PUBLISHED 11 June 2025

CITATION

Kaczmarek A, Zok A and Baum E (2025)
Ethical principles across countries: does
‘ethical’ mean the same everywhere?
Front. Public Health 13:1579778.

doi: 10.3389/fpubh.2025.1579778

COPYRIGHT

© 2025 Kaczmarek, Zok and Baum. This is an
open-access article distributed under the
terms of the Creative Commons Attribution
License (CC BY). The use, distribution or
reproduction in other forums is permitted,
provided the original author(s) and the
copyright owner(s) are credited and that the
original publication in this journal is cited, in
accordance with accepted academic
practice. No use, distribution or reproduction
is permitted which does not comply with
these terms.

Frontiers in Public Health

Frontiers in Public Health

TYPE Systematic Review
PUBLISHED 11 June 2025
pol 10.3389/fpubh.2025.1579778

Ethical principles across
countries: does ‘ethical’ mean the
same everywhere?

Agata Kaczmarek?*, Agnieszka Zok? and Ewa Baum!

!Department of Social Sciences and the Humanities, Poznan University of Medical Sciences, Poznan,
Poland, 2Doctoral School, Poznan University of Medical Sciences, Poznan, Poland, *Division of
Philosophy of Medicine and Bioethics, Department of Social Sciences and the Humanities, Poznan
University of Medical Sciences, Poznan, Poland

Ethical principles serve as the foundation of healthcare practice, guiding medical
professionals in their interactions with patients and shaping healthcare policies
worldwide. However, the interpretation and application of these principles can vary
significantly across different cultural and socio-political contexts. Understanding
these variations is essential for enhancing cross-cultural healthcare practices.
The aim of this review was to identify and show the differences and similarities in
understanding and implementation of four ethical principles in Poland, Ukraine,
India and Thailand. The PubMed database was searched for articles, which resulted
in 16 papers about the principle of non-maleficence, 36 papers about the principle
of justice, 79 on autonomy and 16 on beneficence, all of which were included in the
review. The results revealed ethical dilemmas encountered in routine healthcare
practice, highlighting both commonalities and distinctions across the analyzed
countries. This analysis offers valuable insights into how ethical challenges are
addressed within diverse healthcare systems, contributing to a deeper understanding
of the needs of both patients and medical personnel.

KEYWORDS
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Introduction

The processes of globalization lead to the integration of international ideas and the
convergence of diverse cultures, even within healthcare systems. In medical institutions,
we encounter not only patients but also medical professionals who may be migrants from
distant countries. This presents numerous challenges, including ethical ones, as the
understanding of ethics is also influenced by cultural factors. Despite the existence of
international codes of medical ethics, individual countries maintain their own codes, which
are binding for practitioners within their jurisdictions. The articles within these codes are
based on the four primary ethical principles: non-maleficence, beneficence, autonomy, and
justice. However, the interpretation of these principles may vary across different cultural
contexts. In our work we would like to answer the question: how are the four ethical principles
(beneficence, non-maleficence, autonomy, and justice) understood in the medical environment
in Poland, Ukraine, India, and Thailand?

We selected these countries for scientific analysis due to the significant influence of
dominant religious traditions on their respective cultures. In Poland and Ukraine, Christianity
plays a crucial role—Catholicism being the predominant denomination in Poland, while
Orthodoxy is widely practiced in Ukraine. Similarly, in India and Thailand, culture is shaped
by Hinduism and Buddhism, respectively. Buddhism, which originated from Hinduism,
remains a fundamental aspect of spiritual and social life in Thailand, just as Hinduism does in
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India. The selection of these countries enables a comprehensive
examination of the impact of diverse religious traditions on socio-
cultural development and their interconnections.

To better understand the potential differences, it is essential to
reflect on the question: What is culture?

Geert Hofstede’s concerns ways of thinking, feeling, and,
consequently, the types of actions undertaken by individuals (1).
According to Jerzy Kmita, culture is a set of normative and directive
beliefs widely respected within a given community. This means that
culture is a conceptual construct comprising a collection of
fundamental beliefs that form a type of social consciousness. Beliefs
about various matters shape the norms prevailing within a society and
directly influence acceptable and prohibited actions. The ideals shared
by a particular group form a value system, which serves as the cultural
core of that community (2).

Building upon these considerations, we can briefly trace the
historical development of medical ethics codes worldwide. One of the
earliest known legal codes is the Code of Hammurabi, created in the
ancient Near East during the 18th-17th centuries BCE. This code was
based on a system of punishments and rewards for specific actions,
including monetary compensation, and adhered to the principle that
the punishment should correspond directly to the harm caused by the
offense. Of the 282 articles in the Code, nine addressed procedures
performed by physicians. The Hippocratic Oath, which emerged
approximately 2,500 years ago, serves as the model for most modern
codes of medical ethics in the Western world. It presents a set of
principles that prioritize the welfare of the patient above all. Physicians
are expected to take responsibility for their patients, society, and their
own actions (3). The ethical foundations of medical practice were
primarily based on the principles of the Hippocratic Oath until the
formulation of the Georgetown Mantra. These principles emphasized
beneficence and non-maleficence. Autonomy and justice were only
introduced in 1979, completing the framework of the four principles
of bioethics (4).

The foundational principles of medical practice in ancient India
can be traced to Hinduism and its derivatives, Jainism and Buddhism.
Buddhism, in particular, emphasizes the attainment of nirvana
through the elimination of suffering. The earliest sacred texts of
Hinduism, written in Sanskrit, are also regarded as the first sources of
documented medical practice. These texts were introduced to India
around 1,500 BCE during the Aryan invasion from Central Asia,
when the Aryans settled in the northern regions of the country. A
subsequent addition to the Vedic corpus, the Atharvaveda, serves as
the primary source of medical knowledge from the Vedic period,
which spanned the second to the first millennium BCE and lasted
until the 6th century BCE. The methods of medical practice in later
years are detailed in foundational Ayurvedic works such as the Caraka
Sambhita, Susruta Samhita, and Bhela Samhita, which are dated to
approximately 600 BCE. These texts reflect an ethical approach that
placed significant emphasis on the concept of the cycle of life, death,
and rebirth. Early Vedic healers were drawn from priestly
communities, and their medical practices were deeply rooted in the
philosophical framework of the time. Later texts also exhibit numerous
references to Buddhist philosophy (5). For example, in the
Bodhicharyavatara by Santideva (600 CE), one finds the following
passage: “Although I cannot directly experience another’s pain as my
own, it is still a suffering they cannot endure... I must alleviate the
pain of others as though it were my own, for it is suffering; I must
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extend kindness to others because they are living beings, just as [ am.
This intertwining of medical practice with spiritual and philosophical
traditions underscores the deeply ethical and compassionate
foundations of ancient Indian medicine (6).

Materials and methods

A literature review was carried out to analyze studies on the
understanding and implementation of four ethical principles into
medical practice in Poland, Ukraine, India and Thailand. The articles
were acquired from PubMed database, using following Boolean
combinations: ((autonomy) AND (poland)) AND (ethics),
((autonomy) AND (ukraine)) AND (ethics), ((autonomy) AND
(india)) AND (ethics), ((autonomy) AND (thailand)) AND (ethics),
((justice) AND (poland)) AND (ethics), ((justice) AND (ukraine))
AND (ethics), ((justice) AND (india)) AND (ethics), ((justice) AND
(thailand)) AND (ethics), ((nonmaleficence) AND (poland)) AND
(ethics), ((nonmaleficence) AND (ukraine)) AND (ethics),
((nonmaleficence) AND (india)) AND (ethics), ((nonmaleficence)
AND (thailand)) AND (ethics), ((beneficence) AND (poland)) AND
(ethics), ((beneficence) AND (ukraine)) AND (ethics), ((beneficence)
AND (india)) AND (ethics), ((beneficence) AND (thailand)) AND
(ethics). The databases were searched between August and November
2024. The literature review applied a publication date limitation,
including only studies published between 2014 and 2024.

The search was restricted to English-language articles focusing on
the four ethical principles, as examined in scientific publications
authored by researchers affiliated with institutions in one of the
analyzed countries. All types of publications were included in the
analysis, as not only original research articles reflect the understanding
of ethical principles within a given cultural context, provided that the
full text was available. The authors disqualified publications that did
not cover the subject addressing ethical principles in relation to both
patients and medical personnel. A detailed literature review
methodology was meticulously outlined for each ethical principle,
employing a diagram based on PRISMA 2020 to enhance the
transparency of the analyses (Figures 1-4).

The primary search of databases resulted in 91 identified article
records about the principle of non-maleficence. The initial review of
studies, applying the exclusion criteria, resulted in the rejection of 32
articles due to their publication prior to 2014, one article due to the
unavailability of its full text, and 42 articles because not all authors
were affiliated with research institutions in one of the analyzed
countries. A total of 16 studies were included for screening, and none
were excluded due to non-medical content. All 16 studies were
subsequently included in the final literature review.

The initial database search yielded 473 article records related to
the principle of justice. After applying the exclusion criteria, 219
articles were discarded for being published before 2014, 8 articles were
excluded due to the lack of access to their full text, and 138 articles
were eliminated because not all authors were affiliated with research
institutions in one of the studied countries. A total of 39 studies were
selected for further screening, of which 3 were excluded due to
non-medical content. Ultimately, 36 studies were included in the final
literature review.

The initial search of the databases identified 478 articles pertaining
to the principle of autonomy. Following the application of the
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[ Non-maleficence- Identification of studies via PubMed database ]
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FIGURE 1
Diagram based on PRISMA 2020 showing the selection of articles for
the literature review about the principle of non-maleficence.
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—
Records removed before
Records identified from PubMed: screening:
Poland (n=51) Records published before
Ukraine (n = 14) 2014 Poland (n =21)
India  (n=362) Records published before
Thalland (n = 46) 2014 Ukraine (n =3)
Total (n=473) Records published before
2014 India (n =160)
Records published before
2014 Thailand (n =35)
Records published before
2014 Total (n = 219)
T
'
Records removed before
screening:
Full-text of the article not
available Poland (n =2)
Full-text of the article not
available Ukraine (n =1)
s Full-text of the article not
= available India {n =5)
5 Full-text of the article not
% available Thailand (n =0)
H Full-text of the article not
) available Total (n = 8)
+
Records removed before
screening:
Not all authors affiliated with
institutions from Poland
(n =26)
Not all authors affiliated with
institutions from Ukraine
(n=10)
Not all authors affiliated with
institutions from India
(n=160)
Not all authors affiliated with
institutions from Thailand
(n=11)
Total (n = 138)
-
—
Records screened Records excluded due to
o - non-medical content
= Polar_\d (n=2) Poland (n =0}
§| | Ukane(n=0) Ukraine (n = 0)
o India (n = 37) India (n = 3)
@ Thalland_(n =0) Thailand (n = 0)
Total (n = 39) Total (n = 0)
~
—
Studies included in review
3 Poland (n = 2)
% Ukraine (n = 0)
£ India (n = 34)
Thailand (n = 0)
| Total (n = 36)
FIGURE 2
Diagram based on PRISMA 2020 showing the selection of articles for
the literature review about the principle of justice.

exclusion criteria, 225 articles were removed due to their publication
prior to 2014, 23 articles were excluded because their full text was not
accessible, and 141 articles were eliminated as not all authors were
affiliated with research institutions in one of the examined countries.
A total of 89 studies were selected for further screening, of which 10
were excluded due to non-medical content. Ultimately, 79 studies were
included in the final literature review.

The initial database search retrieved 86 articles related to the
principle of beneficence. After applying the exclusion criteria, 32
articles were excluded due to their publication date being prior to
2014, 1 article was removed due to the unavailability of its full text,
and 35 articles were discarded as not all authors were affiliated with
research institutions in one of the countries under study. Seventeen
studies were selected for further screening, with 1 being excluded due
to non-medical content. In the end, 16 studies were included in the
final literature review.

The majority of the analyzed articles published between 2014 and
2024 by Polish researchers appeared in the international journal
Medicine, Health Care and Philosophy. In the same period, the
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highest number of analyzed articles authored by Ukrainian researchers
were published in the Polish journal Wiadomo$ci Lekarskie. Medical
Advances. Similarly, the largest share of publications by Indian
researchers during 2014-2024 were featured in the local journal
Indian Journal of Medical Ethics. In contrast, articles by Thai
researchers were published across various international journals, such
as The Lancet HIV and BMC Medical Education, with none appearing
multiple times in the analyzed dataset.

Results
Non-maleficence

Applying the previously described search criteria, one scientific
publication from Poland and fifteen from India were selected, each
addressing the understanding of non-maleficence as one of the four

ethical principles. The publications concerning Ukraine and Thailand
did not meet the established criteria.
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FIGURE 3
Diagram based on PRISMA 2020 showing the selection of articles for
the literature review about the principle of autonomy.
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FIGURE 4
Diagram based on PRISMA 2020 showing the selection of articles for
the literature review about the principle of beneficence.

In Poland, non-maleficence is primarily discussed in the context
of medical treatment and scientific research. This principle requires
physicians and researchers to avoid causing harm. It mandates
assessing the risks and benefits of medical or research interventions to
prevent inappropriate actions. This includes minimizing physical,
emotional, and socioeconomic harm to patients or research
participants. Nonmaleficence prohibits actions that cause intentional
harm and ensures risks are proportionate to benefits, emphasizing
respect for individuals’ well-being. It is closely tied to beneficence,
forming a balance between preventing harm and promoting good
while safeguarding participants’ dignity and autonomy (7).

From the Indian context nonmaleficence is also named as the
principle of “first, do no harm? It requires avoiding intentional harm
or injury to patients and research participants (8, 9). Non-maleficence
includes addressing medical errors, ensuring transparent and ethical
handling of diagnoses, preventing harm during screenings, avoiding
overdiagnosis, and mitigating unnecessary investigations or
expenditures. What is more, doctors also should take care about
effective communication and balanced decision-making (10). When
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treating a patient and considering additional therapeutic options, it is
essential to account for long-term consequences. In some cases,
refraining from certain procedures is necessary to ensure the patient’s
well-being, particularly when the burden (non-maleficence)
significantly outweighs the potential benefit (beneficence) (11).
Doctors should not sell or promote agents or devices as being
therapeutic without adequate evidence about the medical benefit (12).
Non-maleficence is also evident in the practice of trainee therapists in
clinical psychology. The use of certain therapeutic techniques raises
concerns about the potential negative impact on, or decisions
affecting, the client’s well-being (13). Rural areas in India present a
distinct challenge both in terms of medical provision and the ethical
approach to compromises made in the delivery of healthcare services.
The National AIDS Control Organization may be invoking the
principle of non-maleficence as justification for banning Unbanked
Directed Blood Transfusion (UDBT), a decision influenced by the
findings of a report on blood banks in India. This report highlighted
the substandard quality of blood banks but did not address the
practice of UDBT. Some authors argue that this decision is based on
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the absence of solid evidence, and that banning UDBT in emergency
situations contradicts the principles of beneficence, justice, and
autonomy (14). The principle of non-maleficence can conflict with
beneficence, the obligation to act for others’ benefit, due to the
inherent risks and benefits of medical interventions. Typically,
beneficence takes precedence when a socially valuable outcome is at
stake. However, certain authors argue that during the SARS-CoV-2
pandemic in India, inadequate post-marketing surveillance of
vaccines and delays in publishing national data may have skewed
public risk perceptions. This imbalance likely disrupted the ethical
equilibrium between beneficence and non-maleficence (15).
Healthcare decisions should prioritize the protection of patient safety,
ensuring that no harm is inflicted upon individuals or society. For
instance, emergency use authorizations for vaccines aim to safeguard
vulnerable populations, such as pregnant women and children, from
potential risks. Providing unrestricted access to vaccines and offering
compensation for adverse events underscore a commitment to
minimizing harm, addressing both health and financial risks. These
measures reflect a careful balance between the broader societal
benefits and the protection of individual safety, thereby upholding the
principle of non-maleficence (16). It may be violated in a situation of
vaccine safety, especially with regard to the oral polio vaccine (OPV).
While OPV was cost-effective, it introduced risks such as vaccine-
associated paralytic polio (VAPP) and prolonged shedding of
neurovirulent vaccine viruses in immunocompromised individuals.
In contrast, the inactivated polio vaccine (IPV) offered a safer and
equally effective alternative. The use of OPV in India, without a
thorough cost-benefit analysis or appropriate compensation
mechanisms, raises significant ethical concerns. Public health
decisions should not prioritize cost over safety, ultimately
compromising the protection of public well-being (17). In the context
of the animal bite case, non-maleficence requires that clinicians take
necessary precautions to protect patients from harm, such as
recommending a full course of post-exposure prophylaxis (PEP) even
in the absence of documented history. However, this principle must
be balanced with other ethical considerations, such as justice, since the
unnecessary use of resources and the potential strain on the healthcare
system may lead to harm in other areas, thus violating the principle of
distributive justice (18).

When addressing the clinical trials, practitioners should
thoroughly discuss the potential side effects and complications
associated with the trial procedures prior to enrolling an individual in
the study. At this stage, practitioners may also recommend alternative
procedures or treatments that could be more advantageous for the
patient (19). Researchers must consider whether intervening in a
participants private life might cause more harm, especially in
patriarchal, rural settings where societal norms could exacerbate risks.
Safeguarding privacy and confidentiality is crucial, ensuring that any
actions do not expose participants or their families to greater danger.
This highlights the complexity of aligning non-maleficence with social
justice in sensitive cultural environments (20).

The development of medical technologies and the storage of
patient medical data pose new ethical challenges. The principle of
beneficence supports the use of Electronic Medical Record System
data in clinical and biomedical research for the benefit of individual
patients and society. However, this principle can come into conflict
with non-maleficence, particularly if sensitive health information or
patient identities are exposed, potentially compromising patient
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dignity. To uphold ethical standards, it is imperative to ensure that
patient identity and data remain secure and confidential throughout
and following the research process (21).

The topic of abortion is a globally contentious issue that evokes
strong emotions and represents a significant ethical dilemma. Indian
physicians argue that the Supreme Court of India’s decision to deny a
mother’s request to abort a 26-week-old fetus diagnosed with Down
syndrome contradicts the ethical principle of non-maleficence. The
ruling, grounded in the Medical Termination of Pregnancy Act of
1971, overlooked the mother’s autonomy, potentially exposing both
the child and the parents to significant harm. The child may face a
diminished quality of life due to inadequate resources, while the
parents could experience moral distress and deteriorating mental
health (22).

Justice

Based on the specified search criteria, two scientific publications
from Poland and thirtyfour from India were identified, all exploring
the concept of justice as one of the four fundamental ethical principles.
However, the publications related to Ukraine and Thailand did not
satisfy the defined requirements.

According to Polish scientific publications, the principle of justice
emphasizes the ethical obligation to ensure equitable access to
healthcare benefits and fair distribution of burdens. It requires
providing all patients with equal opportunities to access modern
medical technology regardless of socioeconomic or geographic
disparities. Justice also entails supporting diverse communication
needs, whether verbal or through sign language. Patients should
be fully informed about available solutions and communication
options (7). The principle of justice emphasizes fairness in the
distribution of research burdens and benefits among participants.
Concerns arise when payment for participation disproportionately
attracts individuals of lower socioeconomic status, potentially leading
to exploitation and unequal benefit distribution. Justice requires
avoiding exploitation by ensuring participants are not unduly
disadvantaged due to poverty or urgency, and by addressing systemic
inequities without exacerbating them through research practices.
Ethical recruitment should not target vulnerable populations for
convenience but reflect the scientific purpose of the study. Recompense
for direct research-related costs serves to remove economic barriers.
Justice thus ensures that all individuals have fair access to the benefits
of research without being unfairly burdened (23).

In the review of Indian literature, a significant number of
publications were excluded as the only connection to the term “justice”
was the approval of the bioethics committee named “Committee for
the Purpose of Control and Supervision of Experiments on Animals
(CPCSEA), Ministry of Social Justice and Empowerment, Government
of India” In the included articles the principle of justice emphasizes
equitable and fair treatment for individuals (8, 24).

All patients deserve equal respect and fair treatment, irrespective
of their socioeconomic status, caste, gender, religion, or nationality
(25). Justice mandates removing systemic barriers that marginalize
specific groups, such as transgenders and economically disadvantaged
populations (26). Healthcare providers should distribute services
proportionate to individuals’ needs (27). For persons with disabilities
reducing barriers and ensuring liberal and preferential access to
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healthcare is needed (28). A social justice-based approach emphasizes
enhancing the quality of end-of-life care for individuals living with
dementia while upholding their choices, autonomy, and dignity (29).
In clinical research, fair treatment includes sharing both risks and
benefits equitably among all trial participants (19). Educating them
about the procedure and managing their expectations are also
essential components. The concept of clinical equipoise ensures that
no group is intentionally subjected to inferior treatment, safeguarding
fairness and preventing exploitation (30). Health systems research in
low- and middle-income countries needs the integration of local
values and social justice into public health policies (31). Circumstances
and moral relativism can complicate the application of justice.
Community health workers may face challenges in upholding justice
due to their personal vulnerabilities, societal pressures, or the lack of
institutional support (32). The ethical discussion surrounding
unbanked directed blood transfusions (UDBTS) in rural healthcare
demonstrates justice as the equitable allocation of life-saving resources
in underserved areas. The principle of justice supports the adoption
of appropriate technologies like UDBTSs to bridge systemic gaps in
emergency healthcare, ensuring that populations have fair access to
critical medical interventions. This highlights the need for context-
specific solutions (14). Justice calls for systemic reforms to combat
inequities in access to care, affordability, and the availability of
resources, particularly in low- and middle-income countries. It also
includes public policy measures like taxing unhealthy products and
promoting healthier lifestyles while fostering innovation and
collaboration for low-cost solutions (33). Favoritism or differential
treatment of patients based on their socioeconomic status violates the
equitable distribution of scarce medical resources. All patients,
irrespective of their affluence or bargaining power, should receive
unbiased and evidence-based care (34). The idea of Ayushman Bharat
programme adresses the challenges of achieving equity in a healthcare
system. While this programme aims to provide financial protection to
economically disadvantaged families for secondary and tertiary care,
it risks violating the principle of justice if it does not prioritize
universal basic health insurance (35). According to some authors,
doctors are encouraged to reduce fees or offer free care to
impoverished patients, highlighting fairness in healthcare access (36).
Another idea for reducing barriers to accessing the legal and
healthcare systems is the use of videoconferencing tools (37).

The COVID-19 pandemic was not only a challenge for the
healthcare system but also for ethics and social inequalities. In India,
while the authorities and police employ stringent measures with the
vulnerable sections, people of certain affiliations have been able to
conduct marriages and other ceremonies. This violates the principle
of social justice (38). Equitable vaccination distribution during
emergencies, such as the COVID-19 pandemic, exemplifies the
application of justice in action (16). Healthcare workers and vulnerable
populations were prioritized without neglecting broader societal
needs (39). Also wealthier nations should not be disproportionately
benefiting by vaccinations programs (15, 40).

Public health professionals must prioritize equally significant
health issues, such as immunization and tuberculosis control, leading
to potential inequities (41). Global distribution of vaccines is
challenging. The principle of justice was not upheld by the promotion
of the oral polio vaccine (OPV) in low-income countries, despite its
lower efficacy compared to the inactivated polio vaccine (IPV) used
in wealthier nations (17). In the clinical management of rabies
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re-exposure cases, the wastage of anti-rabies vaccines and the
associated opportunity costs borne by health systems and patients may
occur due to excessive vaccination. Justice calls for optimizing
resource allocation to balance individual patient care with broader
societal needs, ensuring that resources are used efficiently (18).

New technologies are not only an organizational challenge, but
also an ethical one. Patients should be educated about the advantages
of electronic medical records systems and assured of confidentiality
and privacy. Justice involves respecting patients’ rights to informed
decision-making based on equal access to knowledge (21).

In the field of laboratory medicine, ensuring equitable access to
diagnostic resources and preventing resource wastage through
unnecessary investigations are essential. It also involves maintaining
fairness by resisting external pressures to favor influential individuals
at the expense of other patients (10). The National Medical
Commission Act, 2019 illustrates a gap in procedural justice by
unequally empowering doctors and patients in grievance redressal
mechanisms. While medical professionals can appeal decisions
through appellate fora, aggrieved patients lack similar avenues (42).

The principle of justice is also denied in the context of adolescent
autonomy under India’s Protection of Children from Sexual Offences
Act (POCSO). Criminalizing consensual adolescent sexual activities
ignores their evolving capacities and autonomy, subjecting them to
legal consequences that may unjustly impact their futures. Justice, in
this instance, calls for a nuanced approach that balances protection
with respect for adolescents” rights (43). The alliance of neoliberal
economic policies with conservative and religious ideologies has
undermined gender and health justice by reversing established rights.
Justice demands addressing these systemic drivers and protecting the
autonomy and rights of vulnerable populations, particularly women
(44). The right to abortion as a core element of reproductive freedom.
Some couples delay access to medical termination due to
socioeconomic status or geographic location. It underscores the
systemic injustice faced by those from less privileged backgrounds
compared to affluent individuals (22). India needs not only the
formulation of progressive laws but also their practical enforcement,
addressing the root causes of gender-based violence and ensuring
accountability across multiple sectors (45). There is still a need for the
recognition and redress of caste-based discrimination in professional
and educational institutions. The evolving, covert forms of
discrimination—such as bureaucratic delays and exclusion from
training—necessitate systemic reforms to identify and address these
injustices (46).

Autonomy

Using the defined search parameters, a total of sixteen scientific
publications from Poland, four from Ukraine, fifty-five from India and
four from Thailand were identified. All of these works examine
autonomy as one of the core ethical principles.

From a perspective shown in the Polish literature, the principle of
autonomy demands structured mechanisms such as informed consent,
clear communication, and tolerance of diverse viewpoints (47).
Theoretically, autonomy is inherently linked to broader societal norms
and values, such as tolerance and respect for diversity (48). Patients
often lack sufficient understanding of informed consent documents,
which compromises their ability to make autonomous decisions (49).
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For younger adults, autonomy is closely linked to independence and
personal recognition, while for older adults, it aligns with independent
thinking and rejection of humility. These findings suggest that the
principle of autonomy is not monolithic; it is shaped by individual
values and sociocultural contexts, requiring tailored approaches in its
implementation (50). Actively supporting autonomy contributes to
psychological and social well-being (51). Autonomy, understood as
the ability to make choices and decisions, is a cornerstone of positive
aging (52). While adults may exercise full autonomy, children’s
autonomy is inherently limited. Decisions regarding interventions
such as cochlear implants often require balancing the child’s
developmental needs with their right to participate in decision-
making. Postponing decisions to honor the child’s autonomy may
conflict with the urgency of early medical action necessary for optimal
outcomes. This dilemma illustrates the tensions between respecting
autonomy and ensuring beneficence (7). Nurses demonstrated greater
acceptance of adult patients’ autonomous decisions than those
involving children, revealing a paternalistic inclination in life-
threatening situations (53).

In the case of childhood vaccinations we can see a conflict
between individual autonomy and public health mandates. Informed
consent, which is integral to respecting autonomy, becomes
problematic under mandatory vaccination policies. When parents are
required to sign a consent form under the threat of legal consequences,
the process lacks genuine voluntariness, rendering the consent
ethically questionable (54). Penalties for refusing vaccinations (as
practiced in Poland), may violate the principle of autonomy. However,
imposing financial responsibility for treating preventable diseases in
unvaccinated individuals might balance public health needs with
respect for individual freedoms (55).

Payment for research participation is an ethical dilemma. While
attractive payments risk undermining autonomy by influencing
individuals to act against their better judgment, providing adequate
compensation can enhance autonomous decision-making (23).
Respect for the patient’s autonomy entails obtaining informed consent
for medical or therapeutic interventions and his right to withdraw at
any stage. This underscores a partnership model in healthcare, where
professionals must ensure clear communication, safeguard patient
privacy, and respect their decisions, even if those decisions differ from
professional opinions (56). The persistence of paternalistic models in
Polish healthcare, where informed consent is often treated as a
formality rather than an ethical imperative, highlights systemic
challenges (57). The ethical doctrine of autonomy emphasizes the
patient’s right to know and, conversely, the “right not to know;” both
of which are seen as extensions of their ability to make autonomous
choices. The right not to know is argued to protect individuals from
psychological distress or societal consequences that may arise for
example from unwanted genetic knowledge (58). Dilemmas arise
when patient autonomy conflicts with medical obligations, as
illustrated in the case of Jehovah’s Witnesses refusing blood
transfusions. Respecting autonomy in such scenarios demands
navigating complex ethical tensions between honoring patients’
religious convictions and fulfilling the duty to preserve life (59).

Autonomy applies only to individuals deemed competent—those
capable of rational thought and self-awareness. This criterion is
crucial, as incompetency requires surrogate decision-making
mechanisms, such as judicial consent for incapacitated adults in
Poland. Professionals must exercise independent judgment within

Frontiers in Public Health

10.3389/fpubh.2025.1579778

their domain of expertise, particularly in multidisciplinary teams.
Infringements on professional autonomy can lead to diminished self-
esteem, burnout, and reduced quality of care (60).

From the Ukrainian perspective the principle of autonomy
underscores the importance of respecting individual rights in medical
decision-making. It also highlights the unique socio-cultural and legal
challenges that shape its implementation.

The conflict between respecting individual autonomy in making
end-of-life decisions and societal or legal constraints on euthanasia is
a profound issue in Ukraine. It is important to balance the right to end
suffering with the risk of undermining the practice of palliative care
and potentially increasing involuntary deaths (61).

While Ukraine adheres to the principle of reproductive autonomy
as part of human rights, societal influences, particularly Christian
moral values, contribute to the cautious approach to reproductive
interventions. The importance of informed consent in reproductive
healthcare, including posthumous reproduction and reproductive
rights for individuals with disabilities, is emphasized (62).
Interventions like circumcision cannot be viewed as autonomous
choices even in refugee groups among which such practices are
culturally accepted. They result in significant health consequences and
societal harm. The medical and legal community must intervene in
such practices to protect the individual’s bodily integrity (63). In the
context of digital pathology in oncology patients are entitled to
be informed about AT’s capabilities and limitations, as well as privacy
protections (64).

Understanding the principle of autonomy in the Indian context
reveals a complex interplay between cultural, ethical, and legal
considerations (65). Autonomy is defined as the right to self-
determination and informed decision-making (66).

While the principle of autonomy is enshrined in ethical guidelines
and institutional frameworks, its application is mediated by cultural
norms, societal hierarchies, and the operational realities of healthcare
delivery (67). Especially in the rural areas there is a dynamic interplay
between respecting individual rights and navigating the constraints
imposed by traditional social structures (68).

In clinical psychology, trainee therapists often encounter ethical
dilemmas when patient autonomy conflicts with the therapists
personal or moral beliefs. This highlights the importance of respecting
client autonomy in setting therapeutic goals and making life decisions,
despite personal disagreements (13, 69).

Physician-assisted suicide in advanced dementia illustrates the
profound challenges to autonomy in situations involving impaired
cognitive capacities (29). While autonomy theoretically hinges on an
individual’s ability to make voluntary, informed, and reasoned
decisions, factors such as undue influence, depression, and
compromised judgment complicate this principle in practice (70, 71).
Practices like “Do Not Resuscitate” (DNR) orders and euthanasia are
areas where autonomy conflicts with medical duty and societal norms.
While autonomy allows patients to refuse life-sustaining treatment,
the absence of clear legal recognition for DNR or advanced directives
complicates the implementation of their wishes (72, 73). The legal
recognition of living wills signifies progress toward acknowledging
patients’ autonomy (74). However, inconsistencies in legislation and
ethical dilemmas associated with their application reveal gaps in
effectively translating this principle into practice (75).

In pediatric healthcare, the principle of autonomy is inherently
limited, as children cannot make independent medical decisions (76).
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Guardians or parents act as proxies, tasked with promoting the child’s
welfare while aligning with informed consent principles. This practice
reinforces autonomy as a protective framework, ensuring decisions
reflect the child’s best interests within the constraints of their
developmental capacity (77). The legal framework governing
adolescent autonomy, particularly concerning sexual and reproductive
rights, demonstrates the limitations of current policies. The Protection
of Children from Sexual Offences (POCSO) Act criminalizes all
sexual activity under the age of 18, failing to account for consensual,
non-exploitative relationships. This blanket criminalization disregards
the evolving capacity of adolescents to make informed decisions about
their bodies, effectively curtailing their autonomy (44, 78).

Public health interventions in India, such as those implemented
during the COVID-19 pandemic, have raised critical questions about
the limits of individual autonomy in the face of collective health
concerns. The debate over forced alcohol abstinence during lockdown
illustrates the tension between public health imperatives and
individual rights. While certain measures, such as quarantine, may
be justified as proportional restrictions, others, like prohibition
policies, risk being perceived as paternalistic or rooted in moralistic
values (79). The ethical implications of convalescent plasma therapy
during the COVID-19 pandemic further highlight the intersection of
autonomy with external influences. Political advocacy and
commercialization can impede genuine autonomy by introducing
biases or coercion into decision-making processes, both at individual
and institutional levels (80). Mandatory vaccination policies, while
pursued for public health, must satisfy the three-pronged test of
legality, necessity, and proportionality to be considered constitutionally
valid (81). This demonstrates that the state’s power to impose health-
related mandates is circumscribed by the individuals right to
autonomy and privacy. The exclusive adoption of the Oral Polio
Vaccine (OPV) in India, despite safety concerns such as vaccine-
associated paralytic poliomyelitis (VAPP), exemplifies a policy that
compromised individual autonomy (82). The lack of parental choice
between OPV and the Inactivated Polio Vaccine (IPV) denied families
the opportunity to make decisions about their children’s health (17).
In situations like rabies re-exposure treatment, decisions that disregard
patient history and preferences may further erode autonomy. While
such actions may not overtly violate public health imperatives, they
undermine the ethical principle of respecting the patient’s right to
informed decision-making (18). Also mandatory food fortification
can undermine autonomy by removing individual choice, reflecting a
paternalistic approach that conflicts with personal freedoms (83).

In the context of antimicrobial stewardship, the principle of
autonomy is particularly affected by social determinants and
healthcare inequities. Interventions to regulate antimicrobial use,
aimed at preventing resistance, sometimes restrict the autonomy of
both prescribing physicians and patients. This is especially true when
clinical diagnoses are unclear, and prescribing decisions are based on
professional judgment rather than explicit clinical guidelines (41).

In the context of maternal healthcare, the principle of
autonomy takes on a transformative role in empowering women.
Research indicates a strong association between higher levels of
women’s decision-making autonomy and increased utilization of
antenatal and postnatal care services (84-86). Experience of low
autonomy also correlates with high levels of depression (87). In the
case of mid-life fertility treatments, physicians face ethical
dilemmas in balancing respect for patient autonomy with their
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professional judgment about the efficacy and outcomes of
treatments. Patients, often influenced by the stigma of infertility,
may insist on pursuing interventions despite low chances of success
(88). Women’s ability to make autonomous reproductive decisions
is frequently overridden by the prioritization of familial, societal,
or even legal considerations (89). Selective sex abortions, stigma
surrounding abortion, and legal resistance to terminations beyond
20 weeks further demonstrate how autonomy is subordinated to
cultural and institutional imperatives (90). Decisions often require
spousal or familial consent, reflecting limited agency for women.
For instance, requiring a husband’s approval for abortion services
undermines a woman’s ability to make autonomous reproductive
choices. Similarly, the prioritization of male authority, as observed
in decisions regarding contraceptive implantation, reveals
entrenched gender biases (91, 92). The Medical Termination of
Pregnancy (MTP) Act grants significant decision-making power to
medical practitioners rather than the women seeking abortions
(93). The law’s focus on population control rather than individual
choice (94).

In the context of clinical research, autonomy is upheld through
the practice of informed consent, requiring that patients be provided
with comprehensive information about medical procedures,
associated risks, and available alternatives (19, 95, 96). Many
participants in India, due to limited literacy or understanding of
complex medical information, rely on the recommendations of
healthcare providers rather than exercising independent decision-
making (97). The reuse of biological samples without explicit consent
poses ethical challenges, as it risks undermining trust in science and
patient autonomy. A balance between respecting autonomy and
fostering altruism and solidarity allow for future use of samples under
ethical oversight (10).

Autonomy in India is often compromised by cultural norms and
the preference for paternalistic approaches. The informed consent
must come directly from the patient, not from third parties like family
members (98). The familial influence on medical decision-making in
India, as opposed to the individualistic focus of Western medical
ethics, further complicates the notion of autonomy. The involvement
of family members in the patient’s treatment decisions is common.
The treatment team feels accountable not only to the patient but also
to the patient’s family. This has profound implications for patient
autonomy, especially in cases where patients are influenced by family
members to seek or refuse treatment. This dynamic is particularly
visible in cases involving substance use disorders, where family
members often pressure the patient into treatment, even against the
patient’s will (99).

Respect for autonomy is an ethical principle that obliges
healthcare providers to enhance the patient’s capacity for decision-
making by providing information about medically justified treatment
alternatives for the patient’s condition (22, 100). In the case of
cosmetic limb lengthening if a patient of average height requests
height enhancement surgery, the physician cannot ethically refuse the
request. Denying this request would constitute a violation of the
patient’s right to autonomy (101). Practices that restrict patients’
choices, such as the sale of medications directly through clinics
disrupt autonomy. Patients’ right to access cost-effective and
alternative treatments is compromised when registered medical
practitioners (RMPs) prioritize the sale of proprietary products (12,
102). The hope for a better future is that awareness of autonomy
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among medical students correlates with better clinical reasoning. It
underscores the importance of good understanding of autonomy in
professional development (103-105).

Advancements in neurotechnology, such as brain-computer
interfaces, deep brain stimulation (DBS), and functional MRI (fMRI),
have amplified concerns about individual autonomy. While these
technologies hold potential for treating neurological conditions like
Parkinson’s disease, depression, and obsessive-compulsive disorder,
they also introduce ethical dilemmas. Autonomy is particularly
contested in scenarios where cognitive functions are impaired.
Moreover, fMRI and similar technologies challenge autonomy
through potential breaches of privacy (39). Decoding brain activity for
therapeutic or legal purposes could lead to exploitation, such as
misrepresentation in court cases or manipulative external control over
an individual’s actions (106). Also introduction of artificial intelligence
(AI) can cause loss of autonomy in clinical settings for both healthcare
providers and patients (107).

The recognition of autonomy as a key factor in promoting
professional and personal well-being is an important aspect of
understanding how autonomy is valued in Thai healthcare settings. In
the group of residents females who report higher levels of autonomy
compared to their male counterparts, also experience greater well-
being. Additionally, factors such as sleep and regular exercise are
associated with a greater sense of autonomy. This suggests that
autonomy is not only a theoretical or legal concept but is also linked
to personal lifestyle factors (108). Comparing the views of Thai older
patients and nurses on end-of-life care reveals discrepancies between
the nurses’ perceptions and patients’ actual wishes. While healthcare
professionals may understand the theoretical importance of autonomy;,
they may sometimes misinterpret or overestimate the desire of
patients to exercise this autonomy in end-of-life decisions. This
disconnect between professional perceptions and patient realities calls
for greater communication and respect for individuals in medical
practice (109). In Thailand the preference for voluntary euthanasia
reflects a cultural and ethical commitment to personal autonomy.
Dignity in death is achieved when a person has the freedom to make
a final decision regarding their life. This aligns with the global ethical
principle that individuals should have control over their own bodies
and life choices, especially in the context of terminal illness or
unbearable suffering. Autonomy in the Thai context may be viewed
more positively when individuals actively choose to end their lives
rather than when decisions are made on their behalf (110). The World
Health Organization’s “test-and-treat” strategy for HIV treatment can
give potential harm and loss of autonomy due to overtesting and
overtreatment. This situation illustrates the tension between public
health goals and individual autonomy, where patients may feel
pressured into treatment options without the full freedom to make
informed decisions (111).

Beneficence

Using the search criteria outlined earlier, three scientific
publications from Poland, sixteen from India, and one from
Thailand were identified. Each publication explores the concept of
beneficence as one of the four fundamental ethical principles.
However, the publications related to Ukraine did not satisfy the
specified requirements.
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In Poland, the principle of beneficence is understood as a
fundamental ethical obligation requiring physicians to act in ways that
promote the welfare of patients. They should be provided with
alleviating conditions that may lead to harm. Unlike the principle of
non-maleficence, beneficence imposes positive duties to actively
benefit individuals and enhance their well-being (7). In the realm of
biomedical research, beneficence is often framed within the broader
context of “social beneficence;” which underscores the importance of
contributing to societal good. Research practices are justified ethically
by their potential to generate generalizable knowledge that leads to
safer and more effective diagnostic, preventive, and therapeutic
measures. This perspective also highlights the role of compensating
research participants as an ethically sound practice, given its ability to
enhance recruitment and retention, thereby advancing the collective
benefits derived from research (23). Furthermore, the principle of
therapeutic beneficence is central to research involving human
subjects. It binds physician-researchers to a fiduciary duty to safeguard
the health interests of participants, ensuring that risks are only
justified when outweighed by potential therapeutic benefits. At the
same time, participants are regarded as ends in themselves,
emphasizing that they should never be treated merely as means to
achieve scientific objectives (112).

In Thailand, one article meeting the criteria for a review paper
describes The working experience of nurse anesthetists with
Healthcare should
communicate and listen to patients with compassion. Nurses should

beneficence for patients. professionals
be considerate and knowledgeable. They must prioritize standard
procedures, effective team communication, and patient safety to
ensure a productive and harm-free work environment (113).

In the research articles on the Indian perception of the beneficence
it is integral to clinical practice, therapeutic interventions, and
research endeavors. This ethical imperative requires practitioners to
prioritize the welfare of patients while balancing potential benefits
against risks (8, 19). In clinical settings, beneficence mandates that
medical interventions prioritize patient welfare. The decision-making
process requires clinicians to evaluate patient prognosis through
systematic steps, such as assessing deteriorating health indicators, to
ensure the decision aligns with the patient’s best interests (11).
Antibiotic prescribing practices for the patients best interest can
conflict with long-term public health goals such as reducing
antimicrobial resistance. Ethical challenges arise when patient
demands, socioeconomic constraints, and physician biases lead to
overprescription, requiring a balance between patient benefits and
public health concerns (34).

Sometimes, also during the management of pregnancy, a
physician encounters unique ethical challenges. In the treatment of
supraventricular tachycardia in a twin pregnancy, the well-being of
the affected fetus with potential risks to the healthy twin and the
mother should be balanced. This ethical dilemma emphasizes the
physician’s duty to make evidence-based decisions that prioritize
clinical benefits, even when such decisions may oppose the patient’s
autonomy (22, 100, 114). Approximately 8.5% of clinical psychology
trainee therapists reported ethical dilemmas related to this principle.
Underscore the necessity for therapists to critically evaluate the
consequences of their interventions to ensure that their actions
contribute positively to clients’ mental health and well-being (13).
Also in laboratory medicine, physicians are encouraged to go beyond
diagnosis. They should provide comprehensive advice, recommend
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further consultations, and ensure critical information is conveyed
effectively to prevent harm. Fee-splitting practices, which increase
patient costs, are critiqued as a violation of beneficence because they
undermine patient welfare by prioritizing financial incentives over
ethical responsibilities (10). Furthermore, the principle of beneficence
extends beyond individual patient care to broader public health
contexts, such as managing substance use disorders, where healthcare
professionals are tasked with addressing both immediate patient
needs and long-term societal impacts, such as stigma and resource
constraints. In such cases, beneficence requires careful consideration
of the cultural and systemic factors that shape healthcare decisions
(41). Similarly, in public health initiatives like responding to a
gastrointestinal illness outbreak, beneficence calls for swift, evidence-
based actions to mitigate harm and protect the well-being of affected
individuals, underlining the responsibility of healthcare organizations
to prioritize patient welfare in both clinical and community settings.
Ultimately, beneficence underscores the ethical imperative to act in
ways that promote patient welfare while balancing individual rights,
societal needs, and available resources (9). The COVID-19 pandemic
highlighted the ethical responsibility to make decisions that prioritize
patient benefit. There was the tension between beneficence and
non-maleficence in the context of COVID-19 care protocols. Placing
every critically ill patient on ventilators may not align with the
principle of benefit if the overall well-being and comfort of the
patient will not be prioritized (82). The discussion of beneficence can
be extended to public health interventions, such as vaccination
campaigns. While beneficence supports the promotion of societal
health benefits, it often conflicts with non-maleficence and informed
consent when risks are inadequately communicated (15). Recognizing
the novel and uncertain nature of the virus and its vaccines, the
Government of India implemented extensive training at multiple
administrative levels to equip healthcare professionals with the
necessary skills and knowledge. This proactive approach underscores
the commitment to beneficence by striving to maximize the benefits
of vaccination while addressing potential risks associated with limited
long-term efficacy data (16). The application of the principle of
beneficence in scientific research can be linked to its generating good
not only for the participants but also for society. This perspective
emphasizes that the outcomes of research must extend beyond
individual cases to contribute to broader social good. Researchers
should publish findings, including negative ones, in reputable
scientific journals to prevent resource wastage and ensure the
availability of data for future inquiries (10, 115). In clinical trials
beneficence mandates researchers and stakeholders prioritize
participants’ well-being by promptly reporting and managing adverse
events and serious adverse events. This responsibility is upheld
through ethical and legal frameworks, ensuring that participants’
safety is safeguarded and any potential harm is minimized (116).

Discussion

The exploration of ethical principles in healthcare across
diverse cultural settings uncovers intriguing subtleties. Although
foundational principles such as autonomy, beneficence,
non-maleficence, and justice are universally recognized, their
interpretation and practical implementation sometimes differ

according to cultural norms and values. The most significant
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differences can be observed in the approaches to autonomy
and justice.

In Poland, the principle of autonomy emphasizes structured
mechanisms like informed consent, clear communication, and
respecting diverse viewpoints (7, 47, 50). However, there are
challenges with patients fully understanding consent documents,
which can undermine their ability to make autonomous decisions.
Autonomy is also shaped by individual values and social contexts,
requiring tailored approaches. The majority of scientific articles
authored by Polish researchers focused on the principle of
autonomy, which aligns with the prevailing trend of patient-
centered medicine in Poland. This focus reflects the growing
emphasis on incorporating patients into the decision-making
process regarding their healthcare. Recent developments in the
healthcare system aim to enhance patient involvement in
treatment choices, emphasizing respect for their autonomy and
ensuring that they are active participants in their care (23, 54).
Furthermore, patient organizations in Poland have gained
significant influence, playing a pivotal role in shaping health
policy and advocating for changes that prioritize patient rights
and well-being. This shift represents a broader movement toward
a more patient-centric approach in both clinical practice and
healthcare policy formation in the country (117). The Ukrainian
perspective highlights the tension between respecting individual
autonomy in end-of-life decisions and legal constraints on
practices like euthanasia. There’s a need to balance the right to end
suffering with the risk of undermining palliative care (61). The
majority of articles from Ukraine included in the literature review
focused on the principle of autonomy. Most of the publications
addressing other ethical principles were excluded due to their
multi-center nature. This reflects Ukraine’s strong inclination
towards international collaboration, yet, within the context of this
study, it may limit the ability to distinctly delineate the cultural
context. The country’s desire to align with international trends is
also evident in the Ethical Code of Ukrainian Doctor, which was
developed based on international documents. While this
alignment demonstrates Ukraine’s commitment to global
standards, it may also present challenges in capturing the unique
cultural perspectives that shape ethical decision-making within
the local healthcare system.

Autonomy in reproductive healthcare is also influenced by
cultural and religious factors. In the Indian context, the principle
of autonomy is often complicated by strong family involvement in
medical decision-making. The treatment team feels accountable
not just to the patient, but also to the patient’s family. This can
undermine patient autonomy, especially in cases like substance
abuse where families may pressure the patient into treatment
against their will (99). Respecting autonomy is an ethical
imperative, but it can conflict with other principles like
beneficence and justice. For example, mandatory vaccination
policies may violate autonomy, even if pursued for public health
(17). Balancing individual rights with societal needs is an ongoing
challenge. The application of justice highlights issues of equitable
access to healthcare, fair distribution of research benefits, and
addressing systemic barriers that marginalize vulnerable groups.
In India, there are concerns around favoritism, differential
treatment based on socioeconomic status, and the need for
universal health coverage (12).
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This study included only five research articles from Thailand.
Unfortunately, the majority of the articles retrieved did not meet
the criterion of being single-center studies conducted within the
analyzed country. This limitation suggests that there may be a gap
in the available literature in English specifically addressing ethical
principles within the context of Thailand’s healthcare system.

According to LeDoux and Mona, understanding the
differences between cultures is essential for building culturally
competent healthcare systems (118, 119). Also Castaneda-
Guarderas work showed that respecting diverse religious, social,
and cultural needs, ultimately improving quality and effectiveness
(120). In his work, Turner criticizes Tom Beauchamp and James
Childress, advocates of the principled approach to morality, for
assuming the existence of a stable, universal moral order.
He argues that they view society as a monolithic construct,
overlooking the significant influence of religion and culture in
shaping ethical understanding (121). Acknowledging cultural
diversity, our paper seeks to demonstrate how these ethical
principles are interpreted differently across countries and how
their meanings may vary depending on context.

The literature search conducted in this study revealed a
limited number of original research articles on the understanding
and application of ethical principles in clinical practice within the
analyzed cultural contexts. This finding highlights a significant
gap in the existing body of knowledge. Consequently, the authors
argue that this area requires more in-depth exploration to better
understand how ethical principles are perceived and applied
across different cultural settings. Further research is essential to
provide a comprehensive understanding of how these principles
are integrated into clinical practice, as well as to identify potential
cultural variations and their impact on ethical decision-making
in healthcare.

Conclusion

This study examines how core ethical principles: autonomy,
beneficence, non-maleficence, and justice are interpreted within
diverse cultural contexts. The findings reveal that while these
principles are universally acknowledged, their implementation is
heavily shaped by cultural, social, and institutional factors.
Autonomy emerged as the most frequently discussed principle.
In Poland and Ukraine it reflects a broader trend toward patient-
centered care and alignment with international ethical standards.
However, challenges persist, including limitations in patient
and the
family dynamics, particularly evident in India. The Indian context

comprehension, legal constraints, influence of
also illustrates complex tensions between individual rights and
collective welfare, highlighting ethical dilemmas in areas such
as reproductive healthcare, addiction treatment and
vaccination policies.

Our findings underscore the need for culturally sensitive
approaches to ethical decision-making. They also suggest that
while international ethical codes provide a valuable framework,
local cultural contexts must be considered to ensure ethical
practices are both effective and respectful. Analized scientific
literature highlights the ways in which ethical principles are

understood and implemented in different countries. Further
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research that bridges global standards with local realities
is needed.
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