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8/27 —Code of ethics

Ethical((professional


Some overlap—but where do you draw the line?


Eg.  Dress code violation—unprofessional but not unethical.


Eg.  Sexual conduct—society made it an ethical issue


Eg.  Racism—also now unethical;was unprofessional 
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History of medicine

All countries have belief system with regard to health.


Greek—cosmic influences (stars, moon,earth,etc)


Hippocratic Field of medicine—greek philosophers


Early greek gained recognition as a school of thought



500BC greek medicine



theoretical explanation—scientific approach




patient centered




three elements involved in health/illness





1.  health aspects—state of health





2.  disease





3.  environment




balance of all three entities necessary –problem must be from imbalance

Tx—2 principles


1.  assist nature



diet



rest

}emphasis here 1-3



exercise



limited use of drugs


2.  principle of first do no harm



risk:benefit ratio

Hippocrates –400BC—represents greek school of thought 



Hippocratic oath p.  96

Highlights of oath—


1.  responsibility concerning medical education—teach free another physician’s offspring



must teach at least somewhat



has benefited medical education in the US



physicians have volunteered time to teach


2.  ethics of treatment



a.  treatment should only be in the interest of a patient (not family, community, etc)



b.  a physician should not practice outside of their specialty.



c.  should not counsel or give a patient deadly medicine



d.  do not help or provide help (advice/counsel) to cause an abortion.


3.  Standards of conduct



a.  do not use patient’s illness as opportunity for mischief, corruption, or seduction



b.  confidentiality—don’t reveal what you hear from a patient (what you see, what you hear—leave it here)

Next major evolution in western thinking

Galen—100AD—greek anatomist/physician/scholar—located in Rome


Began studying anatomy with bodies he recovered—anatomical dissection


Applied what he learned to patient population (roman gladiators)


Two schools of thought:



Base medical inquiry and decision-making on evidence



Sickness caused by preordained scheme (the common philosophy of the time)



Viewed as heretic against other philosophers



Influenced many others after him to base things on fact



Hippocratic physician


Galen’s 4 approaches to medicine



1.  anatomic dissection



2.  physiologic experiments on animals



3.  application of findings to patients



4.  used clinical experience (research/applications) in teaching and writing


some writers suggest Galen’s influence was great until 16 and 1700s

Dark Ages mid 1400s-1000AD


Medicine and everything else basically folded


Greek medicine faded—medicine then became a province of the church.  Less physicians(monks became increasingly the providers of healthcare.  This lead to the development of bringing sick people to a central location.  (hostil) (earliest approach to a hospital.

Approach to medicine b/c more cosmic and less Galen


1.  confession of sin


2.  prayer


3.  laying on of hands


4.  exorcism


5.  miracles

Islamic Medicine


Emergence about 700AD


Very heavily influenced by greek philosophy


Translated massive amounts of greek literature


Pharmicopeia (list of drugs



720 entries



pa today—list of about 25 drugs

Half through middle ages


985AD –first formal medical school curriculum (University of Salermo, Italy



Next came France



Now France and Italy are centers of medicine
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Renaissance (1300-1500)—middle if middle ages

I.  Philippus Parcelsus—1500’s—alkamist—focus on changing other metals to gold


Chemical balance—he theorized that there is a chemical balance that must be maintained in the himan body (he was swiss)

II.  Ambrose Pare—france—military physician



Surgical procedure—developed and treated patients with his surgical procedures (Galen was not authorized when he did it)

Pare—was employed to be the soldiers doctor—first time the govt was interested in someones health(other than their own)

17th century

I.  France


Progress at the universities


Philosopher Rene Decartes—mans “dual nature”—physical and spiritual.  Institutionalized as foundation of medical science

II.  britain 1628


William Harvey—doctor/anatomist



Blood circulation/heart is a pump



1st to recognize systems



Others—respiratory and digestive

18th century(1700’s)

I.  medicine gained credibility and was mainstreamed

II.  public health


Govts talking about health of citizens

III.  Edward Jenner—vaccination 1790



Small pox/used pus

IV.  giovanni morgagni md


Father of pathology


Disease classification—as learned by autopsies 

19th century

I.  France and germany lead the way


A.  Diagnoses over treatment***


B.  Rene Laennec—stethoscope—1816


C.  Louis Pasteur—“germ theory”

II.  Germany


A.  increase in university numbers


B.  Wilhelm Roentgen—xray—1895

20th century

I.  Antibiotic era


A.  sir alexander fleming—1928 (penicillin)


B.  penicillin authorized by US army in 1943



Pcn—made huge difference

II.  organization of US medicine


A.  poorly regulated medicine


B.  Flexner Report 1910 (politician) –groundwork to develop educational requirements for physicians boards, etc


C.  Specialty standards—1930—defines specific training to enter a specialty
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History of Alderson-Broaddus PA Program

Hu C. Meyers, M.D.


Founder of this PA program


Was a local physician, surgeon, educator, leader

Dr. Hu’s father, back at the turn of the century (in Nestersville)

Children—all doctors—radiologist; pathologist; opthal; pedia

Hu went to Emery in Atlanta


Surgical residency


Came back to barbour and philippi—brought modern state of the art medicine (pre-CAT scan)—much ambition, dedication


CAT scan came out $3million—small towns couldn’t afford it—had to refer patients away


Physicians in training learned all of the high tech equipment—hard to recruit to small communities which lack such equipment


First Cobolt machine(Philippi (Myers Sr. brought it)(Philippi then became a national cancer center

Hu C. Meyers in education


Nursing


Medical tech


Rad tech


Surgical residency


PA Program


PA postgraduate internship

Local, regional, state leader


President Myers Clinic


Trustee, Broad. Hosp


Life time governor(A-B college


Diplomat—Am. College of surgeons


Fellow—of some other doctor organization


Director—PA program

Dr. hu’s pa concept

January 1963—concept organization

1.  highly trained, functional

2.  educated…advanced medical training (not just technical)

3.  “Mind set” of the physician


PA must have the mind set of the physician


That is why we follow the cirriculum of med school


Focus is diagnosis and tx—scientific problem solving


Nurses take care of patients through their illnesses

1967—AB board of trustees approves 


1.  organized medicine approval—state board of medicine


2.  adequate funding



a.  Dr Shearer (president of the college came in the 50’s, youngest college president in the country) and Hu went to NY to find some $ for the program—Commonwealth Fund—Terrance Keenan—gave them a fat check—few years later Benedum foundation gave $ (they are still giving $)



b.  RWJ Foundation—T. Keenan was their a few years later and they got more $ from him



c.  US department of health education and welfare—gave $ to all new PA programs 


3.  Faculty approval



a.  Does it fit the school?



b.  Will it harm the nursing program?

The Original Program

Four years—3 didactic



9 month rotation



3 month seminar

Entrance ( out of high school)


Academic ability


No medical experience reqrd


Desire to serve and accomplish
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What it was like—


Environment of a medical school


No consensus on what pa’s could do


No state/federal law—vague/non-descript; sometimes didn’t exist at all (no enabling legislation/no law against)



No federal legislation—main controller of medical practice is in state regulatory body—in wv, md/do is plit into two boards—other states, md/do is the same—board in wv—pa’s credentialed by same board as supervising physician

Hill Burrton—gave $ for hospitals  to be built around the country with the provision that hospitals had to treat based on need—couldn’t refuse tx based on $/race/etc


? employment—speculative—had no idea from month to month

Early success

National recognition –news magazines, tv

Model for other programs

Highly respected graduates—


Knowledge


Clinical skills


Well-rounded—able to communicate—liberal science bkgrd—treat many different types of people


Well mannered

Enrollment


70s—50 students


80s—35-40


late 80s—50


90s—50-55


97—45 

AB masters program

1991

director Mr. Dick mercer


rural primary care


emergency med


surgical tract to start in September 2000

2 years

week end college—

graduate work in your field

why????
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PA Predecessors

Feldshers—17th century Russia


mid-level practitioners


-showing the notion of mid-level pract. Is rooted strongly

Hospital mates—US Congress—1778 

Officers de Sante’—France 1803—abolished—1892

US Army medic—1891


Military influential part in development of the concept of PA ($)

Alaskan community health aids—1940

WHO—heath care workers to developing countries

Barefoot Dr.’s—china—1966(p.  20)


Chairman Mao’s cultural revolution



Decided professional people are ill to society(exiled them(no more professionals (felt they were poison to society)—they were replaced with barefoot dr’s—limited training—only now is medicine arising again

Office nurses—US—individual physicians trained good nurse to perform at higher level than the average—point—different groups with a relationship to us—mid level health care pratitioner

Milestones in development of “Modern” PA

Circumstances

I.  post WWII


Break through progress in diagnosing and treating(physician shift to specialty(specialty practice moves physicians to populated areeas(rural primary care settings lose health care due to the shift and retirement

II.  vietnam war


Health care need plus trained medical corpsmen

Support of government and organized medicine

1959—surgeon general recognized shortages

1961—ama president advocates use of medics

1961—Dr Charles Hudson—article in JAMA advocating the use of medics and speaks to AMA house of delegates

1968—health man-power act—funded training of pa’s

1972—accreditation essentialls

1973—NCCPA

1974—american college of surgeons joins joint review committee on education programs for pa’s (JRC-PA)

1977—rural health clinic services act—medicare reimbursement for pa and np services—incentive to employ pa’s and np’s

1979—graduate medical education national advisory council report



surplusses projected—pa’s and physicians (they were wrong)



program funding decreased about 40%

1986—medicare reimbursement for pa’s


hospitals—85%


nursing homes—75%


surgery—65%


85,75,65 established revenue basis to measure pa efficiency

1991—navy pa’s commissioned

1992—army and coast guard pa’s commissioned

1996—AAPA granted observer status at AMA house of delegates

AAPA

 Started in airport in kansas

1968—headquarters of aapa in washington DC

Mission


Enhance the role and utilization of pa’s


Promote pa’s to the public


Ensure competency through active involvement in pa education and certification


Research of the pa profession

Structure


President


Executive director


House of delegates (each state has members in it)


State


Individual membership (student and graduate)

Three presidents of aapa have were graduates of AB

Numerous state chapter presidents also graduates from AB

Entry into practice

1970—AMA urged state boards to license pa’s

State laws


Allow doctors to delegate


Pa’s always supervised


Each state designs own practice law


Prescribing authority almost a common trait (restrictions differ b/t states)

Qualifications for license (general)


Graduate of accredited program


Pass PANCE (and grandfathers)—some states allow you to practice with a temporary license after grad. And before PANCE—if fail—license revoked


Maintain certification (100CME every two years; retake PANCE every six years)

Current concerns of pa’s

How managed care schemes will utilize pa’s

Who is to use the title PA


HCFA


Florida



Ortho “PA”, not pa’s—want to take boards

Reimbursement for pa services


Uncertainty with some third party payers

Sudden increase in pa training programs

Maintaining dependent relationship with physicians


Integral part of pa—defines what the pa concept is—if independent, lose support from physicians and be in competition
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Introduction of Morality and Ethics

p.  19-26 (McConnel)

ethics—comes from greek word ethos meaning character.  Applies to the individual

morality—comes from latin word moralis meaning customs/manners.  Applied to group (society, etc.)

ethics is the study of moral beliefs

most authors don’t make distinction b/t ethics and moraltiy

Ethics is not:  (presumably some relationship, but not the same)—in and of themselves, they are not an ethical issue—eg. Something is unethical, so make it a law—sometimes people define ethics through these but it is not always consistent

Ethics and Law(

Many things that are legal can be unethical/vice versa


We make ethical arguments to change the law



Eg. Abortion—both sides claim ethical argument, not legal

Ethics and religion(

Ethics is not religion


Can be religious and not ethical/vice versa

Ethics and aesthetics((area of philosophy interested in beauty)


Distinction is a matter of taste


Sometimes there is overlap—song lyrics and relationship with immoral issues such as violence and sexual misconduct


Public funds going towards art that may be distasteful to some

Ethics and manners (customs)


Not easily related


Offensive does not mean unethical


Theory that state of manners is interrelated to deeper social problems (lack of remorse/violence)

Ethics and code of ethics(

Code of ethics is much like law—people use code as “legal” guide to decide of they are acting in an ethical fashion


The code is not meant to cover every ethical issue—only general guidelines

If something is to be considered a matter of ethics, it must fulfill certain criteria:


1.  of major importance or ultimate (in nature) (building block that other things rest on)


--can be daily or rare/ simple or exotic


eg. Truth telling—professional relationships/patient-healthcare provider


2.  involves human beings


--everything human beings do has the potential to be an ethical issue

Pertaining to Humans

Moral and ethical(good and right

Immoral and unethical(bad and wrong

Amoral—having no moral sense



Eg. Babies, extreme mental retardation, disease, accident



We do not hold these people accountable for their actions

Pertaining to animals and things

Nonmoral—outside the realm of morality altogether—dog bites person, etc.
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3.  Answering in a normative (should/ought) sense, involving reasoning (logic; well thought out; not based on emotion)

Ethics is the study of right and wrong action in matters of major importance, involving human beings, in which reasoning is the means at arriving at some normative answer.



Bioethics



Medical ethics

}all same meaning



Health care ethics

Where do values come from?

Objective view—supernatural source; nature; or combo of the two (comes from something other than human beings)

Subjective view—comes from human beings

Descriptive ethics—concerned with stating the actual beliefs of some personor group of persons—(not our approach)

Normative is our approach—means what should/ought be done—concerned with what really is right or wrong—not with what someone thinks is right or wrong

Context dependence—when the same kind of judgement can be right in one context or set of circumstances, and wrong in different context.

Argument—a certain chain of reasoning consisting of statements, called premises, the affirmation of which is designed to convince others to accept yet another statement, called the conclusion.—here we are interested in arguments that have been given in support of subjectivism.

Principles and theories—p. 19

General obligations—moral requirements that agents have simply because they are moral agents—don’t kill, don’t steal

Role-related obligations—moral requirements that have by virtue of their role, occupation, or position in society—PA’s provide reliable medical tx.


Some overlap of these—

Three Primary Principles

1.  Nonmaleficence—do no harm—some say it is general and not just role-related

2.  Principle of autonomy—don’t interfere with the actions/choices of independent individuals

3.  Principle of beneficence—promote the welfare of others

the problem arises when these principles conflict with one another


eg.  When you can only help someone by harming them


only help someone by violating their autonomy

Ethical theories p. 21

Normative Ethics
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Utilitarianism—Jeremy
Duty Ethics—Immanual Kant




Betham and John Stuart




Mill

*both of these sides developed in accordance with their religions—so that no decision would go against their respective religions

Mills—teleology; Kant—deontology ????
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Teleology

Utilitarianism—should/ought to do whatever produces the greatest consequences for the most individuals (assuming you can measure this).  Can lead to abuse of minority/individual—way out—there are certain rights that majority can’t violate

Deontology

Duty Ethics—Immanual Kant—do not take consequences into account.  It is your duty to do it.  Nothing to do with consequences(duty is regardless of consequences—it is based on something else—categorically imperative—the thing you should do


Charateristics


1.  logically consistent


2.  universalisable—applies to everyone, timeless, man/woman, rich/poor


It is right no matter what

Examples of duties


Tell the truth


Don’t kill

Problem for Kant—what happens when duties conflict?  He did not address this issue


Eg. German with Jews in basement



Lie and save them or tell truth and they will be killed

The whole issue here (teleology/deontology) is the approach to get to the result, not the result itself

Do not assume that every ethical issue has opposing views (deont/tele)—99% of the time, they come up with the same opinion but they arrive there for different reasons.
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Kant gets more exposure from normative ethics

Ought implies “can”—it assumes the person has the capacity to help

Virtue ethics—attributed to Aristotle—it does not say what you should/ought do.

Nicomachean ethics—concerned with character development—address the kind of person you should be—that will take care of individual actions—in other words, if you are an ethical person you will know what to do in situations.

This is an important part of the big picture.

Bennet books—children’s book of virtue.

Aristotle—character is not genetic.  Must build it with help from family, community, etc.—these all play a role in the development of character.

Golden mean—you will stray to some extreme.  Therefore you need some help from others to get to the golden mean.

Virtue ethics has a big role in medical ethics—must know and exhibit virtues of PA’s.


Virtue ethics has to do with non-normative ethics, character development, and the type of person the individual will be.

EXAM I TO HERE
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Virtue ethics—Aristitle

Four virtues

1.  Compassion—a trait combining an attitude of active regard for anothers welfare with an imaginative awareness and emotional response of deep sympathy, tenderness, and discomfort at the other persons ar animals misfortune or suffereing.


One hand—to express no emotion fails to provide what patients most need


Other hand—compassion may cloud judgement


Eg. Don’t treat family(judgement clouded too much


Kant—compassion for others blinds reason.  He goes by reason alone


“detached compassion”/”compassionate detachment”—do not mean anything in and of themselves—it is a struggle not to let compassion interupt judgement.

2.  Discernment—includes the ability to make judgements and reach decisions with out being unduly influenced by extraneous considerations, fears, or personal attachments.


Arisotle—wise person has good discernment.


Not born with this—it is a life long process to achieve

3.  Trustworthiness—trust is a confidence belief in and reliance upon the ability and moral character of another person


needed in all aspects of life


bedrock of healthcare

4.  Integrity—


general—moral integrity means soundness, reliability, wholeness, and integration of moral character.—follows the spirit of the law


restricted—moral integrity means fidelity, in adherance to moral norms.—follows the letter of the law of moral principles

Autonomy

Greek(autos (self)—


Normos (rule, governance, law)

Autonomous individual—freely acts in accordance with a self chosen plan

A person in diminished autonomy—in at least some respect is controlled by others or incapable of deliberating or acting on the basis of his/her desires and plans.

At least two conditions are essential for autonomy:


1.  Liberty—independence from controlling influences. (external)


2.  Agency—capacity for intentional action (internal)
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No absolute autonomy


--difficult when duties conflict


--struggle to weigh out autonomy with self-destruction


--how much do you intervene so that they don’t destruct—when you intervene, you are taking away their autonomy


--eg.  Parentc/children—when to intervene—don’t want to interfere with their learning process—but they may be doing something you know is wrong


--PA’s and patients—similar deal—school and experience helps us decide when we need to intervene with patient

--conflict(the respect for the patient’s autonomy vs. intervening

--sometimes an expression of self autonomy overrides into someone else’s life—eg. Go into Wendy’s and start shooting


--Can’t claim autonomy b/c when it starts affecting others, it is a violation of their autonomy


--Respect for autonomy is a bedrock to what we are as a free people



--allow people to make mistakes—even self destructive ones(when do you intervene???

Emmanual Kant—all persons have unconditional worth



--respect for autonomy



--very Utopian




--but this is the theoretical notion of why autonomy is held with such importance

Kant—Human beings are ends in themselves and never means to a greater end


--how to get subjects for research—treat them with autonomy or not—shouldn’t use them and hurt them for the good of others

Mill would say the same thing  but don’t override civil rights


--he would agree with Kant

Veatch—“Being autonomous is always a matter of degree


--we make decisions based on influences from family values, community, etc. (not completely from within ourselves)


--we make the decision, but we are influenced by external forces. (the decision is not completely autonomous b/c of the external aspects)

Public Policy


--we assume persons below the age of majority (18y), are lacking sufficient autonomy for a range of publicly significant decisions unless proven otherwise.


--once you reach 18 –you are presumed to be substantially autonomous unless there is adequate evidence to the contrary.]


--not totally an issue of competence—but it does come into play

Public Policy—had to draw a line somewhere


--it is a judicial decision to determine competency


--it may be based on medical evidence—but decision is made by the court


--even if person is judged incompetent, still can’t make decisions for them



--family will make decisions/or court will appoint attorney to do it

Provider Autonomy—


--how much / little autonomy do we have as PA’s
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Autonomy—go to hospital—gown, names, etc—infringe on autonomy


Disease—pain and suffering



--how does that infringe on autonomy?






May make hard to think clear, or may increase a person’s autonomy


Process of going to hospital—

Besides the obvious way autonomy gets violated, there are also subtle ways

Hospice—keep autonomy as go through terminal illness

Chapter 2—Moral Problems in the health care practitioner—patient relationship

p.30—engineering model—divorce self from questions of values.  Only deal with the facts.  Cant let values effect judgements.  Can this be done?

First—is it possible for health care workers not to make and act on moral judgements?

Second—expecting health care professionals to participate in acts that privately they believe are immoral is unfair and undesirable 

Third—patients may ask physicians to provide them with drugs or treatments that will harm those patients, and it is far from obvious that health care practitioners should comply with such requests

* engineering model emphasizes patient autonomy but gives no weight to beneficence 

Paternalistic Model—also called Priestly


Make decisions for others—in their best interest (always)—this overrides autonomy completely—some patients may want this.  They will do whatever Dr says.  Based on the assumption that they will treat in the best interest of the patient


Criticisms—1.  involves an inappropriate generalization of expertise—may know what is medically best but not what is overall best 



2.  gives health care workers too much power

--beneficence at the expense of autonomy—make decision without regard for the wishes of patients

p.32—Contractual Model

--satisfies autonomy and beneficence


more involved and educated public


true sharing relationship, each party has a role to play in the decision making process


each party gets benefits


patients are free to make all significant decisions 


day to day technical decisions may be made by health care providers


if no agreement, each party is free to end the relationship in a timely manner 
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p.  34—negative paternalism as opposed to positive paternalism

in general, the contractual model does not allow for paternalism, but it does not compel health care practitioners to agree with all of their patients’ wishes(negative paternalism (physician is refraining) if a patient wants treatment that the physician thinks is harmful/unwise the physician is under no obligation to provide that treatment.

Provider autonomy


If provider feels that a task/procedure is immoral—he/she can choose not to participate in it.


Emergency situation(if there is no one else to do it, it becomes a problem


There usually is someone else, but problem is when there is not.

Eg.  Dr in S. West Virginia(refused treatment to patients who smoke


Did he have a moral obligation to treat those patients?


The decision was not to make him treat(because there are enough other health care providers in that area.


They won’t force you to treat as long as there are other people who can take over.

Noncompliance—eg. Smoker/DM won’t stay on diet


Practitioners views



-burned out—feel as if they are not helping people



-morally wrong to some health care providers



-tx or no tx



-when do you have the provider autonomy to stop tx(find it morally wrong



-doesn’t allow for paternalism

Provider autonomy—if there is no one else(must treat


If there are others—don’t have to


-the other variable is the insurance company(what if they don’t cover the other Dr visit

Confidentiality—p. 34-35


-communications between health care providers and patients are supposed to be private—only convey info to others who are involved with treating the patient


-confidentiality is fundamental to this relationship


-never break conf b/c of malice/carelessness


-trust is based on confidence


-exceptions to confidentiality—must be a justifiable reason



1959—brittish medical association




-1- when statutory sanction will be imposed if physician fails to disclose information




-2- when breaching confidence will be in the best interest of the patient

10/8/99

Confidentiality and codes of medical ethics

p.  35—declaration of geneva—1948


-“Iwill hold in confidence all that my patient confides in me.  

p.  36—1990 AMA house of delegates—report—

--When confidence may be breached


1.  when breaching confidence is in the best interest of the individual patient


2.  when required by law to breach confidence


3.  when breaching confidence is in the public interest

**are permitted, not required to breach confidence


examples—


-of #1—potential suicide


-child abuse, GSW’s, contagious disease (Tb, syphilis, gonorrhea)


-murder and tatoo


-more on p. 36-37

p.  38—Why is confidentiality important?

Confidentiality –taken seriously b/c it is held on the surface as something we respect


Can arrive at this by either deontology or teleology (just has different reasoning)—start with the basic premise that confidentiality is a basic principle that the practice of medicine is based on


-Deontological reasoning—health care professionals tacitly promise to keep information about patients confidential and it is based on the right to privacy.



-1.  It is assumed that communications b/t patients and practitioners are private.



-2.  As a result, patients reveal things that they would not have otherwise



-3.  Patient’s right to privacy gives him/her the right to control who has access to this info



-4.  Therefore practitioners violate a patients right to privacy if they give info about that patient to others without that patients consent.


-Consequentialist reasoning—health care professionals can not do their jobs properly unless the confidentiality obligation is absolute…see bottom p. 38


-Appeals to what is best for ill persons as a class.

These two arguments are rooted in the fundamental values—autonomy and well-being


-the deontological argument basically says that without confidentiality, health care providers fail to respect their patients autonomy


-the consequentialist (teleological) argument says that the job of health care workers is to protect and promote the well-being of patients, which cannot be accomplished without confidentiality

AMA—breaching confidence in interest of individual patient (#1)


-if the patient is not competent, the physician must reveal info about the patient to others (family).  More challenging for competent patients.  Competent patients and suicide—physicians may reveal info—based on paternalism


--amendment of British General Medical Council—Dr should try to convince patient to reveal the info him/herself  before the Dr has to do it


**paternalistic breach of confidence is only justified when patients are not competent.  When they are competent—get their consent

AMA—Breaching confidence when required by law—(+2)


-p.  41


--just b/c it’s a law does not mean you should breach confidence—if there are serious effects on society of disobeying the law—however it is bad to disobey the law—if disobey law—no respect for law—need to look at individual cases


--it is too simplistic to say that physicians may breach conf whenever required by law to do so—it does not always take precedence over the obligation of conf.

AMA—Breaching confidence to protect public interest—p.  43

Breaching the confidence of one patient to protect another patient—p. 46


Choosing between two patients is a difficult problem—p.  47

Other reasons to breach confidentiality—


-in that persons best interest


-strong grounds on medical reasons (paternalistic reasons are not good enough)
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Chapter 2—continued

Four exceptions to confidentiality—based on the three AMA reasons to breach confidence

One and two are based on individual and law, respectively


Author doesn’t think that these are strong reasons


The law one is not strong based on the two reasons given by the AMA

Three—to protect public interest—the impression is that this exception has some strength/merit to it

p.  44—Tarasoff and Podder—1969


precedence was set


psychologist—Moore


T and P were students

Aug—P told Moore he wanted to kill T (girlfriend)

Oct—he killed her

--sometimes argument is made that if you don’t keep info in confidence that others won’t share info with you

majority opinion—other parties are more important

minority opinion—confidentiality is more important


T’s parents sued everybody—Supreme Court

Tobringer ruling—majority opinion—public safety is more important

Clark ruling—minority opinion—should maintain confidence

p.  45from “It is not important…” all rest

We have no way of knowing who is going to carry out what they say.  We also don’t know who will do things and they never came in

Eg.  Health care professionals and addiction—


PA to PA—only slap on the wrist


Public people—big trouble

Confidence sometimes on a need to know basis—keep it as private as you can


--may sometimes do them more good to involve another party

p.  46—2nd para


in general the courts and practice of psych—if patient mentions a specific person(need to warn them


if talking in general(have no one to warn so less unusual that they would do something—keep quiet

p.  46 +


breach confidence of one patient to protect another patient

last para on p. 46—not separate argument—separate argument of #3


eg. On p. 47
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Test—T/F, short answer, essays


General understanding of the ideas—ie. why is confidentiality important?  What are the three AMA exceptions?  Eg of them…, basis behind them…

Truth Telling  p. 48

Assumption that it is a moral obligation and there are reasons behind it.  In general, need to tell the truth or the trust system breaks down

p.  48—bottom—codes usually do not have a statement about truth telling of the patient condition.

p. 49—1961—88% of physicians said they don’t tell the truth about ca

1979—98% said that they do tell the truth

Rationale

60’s—didn’t have good treatment of ca so let them enjoy what they had left

70’s—better success rates with treatment(tell truth

today, even if poor prognosis—trend of still telling the truth

better or worse—still tell truth—autonomy has become more prevalent

in general—


60’s—accepted to lie


79—completely has reversed itself

reasoning behind consequentialism (teology) and non-consequentialism (deontology)

p.  50—consequ.—telling truth

p.  52—consequ.—withhold truth

p.  54—contractual argument for TT

exceptions for truth telling—p. 55

1.  Withholding truth from patient at family’s request p. 56

Assumptions


-assume the family knows patient better and longer than anyone


-family cares about patient and wants to promote the patients interests

--five counter arguments


-violate patients sense of autonomy


-family may not know the patient best


-family may not always know what is best for the patient


-the patient may suspect the truth and want to talk about it with family members


-troubling that physician has told family members b/f telling the patient—unacceptable breach of confidence unless authorized by patient.

2.  Withhold truth from patient at patient’s own request p.  57


-patient has contracted into a paternalistic relationship—complying here is not unacceptable


-patient has wife and three children—



--may not have the right not to know the truth about his/her own medical condition (family issues)—avoiding moral obligations

*Confidentiality and truth telling are bedrock aspects of trust in the patient-provider relationship

--having the info and doing something with it are two different things(its still the patient’s choice

p.  58 HIV  
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Chapter 3—Treatment and informed consent

p.  69 

--liberty principle—connected w/ autonomy



-must justify any interference with a person’s freedom


--harm principle—may restrict persons freedom to prevent harming non-consenting patients

Clarification about harm principle


p.  69


1.  there is no application for self inflicting harm (must be covered by paternalism)


2.  only prevent harm on non-consenting (must be majority age) parties—boxing, footbal



(paternalistic covers it)


3.  understood to apply to both private (killing, stealing) and public (institutions/systems) harm

p.  70—paternalism—we can force a person to do something without their consent when it is for their own good

p.  70—weak paternalism—nonvoluntary action—not able (ignorant, mental defect)

p.  71—strong paternalism—voluntary action

look up

weak paternalism is easier to justify than strong because only strong paternalism involves interfering with an agent autonomous choices

Paternalism is only justified when it is in the person’s best interest

p.  72—emergency situations—


--if person is incapable of expressing consent or refusal and treatment is needed immediately and no one is there to speak for the patient(consent is assumed

after stabilized—need to get consent for further actions

emergency situation when patient is able to give consent thru wrist band/card/etc

Good samaritan law

Also—EMT go house and patient refuses treatment—later they go back and patient is unconscious(treat them

Competent patients—p.  73

Competent adults refusal of medical treatment must be honored—religion reasons, etc (even if it is a life threatening decision

Justice Cordoza

p.  74—intervention in conflict with autonomy for religion purposes doesn’t have to be that only—can refuse treatment for any reason and normally it must be respected

if treatment is administered without consent—may be guilty of battery
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EXAM CH 2, 3, 7

Ch.3 emergency situations—p. 74

p. 85—


Element of informed consent


1.  competence—presupposition of IC.  Cant have ic without competence.  Competence is the ability to perform a task and it is relative to the task at hand.  


2.  disclosure of info—courts focus on this.  Must understand what they are consenting (risks ass. W/ treatment, results, alternatives, COST.  Not just the info and how much info, but also how the info is disclosed—give the pt time to assimilate the info and avoid coercion.  


3.  understanding—make sure pt has grasped the info—giving out info and understanding info is not the same thing.



--aspects that hinder understanding—irrationality, immaturity, info overload—ask them to tell you what they said to see if they understand


4.  Consent voluntariness—no coercion/no pressure/ no threats



--no manipulation—when you give only info that will encourage them to agree to the recommended tx


5.  authorization—the pt has signed requisite forms and or agreed verbally

p. 87—court and IC

Canterbury v. spence—1972

Cobb v. grant—1972

p.  88


--patient comes back and claims they were not truly informed (not all 5 steps).


--they need to show a risk that was not disclosed to them ended up being the cause of their injury.

p.  88—first full paragraph

--how do you know what info would have made a difference

p.88—2 tests used in the past


--prudent person test?


--
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chapter 3—p.  75-84

Guardians and incompetent patients


Emancipated minors—under 18—petition court for full rights of an adult

p.  81—exceptions

p.  84—bottom—last para


rare exceptions to pt’s right to refusal


med tx including lifesaving tx

HCP’s start thinking incompetent when pt tries to refuse tx—driving force is they want to do well for people

In medicine—18 is the majority age

p. 78—first full para


legal status of a guardian’s refusal of desirable non-lifesaving tx is not completely clear


eg.  Sports on Sunday

Parent refusal—


--risky surgery


--may not need it (dr’s don’t agree)


--wait until child is legal age to decide

TEST

Understand issues


Eg.  Ch 2—models, conf, AMA—breaching 

T/F; matching

Don’t have to know specific arguments—


Know general stuff—confidentiality is argued with deontological and teological 

p.  39 bottom and following—know exceptions to confidentiality 

Case—know Tarasoff v. Potter

Truth telling


--general argument—consequentialists have one for and one against

exceptions—p. 55 bottom (family request)

p.  56—reasons to doubt appropriateness

p.  57-60—rest of reasons to w/hold truth

ch.3—liberty and harm principle


emergency situations—based on presumed consent—when stabilized—need consent

know the five elements of informed consent

Courts and informed consent—risk and cause of injury (failure to disclose)

p.  89—highlighted

p.90—end of ch 3

ch 7—difference between human and non-human resources—p. 214
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ch7—no rushers and childers theory—p. 237—no obtaining med re

p. 215—Allocating scarce medical resources—there will always be scare resources


--safe bet that the need for resources is always going to be greater than the supply


--ethical dilemma—b/c we don’t have all the supplies we need



--discrepancy of allocating medical supplies

bottom of p. 215—as advances come along—there will be less available to everybody

p. 216-217—example—Swedish Hospital


--access to dialysis


--who will receive it when not everyone can get it?


--an example of more need than supply

p. 228—Obtaining Cadaver Organs


1.  giving policy


2.  trading policy—give and get something in return (pay insurance)


3.  presumed consent—assumes donations of organs unless you specify in writing that you do not want to donate—drawback—emphasis on individual autonomy(don’t assume anything. U.S. not like that

p.  229—Uniform Anatomical Gift Act—1968


major provisions


1.  18 + may donate body


2.  surviving relatives may donate if deceased has made no instructions


3.  if person made gift family cannot revoke it


4.  +1 next of kin, gift from relatives will not be accepted if any of them have an objection


5.  gift can be authorized if person carries card or if written communication has been received by a relative

drivers license

**understand the three systems and how they operate

p. 230-law against selling body parts in the US


--national transplant act of 84

OK to donate and get compensation—but can’t sell it

TEST—

20TF

5 MC

6 short answer

FOR EXAM III
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Allocating scarce medical resources—p. 218-227

--Rescher’s theory of social worth—


Stage I—narrow field of applicants to a workable number



1.  constituency factor—some hospitals only serve certain patients / or give priority to those patients



2.  prospective success factor—address saving as many lives as possible (get big number down to smaller workable number



3.  progress of science factor—learn most drugs and treatment modes so you can use them most efficiently and therefore treat more patients


Stage II—5 criteria—first 2 are medical / last three are social



1.  likelihood of success—similar to stage 1 #2—get down to workable number then figure out who to pick



2.  life expectancy—25 year old vs. 60 year old—save younger b/c life exp. is longer / assuming all other things are the same



3.  family role factor—people are of value to others and themselves—down to workable number then figure from family role—mother over bachelor



4.  potential future contributions—



5.  past services—



--4 and 5 play off eachother—60 year old vs. 20 year old

---the only way this is unfair is if one of these 5 are irrelevant or if there is something relevant that is left out

---fair b/c it applies to everyone

p.  221 bottom

Childress’s lottery method—p. 223


Stage I—reduce field of applicants only by medical considerations (get down to workable number like Rescher’s did)


Stage II—no longer take medical considerations into account—NEVER take social into account



Lottery—first come first serve—



Registry—can move up



Eg-transplantation surgery—if too many medical problems(fall off list at stage I

--major issues of transplant(organs limited and $$

p. 223-224

Problems with taking social aspects into account—we are not good judges of social worth; social worth infers that we don’t believe that we are equal

Positive aspects of lottery


--expresses our belief in the equality of all people


--promote trust b/t dr and pt


--if not selected, its better to lose out b/c of luck of the draw compared to lack of social worth


--shortage is more likely to disappear if use lottery and not social worth
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p. 237—obtaining renewable medical resources


blood—


1.  donarship system—no incentives


2.  free market system—paid for blood


3.  taxation system—p. 238—medically suitable


4.  penalty system—get some blood from inmates convicted of a minor offense

ch 6—experimentation –use of human subjects

bottom p 183

conflict b/t therapist and scientist


eg. Scientist—research


--therapist promotes health and well being of pts


--don’t have to into conflict, but sometimes do

p. 184—human vs animal subjects


sometimes must use human—different effects on different species; some medical problems are unique to certain species

also kids—


some rxns specific to kids and some disorders too

distinction b/t therapeutic and non-therapeutic research


--therapeutic research—generalized knowledge and directly help certain patients


--non-therapeutic research—new knowledge for future patients

eg—individual person with ca—therapeutic research


ca in general—non-therapeutic research

p. 184-185—consent


competency; risks

when research is therapeutic—subject consent / not consent

non-therapeutic research—subject consent w/risk; subject not consent w/ risk; subject consent w/ no risk; subject not consent w/ no risk

IRB—required to federally funded research—must go through this process

Questionnaire—should never have a way to find out who subjects are


Historical events that shaped recent medicine—protocol for experimentation


WWII holocaust 


Neurenberg trials


Tusquege incident—p. 198

Tusq—alabama—county health department in 1940s—black men came in with syphilis—didn’t tell them they had it so they could find out how it spreads through a community

Many research laws came about in 1970s!

To what degree can individual humans be used for a good purpose

We are driven to alleviate disease—the question is how do we do it with out causing more harm than good

Neuremberg code—


p. 186


--voluntary consent of human subjects is mandatory; competence of subjects; consent without coercion; knowledge of the experiment; inconveniences / risks / etc; children cannot be used; no distinction b/t therapeutic and non-therapeutic research—look this up

something of helsinki?

p. 188—1966 AMA guidelines for clinical experimentation

Therapeutic experimentation—


Physician should obtain consent for drugs / experimental proedures


May w/hold info if tx will harm the pt


May assume consent if emergency

Non-therapeutic research—


Different b/t AMA and helsinki


Minors and mentally incompetent are allowed for non-therapeutic research

AMA –2 conditions p . 189


--need guardian to give permission


--nature much be such that competent people would not be suitable for the research

p. 189—bottom –summary

p. 199—must consent always be obtained?

Placebo stuff

Non-therapeutic experiments

Goal to determine whether informing the subjects of placebo makes any difference

Random clinical trials—p. 201


Phase I—establish safety—level of toxicity


Phase II—promise of efficacy


Phase III—definative effects of efficacy by comparison with previous used tx / placebo

Purpose of clinical trials—determine effectiveness

Controversies—govt; red-tape; process of something being approved by FDA—politics / stock marhet

Bottom p 203—is it ever appropriate to stop a RTC

Look up cancer experiments—something about experimental and standard
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p. 206—risks of research involving children—


children may be vulnerable—easily coerced

Risks

--suffer irreparable physical harm (greater than adults)

--worries about psychological / emotional harm

Neuremberg code—


--no reason great enough to use children / incompetent adults

AMA—allows children and incompetent adults to be used in research

Ch. 5—abortion


Can also be a term for miscarriage

Sets of reasons to justify abortion—


--if abortion is wrong period—these don’t matter

1.  therapeutic—for medical reasons—save life / mental health—the least controversial

2.  eugenic—when pregnancy will produce a severely deformed child

3.  humanitarian—pregnancy is a result of incest / rape

4.  socioeconomic—woman already has many children / very poor family / unwanted child will be unhappy


--easily defended by a utilitarian perspective


--no matter what is done some bad consequences will ensue

5.  amniocentesis—gender

Human / Person


--person—entails rights; if human being is a person, can human being not be a person; permanent vegetative state—they still have rights
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Abortion—continued

Liberal and conservative views—p. 154-160

Conservative position of abortion—

1.  wrong to kill persons b/c they have the right to live

2.  human fetuses are persons and have the right to live

3.  therefore wrong to kill human fetuses

4.  to abort is to kill

5.  therefore wrong to abort human fetuses

Liberal position—p. 160

1.  wrong to kill innocent human beings

2.  fetuses are innocent human beings

3.  therefore it is wrong to kill fetuses

--most conservative view of personhood( personhood begins at conception

--most liberal view of personhood( personhood begins at birth

--b/t conception and birth—other people use other criteria for when personhood begins

Misty says when it is capable of living outside of the womb


--heart beat


--quickening


--etc

--all of these things are arbitrary; only conception and birth are not

problems with the conception belief—

problems with the birth belief—


--very premature birth


--eg.  Mom pregnant for 8 months



--other mom gave birth to a kid at 6 months(now, under this belief, the 6 month birth has more rights than the 8 month simply b/c he/she is born

viability—a fetus can be viable in and live after being born prematurely in one neighborhood but in another may not do well


--access to healthcare


--$$$$$$$$$

p. 163—potentiality person


--being that will b/c an actual person (that is, a being who will acquire all of the characteristics required of personhood)


--potentiality principle—


--any organism that will in the nl course of its development acquire the characteristics that endow a being with the right to life has a serious right to life now in virtue of that potential

--do potential persons have the same rights as persons??

Everything goes back to $

p. 161—Warren’s

--traits central to personhood—


--consciousness to feel pain


--developed capacity to reason


--self motivated activity independent of genetic / external control


--communicate complex messages


--self awareness and presence of self concepts

**these should not infect abortion b/c Warren says that fetuses possess none of these traits therefore are not persons

--conception to birth; and birth to death

--same or different criteria for personhood
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Euthanasia—


Dictionary definition—painless, easy death


--root of idea is a sense of a “good” death

--We’ve added our own discussion of the criteria of what is a good death—


--is it the actual death


--life’s accomplishments


--etc

--only the physical sense is what we will discuss here

--the act itself is not euthanasia unless 2 people are involved:


--one induces the death


--one dies

--therefore suicide is not euthanasia

--additional quality of euthanasia—


-the motive must be mercy—the only advantage to the act is the person dying

--important distinctions—


--hitler screwed up the meaning of euthanasia


--he was practicing genicide—hitler decided that it was in those peoples’ best interest to be off the face of the earth

p. 106—

--Active euthanasia—act in which death is deliberately induced by doing something for that purpose

--Passive euthanasia—allow death to come more quickly be stopping tx or refraining from initiating tx (w/holding and/or w/drawing)

*implications from legal and moral perspectives

Passive is more accepted b/c prolonging would add nothing to the life

James Rachels—p. 107—says there is no moral difference b/t active and passive euthanasia


--this is the minority argument


--interesting argument


--the bulk believe there is a moral distinction b/t active and passive


--some arguments that say there is no moral difference are actually trying to say that active is OK b/c passive is OK

**most peoplearguing for a distinction b/t the two are saying that passive is ok and active is not ok

--don’t worry about the details of Rachels for the test

Assisted suicide—give script and know that they will use it to kill themselves

Passive euthanasia—not about an action—about the cause of death—whatever condition got them brings death about

Eg—pull plug / turn off machine—both are passive it is the type of action that makes the difference

Euthanasia—person will never recover and never reverse the condition—death is inevitable 

--no moral distinction b/t withholding and withdrawing (passive euthanasia)—however there is more of a moral argument to remove it than never to start it

Active—the shot / etc is what actually kills them

Passive—the disease itself kills them 
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Religion and medicine—not in book

--different med schools vary with regard to how much weight is put on ethics

--more well rounded to hb’s

--all departments want us to do more of their stuff

--primary reason for pushing ethics—accreditation committees tell us to

much variety

human being is made up of 3 dimensions—


physical


mental


spiritual

--emphasis in psat has been physical and mental—

--as we understand more about the spirit—spiritual has become more important

--last 30-40 years—spiritual completely neglected in terms of training

--reasons left out--


--touchy subject


--spiritual doesn’t fit in memorizing stuff


--not the kind of stuff that can be quantified in research

changes—much research in last few years on rltshp b/t religion and medicine


--this info is not new to chaplains


--now it is quantified b/c of the research therefore it is new to med schools

--statistical data shows that people who pray do better physically than those who do not

WVU—included in history is spiritual life


Eg—how do you understand your illness in the light of your religious beliefs?

--spiritual answers may help heal physical / mental

Dr. Frankie—fairly supportive of bringing spirituality in


--concerns


--don’t make spirituality too much like medicine


--shouldn’t be able to quantify it


--a relationship is ok but don’t make the two the same

1.  suffering


what is it?  What is the rltshp to pain?  Is suffering always bad?  Can there be redemptive suffering?  If so what are the markers?

2.  healing


what is the difference b/t curing and healing?  Can someone be cured but not healed? And vice versa
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euthanasia—p. 106

Voluntary euthanasia—active or passive when pt. consents to dying


--advance directive—communicate it early—considered voluntary

Nonvoluntary—active or passive when patient has neither consented nor requested that it be done


Eg—unconscious / unresponsive patient—cant tell you there wishes

With advance directives—we may listen to other family members when its time that we should be using advance directives


Assumption—advance directive by competent person without coercion(should respect it

4 types of possibilities—


1—nonvoluntary active euthanasia—most difficult to justify


2—nonvoluntary passive


3—voluntary active


4—voluntary passive—easiest to justify



--p. 107

--all have particular moral aspects

bottom p. 107—no agreement regarding importance of distinction b/t active and passive euthanasia

--even those who say active euth is ok believe there is a distinction b/t active and passive

Rachels—strong argument

Doctrine of double effect—p. 111


Distinction b/t intentions and what is foreseen but not intended


--do something and in the process foresee certain side-effects


--the side effects are not the intentions (the ends)

critisisms—foresee not

p. 112 *

accept doctrine—yields plausible judgements in particular cases


eg—foresee consequences—kill one to save another (only way)
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Mr. Holt lecture

AAPA—1968—HQ—with APAP in Washington DC

Mission—


-enhance the role and utilization of PA’s


-promote PA’s to the public


-ensure competency thru active involvement in PA education and certification


-research of the PA profession

Structure—


-president—elected by members


-executive director


-house of delegates—two members from each state(position papers, rules and regulations


-state



-individual membership

--AAPA is the only group for us

PA program accreditation

1972—AMA—JRC-PA (joint review committee on education programs for PA’s)

1994—CAAHEP—committee on accreditation of allied health education programs (15-20 health vocations)


ARC-PA—accreditation review committee for Pas


Sponsor (members):



American academy of family practice



American academy of peds



American academy of pas



American college of physicians



American academy of surgeons



AMA



Association of PA programs

Program Considerations


Accreditation

1.  standards of accreditation--



--presents standards and guidelines for programs that would be accredited under CAAHEP

2.  initial site team visit


-report to ARC-PA


-ARC-PA recommendation to CAAHEP


-provisional accreditation or denial

3.  follow up site visit—15-30m


-report to ARC-PA


-ARC-PA recommendation to CAAHEP


-full, denial, ? other



--full could be from 1-7 years



--we have 2 years
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More euthanasia—ch 4

Doctrine of 2x effect—


--apply to anything in medicine (ethical dilemmas)



--eg—pain med in end stage life


--point—consequences of action that are foreseen but not intended , and consequences that are foreseen and intended


--only responsible for foreseen and intended consequences 


--eg—save one but the other will die


--some people skeptical of d of 2x e b/c can’t really know what person’s intentions were so can’t hold them responsible


--make a decision and justify it

1.  rachels criticism—it incorrectly implies that intention is relevant to rightness or wrongness of the act


--should intentions play a role in rightness or wrongness of an action?

2.  thru verbal manipulation a smart person can justify almost anything using D 2x E

p.  114—


Legalizing Euthanasia—


Must address 4 questions to evaluate this—


1.  who are possible subjects of euth


2.  does the proposal allow only for voluntary or also nonvolountary?


3.  passive and active?


4.  what safeguards are built in to protect against possibility of abuse?

--no one wants to restrict passive euthanasia—not even the church

--active euth is now legal in oregon—

discussion of the 4 quest—

question 1—subjects—


1.  terminal illness


2.  persistent vegetative state


3.  severely deformed infants


4.  severe senility (Alz)


5.  permanently lost things of greatest value to them—metaphysical aspects (concert pianist(paralyzed) 

Question 4—p. 119—safeguards


1.  restrict euth to those who requested it 


2.  competent


3.  at least 2 md’s sign off


4.  several requests by the person


5.  certain pd of time between request and act

oregon—must have less than 6 months to live

Pro and Con section—p. 119

Pro—prevent needless suffering, give beneficence and autonomy


--death with dignity

read pros and cons

p. 122—7th objection

p. 123

p. 133—in practice


--pt. competent(autonomy suggest help them


--pt suffering(beneficence suggests help them

--does it do harm or good?

p. 134—AMA arguments

2 issues—


--pain and pain relief(autonomy


--hospice(meet pain control



--people don’t want to invoke physician assisted suicide
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definition of death—


the cessation of the heart/lungs

1968—3rd organ of irreversible cessation(brain

--what do with people whose brain no longer functions, but could keep heart and lungs going with machinery

--manifestation of euthanasia—if turn off the machine—charged with murder

question of today—brain—whole brain




--upper brain—dead, lower brain works—can grunt

brain dead is death(it is no longer an issue of euthanasia

passive euthanasia—


--if pe is morally correct, are there any situations where pe is unacceptable>

ordinary—not OK

extraordinary—OK

$

invasive / technology

food/water—ordinary, so OK to take away

extraordinary—make it ordinary if just do it a lot

ought implies can, but can does not necessarily imply ought

DAX—work w/dad in gas well(explosion(scarred bad(wants to die(b/c attorney(fights for rights of people who want to die

p. 141—bottom—


hcp’s find w/drawing tx is harder than w/holding tx

--emotionally—harder to withdraw tx

Start tx—


1.  better evaluation—more time


2.  no duty to keep treating


3.  easier by policy to withdraw than withhold

PAS—133-135

Quill—bottom 134—argument—should pas be an option

FINAL REVIEW—

Ch7—218—allocation of scarce medical resources


--reschers and childers

--3 policies for cadaver donation

--no renewable resources

ch6—183—exp and use of human subjects


--difference b/t therapeutic and nontherapeutic research

186—neuremberg, helsinki, AMA

bottom 189—summary of comparison (children, incompetent)

190—200—nothing

201—random clinical trials


I, II, III


--mid 201—purpose, effectiveness of tx


--set up—2 groups and control


--know double blind

botom 202-203—placebos—may need to have some physiologic effect

ethical concern—is it appropriate to stop rct if know the others should be on it b/f stat sig is proven

206—chilren

no—willobrook

ch5—abortion—


149-150—reasons to justify


therapeutic, eugenic, humanitarian, etc 

abortion an dlaw—roe v wade—1973

p. 153—no one consrvative / liberal position—discussions within each

human being v person—distinction

Personhood

most conservative—conception

most liberal—birth

no detail about previous abortion just know what was said

p. 147—any time conception expelled from uterus prematurely(abortion whether it is intentional or not

ch4 euthanasia

types—active / passive, nonvol / vol

4 categories

definition of death


brain dead—not euth

no rachels—107-111

doct. 2x effect—know well

4 questions—know 1 and 4


1—subjects


4—safeguards

know all pros and cons—active euth and pas—general—p 119-125

pas—give something and they do it themselves

euth—you do it

12/6/99

PA certification—

--NCCPA(location—atlanta georgia)—national commission on certification of pas inc

PANCE—physician assistant certification examination


--administered by nccpa 

PANCE—


--graduation from an accredited program—


--offered in oct and april


--mc exam—no pe portion


--competency based exam


--retake 3-5-y, but evolving

1st exam—1973


--800 candidates


--formally trained


--informally trained


--np—if 4 month training


--pass rate very low w/ informally trained people

Florida not ok

Concerns of pas


--new programs


--HFCA reimbursement—health-care financing agency


--mississippi


--prescribing law


--federal funding for education


--degree

PA’s start at $100,000,000

