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Abstract

To mention the word bioethics refers to human rights. The speed at 
which life is lived in the 21st century, in addition to constant adaptation, 
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requires health professionals to standardize actions in instruments 
that guide and delimit decision-making in daily practice. To ensure 
that healthcare is fair and of high quality, the National Bioethics Com-
mission (CONBIÓETICA) provides a document focused on humaniza-
tion and the protection of the dignity and vulnerability of the Mexican 
population. 

Keywords: person, bioethics, primary health care. 

1.Introduction

In our country, Mexico, the Supreme Court of  Justice of  the Nation 
has issued jurisprudence emphasizing the Mexican State’s constitu-
tional obligation, in accordance with Article 4, regarding the right to 
health as fundamental to individuals, understood not only as physical 
well-being but also as the integration of  psychological and social 
well-being (1).

Bioethics, as an imperative of  the health sciences, is defined as: 
“the creative use of  inter- and transdisciplinary dialogue between life 
sciences and human values to formulate, articulate, and, as far as 
possible, resolve some of  the problems raised by research and inter-
vention on life, the environment, and planet Earth” (PAHO Region-
al Bioethics Unit).

The Belmont Report is fundamental to bioethics, expressing 
four fundamental principles, which are grouped in Table 1.
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Table 1. Fundamental principles in the Belmont Report

FUNDAMENTAL PRINCIPLES

Non-maleficence

(Primum non noc-
ere): do no physi-
cal, psychological, 
or moral harm to 
patients. This im-
plies assisting and 
not abandoning the 
patient, always re-
specting their dig-
nity, equality, and 
autonomy.

Autonomy 

Respect the free-
dom and respon-
sibility of  each 
person in manag-
ing their own life 
and health.

Beneficence 

Requires doing 
and promoting 
good based on 
their autonomy, 
ensuring that they 
carry out their 
own life plan.

Justice

Treating equals 
equally and un-
equally. Guaran-
teeing equity in 
care.

Source: own elaboration.

Subsequently, another bioethical movement emerged in 1987, known 
as personalism, founded by Elio Sgreccia. Its postulates were: 

	 •	 Promoting the integral good of  the human person. 
	 •	 Defense of  physical life: a fundamental value of  the person, 

who needs the body to exist. 
	 •	 Totality of  the human person: a therapeutic principle that in-

dicates that it is lawful to intervene in one part of  the body to 
heal the whole.

	 •	 Freedom and responsibility: individuals are free to pursue their 
own good, the good of  others, and the good of  the world. 

	 •	 Sociability: individuals are part of  a society and should benefit 
from the entire social organization, just as society benefits 
from individuals, from each person and from all people.

Why are some human differences singled out and considered note-
worthy by social groups, while others are ignored? This fundamental 



L. C. Ramírez

200	 Medicina y Ética - January-March 2026 - Vol. 37 - No. 1
https://doi.org/10.36105/mye.2026v37n1.04

sociological question frames the first component of  the definition 
of  stigma. For stigma to exist, there must be a social selection of  
human differences (2), but these labeled differences tend to be linked 
to stereotypes. It seems that we all make this link when we make 
quick judgments based on induction (3).

This chapter presents each point of  the decalogue of  bioethics 
and primary health care, based on the Mexican National Bioethics 
Commission, whose mission is to promote the knowledge and appli-
cation of  bioethics in the scientific, technological, and health fields, 
with a social and global perspective.

2. Recognizing each person, family, and community as 
the center of the care process 

Primary Health Care (PHC) is defined as the approach to the organi-
zation and operation of  the system, which seeks to provide thought-
ful, comprehensive, high-quality, timely, available, and accessible care 
in accordance with people’s real health needs. With the utmost and 
genuine interest of  health personnel, who work as a team in an or-
ganized, coordinated, consistent, and effective manner, with the aim 
of  keeping the population under their responsibility healthy. With 
ideal components of  care that break paradigms, they are innovative 
and feasible and are oriented toward raising the level of  health and 
quality of  life of  people (4). The fact that the concept of  PHC in-
cludes the word “primary” leads us to think that it refers exclusively 
to the first level of  care or the first contact. The PHC approach en-
compasses the entire system at all three levels of  care and involves 
comprehensive community action, with a focus on the individual, 
the family, and the community. 

To contribute to the overall social and economic development of  
communities, PHC has been adopted in various countries as a health 
system strategy, representing the first level of  contact between indi-
viduals, families, and communities and the National Health System 
(NHS), bringing health care as close as possible to where people 
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live and work. It is also the first element in an ongoing health care 
process.

Part of  the conceptual framework of  Primary Health Care on 
which this course focuses was taken from the Primary Health Care 
Performance Initiative (PHCPI), in which the WHO, the Harvard 
School of  Public Health, the World Bank, the Bill and Melinda 
Gates Foundation, UNICEF, Results for Development, Brigham 
and Women’s Hospital, among others, participated, available at im-
provingphc.org. 

Implementing PHC would address more than 80% of  people’s 
common health needs throughout their lives: 

	 •	 It increases people’s well-being.
	 •	 Reduces maternal and infant mortality.
	 •	 Contributes to quality of  life.
	 •	 Increases healthy life expectancy. 
	 •	 It is efficient: it identifies, prevents, and improves people’s 

health before diseases become costly and difficult to treat. 
	 •	 It is fair and equitable, providing all people with access to es-

sential health services in their communities. 
	 •	 It helps communities detect and stop local outbreaks before 

they become global epidemics.

3. Respecting values, beliefs, and individual autonomy 
in health decision-making

To ensure the proper exercise of  bioethical principles, especially the 
principle of  autonomy, we will address the key role of  informed 
consent in clinical practice. Autonomy is the principle that refers to 
respect for and the ability of  individuals to make informed and con-
scious decisions about their own lives, especially in the context of  
medical practice (5). 

In its early days, medical practice was mainly paternalistic, and 
what we now know as the deliberative method did not exist. Subse-
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quently, autonomy, as a social achievement, was obtained in stages 
which have always been hard-won. After Kant and the Renaissance, 
the concept of  being began to change. To make an informed deci-
sion, individuals must have timely, understandable, and transparent 
information; otherwise, their decision will not reflect their will and 
will be subject to coercion (6). 

An autonomous person is recognized as someone who has the 
right to choose, state their position, and make decisions based on 
their beliefs, culture, and principles (7). Thus, adequate information 
must be provided to patients so that they can make informed deci-
sions and have their will respected, if  they are capable and have giv-
en their consent voluntarily (5). 

Informed consent, both in clinical practice and in human re-
search, is considered a process, not a document. This guarantees not 
only acceptance by means of  a signature, but also the interdisciplin-
ary support throughout the time during which the patient or research 
subject remains actively involved.

For CONBIOÉTICA, informed consent is defined as: “the tan-
gible expression of  respect for the autonomy of  individuals in the 
field of  medical care and health research. It is not a document, but a 
continuous and gradual process that takes place between healthcare 
personnel and the patient and is consolidated in a document” (8).

For consent to be valid, it must precede any intervention and be 
carried out considering the social and cultural context of  the partic-
ipants (subjects and/or patients). This implies considering the char-
acteristics of  each situation in order to implement the process ap-
propriately.

There are some mandatory components in the consent process 
for a person to receive a therapeutic procedure during their medical 
care or to participate in clinical research, namely: information, vol-
untariness, and decision-making capacity.

Assent is a variant of  consent whereby a person who does not 
have the legal capacity to do so affirmatively expresses their agreement 
to participate in research or receive a therapeutic intervention (9). 
For example, in the case of  schoolchildren, who have the capacity to 
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understand the information provided in simple and clear language, 
since they cannot legally make decisions about themselves, even if  
their guardians give consent, they should give their assent before 
being included in a research study. 

In other words, the participant’s assent does not eliminate the 
need for parents or the legally authorized decision-maker to formal-
ly give informed consent. On the other hand, in the case of  young 
children or people with dementia or cognitive impairment, assent is 
not considered necessary, and it is the legally responsible persons 
who participate in the informed consent process and record the pro-
cess of  obtaining consent in the relevant documents.

Often, patients are faced with the need to decide between differ-
ent options with very similar potential benefits and risks. On the 
other hand, there is a dilemma between choosing one treatment over 
another given the possibility of  very different short-, medium-, and 
long-term outcomes for the various therapeutic options. Thus, deci-
sion-making capacity means understanding the implications of  
choosing one treatment option over others.

As an example of  progress in our country, Mexico, the SCJN has 
confirmed the right of  persons with intellectual disabilities to make 
informed decisions about health care, derived from the obligations 
established in the General Law for the Inclusion of  Persons with 
Disabilities and the General Law for the Care and Protection of  
Persons with Autism Spectrum Disorder, since this is not a condi-
tion that limits them from enjoying the highest level of  access to 
comprehensive health care, whether in primary care or in highly spe-
cialized hospital settings (10).

4. Protecting the dignity and safety of people, particu-
larly those in vulnerable situations

The National Human Rights Commission (CNDH) in Mexico 
works to protect, defend, promote, observe, study, and disseminate 
the rights of  what we call vulnerable groups, defined as sectors of  
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the population that, due to certain conditions or characteristics, are 
more susceptible to human rights violations and to finding them-
selves in situations of  risk.

The issues related to these vulnerable groups, and on which the 
CNDH focuses its work, are: migrants, victims of  crime, missing 
persons, children and families, sexuality, health and HIV, equality be-
tween women and men, the right to life, journalists and civil defend-
ers, combating human trafficking, indigenous peoples and commu-
nities, persons with disabilities, and persons in detention.

Since 1948, the Universal Declaration of  Human Rights has rec-
ognized dignity as an intrinsic right of  human beings, equal and in-
alienable for all. It is a right inherent to all human beings, equal and 
inalienable for all. It is a right inherent to all human beings, such that 
dignity is not something that is acquired, but possessed by the mere 
fact of  existence.

As the then president of  the Inter-American Court of  Human 
Rights, Antônio Cançado Trinidade, historically said about Article 3 
of  the Universal Declaration of  Human Rights: “Arbitrary depriva-
tion of  life is not limited to the unlawful act of  homicide; it extends 
to the deprivation of  the right to live with dignity” (11).

These regulatory frameworks urge the recognition of  each of  us 
as dignified beings with equal rights in a health system created for 
our benefit.

5. Promoting self-care among individuals and shared 
responsibility within the community, in an atmosphere 
of solidarity

In the Astana Declaration, Kazakhstan, in October 2018, WHO 
member countries committed to implementing PHC as the founda-
tion and future for achieving health for all people. 

The focus of  this implementation is on the individual, oriented 
towards maintaining and improving the health of  individuals, fami-
lies, and communities, with a positive vision of  well-being. It acts 
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proactively, focusing on prevention, comprehensive care, and health 
promotion, with a salutogenic approach. In addition, it empowers 
people to use their own resources and those of  their environment to 
achieve the highest degree of  well-being with or without illness. 

PHC seeks to make all members of  the community responsible 
for their health throughout the life cycle, considering the social de-
terminants of  health. Above all, however, people are viewed holisti-
cally and not just as individual diseases, which is why they are a fun-
damental part of  Population Health Management. 

PHC, as the foundation of  health systems, would ensure that all 
people stay healthy and receive care when they need it. A robust 
PHC system has facilities located in strategic locations in their com-
munities, where people can access the primary care services they 
need. It also has trained, empowered, and incentivized health care 
providers to deliver quality primary care with systems and policies 
that ensure the availability of  essential, high-quality medicines, vac-
cines, and diagnostics.

Community participation is a process in which participants work 
together to address health issues and promote well-being to achieve 
positive health outcomes and results.

It is suggested that proactive population screening may be an 
effective strategy to ensure that people with chronic diseases receive 
follow-up care and adhere to the necessary medication. 

Fragmenting or segmenting groups for proactive population 
screening according to risk profile (morbidity or mortality) can im-
prove coordination and continuity of  care, with the aim of  targeting 
essential activities and ensuring comprehensive care for individuals.

6. Promoting effective communication based 
on trust between patients, family members, 
and healthcare teams

Communication with patients and among healthcare professionals 
themselves does not only take place through words; understanding 



L. C. Ramírez

206	 Medicina y Ética - January-March 2026 - Vol. 37 - No. 1
https://doi.org/10.36105/mye.2026v37n1.04

local values, cultural practices, or taboos that influence the way peo-
ple communicate is key to establishing effective and efficient com-
munication.

To ensure respect and trust in a healthcare setting, these must be 
reciprocal between individuals and healthcare personnel, as they are 
a fundamental part of  the quality of  the care experience. This is of-
ten influenced by the individual’s perceptions of  the attitudes, com-
petence, and affective behaviors of  the service provider. 

Respect means treating everyone who uses health services as 
equals, with the same value and dignity. It also means avoiding all 
forms of  discrimination, violence, or abuse, including infantilization 
and scolding. It is expressed by showing interest in people, their be-
liefs, values, and preferences. 

Social responsibility and community participation can help facil-
itate strong respect and trust between individuals and health person-
nel. Involving communities in health care early on can help align 
expectations between individuals and health personnel, as well as 
identify community needs. Engaging with communities to identify 
which services are most relevant and adapting to community needs 
is one strategy for building trusting relationships between communi-
ties and the health system.

7. Ensuring effective confidentiality based 
on trust between patients, family members, 
and the health care team

The rights and obligations related to the processing of  personal data 
contained in a medical record, in the case of  public health institu-
tions, are contained in the General Law, 60 the LGS,61 and Official 
Mexican Standards, such as NOM 004-SSA3-2012,62 mainly.

Personal data is all information concerning or relating to an iden-
tified or identifiable natural person, such as: 

	 •	 Identification data: name, address, RFC, CURP, etc. 
	 •	 Financial data: bank accounts, balances, loans, properties, etc. 
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	 •	 Health data: physical and mental health status, medical re-
cords, laboratory results, etc. 

	 •	 Biometric data: fingerprints, iris, palm, etc.
	 •	 Others: ideology, political affiliation, religion, ethnic origin, 

sexual preference, etc.

In Mexico, Official Mexican Standard NOM 004-SSA3-2012 estab-
lishes that medical records are the property of  the institution or 
medical service provider that generates them, when the latter does 
not depend on an institution. In the case of  public sector institu-
tions, in addition to the provisions of  this standard, they must com-
ply with the provisions in force in this area.

Notwithstanding the foregoing, the patient, as the provider of  
the information and beneficiary of  medical care, has ownership 
rights over the information for the protection of  their health, as well 
as for the protection of  the confidentiality of  their data, under the 
terms of  this Regulation and other applicable legal provisions.

The protection of  personal data is a human right that has its an-
tecedent in the Universal Declaration of  Human Rights, specifically 
the right to privacy (Article 12), which establishes the non-interfer-
ence of  the State in the private lives of  individuals. The purpose of  
this right is to protect individuals in relation to the processing of  their 
personal information. This right translates into the power of  disposal 
and control that empowers the owner of  the information to decide 
what data to provide, as well as to know who possesses that data and 
for what purpose, and to be able to oppose such possession or use.

It gives individuals the power to participate in the processing of  
their personal data by others, protecting the fair handling of  such 
data through:

	 •	 Access 
	 •	 Rectification 
	 •	 Cancellation 
	 •	 Objection
	 •	 Security Measures
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The right to personal data protection was first recognized in Mexico 
in the Federal Law on Access to Public Government Information of  
2002. However, its development has allowed it to become an inde-
pendent right, separate from the right of  access to information.

Various countries around the world have enacted personal data 
protection laws, and each has sought to design and adopt legislation 
that addresses its own cultural, social, economic, and political condi-
tions, as well as its own legal system. 

In general terms, there are two main models to follow in the de-
sign of  personal data protection laws: the European model and the 
US model.

8. Apply and update scientific, technical, and humanis-
tic knowledge with a multidisciplinary approach

A competent workforce is essential to achieving the vision of  
high-quality PHC for all. Staff  competence means that service pro-
viders have and demonstrate the “knowledge, skills, abilities, and 
competencies” to successfully and effectively deliver high-quality 
services. 

The classification of  quality of  care is divided into technical 
and perceived. Technical quality includes care that meets standards and 
guidelines and is almost always learned during formal education or 
training. In contrast, perceived quality of  care is measured from the 
perspective of  individuals and includes their experience and satisfac-
tion when interacting with staff. 

Work motivation is defined as the degree of  an individual’s will-
ingness to exert and maintain effort toward the organization’s goals 
and is the result of  a staff  member’s interactions with team members 
and other coworkers. It has been shown that staff  motivation is 
closely related to burnout and satisfaction. Service providers who 
are more satisfied with their work tend to be more motivated, and 
burnout often occurs when they are overworked and dissatisfied. 
However, even if  they are experiencing burnout, they can still be 
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motivated if  they are intrinsically committed and passionate about 
the work they do and the impact they make. 

9. Promoting the rational use of health resources 
and timely referral between levels of care

The state and society are responsible for guaranteeing the right to 
health. The principle of  justice is related to giving each person what 
they need. To this end, resources must be distributed appropriately 
and each patient must receive care in an appropriate institution, ac-
cording to what they require for dignified health care. 

This principle is fulfilled when the patient is treated fairly, is not 
denied information or service, is not imposed with illegitimate re-
sponsibility, and is not required to do more than is necessary (12). 
Healthcare professionals must balance the needs of  patients and dis-
tribute resources ethically, avoiding unfair discrimination and con-
sidering the wishes of  patients. 

Now, speaking of  distributive justice in a bioethical context, 
there are other normative principles to consider, as mentioned (13). 

	 -	 Equity. This proposes the distribution of  resources, goods, 
and services according to distributive justice, in accordance 
with the patient’s needs, always governed by impartiality and 
guaranteeing the principle of  opportunity.

	 -	 Dignity. It states that people should not be treated as objects, 
even after death.

	 -	 Non-discrimination. A principle linked to justice, whereby 
all people should have equal opportunities and rights. Health-
care should not be denied because of  nationality, age, social 
contribution, or other factors. 

	 -	 Proportionality. This refers to the relationship between 
means and predictable results. It employs the principles of  
beneficence and non-maleficence, creating a balance between 
the rights of  the individual and obligations to society.
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	 -	 Utility. This considers both community and individual well-be-
ing in a moral context. It seeks the greatest overall benefit at 
the lowest acceptable cost.

	 -	 Reciprocity. This implies adequate and fair compensation 
for those who assume a greater moral risk than other people.

	 -	 Solidarity. This involves mutual support, recognizing the in-
terdependence of  individuals as moral agents. It is related to 
distributive justice and encompasses the relationship between 
the state and the individual.

	 -	 Transparency. This principle ensures distributive justice, 
where the allocation of  resources must be public and clear, in 
order to guarantee justice and equity in procedures.

10. Offer equitable care to the public using  health 
services

The 2008 report of  the WHO Commission on Social Determinants 
of  Health established that structural determinants and living condi-
tions are the cause of  much of  the health inequality between and 
within countries. Evidence was gathered on the social determinants 
of  health, particularly the distribution of  power, income, and goods 
and services, as well as the circumstances surrounding people’s lives, 
such as their access to health care, schooling, and education; their 
working and leisure conditions; and their housing and physical envi-
ronment.

Three recommendations were made to address the problem: 

	 1.	 Improve living conditions.
	 2.	 Combat the unequal distribution of  power, money, and re-

sources. 
	 3.	 Measure the magnitude of  the problem, analyze it, and evalu-

ate the effects of  interventions. 

Interdisciplinary teams are key to addressing equity in each social 
context where healthcare is provided; medical care provided by 
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doctors and nurses alone is not enough. The work of  psychology 
and nutrition staff  can have a significant impact on people’s behav-
ior and mental well-being. Social workers have a wide range of  tools 
and knowledge for action in the areas of  psychosocial factors and 
social cohesion.

Likewise, health promotion personnel and related actions are 
fundamental for the interrelation and attention to living and working 
conditions. Together with the interrelation of  other sectors, such as 
education, security, and sanitation, these actions will improve the 
health levels of  individuals, families, and communities.

 Health promotion and disease prevention actions should be the 
first step and should be maintained throughout the provision of  
health services if  the goal is to provide efficient and effective care, 
considering social determinants from a PHC approach, with a view 
to reducing inequality gaps in society.

11. Avoid stigmatization and all forms of discrimination

In the specific field of  health, stigma is a well-documented global 
barrier to seeking health care (14), participating in care (15), and ad-
hering to treatment (16) for a range of  diseases (17,18,19).

Erving Goffman, a Canadian sociologist known for his seminal 
work Stigma: Notes on the Management of  Spoiled Identity (1963), is con-
sidered one of  the most prominent figures in the definition of  stig-
ma and is credited with initiating the scientific study of  this phenom-
enon. He defines stigma as an attribute that profoundly discredits 
and reduces the bearer to a tainted and discounted person (20, p. 3). 
This definition is regularly cited by authors when explaining the con-
cept of  stigma, and it remains highly respected and dominant. In 
fact, his pioneering work is the most cited in this field, with 49,861 
citations in Google Scholar as of  December 9, 2022.

As current data, I share alarming figures on groups classified 
with labels of  devaluation: according to the World Health Organiza-
tion, as of  2022, it is estimated that, at any given time, one in five 
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people live with poor mental health and one in eight people world-
wide suffer from a mental disorder.

About stigma and discrimination in the workplace, discrimination 
against pregnant women with mental illness persists even though 
the Federal Labor Law, in its Title Five, establishes that women 
enjoy the same rights and have the same obligations as men. Specif-
ically, Article 165 has as its fundamental purpose the protection of  
maternity. According to the Council to Prevent and Eliminate Dis-
crimination in Mexico City (COPRED), dismissal due to pregnancy 
continues to be the leading cause of  discrimination in our country, 
accounting for 39% of  cases brought before that body in 2016.

The figures for adolescents in developing countries are alarming. 
For example, a sample of  100 pregnant adolescents or those who 
had recently had a baby reported significant levels of  stress in 48%, 
sexual violence in 45%, physical violence in 36%, and perception of  
stigma related to pregnancy in 86%. In addition, suffering from high 
levels of  depression and anxiety was a factor that increased stigma 
and violence, compared to women without affective symptoms (21).

Stigmatization affects those who suffer from it, as well as oth-
ers. Research has shown that people related to stigmatized individ-
uals (e.g., family members, friends, caregivers) are devalued simply 
because of  their relationship with someone who is stigmatized 
(22,23,24). This situation is called courtesy stigma or stigma by as-
sociation (23). Often, people try to hide their relationship with a 
stigmatized family member or encourage that member to hide their 
condition, which is detrimental to the psychological well-being of  
the stigmatized family member. Stigma by association even affects 
those who are not family members but who have developed social 
ties with stigmatized individuals, such as AIDS volunteers, mental 
health professionals, and more recently, healthcare personnel caring 
for people diagnosed with COVID-19.

About our current treatment of  older adults, Mexico is gradually 
aging; the prevalence and tolerance of  age discrimination is concern-
ing. Miller mentioned more than fifty years ago that when older 
workers lose their jobs, they have more difficulty finding new oppor-
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tunities compared to younger workers. Older workers have higher 
unemployment rates and longer periods of  unemployment.

The vulnerability of  older adults increases as they suffer from 
multiple illnesses as they age, requiring medical care from various 
specialists and, in some cases, one or more treatments, including 
polypharmacy. This has an impact on the economy, generating what 
finance specialists call “out-of-pocket expenses.” This is without 
considering the perception of  older adults that they increasingly 
need to use medications to maintain good health, which is and leads 
to another concept: “catastrophic expenditure,” defined as spending 
more than 60% of  personal income on the purchase of  medications.

As a challenge for bioethics, the last element of  the decalogue to 
prevent stigmatization or any type of  discrimination takes up the 
idea of  current thinkers such as Axel Honneth and Nancy Fraser. 
This idea applies to the defense of  individuals and groups that have 
been stigmatized, seeking their recognition in political, social, eco-
nomic, and cultural aspects. 

Axel Honneth, a member of  the so-called Frankfurt School, de-
veloped the theory of  recognition in political philosophy and philos-
ophy of  law. Recognition, and specifically the struggle for recogni-
tion, were initially categories addressed by Hegel in his works The 
System of  Ethics and The Phenomenology of  Spirit.

The experience of  injustice is part of  the essence of  being hu-
man; humiliation is the denial of  recognition by others. For Hon-
neth, the despised, humiliated, unrecognized man loses his integrity, 
his rights, his personal autonomy, and his moral autonomy. Honneth 
reconceptualizes, based on Hegel, the three spheres of  recognition: 
love, law, and social solidarity. 

To conclude, here are two quotes written by Nancy Fraser and 
Honneth (25).

Justice requires both redistribution and recognition.”
“One becomes an individual subject only by recognizing anoth-
er subject and being recognized by them.”
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When a society broadens its framework of  personal and social 
sensitivity to include new lifestyles or new rights for previously ex-
cluded groups or individuals, what Honneth calls “moral progress” 
manifests itself.

Conclusions

With the aim of  elucidating the decision-making of  health profes-
sionals in their everyday settings and based on the codes of  ethics of  
each profession in these specific areas, the points of  the Decalogue 
of  Bioethics and Primary Health Care seek to confront a reduction-
ist technocratic reality.

Reformulating Immanuel Kant’s idea, current events question 
our scale of  values, finding resounding repetitions of  history with 
little tolerance for multicultural diversity.

The well-being of  humanity and the planet we inhabit depends 
on our activities being driven by critical thinking that, rather than 
feeding biased big data, unifies the fundamental precept of  the Uni-
versal Declaration of  Human Rights: respect for dignity.
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