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From Editor’s Desk 

 

Dear Readers 

 

With great pleasure, I am presenting you the fifth issue of the International Journal of Ethics, trauma & 

Victimology. It is a matter of pride that authors from different countries in the world are patronizing this journal 

and sending quality articles. 

 

I am extremely thankful to all the reviewers and members of the editorial board for sparing their valuable time 

to maintain and upgrade the quality of this journal by giving valuable suggestions which are incorporated in the 

journal. 

 

I wish this valuable relationship between our readers and contributors will continue and grow in the future to 

make this journal a better platform for learning and disseminating knowledge. 

 

I extend my cordial thanks to the Society for Prevention of Injuries and Corporal Punishment [SPIC] for 

patronizing this journal and supporting the valuable cause of learning. 

 

With good wishes to all the readers 

 

 

 

RK Gorea 
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Abstract 

Social media is now increasingly being used by various professionals to enhance the professional outcome and 
solve the day to day problems and enrich their knowledge but the medical fraternity is lagging behind in this 
race. Medical professionals are using social media for private use but for professional use, trend is of hesitant 
use. There are two groups on the social media, one is of consumers and other is of providers and medical 
professionals best fit in the second category due to their knowledge, experience, and expertise but newly 
registered doctors fall into the first category. Limited use of social media is due to ignorance and fear of legal 
problems.  
 
Objective and purpose of this paper are to make medical professionals aware about the potentials, 
advantages, disadvantages, ethical issues, limitations, challenges and precautions about using the social media 
so that medical professionals can use the social media in a better and safe way. 
 

Keywords: Social media, apps, medical profession, blogging, medical education, ethics of social media 
©IJETV. All rights reserved 

 

Introduction 

Social media are the tools based upon the internet, used to share information, communicate or discuss with 
each other through apps, networking and bookmarking websites and blogs. Facebook, Twitter, YouTube, and 
Reddit are some of its examples (1). There are professional groups like LinkedIn and Research Gate where 
professional people seek the help of other professionals for routine professional work and research in their 
fields (2).This is a form of electronic communication(3) which can be done either by using computers or cellular 
phones (4). There are community sites and blogs, which are experts based and provide accurate and authentic 
information to patients and relatives of patients interested in knowing the A_Z about the disease, treatment 
and taking care of the patient (5). 
 
Social media is now used by all professionals varying from nursing professionals(6), paramedical professionals, 
medical students (7) and medical professionals (8). Use of social media has increased tremendously during the 
last few years by the general public and its use by medical students and doctors is also increasing but is 
associated with many complexities (9).  
  
Persons using more internet (mostly young persons) are more inclined to participate effectively on social 
media with the medical practitioners as compared to those who use less of the internet (mostly elder persons) 
(10).  
 
50% of the population of the UK is now on the Facebook alone but this has to do nothing with being a doctor 
as this is being used for personal communication rather than professional communication (11). 
 
Women use the internet more as compared to males to search the health information and rely more on this 
and are easily convinced by health related awareness campaigns whereas men are interested in a virtual 
relationship with their general practitioners so the general practitioners may offer men as targets for more 
online services (12). There are cultural differences and these differences are significant when information 
processing preferences are considered for online health information(13). 
 
In one study conducted in Australia and published in 2014, 25% of doctors never used any social media and 
most of the participants used social media privately. About 20% of participants got a friend request from a 
patient. Only 30.5% of medical practitioners ever communicated with a patient through email and 48.5% 
provided their patient electronic information as per the interest of the patient. 60% of the practitioners were 
not uncomfortable if their patients had prior knowledge about them from the social sites. 65% of the 
practitioners were hesitant to use it being afraid of legal concerns about using social media (14). 
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The importance of social media is evident from the fact that 60% of the people using the internet also seek 
health information on the internet (15). Less use of the social media by the medical professionals is probably 
due to moral panic (11). There were 173 million internet users in India in 2014 (2) which increased to 462 
million in 2016 which is about 34.8% of the Indian population (1,326,801,576) and which is about 13.5% of 
internet users in the world  (16) and this tells the unused potential for the medical fraternity. 
 
Aims and objectives of this study are to highlight the advantages and disadvantages of social media and discuss 
ethics involved in the use of social media. We need to know the precautions to be taken while using social 
media to avoid ethical hazards and legal issues. 
 

Advantages 

Social media helps to build a community of people who are like minded where they can share their problems 
and find solutions from peers (3) and seniors and share the knowledge with patients and students (2). 
 
Social media has made it possible to attend to the needs of the patient even at odd hours without the need of 
the patient to come to the doctor and is a good medium for the doctor to stay connected with the patient 
when it is the need of the hour and simultaneously doctor can do other work (17).   
 
Presence on social media increases the number of patients and increases benefits to the organization to which 
the doctor belongs. People are now searching for specialists and facilities before they actually go. They read 
the reviews of the patients and then make up their mind to visit a doctor or a hospital (18). This helps them to 
rank the doctors, health institutions and medicines by studying the reviews (15).   In China, about 37% of the 
doctors have been reviewed on the Good Doctors websites and gynecologists and obstetricians top the list of 
doctors who have been reviewed followed by the surgeons and Traditional Chinese Medicine (19).  
 
Insurance companies, drug manufacturing companies, and employers may keep a tab on the social media to 
find the useful information for their benefits and for the benefits of the communities (20). It is easier for an 
employer to judge an applicant from the strong presence on social media than actually to know from the 
application and the written statements for the job (7).  
 
Social media helps to find the jobs which may be available locally or internationally. There are many search 
engines for finding jobs in India e.g. Monster and TimesJobs or internationally e.g.  CareerJet and FreshWorld 
(21). 
 

Disadvantages 

Social media has the disadvantage that privacy of the patients may be leaked if proper precautions are not 
observed(2). Use of social media is tricky and sensitive information like photographs when posted on the social 
sites may become irretrievable and patient doctor relationship may become problematic due to self-disclosure 
by the patients and doctors. Privacy of both the doctors and patients may be compromised as third parties may 
also get the information which may not be in the best interest of the patient or the doctor (20). 
 
Social media usage for communication may become a distracter for professional practice which may decrease 
the quality of interaction with the patients (3). Increased use of social media brings with it marketers and 
advertisers who may post information which may be inaccurate and products may be unsafe(5).Sometimes 
jokes are made on the medical profession which lowers the dignity of the doctors as 39.7% of such jokes are 
made at the expense of the doctors and 19.9% jokes are dirty humors on the doctors but these jokes are 
mostly put by divorced, separated or widowed persons (22). 
 

 

Why should it be used? 

It is considered a social gift which can be used for the benefit of the community to make them aware of the 
social medical problems (2). It has great potential for the knowledge to be disseminated to the general public 
in situations of natural disasters like earthquakes and floods (2). Chronic patients when sharing their 
information other patients can also get an insight about their diseases and have a social support group to know 
how to handle the disease and help in reduction of isolation of the patients(20). 
 

Where should it be used? 
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Where the medical facilities are less or are present at some select places e.g. neonatal and pediatric treatment 
then patient transfer through the social media Naver Band apps has been very useful in Korea. The patient 
transfer rate increased to 65% by obstetricians and 40% by pediatricians using this social media app. Time 
taken to transfer the patients were also decreased. This app is more popular than the Facebook in Korea (23). 
 

When should it be used? 

Social media may be used by general practitioners while fixing the appointments, referring to the other doctors 
and discussing lab tests reports which are normal (12). When medical professionals wish to draw attention to a 
social health issue and raise money for this cause social media is good avenue (15). 
 

How should it be used? 

Doctors have started using social media in the form of WhatsApp groups to share the information belonging to 
their specialties (8). When websites are used by professionals to discuss it is necessary that in such groups only 
verified and registered users should be able to communicate, their participation should be protected by 
passwords and participants should put opinions which are authentic and evidence based (3). 
 

What should be used? 

While exposing himself to the social networking sites physician should use accurate information and should 
maintain the integrity of the information preferably making it evidence based (3). 
 

Ethics 

“Special Committee on Ethics and Professionalism adopted as policy by the House of Delegates of the 
Federation of State Medical Boards” has issued “Model Guidelines for the appropriate use of Social Media and 
Social Networking in Medical Practice” mentioning that doctor patient communication should not be done on 
personal social media like Facebook as privacy of the patient should be respected and it should not violate the 
laws of the country (3). 
 
Same professional regulations apply to online communication as apply to the offline profession and cyber 
bullying should be avoided. Online request for a prescription should be avoided and nothing should be posted 
which help in revealing the identity of the patient (3). When using social media all the rules of state medical 
councils or boards should be followed where they are registered (3). 
 

Precautions 

Nothing should be revealed on the social websites which can expose the identity of the patient (3). 
 
Experts while commenting during a discussion on the websites must reveal their conflict of interest if any if 
they are commenting as a physician and should never post an ambiguous information (3).  
 
Moderator of websites should delete any wrong information or information which can expose the identity of 
any patient (3). 
 
Personal email should be used while logging in social sites when using it for the personal purposes otherwise 
name of the institution may be at stake and all rules and regulations of the employer should be followed 
regarding use of social networking when appearing as an employee of a particular institution (3).  
 
The doctor should avoid posting on social websites e.g. drinking parties which may diminish the respect of the 
patient towards physician (3) and patient doctor relationship may be affected due to this questionable 
behavior (24). 
 
Disclaimers should be posted where ever required so that patients are not misled (5). 
Keeping the patients on friend list though may look innocuous but should be desisted to avoid complications 
later on (24). 
 

Penal Actions 

State medical councils and boards can take penal actions for violating online ethical professional behavior (3) 
e.g.  online patient confidentiality violations, online showing of intoxicated behavior, false credentials and 
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derogatory or discriminatory language or behavior (3). Penal actions may take the form of revocation, 
suspension or limitation of the license (3). 
 

Material and methods 

Search has been carried out on Googles for the relevant websites as well as on Web of Science to find the 
related articles.  
 

Discussion 

Social media has the advantage that it can reach a large number of patients and persons involved with them 
and that also a very low cost with the additional advantage that any information can be updated at any time. 
All the stakeholders in the medical profession are now using social media due to advancement in technology 
and availability of smart phones, computers, laptops, tablets. Right from medical students, medical teachers, 
medical researchers and medical practitioners are using social media with increasing frequency and amount. 
Social media is a source which needs to be made use of for the benefit to the medical fraternity and still, this 
source is untapped (2). 
 
Patients with chronic diseases can share their experiences and doctors can get an insight into chronic patient’s 
problems and empower them (20) 
 
Further research is required on the uses and challenges of social media in the medical fraternity to make it 
more beneficial and safe to all the stakeholders (25). If one is not using social media one should start using it 
and be visible on media by being social, using the expertise of his character or education and be passionate 
about it (7). 
 
World Medical Association has suggested to every country that they should make guidelines for the use of 
doctors in their countries (26). 
 
Doctors should not hesitate and should use new technologies to interact with the patients (11) 
 

Conclusion 

Social media has a lot of advantages and it will be stupid not to embrace it. There are some ethical issues and 
other challenges but we should learn how to tackle these problems. 
 
All the physicians and medical students should understand that perception of the medical profession will be 
according to what material they are posting on the social websites and should be very careful while posting. 
For the sake of profession any wrong behaviors of the colleague should be pointed out to him and if he does 
not desist should be pointed to the concerned authorities. 
 
All the information available is open to review by peers and experts so there will be a continuous improvement 
in the information. It is challenging to keep pace with the ethical requirements of the online use of social media 
but considering the benefits it can provide to the medical fraternity and their patients, medical fraternity will 
have to accept this challenge and continuously tackle the ethical issues emerging from time to time by the use 
of newer technology and advances in the field of social media. 

 

Dr. Rakesh K Gorea 
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Abstract 

Background: There are several risks to health 
associated with pesticide use. The use of Personal 
Protective Equipment (PPE) can minimize pesticide 
exposure to farmers. The aim of this study was to 
determine the basic characteristics of farmers, blood 
parameters (complete blood count, cholinesterase, 
and creatinine), patterns of pesticide use, and the use 
of PPE.  
Methods: This research was a cross-sectional study, 
with total sampling method. The data were taken 
from all farmers in Kulonprogo, Yogyakarta, 
Indonesia. Case group was organophosphate sprayers 
that have sprayed organophosphate for more than 1 
year. 
Results: In case of group, there were 36 farmers (31 
male and 5 female), while in control group, there 
were 11 persons (4 male and 7 female). The mean 
blood cholinesterase level in the exposed group was 
7.8 ± 2.01Ku/L and in the control group 8.7± 1.56 
Ku/L. The mean of exposed group blood urea 
nitrogen: 12.08±3.88 mmol/L and control Group: 
11.4±3.11 mmol/L. The mean of blood creatinine was 
within normal limits (case group: 0.9 ± 0.17mg/dl and 
control group: 0.7 ± 0.19 mg/dl), but there were 
significant differences between them (p : 0.015). 
Conclusions: The results of a complete blood count, 
cholinesterase, and renal function in the 
organophosphate sprayers In Kulonprogro were 
within normal limits. There was an increase of 
creatinine levels on exposed group significantly, 
although still within normal limit. They have sufficient 
rest period for farmers (1 month) in every planting 
season. It is necessary to educate farmers about the 
importance of using PPE and management of acute 
pesticide poisoning. 
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Introduction 
Organophosphate use was very high compared to 
organochlorines, as insecticides, fungicides, 
herbicides, and additives in the industry (1) (2).

 

Around the world, approximately three million 
people are exposed to organophosphate each 
year, with up to 300.000 fatalities among others.

  

The World Health Organization (WHO) estimates 
there are about 25 million cases of pesticide 

poisoning each year, or about 68.493 cases every 
day. The toxicity comes from the exposure during 
work, either unintentional or intentional, including 
murder and suicide (3) (4).

  
The use of 

organophosphate has caused serious health 
problems in the last three decades in developing 
countries. However, the real scope of the problem 
was very difficult to detect because of various 
reasons. Farmers with mild organophosphate 
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poisoning were not reported to health officials, 
because of long distances, high cost, or fear of 
losing their job. Poisoning of health workers in 
rural areas is often difficult to diagnose, because 
the symptoms are common, such as dizziness, 
nausea, vomiting (5). 
 
Based on the United Nations Press Release in 
2004, about 1 to 5 million cases of poisoning are 
estimated across the world each year, and several 
thousand of these cases occur among farmers. An 
estimated 3% of the farmers had an episode of 
acute exposure to organophosphates. The 
majority of poisoning cases occurred in developing 
countries, due to lack of hygiene, information, 
personal protective equipment, and limitations of 
adequate control of the government. Developing 
countries use only 25% of the pesticides used all 
over the world, but the incidence of death related 
to organophosphate use is as high as 99% (5).  
Some studies suggest the existence of similar 
problems in Africa (6) (7), Asia (8) (9) (10) (11), 
Europe(12) (13) (14) , and American (15) (16) (17) 
(18). 
 
Many studies reported that farmers often suffer 
poisoning, due to routine exposure of 
organophosphate that enters through inhalation 
or dermal contact. Organophosphate poisoning 
can be acute or chronic. The severity of toxicity 
depends on the type of pesticide, pesticide dose, 
duration, and the frequency of exposure. Its 
intensity is influenced by the size of the rice fields, 
application mode, climatic condition, spraying 
skills, and use of personal protective equipment 
(19).

19
Among pesticides, organophosphate and 

carbamate cause mild to severe toxicity. The main 
mechanism of action is to inhibit 
acetylcholinesterase (AChE) (20) (21). Due to AChE 
inhibition, levels of acetylcholinesterase fall, 
thereby raising acetylcholine levels in the synaptic 
gap. This can cause nicotinic, muscarinic, and 
intoxication symptoms of peripheral than central 
nervous system (22). As well as the 
organophosphates, carbamates also inhibit the 
cholinesterase enzyme and cause similar clinical 
symptoms, but the duration of toxicity is shorter 
(23).

 

 
Clinical symptoms of acute intoxication include, 
increase in secretion, bronchoconstriction, myosis, 
diarrhea, bradycardia, muscular fasciculations, CNS 
depression, convulsions, cyanosis, and coma (20). 
Acute effects appear soon in the 24 hours after 
exposure. In general, acute poisoning is reversible 
if treated immediately with appropriate 
management. However, it would be fatal if the 

therapy is not given (23). A decrease in 
hemoglobin and an increase in white blood cells in 
the affected farmers exposed by organophosphate 
was reported by Hundekari et al. (2013) (24). 
These conditions will expose patients to infection 
and increase the risk of anemia. Several studies 
have reported a significant association between 
exposure to organophosphate with abnormalities 
of the blood profile, cholinesterase levels, and the 
incidence of acute renal failure (25) (26). 
 
Various blood parameters including blood 
cholinesterase levels were studied in 
organophosphate sprayers who were not 
previously investigated, especially in Kulonprogo, 
Yogyakarta, Indonesia. The general objective of 
this research was to know the description of 
complete blood profile, cholinesterase, and renal 
function of organophosphate sprayers in 
Kulonprogro. Application of the results of this 
study was to assess the work safety and health of 
organophosphate sprayers, also to educate the 
importance of using personal protective 
equipment to prevent acute poisoning, and the 
importance of continuous monitoring to 
determine insecticide accumulation in the body. 

 
Materials and methods 

This research was conducted with an observational 
design with cross-sectional approach. Blood 
samplings were performed on June 1, 2016, to 
examine complete blood profile, cholinesterase, 
and renal function. The sampling method in this 
study was total sampling, which captured all the 
organophosphate sprayers in Kulonprogro, 
Yogyakarta, Indonesia. After taking informed 
consent, a complete history was taken followed by 
physical examination and blood sampling of all of 
the subjects. Blood was sent to the laboratory to 
assess complete blood count, cholinesterase, and 
renal function. The exposed group was the 
organophosphate sprayers in Kulonprogro, who 
have sprayed organophosphates more than 1 year. 
The control group was non-farmers citizens of 
Kulonprogro. In this study, there were 36 people in 
the exposed group and 11 people in control group. 
Statistical analysis was univariate to describe the 
basic characteristics, history of pesticide spraying, 
PPE use history, and laboratory results. For the 
laboratory results, we analyzed differences 
between two groups with independent sample t-
test. 
Results 

1. Basic Characteristics of Research Subjects 
In Kulonprogo, we obtained 31 men (86.1%) and 
5 women (13.8%) in the exposed group. While in 
the control group, there were 4 men (36.4%) and 
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7 women (63.6%).  The sex, age, and education 
level distribution of the exposed group and 
control group are as per Tables 1 and 2 
respectively.  

   Table 1: Basic characteristics of exposed group 

 
 Table 2: Basic characteristics of control group 

Variable    N (%)  

Sex 

    -Female 

    -Male 

 
7 (63.6) 
4 (36.4) 

 

Age 

    -<18 years 

    -18-21 years 

 
0 (0) 
1 (9.1) 

 

    -22-40 years 

    -41-60 years 
    ->60 years 

Education 

    -Elementary school 
    -Junior high school 
    -Senior high school 
    -Bachelor/ vocational 

0 (0) 
9 (81.8) 
1 (9.1) 
 
3 (27.3) 
3 (27.3) 
2 (18.2) 
3 (27.3) 

 

 
2. Physical Examination Results of Research 

Subjects 
 
Physical examination assessed in this study 
covered the body mass index, blood pressure, 
and the presence or absence of tremor. The 
results of the examination of body mass index 
in the exposed group, 3 people (8.3%) were 
underweight, 30 people (83.3%) were normal, 
1 (2.8%) was overweight, and 2 (5.6%) were 
obese. In the control group, 4 (36.4%) were 
underweight, 4 (36.4%) were normal, 2 (18.2%) 
were overweight, and 1 (9%) was obese. From 
the exposed group, 22 people (61.1%) showed 
normal blood pressure, and the remaining 14 
(38.9%) showed high blood pressure. 
Meanwhile, in the control group, the normal 
result was obtained in 8 (73.7%) and 3 were 

(27.3%) high. On the tremor examination, all of 
the farmers had tremors. While the control 
group, there were positive results in 8 (73.7%) 
people and negative results in 3 (27.3%) people 
(Table 3 and Table 4). Eleven farmers had 
experienced symptoms of acute poisoning, like 
dizziness, and nausea. 

       
Table 3: Physical examination of exposed group 

Variable    N (%) 

BMI 
- Underweight (<18.5) 
- Normal (18.5 – <25) 

 
3 (8.3) 
30 (83.3) 

- Overweight (25 - <30) 
- Obese (≥30) 

Blood Pressure 

1 (2.8) 
2 (5.6) 

- Low (≤90/60) 
- Normal  
- High (≥140/90) 

Tremor 
- Positive 
- Negative 

 0 (0) 
22 (61.1) 
14 (38.9) 
 
36 (100) 
0 (0) 

 
Table 4: Physical examination of control group 

Variable    N (%)  

BMI 
- Underweight (<18.5) 
- Normal (18.5 – <25) 

 
4 (36.4) 
4 (36.4) 

 

- Overweigt (25 - <30) 
- Obese (≥30) 

Blood pressure 

2 (18.2) 
1 (9) 
 

 

- Low (≤90/60) 
- Normal  
- High (≥140/90) 

Tremor 
- Positive 
- Negative 

0 (0) 
8 (73.7) 
3 (27.3) 
 
8 (73.7) 
3 (27.3) 

 

 
 
3. Laboratory Result of Research Subjects 

Laboratory tests assessed in this research, 
covered hemoglobin level, erythrocyte 
number, leukocyte number, platelet number, 
blood urea nitrogen level, creatinine, and 
cholinesterase levels. Hemoglobin level of the 
exposed group found to be low in 3 (8.3%) and 
normal in 33 (91.7%). In the control group, 10 
(90.9%) was found normal and 1 (9.1%) was 
found high. Erythrocyte level in the exposed 
group was low in five people (13.9%), normal in 
30 (83.3%), and high in 1 (2.8%). While in the 
control group 10 (90.9%) was found normal, 
and 1 (9.1%)was found high (Table 5 and Table 
6). 

Variable    N (%)  

Sex 

    -Female 

    -Male 

 
5(13.8) 
31(86.1) 

 

Age 

    -<18 years 

    -18-21 years 

 
0(0) 
0(0) 

 

    -22-40 years 

    -41-60 years 
    ->60 years 

Education 

    -Elementary 
    -Junior high school  
    -Senior high school 
    -Bachelor/ vocational 

9(25) 
20(55.5) 
7(19.4) 
 
18 (50) 
8(22.2) 
10(27.8) 
0(0) 
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Table 5: Laboratory result of exposed group 

 

Variable    N (%)  Variable    N (%) 

Hemoglobin level  
    -Low 

    -Normal 
    -High 

 
3 (8.3) 
33 (91.7) 
0 (0) 

 Blood Urea Nitrogen 
Level 
    -Low 

    -Normal 

 
 
0 (0) 
34 (94.4) 

Erythrocyte number 

    -Low 

    -Normal 
    -High 

 
5 (13.9) 
30 (83.3) 
1 (2.8) 

     -High 
Creatinine level 
    -Low 

    -Normal 

2 (5.6) 
 
0 (0) 
35 (97.2) 

Leukocyte number  
    -Low 

    -Normal 
    -High 

Thrombocyte number 

    -Low 

    -Normal 
    -High  

 
0 (0) 
35 (97.2) 
1 (2.8) 
 
0 (0) 
36 (100) 
0 (0) 

     -High 
Cholinesterase level 
-Low 

    -Normal 
    -High 

  

1 (2.8) 
 
 
1 (2.8) 
35 (97.2) 
0 (0) 

 
Table 6: Laboratory result of control group 

 

Variable    N (%)  Variable    N (%) 

Hemoglobin level 
    -Low 

    -Normal 
    -High 

 
0 (0) 
10 (90.9) 
1 (9.1) 

 Blood urea nitrogen 
level 
    -Low 

    -Normal 

 
 
0 (0) 
11 (100) 

Erythrocyte number 

    -Low 

    -Normal 
    -High 

 
0 (0) 
10 (90.9) 
1 (9.1) 

     -High 
Creatinine level 
    -Low 

    -Normal 

0 (0) 
 
0 (0) 
11 (100) 

Leukocyte  number 

    -Low 

    -Normal 
    -High 

Thrombocyte number 

    -Low 

    -Normal 
    -High  

 
0 (0) 
10 (90.9) 
1 (9.1) 
 
0 (0) 
11 (100) 
0 (0) 

     -High 
Cholinesterase level 
-Low 

    -Normal 
    -High 

  

0 (0) 
 
0 (0) 
11 (100) 
0 (0) 

 
Leukocyte number in exposed group was 
normal with 35 people (97.2%) and high in 1 
(2.8%). In the control group,  10 people (90.9%) 
were normal and high in 1 (9.1%). Platelet 
numbers were found to be normal in all 
subjects in both groups.The level of blood urea 
nitrogen in exposed group was found to be 
normal in 34 (94.4%) and high in 2 (5.6%). 
While in the control group, it was found normal 
in all subjects. Creatinine level in farmer group 
was found to be normal in 35 (97.2%) and high 
in 1 (2.8%). While the control group, it was 
found normal in all subjects. Cholinesterase 

level in farmer group was found to be low in 1 
(2.8%) and normal in 35 others (97.2%). In the 
control group, normal values were obtained in 
all subjects (Table 5 and Table 6). 
 
In this study, to know more clearly the average 
differences between the two groups, we 
conducted independent test sample t-test 
(Table 7). From all results, there were 
significant differences in creatinine level. The 
exposed group has higher creatinine level (0.91 
± 0.17), compared with the control group (0.77 
± 0.11) (Table 7). 
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Table 7: Mean differences between exposed and control group 
 

Variable Mean of Exposed 
Group 

Mean of Control 
Group 

Independent 
Sample  
T-Test 

Hemoglobin level 14.36±1.05 14.21±0.9 0.69 
Eritrocyte number 4.89±0.42 4.95±0.43 0.74 
Leukocyte  number 7.69±1.58 8.69±1.88 0.08 
Trombocyte number 2.5±0.43 2.7±0.69 0.29 
Blood urea nitrogen level 12.08±3.88 11.4±3.11 0.6 
Creatinine level 0.91±0.17 0.77±0.11 0.015 
Cholinesterase level 7.79±2.01 8.74±1.56 0.12 

 
Table 8: History of pesticides usage 

 

Variable    N (%)  Variable    N (%) 

Total spraying time 

    -<5 years 

    -5-10 years 

    ->10-20 years 
    ->20 years 

 
1 (2.8) 
27 (75) 
5 (13.9) 
3 (8.3) 

 Duration of spraying 
    - < 1 hour 
    - 1-2 hours 
    - >2 hours 
Spraying frequency 

 
17 (47.2) 
14 (38.9) 
5 (13.9) 

Last time spraying 

    -< 1 week  
    -1-2 weeks 
    - 2-3 weeks 

 
32 (88.9) 
4 (11.1) 
0 (0) 

     - everyday 
    - once in two days  
    - once in > 2 days 
Types of pesticide used  

6 (16.7) 
22 (61.1) 
8 (22.2) 

Spraying area  
    - <500 m

2
 

    - 500-1000 m
2 

    ->1000-2000 m
2 

 
- >2000 m

2
 

 
7 (19.4) 
13 (36.1) 
13 (36.1) 
3 (8.3) 

    -Karbamat 
   -Organofosfat 
   -Pirol 
   -Azol 
   -Piretroid 

25 (69.4) 
23 (63.9) 
15 (41.7) 
9 (25) 
9 (25) 

 
 

Table 9: History of personal protective equipment use 
 

Variable    N (%)  Variable    N (%) 

PPE type 

    -Masker 

-Gloves 

    -Boots 
    -Glasses 
    -Hat 

 
23 (63.9) 
5 (13.9) 
3 (8.3) 
0 (0) 
28 (77.8) 

 PPE washing methode 
    -with detergent 
    -without detergent 
Reason of not using PPE 
    -not practical 
    -muddy  

 
28 (100) 
0 (0) 
 
10 (27.8) 
25 (69.4) 

Frequency of PPE washing  
    -every time used  
    -after being used more than one 
    -none 

 
25 (83.3) 
3 (10) 
2 (6.7) 

     -feeling healthy 
    -can not breathe freely 
    -the area is not extensive 

2 (5.6) 
1 (2.8) 
 
2 (5.6) 

 
 

4. History of Pesticides Use 
History of pesticide use of organophosphate 
sprayer was assessed by several variables, such 
as total spraying time, the last time spraying, 
the area being sprayed, the duration of 
spraying time, spraying frequency, and the 
type of pesticide used. One person (2.8%) has 
been spraying for less than five years, 27 
people (75%) for 5 to 10 years, 5 people 

(13.9%) for over 10 to 20 years, and the 
remaining 3 people (8.3%) had sprayed more 
than 20 years.The land area being sprayed was 
<500 m

2
 in 7 people (19.4%), 500 to 100 m

2
 in 

13 people (36.1%), 1000 up to 2000 m
2
 of 13 

people (36.1%), and the rest was more than 
2000 m

2
 (8.3%). The majority of farmers 

(88.9%) sprayed less than one week ago. While 
the rest (11.1%) were about 1 to 2 weeks ago. 
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Spraying time was less than 1 hour in 17 (47%), 
1 to 2 hours in 14 (38.9) and more than 2 hours 
in the rest (13.9%).Most farmers sprayed their 

fields once every 2 days (61.1%),  some of them 
spray every day (16.7%) and others were once 
in more than 2 days (22.2%) (Table 8). 

 
Types of pesticides used were quite a lot and 
most of the farmers use the same pesticides. 
Organophosphate was used by all farmers 
(100%), followed by carbamate, pyrrole, azole, 
and pyrethroid by 25 (69.4%), 15 (41.7%), 9 
(25%), and 9 (25%) farmers respectively. Other 
pesticides were also used, such as B. Bassiana 
(organic pesticides), antranilamide, ivermectin, 
and nereistoxin.They have sufficient rest 
period for farmers (1 month) in every planting 
season (Table 8). 

 
5. History of Personal Protective Equipment 

Usage 
The history of personal protective equipment 
(PPE) use on exposed use was judged from the 
type of PPE, the frequency of PPE washing, PPE 
washing methods, and reasons for not wearing  
 

PPE. From 36 subjects, 30 were at least one 
PPE. Twenty-three people (63.9%) wore a 
mask, 5 (13.9%) wore gloves, 3 (8.3%) wore 
boots, and 28 people (77.8%) wore a hat. Of 
the 30 people who use PPE, 25 people (83.3%) 
washed the PPE right after each use, 3 (10%) 
farmers washed PPE after the PPEs were worn 
more than once, and 2 (6.7%) did not wash 
PPE. Overall PPE washing was done by 
detergents. As for the reasons for not wearing 
PPE, 10 (27.8%) admitted that PPE was not 
practical, 25 people (69.4%) justified the 
ground was muddy (It was not safe to wear 
boots), thirdly 2 (5.6%) of them felt healthy 
without the use of PPE, 1 (2.8%) was not able 
to breathe freely, and 2 (5.6%) of them said 
because of sprayed land was not extensive 
(Table 9). 

 

 

Discussion 

The majority of the exposed group were men, as 
working in agriculture requires high energy. 
Women's role was complimentary such as small 
tasks, like watering or spraying the plants. This is 
consistent with other researchers in Indonesia 
which had 229 farmer respondents with one 
woman among them.

27
 Most of them were in the 

age range of 41-60 years, it is also consistent with 
the result in the previous study with 229 farmers, 
the mean age was 38.4 ± 11.4 years (27). Another 
characteristic that almost all farmers had lower 
education level. The low level of education and 
low socioeconomic status, resulting in a lack of 
knowledge, especially in the prevention of 
organophosphate poisoning. In a village located in 
the rural area of Nicaragua, farmers have lower 
cholinesterase levels compared to other 
professions, because of the lack of knowledge to 
protect themselves from organophosphate 
exposure (28). 
 
The majority of farmers in this study had normal 
body mass index. This is consistent with a variety 
of physical activity done by the farmer, thus 
burning fat that can lead to obesity. Furthermore, 
the inspection of the chest, abdomen, and blood 
pressure was also within normal limits, although 
there were small farmers who suffered from 
hypertension associated with aging which has 
been advanced. In the absence of an adequate 
barrier to acetylcholine in the synaptic cleft, this  

can lead to the continuous passage of the impulse, 
then manifest as tremor. This is an effect of 
organophosphate on the nervous system, which is 
one of the negative impacts on the body. All 
farmers in the study showed tremor symptoms. In 
addition, tremor is a mild sign of chronic 
organophosphate poisoning (29).

 

 
Based on the results above, we can see that the 
average of all laboratory results in both groups 
was within normal limits, but the mean of 
creatinine level in exposed group was higher 
significantly compared to control group. The 
results of complete blood count were within 
normal limit. Creatinine is a waste product of 
creatine phosphate breakdown that occurs in 
muscles. This substance could rise if there is 
damage to kidney cells. Creatinine is always 
together with urea, so a ratio/comparison was 
created. This ratio can thoroughly assess renal 
function. Based on the ratio of blood urea 
nitrogen/creatinine obtained normal results. 
Therefore, we can conclude that there were no 
significant body physiological abnormalities in 
both groups, although there was a rise in 
creatinine of exposed groups. These results were 
consistent with cholinesterase level among 
farmers, there was only one farmer that had low 
cholinesterase level. This means that there were 
no significant organophosphate residues in the 
body of farmers that can cause abnormalities of 
blood parameters. It was also possible there was a 
decrease in cholinesterase, but there was a 
sufficient rest period between the time of 
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spraying, resulting in new cholinesterase synthesis. 
Research in the North, Midzone Kan Yunis, Rafah 
and Gaza Strip also showed the differences in 
creatinine levels between two groups and exposed 
group had a higher value (30).

 

 
In previous studies of parameters such as 
leukocyte number, hematocrit number, and 
platelet number, there was a significant increase in 
the group of farmers who do not wear Personal 
Protection Equipment (PPE) completely. When the 
decrease in cholinesterase level was measured, 
there was a significant reduction in the exposed 
group. The study was consistent with the results of 
this study, in which the average of cholinesterase 
was normal, so the outcome of complete blood 
count was also under normal circumstances (30).

0
 

 
Based on the type of pesticide used, all of the 
farmers use organophosphates. Organophosphate 
pesticides are combined with other types. The 
combination of pesticides is done, because of the 
emergence of plant pests that vary from time to 
time. The results were consistent with Kishi et al., 
(1995) with the subject of farmers in Indonesia, 
that some of the pesticides that are used include, 
organophosphates, carbamates, and pyrethroids. 
The class of organophosphates used were class IB 
and II according to the WHO classification. Group 
IB is a dangerous group and class II is a group that 
is quite dangerous (27). 
 
None of the farmers wore complete personal 
protective equipment. Personal protective 
equipment that is frequently and easily used in the 
field was a hat. They had some reasons for not 
wearing full personal protective equipment. The 
main reason was the fear of slip or fall because the 
soil was muddy. According to previous studies, 
farmers in Indonesia did not wear complete 
personal protective equipment. There are 
situations where they were potentially exposed 
such as, when they were diluting pesticides with 
water, spraying on crops (especially if the direction 
of spraying against the wind), exposing body with 
the pesticide disposal waste water, and harvesting 
crops (27). 

 
Conclusion 

The results of a complete blood count, 
cholinesterase, and renal function in the 
organophosphate sprayers in Kulonprogo were 
within normal limits. There was an increase of 
creatinine levels on exposed group significantly, 
although still within normal limit. There was the 
tendency of creatinine rising in the exposed group, 
which was statistically significant.Some advice that 

can be given is to conduct a new research to 
examine blood parameters before and after 
spraying, so if there is a decrease in cholinesterase 
levels, it can be detected quickly. It should have 
the control group be at least twice the size of the 
exposed group, to generate a strong causal 
relationship. Keep checking the content levels of 
organophosphates in the onion and soil, as well as 
cholinesterase levels in the body of onion 
consumers. 
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Abstract 

in the present study, various physical changes that 
occur in old aged persons like arcus senilis, a cataract 
of eyes, presbyacusis, wrinkles on the skin of face 
and memory (intact or not) were studied. Old aged 
persons need special attention according to the 
physical change that has occurred, so they need 
tender care both psychological as well as physical 
care. regular mood and memory check-ups should be 
encouraged for all older adults, just as we now 
encourage regular physicals (1).  The speed, at which 
people age, as well as how aging affects their outlook 
on life, varies from person to person (the speed at 
which people age, as well as how aging affects their 
outlook on life, varies from person to person). 
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Introduction 

Old age comprises "the later part of life; the period 
of life after youth and middle age . . . , usually with 
reference to deterioration" (2). Physiological 
changes occur with aging in all organ systems (3). 
Age estimation in old persons both male & female 
is a big task since long. The methods devised till 
today determine age in young person up to the 
age of 25 years by +/- six months. By epiphyseal 
fusion and dental examination, we can determine 
age in young individuals but not in old age because 
these methods are used to determine age in 
younger age are more reliable than in old aged 
person. Chronologic age is not an accurate 
predictor of physical condition or behavior (4).The 
body changes with aging because changes occur in 
individual cells and in whole organs (5). As your 
body ages, you can expect gradual changes, at 
your body's own pace. How your body ages 
depend in part on your family (genetic) patterns of 
aging. But your lifestyle choices have a more 
powerful impact on how well your body ages. 
Fortunately, you can control your lifestyle choices 
(6).  

 

So present study is carried to determine the age in 
old individuals by various changes that occur in old 
age e.g. arcus senilis, a cataract of eyes, 
presbyacusis, wrinkles on the skin of face and 
intactness of memory. 
 

Age of each individual studied was confirmed from 
the birth certificate, service record, driving license, 
passport, ration card or voter’s card etc. 

 
Material and Methods 

In this study, total hundred cases were selected of 
Male & Female both between the age group of 45-
70 years who are assessed according to the 
changes occurring in old age with regard to arcus 
senilis, a cataract of eyes, presbyacusis, wrinkles 
on the skin of face and memory. 

 
Age of each individual studied was confirmed from 
the birth certificate, service record, driving license, 
passport, ration card or voter’s card etc. 
 
Results and Discussion 

A total number of cases examined in each age 
group were twenty. 
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Table 1: Distribution of cases for showing presence of physical characters with advancing age  

Physical character 

Age Group 

45-50 years 

Age Group 

50-55 years 

Age Group 

55-60 years 

Age Group 

60-65 years 

Age Group 

65-70 years 

Cases %age Cases % age Cases % age Cases % age Cases % age 

Arcus senilis 
16 80 18 90 20 100 19 95 20 100 

Cataract of eyes 

5 25 18 90 19 95 20 100 20 100 

Presbyacusis 
2 10 5 25 4 20 10 50 18 90 

Wrinkles on skin 

of face 

17 85 19 95 20 100 20 100 20 100 

Memory intact 
20 100 20 100 20 100 20 100 19 95 

 

 

Table 2: Age at which maximum cases show physical change found to be as follows 

Physical character 

Total No. of 

cases 

examined 

Age group at which 

Maximum cases show 

physical change 

No. of cases 

showing maximum 

physical change 

 

%age 

Arcus senilis 20 
45-50 

 
20 each 100 

Cataract of eyes 20 50-55 20 each 100 
Presbyacusis 20 65-70 18 90 
Wrinkles on skin of 

face 
20 45-50 20 each 100 

Memory intact 20 45-70 20 each 100 

 
 
Table 3: Different changes according to different studies 

Physical          Arcus 

Change          Senilis 

 

Cataract  Presbyacusis  Wrinkles on Skin 

of Face 

Menopause  Memory 

Author       

1. Narayan 
KS (7)  
2014 

50 Years 
Or More 

 

 -                                                                
-    35-40 Years -    -    

2. Krishan 
Vij (8) 
2014 

 

40 Years 

-    -    -    -    -    

3. Parikh 
(9)

 
2016 

 After 40 
Years 

Old Age -    -    -    -    

4. V.V. 
Pillay 
(10)2016 

Advancing 
Age 

Advancing 
Age 

-    Advancing Age -    -    

5.Present 
Study  

45-50 
Years 

50-55 Years 65-70 Years 45-50 Years 45-50 Years Up to 70 
Years. 
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From above table it is concluded that arcus senilis 
is present in 45-50 year age group in 16 (80%) of 
cases, in 50-55 year age group in 18 (90%), in 55-
60 and 65-70 year age group in 20 (100%) of cases 
and in 60-65 year age group in 19 (95%) of cases . 

A cataract occurs in the age group of 45-50 year in 
5 (25%) of cases, in 50-55 year age group in 18 
(90%), in 55-60 year age group in 19 (95%) and in 
age group 60-65 & 65-70 year age group in 20 
(100%). 

 
Presbyacusis occur in age group of 45-50 year in 2 
(10%) of cases, in 50-55 year age group in 5 (25%), 
in 55-60 year age group in 4 (20%) and in 60-65 
age group in 10 (50%) of cases & 65-70 year age 
group in 18 (90%). 
 
Wrinkles on the skin of face are present in the age 
group of 45-50 year in 17 85%, in 50-55 year age 
group in 19 (95%), in 55-60,  60-65 and 65-70 year 
age group in 20 (100%). 
 
Memory was intact in all cases except one case in 
the age group of 65-70 year. 
 

Conclusions  

a) Arcus Senilis present in the age group of 45-
50 years. 

b) A cataract occurs in the age group of 50-55 
years. 

c) Presbyacusis occurs in the age group of 65-70 
years. 

d) Wrinkles on the skin of face are present in 
the age of a group of 45-50 years. 

e) Menopause in female occurs in the age group 
of 45-50 years. 

f) Memory is intact in 98% of cases up to 70 
years. 
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Abstract 

Different situations arise while treating the patients 
when there are ethical dilemmas to give one or other 
type of treatment or not to do anything. Sometimes 
doctors and nurses consider that what is good for the 
patient must be done because the patient does not 
understand the situation and consequences. This may 
lead to complete cure and patient usually goes back 
to home happily but sometimes a complication may 
occur and the patient may sue the health care 
providers. When such situations are analyzed then 
principles of ethics and law are considered to see if 
any of these have been violated or not to reach the 
conclusion. In this study principles of law and ethics 
of treatment have been discussed to reach the right 
conclusion; which will be helpful in situations where 
there are ethical dilemmas during the treatment. 
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Introduction 

As the law ends, ethics begins its course. In the 
healthcare system, law and clinical ethics are 
disciplines that have related concepts with unique 
parameters and a separate focus (1). To better 
understand the role of law and ethics in healthcare 
and their overlapping responsibility and influence 
in the healthcare system, an analysis will discuss 
an ethical dilemma. Various relevant legal issues, 
ethical principles, and theories will be discussed. 
This study will first briefly define the concept of 
law and ethical conduct before observing the 
scenario and the moral dilemma created by it. 
Ethical decisions will be measured and finally, two 
different pathways to solve the dilemma will be 
scrutinized to assess their implications, legal and 
moral foundation.  
 
The law in the Australian healthcare system is 
rules and regulations implemented by healthcare 
workers; it also incorporates criminal, contract law 
and torts (2). Such laws are mainly set to protect 
patients and provide the medical system with a 
conducive environment (3). The law provides the 
foundation for ethics and nurses are regulated in 
their professional work by the codes of ethics 
(Nursing and Midwifery board of Australia, 2008). 
Ethics in health care refers to the act of doing the 
right thing while delivering best possible health 

care (4). Understanding and applying the ethical 
principles in nursing practice is essential to 
conduct oneself ethically right (4). There are four 
core principals in medical ethics which address 
various issues that arise during nursing practice; 
these are Autonomy, Beneficence, 
Nonmaleficence, and Justice (5). However, the 
application of these principals is not 
straightforward. Nurse's often found them in a 
conundrum as in some cases these principles 
overlap each other and nurses are forced to make 
a decision based on some principals while violating 
others (6). These principles will be discussed with 
the help of an example. This study discusses a 
patient, who got admitted to the Emergency 
Department (ED), after getting injured due to an 
accident while traveling in a bus. Following an 
assessment of the injuries, he was scheduled for 
surgery and immediately after the surgery; patient 
wanted to leave despite being persuaded 
otherwise by the Registered Nurse (RN) and the 
doctors on duty. His restlessness convinced the 
doctor that it might be due to pain and asked the 
RN to administer him morphine. Despite patient’s 
insistence that he was not in pain and did not want 
morphine, the RN, with assistance from other 
nurses, went ahead and injected him morphine. 
However, during the injection, a struggle ensued 
and the needle broke off, which prompted further 
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surgery resulting in an additional two-week stay in 
the hospital. This study presented with the ethical 
dilemma of whether they should have let the 
patient go according to his wishes or keeping him 
safe by forcefully injecting him.  
 
According to Allen (2012), an ethical dilemma is a 
situation where an individual must make the best 
decision, from a range of choices, for the course of 
action; and with all the decisions, there is always a 
breach of some ethical principles (7). Likewise, in 
this study, neither choice can be considered the 
‘right’ choice as some ethical principles are 
breached with either decision. The ethical 
dilemma here is to not let him leave or act, or let 
him go or omit. In act and not letting him leave 
pathway, there are several considerations that 
need to be addressed such as autonomy, 
Deontology, mental capacity, consent, 
beneficence, nonmaleficence, Paternalism, and 
tort laws. When dealing with the ethical dilemmas, 
it is imperative to first establish if the patient has 
the ability to consent by conducting the capacity 
assessment. Capacity assessment involves 
consideration of medical illnesses, clinical 
assessment, and law and ethics (8). Lamont, Jeon 
and Chiarella also suggest that this assessment 
should not be considered a global assessment of 
the patient to have a mental capacity to make 
decisions or not but rather should only be relevant 
to the present patient only. They deduced that the 
patient must have four core abilities to be 
regarded as competent to consent. These are 
understanding of the treatment, appreciation of 
the information, sound reasoning for the 
treatment and clear expression of the choice. 
Doctors asked the patient to have morphine, 
which would help him to get rid of the pain, but 
patient stated that he is not in pain and therefore 
he does not require any pain killer. This statement 
supported that the patient had a clear 
understanding of the treatment and provided clear 
rational reasons for not wanting the treatment. It 
can be inferred that he had an appreciation for the 
treatment as he did not have any doubts about the 
truthfulness of the treatment (8). Lastly, he 
expressed clearly his choice of not having the 
recommended treatment. Hence, based on the 
criteria set out by Lamont, Jeon and Chiarella, the 
patient had the legal capacity and competence to 
provide consent to the treatment as he 
demonstrated to have all the four abilities (8).  
 
However, this model of assessing the patient’s 
capacity to consent is not without criticism. Palmer 
and Harmell believe that this model is overly 
cognitive and does not attend to patient’s values 

and the impact of emotions, drugs, pain, fatigue, 
and shock (2016). It is important to identify these 
factors as they can greatly influence the capacity 
to consent (9). Jones discussed regarding the lack 
of capacity in patients with both stable and chronic 
medical and surgical conditions (2015). This is in 
congruence with this case as he just had surgery. 
The patient was also disoriented as he had wanted 
to go and attend a meeting. The medical team 
related his erratic and uncooperative behavior to 
the pain. Their diagnosis of acute delirium or 
confusion is in correspondence with the findings of 
Mattar, Chan and Childs (10). Martin rationalizes 
the paternalistic approach for the patients who 
lack the capacity and justifies it with the 
Hippocrates’s oath, which supports the medical 
practitioner’s decision to make whatever medical 
decision they believe is required. The medical 
team still needs to obtain consent, either from the 
patient (if he is deemed to be competent) or from 
the next of kin (if deemed incompetent to provide 
consent); unless the situation is life-threatening  
(11). Whichever pathways we choose, there are 
justifications for both the actions and inactions of 
the medical team; but, no matter what, there are 
still violations of ethical principle and laws. The 
same will be discussed in the perspective of the 
Act pathway.  
 
The right to choose or decline a treatment is 
shielded by the principle of autonomy and 
treatment cannot be enforced unless the patient 
or a legally authorized representative (Next of kin 
in this case) provides some form of consent (9). 
The idea of autonomy is that the informed patient 
has the right to self- determination, and 
independence (12). Supplementary to the 
autonomy is the code of professional conduct for 
registered nurses in Australia and the international 
code of medical ethics. The seventh conduct 
statement tells that nurses must respect and 
advocate for the patient’s desires (13). The 
international code of medical ethics states that 
that the medical professionals have the obligation 
to respect the wishes of the well-informed patient 
(14). The patient clearly expressed his desire not 
to be given the treatment advised by the doctors. 
In contrast, the medical team still proceeded to 
administer the treatment to the patient against his 
wishes and undoubtedly, violating the autonomy 
and codes of conduct.  
 
When autonomy is overridden by the healthcare 
workers, it clears the way for the medical team to 
seek a paternalistic approach. Paternalistic 
approach implies that the medical team makes the 
decisions for the patients even when they have the 



 
 

Int J Eth Trauma Victimology 2017; 3(1):26. 
 

mental capacity to consent to the treatment (15). 
In this approach, it is expected that the patients 
will obey the choices made by the professionals 
despite the fact that they have overridden the 
autonomous rights of the patients (16). In this 
scenario, the doctors made the decision for the 
patient to have morphine for the presumed pain, 
taking the paternalistic approach and overriding 
his autonomy.  
 
Another principle that is applicable here is the 
nonmaleficence. It refers to the act of doing no 
harm to the patient and is central to the nursing 
ethics (17). Non-maleficence in bioethics supports 
that the primary purpose of the health care 
workers is to not create further distress or harm 
(4). In this case scenario, the act of restraining and 
holding the patient caused distress to him. On top 
of that, the breaking of the needle caused injury to 
the patient resulting in additional surgery and 
extended stay at the hospital. This action clearly 
violated the principle of nonmaleficence. Another 
applicable theory here is Deontology. This theory 
is based on the duties or actions, rather than the 
consequences of those actions (18). The actions of 
the nursing staff support the theory of Deontology 
as they carried out their duty to administer 
medication; although, the consequences of the 
actions were detrimental to the patients. Apart 
from supporting the theory of Deontology, the 
medical staffs were also following the principle of 
Beneficence. The moral principle of beneficence 
supports the actions that promote good and 
nurses are obligated to carry out the actions that 
would benefit the patient (11). Nonetheless, 
Berman and team warned that such actions can 
also pose a risk of doing harm, unintentionally.  
 
Preventing and limiting the patient’s movement 
also has some legal implications. If autonomy and 
consent are violated in healthcare systems, it is 
often superseded by the tort laws (9). The tort 
laws applicable in this pathway are assault, 
battery, and false imprisonment; and these falls 
under the domain of intentional torts. Assault is an 
attempt or threat to touch another person without 
their consent or without any justification (11) 
(Berman et al., 2014). The doctor declared his wish 
to administer the medication without the patient’s 
consent despite patient stated that he did not 
want any medication as he was not in pain. If the 
nursing staff threatened to inject him if he did not 
comply, it would be considered an assault. Hence, 
according to the tort law, both the nurses and the 
doctor could be liable for assault. Assaults precede 
Battery, and it is a willful act of simply touching or 
holding the other person against their permission 

(11). This was evident in this case as the nurses 
and the assistant held down the patient, in order 
to inject him with morphine. Hence, the nurse and 
the assistant will be liable for committing battery 
even though the doctor gave the order for 
prescribing a certain medication. Moreover, as no 
consent was sought prior to the administration of 
medication, the nurse is clearly liable for battery. 
As the nursing team restrained the patient to 
administer morphine, they are also liable for false 
imprisonment. Bartley defines false imprisonment 
as unlawful detaining of the person against their 
will, which restricts their physical movement (19). 
In addition to the tort laws, the court can also 
charge the medical team for damages- harm and 
injury, suffered by the client. Staunton and 
Chiarella define the harm and injury as per the 
Civil Liability Act 2002 (NSW); harm means 
personal injury, damage to property and economic 
loss. Personal injury means impairment of physical 
and mental health and disease (5). According to 
this act, the team is liable for harm as patient got 
injured during the forceful administration of the 
medication and subsequently, had to stay in the 
hospital for another four weeks due to which he 
had to suffer economic loss. The team would also 
be legally responsible for the injury as Patient had 
a physical impairment due to the breakage of the 
needle.  
 
In contrast to the acting pathway, is the omit 
pathway. The medical team could simply not act 
and omit their action. This decision will 
incorporate principles of autonomy, 
nonmaleficence, and tort laws. As discussed 
previously, the principle of autonomy gives the 
person the ability to make the decisions 
independently about the actions and thoughts. In 
order to comply with the principle of autonomy, 
the medical team should let the patient choose, 
whether he wishes to continue the treatment or 
not continue the treatment. Martin (2015) 
suggests that the principle of autonomy should 
also be protected even if the decision made by the 
patient appears to be unwise or irrational to the 
treating team. Additionally, by letting him go they 
are also following the principle of nonmaleficence; 
meaning they are not doing any harm by forcefully 
keeping him or restraining him. However, it can 
also be argued that by letting him go, they are 
being negligent. Negligence in healthcare is when 
a health professional fails to provide a reasonable 
care or provides care that is below the expected 
standard and results in injuries to the patient (20). 
It falls under tort laws and there are many 
components that prove negligence – breach of the 
duty of care, harm or injury, damages, causation, 
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and foreseeability (20) These laws will be applied 
to the case study to assess the legal implications in 
regards to the omitting pathway.  
  
The duty of care is the legal, ethical professional 
obligation to the health professionals to offer 
reasonable care to the clients (11). According to 
the codes of ethics, codes of professional conduct, 
hospital or institutional policies and contract of 
employment, the nurses are legally and 
professionally bound to deliver care to the clients 
(20) (13). If the nursing team allows the patient to 
leave the hospital without providing postoperative 
care, then they are breaching their duty of care. 
Additionally, the medical team can anticipate or 
foresee that by letting the patient go, they are 
putting his health at greater risk; thus, by failing to 
follow the standard of care, they are putting 
themselves at risk of being charged for causation 
and foreseeability under the tort of negligence 
(Berman et al.). Unless some damage has occurred 
due to the negligence of a health professional, no 
case can be brought under the tort of negligence 
(21). Therefore, the patient may charge the 
medical team for damages for which he may be 
compensated (11). The purpose of the 
compensation, as discussed by Berman and team, 
is to assist the injured party financially in order to 
get back to the original condition as far as possible. 
Staunton and Chiarella (2012) throws light on the 
role of the doctrine of vicarious liability for cases 
related to compensation (5). The doctrine of 
vicarious liability puts the responsibility for 
compensating the injured party onto the employer 
than the employee.  
 
It would also be appropriate to discuss the role of 
coroner here, in the event patient loses his life due 
to negligence. A coroner, a public officer, 
determines the reasons for death (11). The report 
and testimony presented to the courts by the 
coroner may act as a ground for disciplinary 
actions against the health care professionals and 
even nursing notes may form a part of the 
evidence (5). It is, therefore, essential to 
document all actions, practices, and procedure. 
High-quality documentation can safeguard nurses 
against some legal actions, where the existence of 
good quality nursing takes place (5). According to 
the Staunton and Chiarella (2012), there have 
been some instances where nurses were not only 
have been able to prove the care provided but also 
their credibility as a witness suffered as a 
consequence (5).  
 

 

 

Conclusion  
As per this study, there were both ethical and legal 
repercussions for the patient and the medical 
team. The purpose of this study was to discuss the 
ethical and legal principles associated with the 
ethical dilemma presented in the case study; to let 
Patient go just after the surgery or keep him there 
against his wishes. The principles of autonomy, 
Deontology, nonmaleficence, Paternalism, and tort 
laws are applicable when discussing the Medical's 
team decided to not let him leave. If the medical 
team decided to let patient act autonomously, 
then the principles of nonmaleficence and tort law 
of negligence need to be discussed. Apart from the 
theories and principles, it is also imperative to 
consider the policies and codes of the Nursing and 
Midwifery Board of Australia and the institution 
specific policies before making ethically and legally 
appropriate decision. As discussed, whichever 
option the medical team chooses, it is inevitable to 
not violate any of the principles and theories. 
Furthermore, to protect against the false claims of 
malpractice and damages, it is essential to 
maintain thorough documentations and records.   
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Abstract 

Because of illegal immigrations, particularly after the 
so called Arab spring and the growing incidence of 
natural and man-made disasters which regrettably 
was very common in the last three to four decades, 
age determination has gained increasing importance 
in legal medicine. Forensic odontology is a branch of 
dentistry which deals with the proper handling and 
examination of dental evidence and the proper 
evaluation and presentation of dental findings in the 
interest of justice. There are various methods are 
used in Dentistry as an Evidence in Forensic 
Identification. Dental maturity, have a very 
imperative position in the assessment of age in 
children and adolescents forensic examinations. As 
time passes, with the increase in human greed and 
aspirations to conquer more and more nations in the 
false name of ‘removal of the dictators’ and the 
‘forceful imposition of imported western democracy’ 
that has produced devastating results in the middle 
east and ultimately resulting in illegal mass 
immigration occurring towards Europe, eventually 
resulting in increase of crime and other legal and 
illegal activities, Forensic odontology as a branch in 
dentistry will continue to play its important role in 
legal medicine. 
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Introduction 

Age also plays a critical role in pediatric dentistry, 
orthodontic treatment planning, and surgeries 
(1).A person’s physiological age is assessed based 
on his/her somatic maturation, i.e. maturation of 
functional body systems such as bones and teeth 
(2). 
Teeth undergo various development stages in the 
first 25 years of a human’s life and demonstrate 
secondary changes in the later years. On the other 
hand, they are not highly influenced by nutritional 
and endocrine factors. Hence, Legal Dentistry has 
turned into a dynamic and active field of medicine 
during the past two decades (3). Numerous 
techniques have been suggested to determine age 
according to dental characteristics. Despite the use 
of time of tooth eruption in age determination, 
this index is widely affected by environmental 
factors including dental arch space, early 

extraction of primary teeth, tooth impaction, and 
tipping. Therefore, a number of approaches to age 
determination, e.g. evaluation of radiographic 
images (4),(5) dental structure (6),(7),(8), 
Gustafson’s method(9), Lamendin’s method 
(10),(11), and aspartic acid racemization 
(12),(13), use tooth development stages as a more 
logical factor. Among the many advanced imaging 
technologies and radiographic images utilized to 
estimate age, viz. panoramic, periapical, 
cephalometric, and lateral oblique radiographs, 
panoramic radiographs are an accessible and 
inexpensive method to provide an outline of a 
person’s dental system maturity (14). 

“Forensic odontology is a branch of dentistry 
which deals with the proper handling and 
examination of dental evidence and the proper 
evaluation and presentation of dental findings in 
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the interest of justice” (15). In the present 
scenario, forensic odontology has been included as 
a specialty in the broad arena of Forensic Sciences. 
Forensic odontology has become an integral part 
of large international forensic educational 
organizations like American Academy of Forensic 
Sciences (AAFS) as well as International 
Association of Identification (IAI). The primary 
utility of forensic odontology is in the 
identification of human remains based upon the 
individualistic characteristics present in the teeth 
of different individuals. This discipline plays a 
significant role in the identification of human 
remains in incidents such as tsunamis, earth 
quakes, landslides, bomb blasts and terrorist 
attacks, air plane crashes, train and road 
accidents, etc. where highly mutilated and 
dismembered dead bodies are recovered which is 
beyond recognition (16),(17). This process of 
identification of the disaster victims is known as 
Disaster Victim Identification (DVI). Teeth are the 
strongest part of the human body, which can 
withstand high explosion and are not damaged by 
such incidents (18),(19). Thus, teeth are likely to 
be recovered in mass fatality incidents where the 
other means of identification such as fingerprints 
and facial features are destroyed. 

Adult human dentition comprises of incisors, 
canines, premolars and molars that vary in shape, 
size, and interspaces between the teeth, with 
varying occlusions, malocclusions tooth 
angulations and inclinations among different 
individuals. The way these teeth are arranged in 
different oral cavities is unique in every individual 
(20). At the same time, every tooth possesses a set 
of unique characteristics called ‘tooth class 
characteristics’ which form the basis of 
identification. The other features which help in 
identification are a dental pathology, restorations, 
dental anomalies, etc. (21). Besides, age, sex, race/ 
ethnicity, occupation, and habits etc. can be 
determined from teeth (22). 

Human permanent dentition can be used for age 
and sex determination of an individual which can 
be of immense value in the complex modern era 
and thus of much importance in forensic sciences. 

1. Age determination 

Dental maturity plays an important role in the 
estimation of age in children and adolescents (23). 
The number and sequence of the teeth erupted 
can fairly determine the age of an individual. 
Radiographic methods can further elaborate about 
the various stages of mineralization (24), (25) and 
further help in a more accurate estimation of age. 
The teeth mineralization give a better estimate of 

chronological age than the bone mineralization 
(26) mineralization stages in the teeth are less 
affected by variation in the nutritional and 
endocrine status of the individual. In this regard, 
the developmental stages of the teeth as given by 
Demirjian et al. (26) are much in use for estimation 
of chronological age throughout the world. For 
estimation of age in adults, Gustafson developed a 
method of age estimation from a single tooth way 
back in 1950 (27). The technique utilizes various 
stages of regressive changes in the teeth such as 
occlusal attrition, coronal secondary dentine 
formation, the loss of periodontal attachment, 
cementum apposition, amount of apical resorption 
and the transparency of the root (28) Johnson (29) 
made improvements in the technique described by 
Gustafson which is now mostly used by forensic 
scientists for estimation of age in adults. Kvaal et 

al. (30) developed another method of age 
estimation in adults by measuring the size of the 
pulp from periapical radiographs of the teeth 
dependent upon the sex of the individual. 

2. Sex determination 

Although sex determination from teeth is not 
conclusive, in the absence of other evidence, teeth 
can give a clue regarding the sex of the individual. 
The results can be further correlated and 
substantiated with other facts and data available 
to the forensic scientist. Odontometrics, a 
technique to take measurements of the teeth has 
been used by the scientists for sex determination 
(31),(32).The sex determination using this 
technique is based on the sexual dimorphism of 
the size of the teeth. Mesiodistal and buccolingual 
tooth dimensions have been used for sex 
determination in the past (33),(34). These 
measurements are termed as linear 
measurements. However, diagonal measurements 
are helpful in measuring rotated, crowded and 
proximally restored teeth (35). Certain dental 
indices such as Incisor Index, Mandibular-Canine 
Index, Crown Index etc. have been derived from 
linear measurements of the teeth to show sexual 
dimorphism in the teeth (36),(37),(38). The 
mandibular canines are shown to exhibit greater 
sexual dimorphism than the maxillary canines. 
According to Joseph et al. (35), the overall 
accuracy rate of odontometric sex determination 
is ~72%. Besides, a non-metric feature on both 
upper and lower canines; ‘canine distal accessory 
ridge’ located on the lingual surface between the 
medial lingual ridge and distal marginal ridge has 
been found to show sexual dimorphism (39).This 
ridge is more pronounced and more frequency 
found in males than females. A more recent 
method of sex determination from teeth is the 
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presence of sex chromatin or Barr bodies in the 
pulp of the teeth (40),(41)  according to the 
method devised by Barr & Bertram (42). The 
studies have also been carried out to extract DNA 
from the pulp tissue as well as dentine (43),(44) 
and its use for sex determination using Polymerase 
Chain Reaction (PCR). Enamel protein (45) due to 
its different patterns in males and females has also 
been used for sex determination using DNA 
techniques. Amelogenin or AMEL is a major 
protein found in the enamel of humans. 
Amelogenin has different patterns of the 
nucleotide sequence in the enamels of males and 
females. Amelogenin gene for the very first time 
was sequenced by Nakahori et al. 
(45),(46),(47).Two different AMEL genes, one 
located on chromosome X and one on the Y 
chromosome are found in males, however, 
females have two identical AMEL genes located on 
X chromosome (48). According to Michael and 
Brauner(49), the amelogenin test for 
determination of sex should be interpreted 
cautiously. 

Conclusion 

Dental maturity, have an incredibly imperative 
position in the assessment of age in children and 
adolescents. The sex determination even though 
conclusive, the bite marks of teeth and palatal 
rugae are considered to be inimitable to an 
individual and their morphology remains invariable 
throughout life and is well recognized in forensic 
examinations and in the court of law. Apart from 
of advances in the primary detection techniques 
such as DNA profiling, fingerprints and facial re-
enactment, the judgment of dental records play a 
momentous role in the identification of the 
deceased in mass fatality incidents such as air 
plane crashes, other major accidents, terrorists’ 
attacks and natural disasters. 

Nevertheless, in the determination of age and sex 
from teeth one should be careful about population 
specificity as different population groups 
demonstrate altering the degree of human 
variations in dental taints. Human permanent 
dentition can be used for age and sex 
determination of an individual which can be of 
enormous value in the complex modern era and 
eventually of much importance in forensic sciences 
and will continue to play its important role in legal 
medicine in the days to come. 
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Abstract 

Child abuse can take many forms like physical 
abuse, sexual abuse, emotional abuse and 
Munchausen’s syndrome. It is important to realize 
that dentist should be aware that such physical & 
sexual abuse may result in oral & dental injuries 
or conditions. This review is going to highlight the 
facts of child abuse & neglect that are overlooked 
and unnoticed in routine dental practice. Dentists 
are in an ideal position to detect signs of child 
abuse because 65% of all physical trauma 
associated with abuse occurs in the face or neck 
area.  This paper lays emphases on such findings, 
their significance and to meticulously observe and 
document them. Furthermore, prominences on 
key steps in recognizing and reporting abuse 
while conducting and documenting interviews 
with the children and parents culminating with 
discreet cases of abuse related to dentistry.  
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Introduction 

Child mistreatment includes all types of abuse 
and neglect of a child under the age of 18 by a 
parent, caregiver, or another person in a 
custodial role (e.g., clergy, coach, teacher) that 
results in harm, the potential for harm, or threat 
of harm to a child (1). The literature states that 
more than half of the injuries from maltreatment 
occur in the head and face regions (2).

 
 

Dentists must be attentive to the fact that 
physical or sexual abuse might result into oral or 
dental injuries that at times can be confirmed by 
laboratory findings. Moreover, injuries 
perpetrated by one's mouth or teeth might leave 
evidence, regarding the timing and nature of the 
injury, along with the identity of the perpetrator. 
Therefore, dentists are recommended to be 
erudite about such findings and their 
consequence and to systematically observe and 

document them. As compared to the general 
physician the probability of dentist encountering 
cases of hypodermal bleeding in faces, abrasions, 
and mandibular fractures are slightly higher. 
Therefore dentists have to keep in mind the 
possibility of abuse and should contact forensic 
odontologist or pediatric dentist for further 
investigations, diagnosis and treatment (3) (4).  
 
Material and methods 

Extensive online literature searches were 
conducted and an overview is provided. This 
article gives a descriptive summary of the 
concept of child abuse and neglect; enlighten the 
dentists and forensic odontologist in identifying 
such cases in the particular relevance of orofacial 
structures. Furthermore, outline the interviewing 
practices, semi-structured interviews that can be 
considered by a dentist or forensic odontologist 
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when they encounter such abused children in 
their dental setup.   
 

Discussion  

A. Concept of Child Abuse and Neglect 

Child abuse and neglect (CAN) is defined by the 
World Health Organization as “Every kind of 
physical, sexual, emotional abuse, neglect or 
negligent treatment, commercial or other 
exploitation resulting in actual or potential harm 
to the child’s health, survival, development or 
dignity in the context of a relationship of 
responsibility, trust or power.” (5).

 
There are 

three major forms of child abuse has been 
evolved over time, physical abuse, sexual abuse 
and emotional abuse (6).

 

Physical abuse is the use of physical force, such 
as hitting, kicking, shaking, burning, or other 
shows of force against a child (1). 

Sexual abuse includes any activity with a child, 
before the age of legal consent, that is for the 
sexual gratification of an adult or a significantly 
older child. Sexual abuse includes oral-genital, 
genital-genital, genital-rectal, hand-genital, hand-
rectal, or hand breast contact; exposure of sexual 
anatomy; forced view of sexual anatomy; and 
showing pornography or using a child in the 
production of pornography. Sexual intercourse 
includes vaginal, oral, or rectal penetration. 
Penetration is an entry into an orifice with or 
without tissue injury (7). 
Emotional abuse refers to behaviors that harm a 
child’s self-worth or emotional well-being. 
Examples include name calling, shaming, 
rejection, withholding love, and threatening (1).  
 
Additionally, two more forms of child abuse have 
been reported in literature shaken baby 
syndrome and Munchausen syndrome by proxy. 
The shaken baby syndrome is a devastating form 
of abuse with clinical characteristics appearing in 
the triad and including retinal, subdural and/or 
subarachnoid hemorrhage in children with no or 
few external signs of trauma it was first 
described by John Caffey (8). Munchausen 

syndrome by proxy is another particular form of 
abuse in which the child’s caregivers produce the 
signs and symptoms of a disease, not having this 
syndrome a typical presentation. Suspicions may 
arise when parents don’t correctly interpret or 
exaggerate normal behaviors, ranging cases 
between apparent fabrications to the 
provocation of the symptoms (9).  
 

Neglect is the failure to meet a child’s basic 
physical and emotional needs. These needs 
include housing, food, clothing, education, and 
access to medical care (1). 

 
Dental neglect is as defined by the American 
Academy of Pediatric Dentistry, is the “willful 
failure of parent or guardian to seek and follow 
through with treatment necessary to ensure a 
level of oral health essential for adequate 
function and freedom from pain and infection.” 
(10).

 

 
Some of the risk and contributory factors for 
abuse are disabled children, youngest in large 
family, premature babies, low birth weight 
babies, unwanted pregnancy,  social isolation of 
families, breakdown of family unit, parental 
history of domestic abuse, socioeconomic 
disadvantage, poor parenting skills, substance 
abuse, young, single parent, mental health 
condition of parent/ caregiver, refugee or 
displaced children (11). 
 
One of the significant aspects of child abuse, 
parenting behavior is universally neglected or 
overlooked in our society. The common 
assumption that the child can be abused 
generally by an individual outside the family is 
exaggerated. This elementary statistic of 
parenting behavior in population-based samples 
and cultural differences in childrearing was 
shown by Runyan et al. They did parallel surveys 
of parental discipline of children in samples of 
mothers from Brazil, Chile, Egypt, India, 
Philippines, and the United States. Their study 
criteria included 6 discipline i.e., nonviolent 
discipline, moderate verbal discipline, harsh 
verbal discipline, moderate physical discipline 
(includes hitting with an object), harsh physical 
discipline without including hitting with an 
object, harsh physical discipline including hitting 
with an object. Their survey revealed deplorable 
results that physical and verbal punishments of 
children are common in high-, middle-, and low-
income communities around the world. The 
forms and rates of punishment vary among 
countries and among communities within 
countries (12). 
 
B. Role of Dentists or Forensic Odontologist 

in identifying such cases in particular relevance 

of orofacial structures 
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Table 1: Findings of orofacial abuse in the head, face, and neck region that can be considered (11) (20) (21) 
(22).  

OROFACIAL REGION INVOLVED FORM OF ABUSE  

 Physical Abuse 

Teeth 

 
  

Missing and fractured (32%), avulsion, mobility, 
discolored teeth and residual roots. 

Mucous Membrane 

Lips (54%)  

Tongue 

Frenal Area  

Gingiva 

Soft Palate  

Floor of the Mouth  

Buccal Mucosa 

Laceration (14%), Burns (5%), Bruises (24%), Bite 
marks (65%), Scarring, hematoma and Contusions, 
Abrasions and Lacerations 
Injuries in different stages of healing 
 

 Sexual Abuse 
Lip, Tongue, and Palate Petechiae, erythema. 

Ulcers and purulent discharge. 
Pseudomembrane and condymatous lesion. 
Papular- vesiculobullous lesion. 
Oral-perioral warts 

Several studies reveal that more than 50% and 
up to 75% of all child abuse cases involve trauma 
to the mouth, face, or head (13) (14). Besides, it 
is also been observed that while abusive parents 
often do not take the child to the same physician 
(fearing the physician will recognize the abuse), 
they tend to return to the same dentist. 

 
Most orofacial injuries reported in literature 
involves frenulum lacerations inflicted during 
forced feeding, abnormal appearance and 
mobility of the tongue, missing teeth for no 
apparent reason, dental fractures, maxillary and 
mandibular fractures, abrasions, lacerations, 
contusions, oral trauma, traumatic alopecia, 
burns and bite marks (15) (16) (17) (18).  

Abuse or neglect may present to dental team by 
any of these means (a) through a direct 
allegation made by the child, a parent or some 
other person (b) through signs and symptoms 
which are suggestive of physical abuse or neglect 
(c) through observations of child behaviour or 
parent–child interaction (19).  

When a dentist or forensic odontologist finds 
such lesions or trauma in the child, then there 
are few questions that have to be considered and 
answered by them in their clinical practice. Like 
whether they or their team members recognize 
the signs and symptoms of abuse?  Do know how 
best to record any suspicions? Whether they are 
aware of what action to take in a case of 

suspected abuse? Finally how safe is your 
practice for children (11)?  

Few of the orofacial abuse findings that can be 
considered in head, face and neck region are 
listed in Table 1. It should reminisce that no 
single indicator can be taken as a conclusive 
proof. It is always advisable and recommended 
that look for patterns or clusters of indicators 
that suggest a problem. 

 
Similarly, various aspects of dental neglect have 
to be acknowledged, it could be done 
unintentionally or deliberately by the parents or 
caregivers. Wherein a Dentist can easily 
recognize dental neglect with poor oral hygiene, 
halitosis, periodontal disease, aptha lesions as a 
consequence of a nutritional deficiency status, 
Early Childhood Caries (ECC), or else untreated 
dental caries with rapid progression, extended on 
more than a half of teeth found in the oral cavity, 
odontogenic infections (recurrent and previous 
abscesses), tooth eruption, language acquisition 
(23).  
 
Further, it should be considered by Dentist or 
Forensic Odontologist that there are possibilities 
that parents or carers may have a lack of 
knowledge, difficulty in understanding or 
complying with home dental care and might be 
ignorant to dietary needs that may cause 
problems for the child that cannot be considered 
as deliberate neglect. Other reasons for failure to 
seek or obtain proper dental care may be due to 
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factors such as family isolation, lack of finances 
(23) (24).  This has to be distinguished from 
deliberate parental behavior voluntary neglect 
towards their children (as for example alcoholics 
and addicted to drugs) (25).  
     
Whenever suspicions of dental abuse and dental 
neglect arise by observing physical signs that may 
be proof, dentist or forensic odontologist should 
immediately register these findings and 
necessary action should be taken. More so, when 
on enquiring about on child’s behavior and 
health they receive no answers or uncertain 
answers from parents or caregivers. Detailed 
methodologies of managing such cases are 
discussed in section D of this paper.  
 
C. Outline the interviewing practices: semi-

structured interviews 

On suspicion of child abuse, it’s advisable that 
not many investigators should be involved and 
not to ask several questions. Since there is 
probability that different people or investigators 
(police, medical examiner, dentist) ask so many 
questions and the child get confused. Children 
think that they have to be certain, so they say 
things, that they are even though not certain 
about. The longer the questions asked the more 
children become confused.  

A routine practice should be followed, with 
specific questioning techniques divided into four 
major areas: (1) rapport building skills (2) 
competency testing (3) obtaining the details of 
abuse and (4) closing the interview (26).   

To begin with most important is to gain child's 
trust, for that it is necessary to provide a safe, 
and loving environment for these children. 
During communications with children, show 
them attentiveness, respect, honesty and care. 
Children frequently fail to report because of the 
terror, that revelation will bring consequences 
even worse than being victimized again. Explain 
them abuse is not their fault and they get a 
chance to talk, while emphasizing that they are 
not alone  and the child should be reassured that 
he/she will be getting some help (27) (28). 
 
It is endorsed, that child is interviewed in the 
presence of some witness, could be family 
members who accompanied the child, so that 
child may speak easily without being in fear of 
retaliation. Avoid using closed end questions, 
preferably use open-ended questions and allow 
the child to narrate or give complete description. 
It is significant to highlight once again that the 

child should describe everything that will come 
to his/her mind, without guessing or inventing 
anything. Try not to suggest answers for the 
child, avoid pressurizing the child for answering 
to questions he or she is reluctant to answer.  
 
Another important aspect that hast to be 
considered by dentist and forensic odontologist 
in abuse cases is to interview the parent 
separately from the child, ideally with a witness 
present and to observe if the child's explanation 
is consistent with the parent's explanation. 
Nevertheless, the oral healthcare professionals 
should make an effort to gain as much 
information as possible, as well as the confidence 
of the parent (4) (29).  
 

D. Documentation and Reporting 

If the existence and appearance of the injury 
does not correlate to the history of the injury and 
the explanation of its cause given by both the 
child and the care-giver, suspected abuse must 
be reported. It has to be understood that 
reporting suspected abuse is not an allegation of 
abuse by the reporter. It is a call for help for the 
child and abuse is a problem that requires 
instantaneous management. 

Dentists or forensic odontologists, who suspect 
or recognize some form of child abuse, have a 
responsibility of reporting it to the concerned 
authorities. It is suggested that a staff member 
(witness) assist in the documentation of 
evidence. Written records must comprise the 
child's name, age and address along with the 
name and address of the parent or whoever 
brought the child in for care. Also record the 
name of any staff member assisting in the 
examination (30). A routine protocol should be 
followed, including questions about patient 
history and how the incident happened, and all 
relevant information should be documented with 
radiographs, photographs, and impressions when 
necessary. Details like the size, shape, location, 
colour, degree of healing of the injury, detailed 
notes of behavioural indicators should be 
documented before reporting. Furthermore, 
pictures drawn of the injured area then labelled 
accordingly is expedient (31) (32) (33).  

It is important that the critical photographs 
comprise a ruler or scale held adjacent to the 
injury and on the same plane as the injured 
surface. Essentially if the child requires medical 
attention, immediately referral should be made 
to the suitable resource (34).
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It is often observed that although dental 
professionals are in the best position to see some 
injuries from child abuse, but still why don’t they 
recognize them? If they suspect the abuse, why 
don’t they report it? One of the reasons for doing 
so is that they fear it will alienate their paying 
patients or fear retaliation lawsuits from the 
parents (35). 
 
The most common reason for the disinclination 
to report is uncertainty about the diagnosis, fear 
of a lawsuit, inexperience with symptoms, 
probable effect on the practice, hesitancy to 
believe one could inflict brutalities on one's 
offspring and indecisiveness about the reliability 
of the child's account of the injury (34).

  

 
It has to be well understood by dentists and 
forensic odontologist that they are not the 
authorities charged with determining whether 
abuse or neglect has actually occurred. Their 
responsibility is only to report suspected cases. It 
is recommended if a report is needed then it has 
to be made immediately. Further call state or 
local child protective services (CPS) or agencies, 
as directed by state law. Their trained social 
worker will look into the case and will, therefore, 
take necessary action. The fact should be 
considered that a call to these agencies does not 
necessarily mean that dentist or forensic 
odontologist have to file a report on the specific 
case. It’s a professional consultation call to help 
to decide if the particular case needs to be 
reported. As professional we have, remember 
that a call to CPS or agency is not an allegation 
but a request for help on behalf of a child.  
 
Conclusion  
Dentists and dental staff are not the 
professionals who determine whether abuse or 
neglect has actually occurred. Their responsibility 
is only to report suspected cases. Dental 
assistants should talk privately to the dentist and 
other staff members about conditions or 
problems they see. 
If a report needs to be made, make the report 
immediately. Simply call state or local child 
protective services (CPS) agency, as dictated by 
state law. A trained social worker will discuss the 
case with you and determine necessary action. It 
should be noted that a call to CPS does not 
necessarily mean you have to file a report on the 
specific case. The call can be a professional 
consultation to help you decide if you need to 
report. Most importantly, remember that a call 
to CPS is not an accusation but a request for help 

on behalf of a child. If an investigation is 
warranted, CPS will investigate the case. In India, 
“Child line” with helpline number 1098 is 
accessible and its detailed description is available 
at (36): 
http://www.childlineindia.org.in/child-abuse-
child-violence-india.htm  
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Abstract 
Wounds caused by stud guns are not infrequent in 
construction companies. Reported deaths following 
stud gun injuries are hardly met with in forensic 
literature. Also, the pathophysiological mechanism 
involved in the production of such type of wounds is 
not very clear. The article presents two reported 
cases of accidental fatal and stud gun injuries of chest 
together with a brief review of this type of industrial 
tool and its ammunition so that we can shed light on 
the wounding mechanism. The importance of careful 
post-mortem examination, and detailed investigation 
of the scene, to reconstruct the event, and to 
determine the manner of death are included. 
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Case reports 

The case I: The body of a 30-year old male was 
sent to Riyadh medicolegal center. It was near the 
front gate of a newly constructed building. A 
discharged stud gun was said to be found beside 
the body. The only external injury detected was a 
2.5x0.5cm deep cutaneous gutter loss, situated 9 
cm below the right angle of the lower jaw. The 
tissue loss was directed downward and forward at 
an angle of 45

0 
to the midline. At the right side of 

the trachea, the anterior border of the gutter was 
presented as a 0.5x0.75 cm oval hole with ragged 
edges. There was no scorching, no soiling of the 
wound. X-ray examination of the chest prior to 
postmortem autopsy demonstrated a retained 
curved nail like body in the left thoracic region, a 
cavitary wound track, surrounded by a band of 
consolidated was identified ( Fig. 1). 
 
At autopsy, the track of the nail was traced. It 
passed through the right sternomastoid. It passed 
through the right sternomastoid muscle, trachea, 
traversed the upper and lower lobes of the left 
lung, then struck the 6

th
 left rib before retained in 

the left pleural cavity from where it was retrieved. 
The left pleura contained about 1300 cc of blood; 
the left lung was partially collapsed. The heart, 
right lung, and great vessels were intact. 
Microscopical examination of the guttered wound 
was unremarkable; the lung tissue surrounding the 
wound track showed disruption with hemorrhagic 

exudation into alveoli and interstitial spaces for 
about 1.5 cm around the track. The retrieved 4.1 
cm long broken curved nail showed distorted tip, 
scratches, and scrapes on the convex side (Fif.2). 
 
Our findings raised the assumption that, it might 
be a ricocheted stud. At the scene, we were able 
to find the rear knobbed segment of the fired stud, 
as well as the point of impact on a steel gate-post. 
Information gathered indicated that the deceased 
was employed to fix the gate to the concrete 
entrance of the building. In view of our findings as 
a whole, we deduced that his injury was 
accidental; as a result of misuse of the tool i.e., he 
has been stricken by a ricocheted stud. 
 
Case 2. The body of a 35-year old male was 
examined at Riyadh medicolegal center as being 
that of a suspected case of homicide by firearm. 
The external examination revealed a 0.5 cm 
entrance wound with ragged edges, just below the 
middle of the right clavicle. There was neither 
scorching nor soiling of the wound. X-ray 
examination showed a curved nail-like body, 
retained in the right thoracic region. A cavitary 
wound track, surrounded by a band of 
consolidation was also detected. 
 
At autopsy, the nail track was found directed 
downward and backward through the upper and 
middle lobes of the right lung, where it was 
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recovered. The right pleura contained about 600 
ccs of blood, and the right lung was collapsed. The 
heart left lung and major vessels were intact. 
Microscopical examination of the entrance wound 
showed no powder marks within the tissues, while 
tissues around the wound track showed similar 
changes, as that described in case 1/ Examination 
of the recovered a 3 cm long broken distorted nail, 
showed flattening of its pointed end, as well as 
scratching on its convex side. At the scene, we 
were able to find the perforated rear knobbed end 
of a stud, still in place at a decoration iron end of a 
stud, still in place at a decoration iron panel fixed 
to the ceiling. We found that the stud penetrated 
the panel, but not through the concrete which was 
found to be guttered opposite to the point of 
impact. These findings left no doubt that injury 
was accidental by ricocheted broken stud, rather 
than homicide. Information gathered by the 
investigating team revealed that the stud gun was 
removed from the scene, prior to the arrival of the 
team, since the deceased was an illegal abider. 
 

Discussion 

Stud guns are firearms like devices used in Industry 
to fire studs into the wood, concrete, and steel 
(Fig. 3). These tools operate on firearm principles, 
though they are not classed as firearms; no license 
is required to obtain and use them i.e. they are not 
conventionally sold as firearms. To our knowledge, 
studs are f two types, the flat knobbed rear end 
studs (Fixation studs), and the perforated knobbed 
rear end studs (Ceiling hinge studs). The pointed 
anterior end of the stud is covered with a rimmed 
plastic cap, which acts as a gas seal within the 
barrel of the tool to increase propelling power of 
the stud (Fig.4). 
 
The ammunition utilized by these tools are special 
explosive blank cartridges, of ranging caliber from  
0.22 to 0.38 Spitz and Fisher (1980), described an 
interchangeable breech plug, that enables a choice 
of calibers depending upon on the power required 
for adequate penetration. The blank cartridges are 
generally loaded with ultrafast burning propellant 
powder that deteriorates rather than burns. The 
mouth of the cartridge case is sealed with a 
cardboard disc (wad) that is the colour-coded end 
(Fig.4). The pressure created by the propellant 
charge is too high for a usual firearm to obtain; so, 
if the wad is removed and a bullet is substituted, 
the pressure generated by the ultra-fast burning 
powder will explode the gun. Thus this type of 
blanks never used in firearms (1) (2) (3) (4). The 
tool itself (Fig.5) resembles a long breech-loading 
smooth single barrel, break open pistol. It has built 
in safety mechanism in the form of a flat face plate 

(cup-shaped), attached to the muzzle end of the 
tool (Fig. 6). To fire the loaded gun the flat face 
plate requires being pressed firmly against a flat 
surface before the tool can be fired. For this 
reason, it has been postulated that the features of 
stud gun make it unsatisfactory for homicide (2) 
(5) (6). Reported cases of suicide had been 
described (7). In both of these cases, the victims 
fired stud guns to their heads; in both, stellate-
shaped everted margins entrance wound, with no 
soot blackening in the skin. Soft tissue or skull of 
the deceased was noticed. 
 
Accidental stud gun injury is a usual event at 
industrial sites. It usually results from the defective 
guns or, when guns are used on relatively flimsy 
partitions, where the stud traverses the structure 
and, flies on to injure or kill someone on the other 
side (4). Also, when workers use guns for 
“plinking” at tin cans. They depress the safety 
guards with one hand and fire with the other (3); 
or when the tool used by inexperienced workers as 
in our cases; where scene investigation revealed 
that in both cases the safety guard was depressed 
against a raised levelled concrete edge, allowing a 
relatively wide angled gap, so as the fired stud is 
discharged tangentially rather than perpendicular 
to the target point. This faulty technique makes 
the fired studs strike the impact point tangentially, 
break and ricochet. 
 
The identified tissue disruption resulted from the 
physical passage of studs through lung tissue in 
both cases indicated that studs behaved as a high-
velocity missile. Studies on wound ballistics  (8) (9) 
(7) (10) (11) (12) (13) (14) showed that passage of 
a high-velocity missile through tissues causes the 
formation of the permanent local track, along 
which tissues are totally destroyed and 
permanently lost. Also, that local track is 
surrounded by a thick consolidated layer of 
necrotic debris caused by a temporary cavitation 
effect. The explanation for the observed findings 
would be attributed to the too high propellant 
powder, which provides stud with its characteristic 
high penetration power, so as the destructive 
effect of the stud would simulate that which 
results from injury by a high-velocity missile. 
 
To avoid erroneous conclusion, the authors would 
emphasize on the fact that, the circumstances of 
death due to stud gun injury result in a puzzling 
situation in determining the manner of death i.e. 
accidental, homicidal or suicidal (15), particularly, 
with unwitnessed deaths, or in case when reliable 
witnesses are not present at the scene of shooting, 
studs have proved to have the tendency to tumble 
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and ricochet, owing to their size and shape. 
Accordingly, they can cause atypical larger wounds 
than those produced by ordinary bullets (16). 
Hence, careful post-mortem examination and 
scene investigations are mandatory. A post-
mortem examination and scene investigations are 
mandatory. Post-mortem x-ray, autopsy and 
microscopical examination of the injured tissue, 
usually yield very important, helpful evidence 
determining the type and cause of injury. Scene 
investigation is usually rewarding for determining 
the relative location of the deceases and the angle 
of shooting at the time of death. These would 
make the pathologist able to reconstruct what 
happened at the time of death. 
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Abstract 
Bite mark evidence is often introduced as being close 
to DNA in terms of accuracy. Bite marks are generally 
found at the scene of violent crime murders, sexual 
assaults and are an extremely difficult process to 
collect the bite marks/saliva sample very lightly, 
otherwise, only victim profile will be generated. On 
examination of victim's right breast, a patterned 
injury was discovered and determined to be from 
adult male’s teeth. Evidence was collected by the 
forensic doctor according to established techniques 
including recovery of saliva from the bite mark area 
despite the body. DNA analysis by PCR using 
polymorphic STR markers revealed a DNA profile of 
mixed origin. With the advent of more sensitive 
typing methodologies, fingernails clipping for foreign 
DNA, as well as swabs collected from the area on the 
victim's body (kissed, licked, genital area, bitten area 
from breast and lips), are analyzed. In addition, finger 
swabs for nail scrapping in the case of digital 
penetration could also be collected from the suspect 
for DNA analysis, findings new repeats of DNA. 
Generally, Victim’s DNA profile, a genotype 
contribution from the perpetrator was identified as a 
minor component. Thus the DNA typing results from 
the bite mark correlated with the DNA typing results 
obtained from other biological trace evidence 
identified from the victim's genital samples. The bite 
mark and the DNA evidence were used to screen 
suspects and played an important role in obtaining 
resolution of this case. In this study DNA profiled 
from the breast swab from bitten area, finger swabs, 
and a control sample of assailants were obtained for 
all STR loci using AmpflSTR Identifier kit. 
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Introduction 

Use of DNA in bite marks was pioneered in an 
effort to eliminate the subjectivity associated with 

the conventional analysis. Bite marks are found on 
materials like skin, clothing, soft tissue and the 
recovery of DNA from saliva has been reported. 
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When it comes to the sources of DNA evidence, 
the fastest growing segment is referred to as 
"touch DNA." Touch DNA encompasses scenarios 
where a person comes into contact with another 
person or object for a period of time, thus leaving 
some biological material behind. Human mouth 
contains over 500 distinct species of bacteria, and 
every individual will have a slightly different 
combination, dependent on oral hygiene status, 
dental status and presence or absence of 
prosthesis. One research group has suggested that 
the genotypic identification of oral streptococci 
may be of use in bite mark analysis. Therefore, it 
appears that the technique is a valuable addition 
to forensic dentistry although its use will be 
limited by the access to the expertise and 
equipment to undertake it (1). Touch DNA is often 
enormously important in the analysis of guns, 
knives, tools, and other implements used in 
property crimes. With the advent of touch DNA, 
the possibilities for recovering biological 
evidence appear to be limitless. Touch DNA can 
also be recovered in some cases from articles of 
clothing (e.g., headband of a hat, the waistband of 
underwear, bra clips, or buttons on pants). 
 
The ability to develop a DNA profile from bite area 
is affected by three critical components 

1. The length of time the subject was in 
contact with the object. 

2. The amount of force applied when biting 
the victim body. 

3. The number of other individuals who 
potentially touched the victim’s body. 

 

Material and Methods 

Saliva Swabs: Saliva will have been deposited on 
the skin during biting or sucking and this should be 
collected and analyzed (2). 
Prototypical human bite mark consisted of an 
elliptical pattern of marks from individual teeth 
around a perimeter of abrasions and contusions 
(3).  
 

Extraction of DNA:  
DNA was isolated using phenol chloroform 
extraction method and Automated Extraction by 
Express system (Applied Biosystem/Thermo Fisher) 
(4). 

DNA typing 
Fifteen STRs plus Amelogenin of human genomic 
DNA were amplified by 9700 Real time PCR/ 
Thermal cycler. The Autosomal/Identifier 
AmpflSTR STRs kit was used for PCR amplification 
and gene mapper software is used for DNA 
Profiling (STR analysis) and the allelic ladder was 

used as a standard to determine the allelic size of 
the STRs. 

        
 

 
 

Fig 1. Saliva deposited on breast skin during biting 
force or sucking 

 

Results & Discussion 

A total number of alleles were identified in 15 STRs 
plus Amelogenin locus and DNA frequency 
distribution of STR loci from victim and suspects 
are described below and the results for the 16 
Polymorphic STRs loci are shown in (Table 1). All 
the DNA profiles were obtained from breast swab 
of victim samples, which could be compared with 
accused blood samples for confirmation. DNA 
profile generates from the source of exhibits 1

st
, 

2
nd

 and 3
rd

 of suspects is matching with the DNA 
profile generated from the source of exhibits of 
victim breast, lips and thigh swabs (Table 1). STRs 
were amplified in breast DNA samples extracted 
from saliva deposited on the skin. It can be seen 
that the DNA profiles obtained from the male DNA 
fraction from bitten area of breast swab 
correspond to those suspects and victim 
respectively. However, in the present study, the 
DNA quantity from saliva deposited samples was 
sufficient for PCR amplification and DNA typing. 
Allele size of all suspects’ saliva samples and high 
level of STRs diversity was noted. It is important to 
consider that there is contact between lips, teeth, 
and skin, where Saliva/buccal cells are 
impregnated on the skin, which can increase cell 
quantity. In this case, there is tissue invasion, with 
the possibility of mixing the victim's and the 
aggressor's DNA. When there are mixtures, and 
contamination can be recognized during case 
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investigation, comparing the victim's DNA and the 
DNA of the suspects. However, in this research, 

the results showed that DNA samples from skin-
deposited saliva were mixed DNA Profiled.  

 
Table 1: Genotype analysis for establishing identity from saliva samples 

 
i1) D8S1179 ii) D21S11 iii) D7S820 iv) CSF1P0 v) D3S1358 vi) TH01 vii) D13S317 viii) D16S539ix) D2S1338 x) 

D19S433 xi) vWA xii) TP0 X xiii) D18S51 xiv) D5S818 xv) FGA AND AMELOGENIN 
 

 

 
Although mixtures can be present and confirmed 
by electropherogram no. with repeated contact by 
the perpetrators. DNA evidence was increasingly 
being relied upon by the courts and after 2005 
amendment in the criminal procedure code. DNA 
profiling has now become a part of the statutory 
Scheme.  

Conclusion 

DNA profiling of bite marks in sexual assault case 
play a significant role in forensic dentistry and can 
assist judicial system. Moreover, our results 
indicate that standardized procedures for DNA 
collection and extraction from skin-deposited 
saliva can be very useful to help to solve criminal 
cases, since important data may be obtained using 
salivary DNA analysis. Therefore, the analysis of 
saliva deposited on skin can be incorporated into a 
criminal investigation and have great 
discriminatory power. The Serious nature of 
crimes in which bites are often dictates that 

“Forensic Standard” should be established for 
gathering and interpretation of evidence. Errors in 
sampling, comparison, DNA analysis and 
interpretation of bite marks may lead to serious 
consequences. Further efforts to reduce 
subjectivity in standard physical techniques are 
required. However, the solution of a forensic case 
requires other important studies such as the 
physical bite mark and other evidence found at the 
crime scene that should be well addressed by the 
investigators. In Nirbhaya case the honorable 
court said, the police has adduced scientific 
evidence like DNA fingerprint analysis to 
established a clear link between the convicts and 
the incident. The bench also noted that there were 
various “white bite marks” on the victim’s body 
and such analysis report play an important role in 
criminal justice system.   The recent advancement 
in modern biological research has regularized 
forensic science resulting in radical help in the 
administration of justice of Nirbhaya gang rape 
and murder case in Delhi 2012. 

 

Loci 

1) Victim  

Breast 

swab  

1st  

Accused  

 Blood 

 sample  

Genotype 

Range  

2) Victim  

Lip swab  

2nd  

Accused 

 blood  

sample  

3) Victim  

Thigh  swab  

3rd  

 

Accused  

blood  

sample  

Genotype 

range 

D8S1179 13 15 13 15 12 18   12 15 12 15 13 17 13 17 12 18 

D21S11 28 29.2 28 29.2 28 32 28 31.2 28 31.2 32.2 33.2 32.2 33.2 28 32 

D7S820 10 11 10 11 8 15 10 11 10 11 11 12 11 12 8 15 

CSF1PO 12 14 12 14 8 14 12 13 12 13 10 12 10 12 8 14 

D3S1358 16 17 16 17 12 18 15 17 15 17 14 15 14 15 12 18 

THO1 6 7 6 7 6 9 8 9 8 9 6 8 6 8 6 9 

D13S317 11 12 11 12 9 14 8 12 8 12 10 11 10 11 9 14 

D16S539 9 11 9 11 9 14 8 9 8 9 12 13 12 13 9 14 

D2S1338 22 23 22 23 20 25 23 24 23 24 24 25 24 25 20 25 

D19S433 13 13.2 13 13.2 10 16 12 13 12 13 13 15 13 15 10 16 

vWA 14 16 14 16 12 18 16 17 16 17 17 18 17 18 12 18 

TPOX 8 10 8 10 6 11 7 8 7 8 9 11 9 11 6 11 

D18S51 14 16 14 16 12 18 13 17 13 17 14 16 14 16 12 18 

D5S818 12 13 12 13 12 18 9 11 9 11 9 13 9 13 12 18 

FGA 22 23 22 23 20 25 22 22.2 22 22.2 22 26 22 26 20 25 

AMELOGENI

N 

X Y X Y X X X Y X Y X Y X Y X Y 
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Letters to Editor 
 
Dear Sir 
 Congratulations for the overwhelming 
response for your journal. It is full of latest and 
meaningful studies and reports that are further 
helping many academicians and researcher in their 
work. Through this letter I want to bring to your 
notice some recent news clipping that appeared in 
the newspaper:  
 
“Government officials in Madurai, Tamil Nadu, on 

Monday destroyed about 100 tons of artificially 

ripened mangoes worth about  Rs 1 crore.” 

 
During summers many tons of mangoes were 
confiscated and later destroyed for being 
artificially being ripened by a dangerous chemical 
like “Carbide”. All fruits ripen based on a well-
tuned chemical system. The main chemical in 
ripening being ethylene. But farmers and fruit 
vendors normally have to transport and store 
these fruits for a period of time before they get 
sold. So, to help keep these fruits ripe enough to 
sell and not allow them to rot, farmers pluck them 
when they are still raw. So to meet the increased 
need these mangoes are ripened artificially using 
many dangerous and banned chemicals like 
‘Calcium Carbide”. Intake of such fruits like 
mangoes, banana etc. ripened using carbide has 
many ill-effects on the human body.  "Calcium 
carbide” reacts with the moisture emanated by 
the respiration of the fruit. It liberates a gas called 
acetylene which helps in ripening the fruit. This gas 
is carcinogenic, an agent that has the ability to 
alter human cells into cancer cells. These 
chemicals are also known hormone 
disruptors leading to an increase in the number of 
hormonal diseases today like hypothyroid, 
polycystic ovaries, diabetes etc. Apart from that, 
they have been known to lead to Parkinson’s 
disease and worst of all are passed on from 
mother to child via breast milk. Even if consumed 
after washing with water, the presence of this 
chemical still causes irritation in the mouth 
sometimes leading to the formation of non-

treatable ulcers which only responds to steroids. 
Gastric irritation and feeling of fullness is another 
side-effect of the consumption of carbide ripened 
mangoes.  
 
Few precautions can help us to avoid exposure to 
such dangerous chemicals laced fruits like  

1. Colour of mangoes - In artificially ripened 
mango there will be patches of green 

2. Taste: On eating an artificially ripened 
mango one will feel a slight burning in the 
mouth 

3. Texture and color of the pulp:  In 
naturally ripened mango the pulp will be 
bright reddish-yellow, which will be 
uniform which is not in the case of 
artificially ripened mangoes. 

4. Juice: Another indicator is that on cutting 
a naturally ripened mango, we find that it 
will be sweet and have a lot of juice. In 
the case of artificially ripened mangoes, 
there will be little or no juice. 

 
All say that fruits are good and healthy for our 
body but when we are eating such artificially 
ripened fruits we are further damaging our body 
rather than getting any benefit. It would not be 
wrong if we call them poisons, prevention against 
such act of using chemicals is the need of the hour. 
Stringent government rules and punishment to the 
offender can only preserve and prevent such 
poisoning. Being vigilant at the time of buying of 
such fruits and especially asking for organically 
grown food and fruits can prevent exposure to 
such deadly chemicals. 

 
Thanks  
 
Dr. Amandeep Singh 

Associate Professor 
Dept. of Forensic Medicine & Toxicology 
Government Medical College & Hospital 
Sector 32, Chandigarh 
Email: dramandeep@gmail.com 
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Instructions to authors 
 

Preparing a Manuscript for Submission to 

International Journal of Ethics, Trauma and 

Victimology 

Unpublished original manuscript written in English 
should be sent to: 

Dr. RK Gorea, Editor, International Journal of 
Ethics, Trauma & Victimology by email at 
editoretv@gmail.com  

 

The Publication Particulars 

The IJETV is the publication supported by 
SPIC, published since 2015. 

 

The Contents of the Journal 

The journal accepts a range of articles of 
interest, under several feature sections as follows: 

• Original Papers: Includes conventional 
observational and experimental research. 

• Commentary: Intended for Reviews, Case 
Reports, Preliminary Report and Scientific 
Correspondences. 

 

Letter to the Editor 

Designed to be an avenue for dialogue between 
the authors of the papers published in the journal 
and the readers restricted to the options 
expressing reviews, criticisms etc. It could also 
publish letters on behalf of the current affairs in 
the field of Ethics, Trauma & Victimology 

 

Editorial 

Intended as a platform, for the Editor-in-Chief, and 
for others with a keen interest in Ethics, Trauma & 
Victimology that wished to comment on the 
current affairs. 

 

Special Features 

Book Review, Abstracts, Announcement etc, which 
appear frequently, but not necessarily in every 
issue related to Ethics, Trauma and Victimology. 

 

 

News and Notes 

Intended for providing information of members 
and activities of the Society and other such other 
organizations affiliated to the Society may appear 
frequently and not in every issue. 

 

General Principles 

The text of observational and experimental articles 
is usually (but not necessarily) divided into the 
following sections: Introduction, Methods, Results, 
and Discussion. 

 

This so-called “IMRAD” structure is not an 
arbitrary publication format but rather a direct 
reflection of the process of scientific discovery. 
Long articles may need subheadings within some 
sections (especially Results and Discussion) to 
clarify their content. Other types of articles, such 
as case reports, reviews, and editorials, probably 
need to be formatted differently. Electronic 
formats have created opportunities for adding 
details or whole sections, layering information, 
crosslinking or extracting portions of articles, and 
the like only in the electronic version. Double 
spacing all portions of the manuscript— including 
the title page, abstract, text, acknowledgments, 
references, individual tables, and legends—and 
generous margins make it possible for editors and 
reviewers to edit the text line by line and add 
comments and queries directly on the paper copy. 
If manuscripts are submitted electronically, the 
files should be double-spaced to facilitate printing 
for reviewing and editing. Authors should number 
all of the pages of the manuscript consecutively, 
beginning with the title page, to facilitate the 
editorial process. 

 

International Uniform Requirements 

Please visit http://www.icmje.org/ for detailed 
instructions for manuscript submission. 

  

Review process 
All the articles received are peer reviewed. It is a double blind review process. Articles are only published after 
the completion of the review process. 
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