
HEALTH SOCIOLOGY

Topic Objective:

At the end of the topic student will be able to understand:

 Medical sociology

 Sociology of Health

 Acute tubular necrosis

Definition/Overview:

Healing, assessed physically, is the process by which the cells in the body regenerate and

repair to reduce the size of a damaged or necrotic area. Healing incorporates both the removal

of necrotic tissue (demolition), and the replacement of this tissue.The replacement can

happen in two ways:by regeneration: the necrotic cells are replaced by the same tissue as was

originally there.by repair: injured tissue is replaced with scar tissue.Most organs will heal

using a mixture of both mechanisms.Healing, assessed spiritually, emotionally, mentally or

otherwise, is a process which involves more than just the action of cells. Through prayer,

Abraham, the father of Judaism, Islam and Christianity, healed a man named Abimelech, his

wives and his maidservants. The words heal, healed, and healing occur 132 times in the King

James Version (KJV) of the Holy Bible. The Qur'an and the Torah also refer to the power of

God to heal, as do the scriptures of other faith traditions. There are also non-believers who

hold that healing is the result or more than just the action of cells on their own, and may be

the result of thought, energy, etc.

Key Points:

1. Medical sociology

Medical sociology is the study of individual and group behaviors with respect to health and

illness. Thus "medical" is a little simplistic, as the focus is not only on medical professionals

or their behaviours, but also focuses on human behavioural responses to health and

illness.Medical sociology is concerned with individual and group responses aimed at

assessing well-being, maintaining health, acting upon real or perceived illness, interacting
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with health care systems, and maximising health in the face of physiologic or functional

derangement. It also analyses the impact of the psychological conditions resulting from our

environment on our health.Talcott Parsons is often considered the father of medical sociology

because of his description of the 'Sick Role'. This describes the difference between the role of

a sick person as opposed to the 'Social Role' of a healthy person. He defines the sick role as

defining the motivation of the patient. Curiously enough, Parsons makes no mention of the

role of the doctor or other medical institutions. The sick role comprises four aspects: (1)

exemption from normal social role responsibilities, (2) the privilege of not being held

responsible for being sick, (3) the desire to get better and (4) the obligation to find proper

help and follow that advice.The field of medical sociology is usually taught as part of a wider

sociology, clinical psychology or health studies degree course, or on dedicated Master's

degree courses where it is sometimes combined with the study of medical ethics/bioethics.

2. Sociology of Health

In order for an injury to be healed by regeneration, the cell type that was destroyed must be

able to replicate. Most cells have this ability, although it is believed that cardiac muscle cells

and neurons are two important exceptions. Cells also need a collagen framework along which

to grow. Alongside most cells there is either a basement membrane or a collagenous network

made by fibroblasts that will guide the cells' growth. Since ischaemia and most toxins do not

destroy collagen, it will continue to exist even when the cells around it are dead.

3. Acute tubular necrosis

Acute tubular necrosis (ATN) in the kidney is a case in which cells heal completely by

regeneration. ATN occurs when the epithelial cells that line the kidney are destroyed by

either a lack of oxygen (such as in hypovolemic shock, when blood supply to the kidneys is

dramatically reduced), or by toxins (such as some antibiotics, heavy metals or carbon

tetrachloride).Although many of these epithelial cells are dead, there is typically patchy

necrosis, meaning that there are patches of epithelial cells still alive. In addition, the collagen

framework of the tubules remains completely intact. The existing epithelial cells can

replicate, and, using the basement membrane as a guide, eventually bring the kidney back to

normal. After regeneration is complete, the damage is undetectable, even microscopically.

Healing must happen by repair in the case of injury to cells that are unable to regenerate (e.g.

cardiac muscle or neurons). Also, damage to the collagen network (e.g. by enzymes or
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physical destruction), or its total collapse (as can happen in an infarct) cause healing to take

place by repair. Soon after injury, a wound healing cascade is unleashed. This cascade is

usually said to take place in three phases: the inflammatory, proliferative, and maturation

stages. In the inflammatory phase, macrophages and other phagocytic cells kill bacteria,

debride damaged tissue and release chemical factors such as growth hormones that encourage

fibroblasts epithelial cells and endothelial cells which make new capillaries to migrate to the

area and divide.In the proliferative phase, immature granulation tissue containing plump

active fibroblasts forms. Fibroblasts quickly produce abundant type III collagen, which fills

the defect left by an open wound. Granulation tissue moves, as a wave, from the border of the

injury towards the center. As granulation tissue matures, the fibroblasts produce less collagen

and become more spindly in appearance. They begin to produce the much stronger type I

collagen. Some of the fibroblasts mature into myofibroblasts which contain the same type of

actin found in smooth muscle, which enables them to contract and reduce the size of the

wound.During the maturation phase of wound healing, unnecessary vessels formed in

granulation tissue are removed by apoptosis, and type III collagen is largely replaced by type

I. Collagen which was originally disorganized is cross-linked and aligned along tension lines.

This phase can last a year or longer. Ultimately a scar made of collagen, containing a small

number of fibroblasts is left. The process of healing a common incision involves an

orchestrated sequence of events in standardized time, beginning with a clot at 0 hours,

neutrophil invasion at 3 to 24 hours, and mitoses in epithelial bases at 24 to 48 hours. After

this point, healing follows the previously mentioned procedure.

A distinction can be drawn between the "classical vitalism" and a "modern vitalism" that can

be accommodated by conventional biomedical science and the body's ability to heal itself.

This modern vitalism is best described by the phrase vis medicatrix naturae the healing power

of nature. Nature, or more specifically, the body's natural healing mechanisms, is the

principal mechanism by which any healing process occurs. Without these natural mechanisms

(our immune system, our wound healing capacity, and countless other regulatory and

corrective systems), life itself is barely possible. Some healing practices have taken to

naming this natural mechanism. Chiropractic often uses the term innate intelligence to

describe the body's inborn ability to heal itself.
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Topic : The Development Of Scientific Medicine

Topic Objective:

At the end of the topic student will be able to understand:

 Physical Examination

 Clinical skills

 Physician-Patient Relationship

 Cornerstones Of Diagnostic

 Physician's Perspective

 Transparency of Information

 Delivery systems

 Artificial insemination

 Development of Scientific Medicine

Definition/Overview:

Medicine is the practice of maintaining and restoring human health through the study,

diagnosis, and treatment of patients whose death it is the discipline's ultimate concern to

avert. It has traditionally been regarded as both an art and a science: the term is derived from

the Latin ars medicina meaning the art of healing. Whilst health science and biomedicine,

clinical medicine, surgery and research are together the very bedrock of contemporary

medicine, successful face-to-face relief of actual suffering resulting from disease and injury

continues to require the intangible application of human feeling and compassion, what is

referred to in English as "bedside manner."

The earliest type of medicine in most cultures was the use of empirical natural resources like

plants (herbalism), animal parts and minerals. In all societies, including Western ones, there

were also religious, ritual and magical resources. In aboriginal societies, there is a large scope

of medical systems related to religious thinking, cultural experience, and natural resources.

The religious ones more known are: animism (the notion of inanimate objects having spirits);

spiritualism (here meaning an appeal to gods or communion with ancestor spirits);
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shamanism (the vesting of an individual with mystic powers); and divination (the supposed

obtaining of truth by magic means). The field of medical anthropology studies the various

medical systems and their interaction with society, while prehistoric medicine addresses

diagnosis and treatment in prehistoric times.The practice of medicine developed gradually in

ancient Egypt, Babylonia, India, Sri Lanka, China, Greece, Persia, the Islamic world,

medieval Europe and early modern period in Persia (Rhazes and Avicenna), Spain (Abulcasis

and Avenzoar), Syria/Egypt (Ibn al-Nafis, 13th century), Italy (Gabriele Falloppio, 16th

century), England (William Harvey, 17th century). The focal points of development of

clinical medicine shifted to the United Kingdom and the USA by the early 1900s (Canadian-

born) Sir William Osler, Harvey Cushing). Possibly the major shift in medical thinking was

the gradual rejection, especially during the Black Death in the 14th and 15th centuries, of

what may be called the 'traditional authority' approach to science and medicine. This was the

notion that because some prominent person in the past said something must be so, then that

was the way it was, and anything one observed to the contrary was an anomaly (which was

paralleled by a similar shift in European society in general - see Copernicus's rejection of

Ptolemy's theories on astronomy). Physicians like Ibn al-Nafis and Vesalius led the way in

improving upon or indeed rejecting the theories of great authorities from the past (such as

Hippocrates, Galen and Avicenna), many of whose theories were in time discredited. Such

new attitudes were made possible in Europe by the weakening of the Roman Catholic

church's power in society, especially in the Republic of Venice.Evidence-based medicine is a

recent movement to establish the most effective algorithms of practice (ways of doing things)

through the use of the scientific method and modern global information science by collating

all the evidence and developing standard protocols which are then disseminated to healthcare

providers. One problem with this 'best practice' approach is that it could be seen to stifle

novel approaches to treatment.

Key Points:

1. Development of Scientific Medicine

The practice of medicine combines both science as the evidence base and art in the

application of this medical knowledge in combination with intuition and clinical judgment to

determine the treatment plan for each patient.
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Central to medicine is the patient-physician relationship established when a person with a

health concern seeks a physician's help; the 'medical encounter'. Other health professionals

similarly establish a relationship with a patient and may perform various interventions, e.g.

nurses, radiographers and therapists.

2. Artificial insemination

As part of the medical encounter, the healthcare provider needs to:

 Develop a relationship with the patient

 Gather data (medical history, systems inquiry, and physical examination, combined with

laboratory or imaging studies (investigations))

 Analyze and synthesize that data (assessment and/or differential diagnoses), and then:

 Develop a treatment plan (further testing, therapy, watchful observation, referral and follow-

up)

 Treat the patient accordingly

 Assess the progress of treatment and alter the plan as necessary (management).

The medical encounter is documented in a medical record, which is a legal document in many

jurisdictions.

3. Delivery systems

Medicine is practiced within the medical system, which is a legal, credentialing and financing

framework, established by a particular culture or government. The characteristics of a health

care system have significant effect on the way medical care is delivered. Most industrialized

countries and many developing countries deliver health care though a system of universal

health care which guarantees health care for all through a system of compulsory private or

co-operative health insurance funds or via government backed social insurance. This

insurance, (in effect, a form of taxation) ensures the entire population has access to medical

care on the basis of need rather than ability to pay. The delivery systems may be provided by

private medical practices or by state owned hospitals and clinics, or by charities. Most tribal

societies but also some communist countries (e.g. China) and at least one industrialized

capitalist country (the United States) provide no guarantee of health care for the population as
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a whole. In such societies, health care is available to those that can afford to pay for it or have

self insured it (either directly or as part of an employment contract) or who may be covered

by care financed by the government or tribe directly.

4. Transparency of Information

Transparency of information is another factor defining a delivery system. Access to

information on conditions, treatments, quality and pricing greatly affects the choice by

patients / consumers and therefore the incentives of medical professionals. While US health

care system has come under fire for lack of openness, new legislation may encourage greater

openness. There is a perceived tension between the need for transparency on the one hand

and such issues as patient confidentiality and the possible exploitation of information for

commercial gain on the other.

5. Physician's Perspective

An idealized physician's perspective, such as is taught in medical school, sees the core

aspects of the process as the physician learning the patient's symptoms, concerns and values;

in response the physician examines the patient, interprets the symptoms, and formulates a

diagnosis to explain the symptoms and their cause to the patient and to propose a treatment.

The job of a physician is similar to a human biologist: that is, to know the human frame and

situation in terms of normality. Once the physician knows what is normal and can measure

the patient against those norms, he or she can then determine the particular departure from the

normal and the degree of departure. This is called the diagnosis.

6. Cornerstones Of Diagnostic

The four great cornerstones of diagnostic medicine are anatomy (structure: what is there),

physiology (how the structure/s work), pathology (what goes wrong with the anatomy and

physiology) and psychology (mind and behavior). In addition, the physician should consider

the patient in their 'well' context rather than simply as a walking medical condition. This

means the socio-political context of the patient (family, work, stress, beliefs) should be

assessed as it often offers vital clues to the patient's condition and further management.A

patient typically presents a set of complaints (the symptoms) to the physician, who then

obtains further information about the patient's symptoms, previous state of health, living
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conditions, and so forth. The physician then makes a review of systems (ROS) or systems

inquiry, which is a set of ordered questions about each major body system in order: general

(such as weight loss), endocrine, cardio-respiratory, etc. Next comes the actual physical

examination and often laboratory tests; the findings are recorded, leading to a list of possible

diagnoses. These will be investigated in order of probability. The next task is to enlist the

patient's agreement to a management plan, which will include treatment as well as plans for

follow-up. Importantly, during this process the healthcare provider educates the patient about

the causes, progression, outcomes, and possible treatments of his ailments, as well as often

providing advice for maintaining health. This teaching relationship is the basis of calling the

physician doctor, which originally meant "teacher" in Latin. The patient-physician

relationship is additionally complicated by the patient's suffering (patient derives from the

Latin patior, "suffer") and limited ability to relieve it on his/her own. The physician's

expertise comes from his knowledge of what is healthy and normal contrasted with

knowledge and experience of other people who have suffered similar symptoms (unhealthy

and abnormal), and the proven ability to relieve it with medicines (pharmacology) or other

therapies about which the patient may initially have little knowledge.

7. Physician-Patient Relationship

The physician-patient relationship can be analyzed from the perspective of ethical concerns,

in terms of how well the goals of non-maleficence, beneficence, autonomy, and justice are

achieved. Many other values and ethical issues can be added to these. In different societies,

periods, and cultures, different values may be assigned different priorities. For example, in

the last 30 years medical care in the Western World has increasingly emphasized patient

autonomy in decision making. The relationship and process can also be analyzed in terms of

social power relationships (e.g., by Michel Foucault), or economic transactions. Physicians

have been accorded gradually higher status and respect over the last century, and they have

been entrusted with control of access to prescription medicines as a public health measure.

This represents a concentration of power and carries both advantages and disadvantages to

particular kinds of patients with particular kinds of conditions. A further twist has occurred in

the last 25 years as costs of medical care have risen, and a third party (an insurance company

or government agency) now often insists upon a share of decision-making power for a variety

of reasons, reducing freedom of choice of healthcare providers and patients in many ways.

The quality of the patient-physician relationship is important to both parties. The better the
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relationship in terms of mutual respect, knowledge, trust, shared values and perspectives

about disease and life, and time available, the better will be the amount and quality of

information about the patient's disease transferred in both directions, enhancing accuracy of

diagnosis and increasing the patient's knowledge about the disease. Where such a relationship

is poor the physician's ability to make a full assessment is compromised and the patient is

more likely to distrust the diagnosis and proposed treatment. In these circumstances and also

in cases where there is genuine divergence of medical opinions, a second opinion from

another physician may be sought or the patient may choose to go to another doctor.

In some settings, e.g. the hospital ward, the patient-physician relationship is much more

complex, and many other people are involved when somebody is ill: relatives, neighbors,

rescue specialists, nurses, technical personnel, social workers and others.

8. Clinical skills

A complete medical evaluation includes a medical history, a systems enquiry, a physical

examination, appropriate laboratory or imaging studies, analysis of data and medical decision

making to obtain diagnoses, and a treatment plan. The components of the medical history are:

Chief complaint (CC): the reason for the current medical visit. These are the 'symptoms.'

They are in the patient's own words and are recorded along with the duration of each one,

also called 'presenting complaint.'

9. Physical Examination

The physical examination is the examination of the patient looking for signs of disease

('Symptoms' are what the patient volunteers, 'Signs' are what the healthcare provider detects

by examination). The healthcare provider uses the senses of sight, hearing, touch, and

sometimes smell (taste has been made redundant by the availability of modern lab tests). Four

chief methods are used: inspection, palpation (feel), percussion (tap to determine resonance

characteristics), and auscultation (listen); smelling may be useful (e.g. infection, uremia,

diabetic ketoacidosis). The clinical examination involves study of:

 Vital signs including height, weight, body temperature, blood pressure, pulse, respiration rate,

hemoglobin oxygen saturation. General appearance of the patient and specific indicators of

disease (nutritional status, presence of jaundice, pallor or clubbing)
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 Skin

 Head, eye, ear, nose, and throat (HEENT)

 Cardiovascular (heart and blood vessels)

 Respiratory (large airways and lungs)

 Abdomen and rectum

 Genitalia (and pregnancy if the patient is or could be pregnant)

 Musculoskeletal (spine and extremities)

 Neurological (consciousness, awareness, brain, cranial nerves, spinal cord and peripheral

nerves)

 Psychiatric (orientation, mental state, evidence of abnormal perception or thought)

 Laboratory and imaging studies results may be obtained, if necessary

The medical decision-making (MDM) process involves analysis and synthesis of all the

above data to come up with a list of possible diagnoses (the differential diagnoses), along

with an idea of what needs to be done to obtain a definitive diagnosis that would explain the

patient's problem. The treatment plan may include ordering additional laboratory tests and

studies, starting therapy, referral to a specialist, or watchful observation. Follow-up may be

advised. This process is used by primary care providers as well as specialists. It may take

only a few minutes if the problem is simple and straightforward. On the other hand, it may

take weeks in a patient who has been hospitalized with bizarre symptoms or multi-system

problems, with involvement by several specialists. On subsequent visits, the process may be

repeated in an abbreviated manner to obtain any new history, symptoms, physical findings,

and lab or imaging results or specialist consultations.

Topic : Social Epidemiology

Topic Objective:

At the end of the topic student will be able to understand:

 Precision

 Random error
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 Economic Impacts of Disease Simulations

 Labour Force Life Impacts Simulations

 Population Life Impacts Simulations

 Health Management

 Epidemiological practice

 Social Epidemiology

Definition/Overview:

Social epidemiology is defined as "The branch of epidemiology that studies the social

distribution and social determinants of health," that is, "specific features of, and pathways by

which, societal conditions affect health." Social epidemiology may focus on individual-level

measures, or on emergent social properties that have no correlate at the individual level;

simultaneous analysis at both levels may be warranted. Use of such multilevel models (also

known as hierarchical and mixed effects models) has grown in recent years, but suffers from

theoretical and practical concerns.

Key Points:

1. Social Epidemiology

Social epidemiology overlaps with fields in the social sciences, most notably medical

sociology and medical geography. However, these latter fields often use health and disease in

order to explain specifically social phenomenon (such as the growth of lay health advocacy

movements), while social epidemiologists generally use social concepts in order to explain

patterns of health in the population. Epidemiologists employ a range of study designs from

the observational to experimental and are generally categorized as descriptive, analytic

(aiming to further examine known associations or hypothesized relationships), and

experimental (a term often equated with clinical or community trials of treatments and other

interventions). Epidemiological studies are aimed, where possible, at revealing unbiased

relationships between exposures such as alcohol or smoking, biological agents, stress, or

chemicals to mortality or morbidity. Identifying causal relationships between these exposures

and outcomes are important aspects of epidemiology. Modern epidemiologist use disease

informatics as a tool.
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Although epidemiology is sometimes viewed as a collection of statistical tools used to

elucidate the associations of exposures to health outcomes, a deeper understanding of this

science is that of discovering causal relationships. It is nearly impossible to say with perfect

accuracy how even the most simple physical systems behave beyond the immediate future,

much less the complex field of epidemiology, which draws on biology, sociology,

mathematics, statistics, anthropology, psychology, and policy; "Correlation does not imply

causation" is a common theme for much of the epidemiological literature. For

epidemiologists, the key is in the term inference. Epidemiologists use gathered data and a

broad range of biomedical and psychosocial theories in an iterative way to generate or expand

theory, to test hypotheses, and to make educated, informed assertions about which

relationships are causal, and about exactly how they are causal. Epidemiologists Rothman

and Greenlandemphasize that the "one cause - one effect" understanding is a simplistic mis-

belief. Most outcomes whether disease or death are caused by a chain or web consisting of

many component causes. As a public health discipline, epidemiologic evidence is often used

to advocate both personal measures like diet change and corporate measures like removal of

junk food advertising, with study findings disseminated to the general public in order to help

people to make informed decisions about their health. Often the uncertainties about these

findings are not communicated well; news articles often prominently report the latest result of

one study with little mention of its limitations, caveats, or context. Epidemiological tools

have proved effective in establishing major causes of diseases like cholera and lung cancer

but have had problems with more subtle health issues, and several recent epidemiological

results on medical treatments (for example, on the effects of hormone replacement therapy)

have been refuted by later randomized controlled trials.

2. Epidemiological practice

Epidemiological practice and the results of epidemiological analysis make a significant

contribution to emerging population-based health management frameworks.

Population-based health management encompasses the ability to:

 assess the health states and health needs of a target population;

 implement and evaluate interventions that are designed to improve the health of that

population; and
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 efficiently and effectively provide care for members of that population in a way that is

consistent with the communitys cultural, policy and health resource values.

3. Health Management

Modern population-based health management is complex, requiring a multiple set of skills

(medical, political, technological, mathematical etc.) of which epidemiological practice and

analysis is a core component that is unified with management science to provide efficient and

effective health care and health guidance to a population. This task requires the forward

looking ability of modern risk management approaches that transform health risk factors,

incidence, prevalence and mortality statistics (derived from epidemiological analysis) into

management metrics that not only guide how a health system responds to current population

health issues, but also how a health system can be managed to better respond to future

potential population health issues. Examples of organizations that use population-based

health management that leverage the work and results of epidemiological practice include

Canadian Strategy for Cancer Control, Health Canada Tobacco Control Programs, Rick

Hansen Foundation, Canadian Tobacco Control Research Initiative. Each of these

organizations use a population-based health management framework called Life at Risk that

combines epidemiological quantitative analysis with demographics, health agency

operational research and economics to perform:

4. Population Life Impacts Simulations

Measurement of the future potential impact of disease upon the population with respect to

new disease cases, prevalence, premature death as well as potential years of life lost from

disability and death;

5. Labour Force Life Impacts Simulations

Measurement of the future potential impact of disease upon the labour force with respect to

new disease cases, prevalence, premature death and potential years of life lost from disability

and death;
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6. Economic Impacts of Disease Simulations

Measurement of the future potential impact of disease upon private sector disposable income

impacts (wages, corporate profits, private health care costs) and public sector disposable

income impacts (personal income tax, corporate income tax, consumption taxes, publicly

funded health care costs). Case-series may refer to the qualititative study of the experience of

a single patient, or small group of patients with a similar diagnosis, or to a statistical

technique comparing periods during which patients are exposed to some factor with the

potential to produce illness with periods when they are unexposed.

The former type of study is purely descriptive and cannot be used to make inferences about

the general population of patients with that disease. These types of studies, in which an astute

clinician identifies an unusual feature of a disease or a patient's history, may lead to

formulation of a new hypothesis. Using the data from the series, analytic studies could be

done to investigate possible causal factors. These can include case control studies or

prospective studies. A case control study would involve matching comparable controls

without the disease to the cases in the series. A prospective study would involve following

the case series over time to evaluate the diseases natural history. The latter type, more

formally described as self-controlled case-series studies, divide individual patient follow-up

time into exposed and unexposed periods and use fixed-effects poisson regression processes

to compare the incidence rate of a given outcome between exposed and unexposed periods.

This technique has been extensively used in the study of adverse reactions to vaccination, and

has been shown to provide statistical power comparable to that available in cohort studies.

7. Random error

Random error is the result of fluctuations around a true value because of sampling variability.

Random error is just that: random. It can occur during data collection, coding, transfer, or

analysis. Examples of random error include: poorly worded questions, a misunderstanding in

interpreting an individual answer from a particular respondent, or a typographical error

during coding. Random error affects measurement in a transient, inconsistent manner and it is

impossible to correct for random error. There is random error in all sampling procedures.

This is called sampling error.
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8. Precision

Precision in epidemiological variables is a measure of random error. Precision is also

inversely related to random error, so that to reduce random error is to increase precision.

Confidence intervals are computed to demonstrate the precision of relative risk estimates.

The narrower the confidence interval, the more precise the relative risk estimate. There are

two basic ways to reduce random error in an epidemiological study. The first is to increase

the sample size of the study. In other words, add more subjects to your study. The second is

to reduce the variability in measurement in the study. This might be accomplished by using a

more accurate measuring device or by increasing the number of measurements.

Note, that if sample size or number of measurements is increased, or a more precise

measuring tool is purchased, the costs of the study are usually increased. There is usually an

uneasy balance between the need for adequate precision and the practical issue of study cost.

Topic : Society, Disease, And Illness

Topic Objective:

At the end of the topic student will be able to understand:

 Infectious Disease

 Flu spreads

 Disease

Definition/Overview:

A disease is an abnormal condition of an organism that impairs bodily functions. It is also

defined as a way of the body harming its self in an abnormal way, associated with specific

symptoms and signs.In human beings,"disease" is often used more broadly to refer to any

condition that causes extreme pain, dysfunction, distress, social problems, and/or death to the

person afflicted, or similar problems for those in contact with the person. In this broader

sense, it sometimes includes injuries, disabilities, disorders, syndromes, infections, isolated
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symptoms, deviant behaviors, and atypical variations of structure and function, while in other

contexts and for other purposes these may be considered distinguishable categories.

Key Points:

1. Disease

Some diseases such as influenza are contagious and infectious. Infectious diseases can be

transmitted by any of a variety of mechanisms, including inhalation of aerosols produced by

coughs and sneezes, by hand to mouth contact with infectious material on surfaces, by bites

of insects or other carriers of the disease, and from contaminated water or food (often via

faecal contamination), etc. In addition, there are sexually transmitted diseases. In some cases,

micro-organisms that are not readily spread from person to person play a role, while other

diseases can be prevented or ameliorated with appropriate nutrition or other lifestyle changes.

Some diseases such as cancer, heart disease and mental disorders are, in most cases, not

considered to be caused by infection, although there are important exceptions. Many diseases

(including some cancers, heart disease and mental disorders) have a partially or completely

genetic basis (see Genetic disorder) and may thus be transmitted from one generation to

another.

Living with disease can be very difficult. The identification of a condition as a disease, rather

than as simply a variation of human structure or function, can have significant social or

economic implications. The controversial recognitions as diseases of post-traumatic stress

disorder, also known as "Soldier's heart," "shell shock," and "combat fatigue;" repetitive

motion injury or repetitive stress injury (RSI); and Gulf War syndrome has had a number of

positive and negative effects on the financial and other responsibilities of governments,

corporations and institutions towards individuals, as well as on the individuals themselves.

The social implication of viewing aging as a disease could be profound, though this

classification is not yet widespread.A condition may be considered to be a disease in some

cultures or eras but not in others. Oppositional-defiant disorde, attention-deficit hyperactivity

disorder, and, increasingly, obesity, are conditions considered to be diseases in the United

States and Canada today, but were not so-considered decades ago and are not so-considered

in some other countries. Lepers were a group of afflicted individuals who were historically

shunned and the term "leper" still evokes social stigma. Fear of disease can still be a
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widespread social phenomena, though not all diseases evoke extreme social stigma.Sickness

confers the social legitimization of certain benefits, such as illness benefits, work avoidance,

and being looked after by others. In return, there is an obligation on the sick person to seek

treatment and work to become well once more. As a comparison, consider pregnancy, which

is not a state interpreted as disease or sickness by the individual. On the other hand, it is

considered by the medical community as a condition requiring medical care and by society at

large as a condition requiring one's staying at home from work.

Social issues are matters which directly or indirectly affect many or all members of a society

and are considered to be problems, controversies related to moral values, or both. Social

issues include poverty, violence, pollution, injustice, suppression of human rights,

discrimination, and crime, as well as abortion, gay marriage, gun control, autism, and the

teaching of evolution, to name a few. Social issues are related to the fabric of the community,

including conflicts among the interests of community members, and lie beyond the control of

any one individual.

2. Flu spreads

Flu spreads around the world in seasonal epidemics, killing millions of people in pandemic

years and hundreds of thousands in non-pandemic years. Three influenza pandemics occurred

in the 20th century and killed tens of millions of people, with each of these pandemics being

caused by the appearance of a new strain of the virus in humans. Often, these new strains

result from the spread of an existing flu virus to humans from other animal species. A deadly

avian strain named H5N1 has posed the greatest risk for a new influenza pandemic since it

first killed humans in Asia in the 1990s. Fortunately, this virus has not mutated to a form that

spreads easily between people. Vaccinations against influenza are usually given to people in

developed countries with a high risk of contracting the disease and to farmed poultry. The

most common human vaccine is the trivalent influenza vaccine that contains purified and

inactivated material from three viral strains. Typically, this vaccine includes material from

two influenza a virus subtypes and one influenza B virus strain. A vaccine formulated for one

year may be ineffective in the following year, since the influenza virus changes rapidly over

time, and different strains become dominant. Antiviral drugs can be used to treat influenza,

with neuraminidase inhibitors being particularly effective.
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3. Infectious Disease

An infectious disease is a clinically evident disease resulting from the presence of pathogenic

microbial agents, including pathogenic viruses, pathogenic bacteria, fungi, protozoa,

multicellular parasites, and aberrant proteins known as prions. These pathogens are able to

cause disease in animals and/or plants.Infectious pathologies are usually qualified as

contagious diseases (also called communicable diseases) due to their potentiality of

transmission from one person or species to another. Transmission of an infectious disease

may occur through one or more of diverse pathways including physical contact with infected

individuals. These infecting agents may also be transmitted through liquids, food, body

fluids, contaminated objects, airborne inhalation, or through vector-borne spread. The term

infectivity describes the ability of an organism to enter, survive and multiply in the host,

while the infectiousness of a disease indicates the comparative ease with which the disease is

transmitted to other hosts. An infection however, is not synonymous with an infectious

disease, as an infection may not cause important clinical symptoms or impair host function.

In Section 2 of this course you will cover these topics:
Social Stress

Health Behavior

Experiencing Illness And Disability

Physicians And The Profession Of Medicine

Topic : Social Stress

Topic Objective:

At the end of the topic student will be able to understand:

 Social

 Environmental

 Chronic stress
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 Autonomic Nervous System

 Neurochemistry Of The Stress

 Stress

Definition/Overview:

Chronic Stress is stress that lasts a long time or occurs frequently. Chronic stress is

potentially damaging. Family problems, a difficult class at school, a schedule that is too busy,

or a long illness can cause chronic stress.

Symptoms of chronic stress can be:

 eating disorder

 upset stomach

 headache

 backache

 insomnia

 anxiety

 depression

 anger

In the most severe cases it can lead to panic attacks or a panic disorder. There are a variety of

methods to control chronic stress, including exercise, healthy diet, stress management,

relaxation techniques, adequate rest, and relaxing hobbies.

Ensuring a healthy diet containing magnesium may help control or eliminate stress, in those

individuals with lower levels of magnesium or those who have a magnesium deficiency.

Chronic stress can also lead to a magnesium deficiency, which can be a factor in continued

chronic stress, and a whole host of other negative medical conditions caused by a magnesium

deficiency. It has been discovered that there is a huge upsurge in the number of people who

suffer from this condition. A very large number of these new cases suffer from insomnia.
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Key Points:

1. Stress

Stress is the consequence of the failure to adapt to change. It is, in medical terms, the

consequence of the disruption of homeostasis through physical or psychological stimuli. Less

simply: it's the condition that results when person-environment interaction leads someone to

perceive a painful discrepancy, real or imagined, between the demands of a situation on the

one hand and their social, biological, or psychological resources on the other.

2. Neurochemistry Of The Stress

The neurochemistry of the stress response is now believed to be well understood, although

much remains to be discovered about how the components of this system interact with one

another, in the brain and throughout in the body. In response to a stressor, corticotropin-

releasing hormone (CRH) and arginine-vasopressin (AVP) are secreted into the hypophyseal

portal system and activate neurons of the paraventricular nuclei (PVN) of the hypothalamus.

The locus ceruleus and other noradrenergic cell groups of the medulla and pons, collectively

known as the LC/NE system, also become active and use brain epinephrine to execute

autonomic and neuroendocrine responses, serving as a global alarm system.

3. Autonomic Nervous System

The autonomic nervous system provides the rapid response to stress commonly known as the

fight-or-flight response, engaging the sympathetic nervous system and withdrawing the

parasympathetic nervous system, thereby enacting cardiovascular, respiratory,

gastrointestinal, renal, and endocrine changes.The so-called hypothalamic-pituitary-adrenal

axis (HPA), a major part of the neuroendocrine system involving the interactions of the

hypothalamus, the pituitary gland, and the adrenal glands, is also activated by release of CRH

and AVP. This results in release of adrenocorticotropic hormone (ACTH) from the pituitary

into the general bloodstream, which results in secretion of cortisol and other glucocorticoids

from the adrenal cortex. These corticoids involve the whole body in the organism's response

to stress and ultimately contribute to the termination of the response via inhibitory feedback.

Stress can significantly affect many of the body's immune systems, as can an individual's

perceptions of, and reactions to, stress. The term psychoneuroimmunology is used to describe

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

20
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



the interactions between the mental state, nervous and immune systems, as well as research

on the interconnections of these systems.

4. Chronic stress

Chronic stress has also been shown to impair developmental growth in children by lowering

the pituitary gland's production of growth hormone, as in children associated with a home

environment involving serious marital discord, alcoholism, or child abuse.

Both negative and positive stressors can lead to stress. Some common categories and

examples of stressors include:

 Sensory: pain, bright light

 Life events: birth and deaths, marriage, and divorce

 Responsibilities: lack of money, unemployment

 Work/study: exams, project deadlines, and group projects

 Personal relationships: conflict, deception

 Lifestyle: heavy drinking, insufficient sleep

5. Environmental

Lack of control over environmental circumstances, such as food, housing, health, freedom, or

mobility

6. Social

Struggles with conspecific individuals and social defeat can be potent sources of chronic

stresses; adverse experiences during development (e.g. prenatal exposure to maternal stress,

poor attachment histories, sexual abuse) are thought to contribute to deficits in the maturity of

an individual's stress response systems. One evaluation of the different stresses in people's

lives is the Holmes and Rahe stress scale.

The term "stress" had none of its current general senses before the 1950s. As a semi-

psychological term referring to hardship or coercion, it dated from the 14th century. It is a

form of the Middle English destresse, derived via Old French from the Latin stringere to draw

tight. It had long been in use in physics to refer to the internal distribution of a force exerted
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on a material body, resulting in strain. In the 1920s and 30s, the term was occasionally being

used in psychological circles to refer to a mental strain or unwelcome happening, and by

advocates of holistic medicine to refer to a harmful environmental agent that could cause

illness. Walter Cannon used it in 1934 to refer to external factors that disrupted what he

called "homeostasis". But a new scientific usage developed out of Hans Seyle's reports of his

laboratory experiments in the 1930s. Selye started to use the term to refer not just to the agent

but to the state of the organism as it responded and adapted to the environment. His theories

of a universal non-specific stress response attracted great interest and contention in academic

physiology and he undertook extensive research programmes and publication efforts.

However, while the work attracted continued support from advocates of psychosomatic

medicine, many in experimental physiology concluded that his concepts were too vague and

unmeasurable. During the 1950s Selye turned away from the laboratory to promote his

concept through popular books and lectures tours. The US military became a key center of

stress research, attempting to understand and reduce combat neurosis and psychiatric

casualties. Seyle wrote for both non-academic physicians and, in an international bestseller

titled "Stress of Life", for the general public. A broad biopsychosocial concept of stress and

adaptation offered the promise of helping everyone achieve health and happiness by

successfully responding to changing global challenges and the problems of modern

civilisation. He coined the term "eustress" for positive stress, by constrast to distress. He

argued that all people have a natural urge and need to work for their own benefit, a message

that found favor with industrialists and governments.

He also coined the term "stressor" to refer to the causative event or stimulus, as opposed to

the resulting state of stress.From the late 1960s, Selye's concept started to be taken up by

academic psychologists, who sought to quantify "life stress" by scoring "significant life

events", and a large amount of research was undertaken to examine links between stress and

disease of all kinds. By the late 1970s stress had become the medical area of greatest concern

to the general population, and more basic research was called for to better address the issue.

There was renewed laboratory research into the neuroendocrine, molecular and

immunological bases of stress, conceived as a useful heuristic not necessarily tied to Selye's

original hypotheses. By the 1990s, "stress" had become an integral part of modern scientific

understanding in all areas of physiology and human functioning, and one of the great

metaphors of Western life. Focus grew on stress in certain settings, such as workplace stress.

Stress management techniques were developed.Its psychological uses are frequently
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metaphorical rather than literal, used as a catch-all for perceived difficulties in life. It also

became a euphemism, a way of referring to problems and eliciting sympathy without being

explicitly confessional, just "stressed out". It covers a huge range of phenomena from mild

irritation to the kind of severe problems that might result in a real breakdown of health. In

popular usage almost any event or situation between these extremes could be described as

stressful. The most extreme events and reactions may elicit the diagnosis of Posttraumatic

stress disorder.

Topic : Health Behavior

Topic Objective:

At the end of the topic student will be able to understand:

 Prevention

 Prolonged psychological stress

 Physical exercise

 Exercise

 Nutrition

Definition/Overview:

Health is a state of complete physical, mental and social well-being and not merely the

absence of disease or infirmity. A strong indicator of the health of populations is height,

which is generally increased by improving nutrition and health care, and is also influenced by

the standard of living and quality of life. Genetics is also a major factor in people's height.

The study of human growth, its regulators, and its implications is known as Auxology. One

way to think about mental health is by looking at how effectively and successfully a person

functions. Feeling capable and competent; being able to handle normal levels of stress,

maintain satisfying relationships, and lead an independent life; and being able to "bounce

back," or recover from difficult situations, are all signs of mental health.Encompassing your

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

23
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



emotional, social, andmost importantlyyour mental well-being; All these aspectsemotional,

physical, and socialmust function together to achieve overall health.

Key Points:

1. Nutrition

Nutrition is the science that studies how what people eat affects their health and performance,

such as foods or food components that cause diseases or deteriorate health (such as eating too

many calories, which is a major contributing factor to obesity, diabetes, and heart disease).

The field of nutrition also studies foods and dietary supplements that improve performance,

promote health, and cure or prevent disease, such as eating fibrous foods to reduce the risk of

colon cancer, or supplementing with vitamin C to strengthen teeth and gums and to improve

the immune system. Personal health depends partially on the social structure of ones life. The

maintenance of strong social relationships is linked to good health conditions, longevity,

productivity, and a positive attitude. This is due to the fact that positive social interaction as

viewed by the participant increases many chemical levels in the brain which are linked to

personality and intelligence traits. Essentially this means that positive reinforcement from a

third party make one more socially adept, in control, and relaxed physically and mentally, all

of which are proven to effect the nervous system(UHF).

2. Exercise

Exercise is the performance of movements in order to develop or maintain physical fitness

and overall health. It is often directed toward also honing athletic ability or skill. Frequent

and regular physical exercise is an important component in the prevention of some of the

diseases of affluence such as cancer, heart disease, cardiovascular disease, Type 2 diabetes,

obesity and back pain.Exercises are generally grouped into three types depending on the

overall effect they have on the human body:Flexibility exercises such as stretching improve

the range of motion of muscles and joints.Aerobic exercises such as walking and running

focus on increasing cardiovascular endurance and muscle density.Anaerobic exercises such

as weight training or sprinting increase muscle mass and strength.
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3. Physical exercise

Physical exercise is considered important for maintaining physical fitness including healthy

weight; building and maintaining healthy bones, muscles, and joints; promoting physiological

well-being; reducing surgical risks; and strengthening the immune system.Proper nutrition is

just as, if not more, important to health as exercise. When exercising it becomes even more

important to have good diet to ensure the body has the correct ratio of macronutrients whilst

providing ample micronutrients; this is to aid the body with the recovery process following

strenuous exercise. When the body falls short of proper nutrition, it gets into starvation mode

developed through evolution and depends onto fat content for survival. Research suggest that

the production of thyroid hormones can be negatively affected by repeated bouts of dieting

and calorie restriction. Proper rest and recovery is also as important to health as exercise,

otherwise the body exists in a permanently injured state and will not improve or adapt

adequately to the exercise.

The above two factors can be compromised by psychological compulsions (eating disorders

such as exercise bulimia, anorexia, and other bulimias), misinformation, a lack of

organization, or a lack of motivation. These all lead to a decreased state of health.Delayed

Onset Muscle Soreness can occur after any exercise, particularly if the body is in an

unconditioned state relative to that exercise and the exercise involves repetitive eccentric

contractions. Hygiene is the practice of keeping the body clean to prevent infection and

illness, and the avoidance of contact with infectious agents. Hygiene practices include

bathing, brushing and flossing teeth, washing hands especially before eating, washing food

before it is eaten, cleaning food preparation utensils and surfaces before and after preparing

meals, and many others. This may help prevent infection and illness. By cleaning the body,

dead skin cells are washed away with the germs, reducing their chance of entering the body.

4. Prolonged psychological stress

Prolonged psychological stress may negatively impact health, such as by weakening the

immune system. Stress management is the application of methods to either reduce stress or

increase tolerance to stress. Certain nootropics do both. Exercising to improve physical

fitness, especially cardiovascular fitness, boosts the immune system and increases stress

tolerance. Relaxation techniques are physical methods used to relieve stress. Examples

include sexual intercourse, progressive relaxation, and fractional relaxation. Psychological
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methods include cognitive therapy, meditation, and positive thinking which work by reducing

response to stress. Improving relevant skills and abilities builds confidence, which also

reduces the stress reaction to situations where those skills are applicable. Reducing

uncertainty, by increasing knowledge and experience related to stress-causing situations, has

the same effect. Learning to cope with problems better, such as improving problem solving

and time management skills, may also reduce stressful reaction to problems. Repeatedly

facing an object of one's fears may also desensitize the fight-or-flight response with respect to

that stimulus -- e.g., facing bullies may reduce fear of bullies.

5. Prevention

Health care is the prevention, treatment, and management of illness and the preservation of

mental and physical well being through the services offered by the medical, nursing, and

allied health professions. According to the World Health Organization, health care embraces

all the goods and services designed to promote health, including preventive, curative and

palliative interventions, whether directed to individuals or to populations. The organized

provision of such services may constitute a health care system. This can include a specific

governmental organization such as the National Health Service in the UK, or a cooperation

across the National Health Service and Social Services as in Shared Care.

Topic : Experiencing Illness And Disability

Topic Objective:

At the end of the topic student will be able to understand:

 Moral Model

 Spectrum Model

 Blind Person

 Disability
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Definition/Overview:

Disability is a condition or function judged to be significantly impaired/distorted relative to

the usual standard or spectrum of an individual of their group. The term is often used to refer

to individual functioning, including physical impairment, sensory impairment, cognitive

impairment, intellectual impairment, mental illness, and various types of chronic disease.

This usage has been described by some disabled people as being associated with a medical

model of disability.The human rights or social model by contrast is presented as focusing on

the interaction between a person and their environment, highlighting the role of a society in

labeling, causing or maintaining disability within that society, including through attitudes or

accessibility and favoring the majority. Disabilities may come to people during their life or

people may be born disabled. On December 13, 2006, the United Nations formally agreed on

the Convention on the Rights of Persons with Disabilities, the first human rights treaty of the

21st century, to protect and enhance the rights and opportunities of the world's estimated 650

million disabled people. Countries that sign up to the convention will be required to adopt

national laws, and remove old ones, so that persons with disabilities would, for example, have

equal rights to education, employment, and cultural life; the right to own and inherit property;

not be discriminated against in marriage, children, etc; not be unwilling subjects in medical

experiments.In 1976, the United Nations launched its International Year for Disabled Persons

(1981), later re-named the International Year of Disabled Persons. The UN Decade of

Disabled Persons (1983-1993) featured a World Programme of Action Concerning Disabled

Persons. In 1979, Frank Bowe was the only person with a disability representing any country

in the planning of IYDP-1981. Today, many countries have named representatives who are

themselves individuals with disabilities. The decade was closed in an address before the

General Assembly by Robert Davila. Both Bowe and Davila are deaf. In 1984, UNESCO

accepted sign language for use in education of deaf children and youth. Current issues and

debates surrounding 'disability' include social and political rights, social inclusion and

citizenship. In developed countries the debate has moved beyond a concern about the

perceived cost of maintaining dependent people with a disability to an effort to find effective

ways of ensuring people with a disability can participate in and contribute to society in all

spheres of life.Many are concerned, however, that the greatest need is in developing nations -

- where the vast bulk of the estimated 650 million persons with disabilities reside. A great

deal of work -- from basic physical accessibility through education to self-empowerment and

self-supporting employment -- is needed. In the past few years, disability rights activists have
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also focused on obtaining full sexual citizenship for the disabled. There is the great marathon

for disabled people in June 2008.

Key Points:

1. Disability

The International Classification of Functioning, Disability and Health (ICF), produced by the

World Health Organization, distinguishes between body functions (physiological or

psychological, e.g. vision) and body structures (anatomical parts, e.g. the eye and related

structures). Impairment in bodily structure or function is defined as involving an anomaly,

defect, loss or other significant deviation from certain generally accepted population

standards, which may fluctuate over time. Activity is defined as the execution of a task or

action. The ICF lists 9 broad domains of functioning which can be affected:

 Learning and applying knowledge

 General tasks and demands

 Communication

 Mobility

 Self-care

 Domestic life

 Interpersonal interactions and relationships

 Major life areas

 Community, social and civic life

The introduction to the ICF states that a variety of conceptual models has been proposed to

understand and explain disability and functioning, which it seeks to integrate.

The medical model is presented as viewing disability as a problem of the person, directly

caused by disease, trauma, or other health condition which therefore requires sustained

medical care provided in the form of individual treatment by professionals. In the medical

model, management of the disability is aimed at "cure", or the individuals adjustment and

behavioral change that would lead to an "almost-cure" or effective cure. In the medical
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model, medical care is viewed as the main issue, and at the political level, the principal

response is that of modifying or reforming healthcare policy.

The social model of disability sees the issue of "disability" mainly as a socially created

problem, and basically as a matter of the full integration of individuals into society. In this

model disability is not an attribute of an individual, but rather a complex collection of

conditions, many of which are created by the social environment. Hence, in this model, the

management of the problem requires social action, and thus, it is the collective responsibility

of society at large to make the environmental modifications necessary for the full

participation of people with disabilities in all areas of social life. The issue is both cultural

and ideological, requiring individual, community, and large-scale social change. Viewed

from this perspective equal access for people with impairment/disability is a human rights

issue of major concern.

2. Blind Person

The American Psychological Association style guide states that, when identifying a person

with impairment, the person's name or pronoun should come first, and descriptions of the

impairment/disability should be used so that the impairment is identified, but is not

modifying the person. Improper examples would be "A Borderline, a "Blind Person." For

instance: people with/who have Down syndrome, a man with/who has schizophrenia (instead

of a Schizophrenic man), and a girl with paraplegia/who is paraplegic. It also states that a

person's adaptive equipment should be described functionally as something that assists a

person, not as something that limits a person (e.g., "A woman who uses a wheelchair" rather

than "in" it or "confined" to it.

However, in the UK, the term 'disabled people' is generally preferred to 'people with

disabilities'. It is argued under the social model that while someone's impairment (e.g. being

unable to walk) is part of them, 'disability' is something created by external societal factors

such as a lack of wheelchair access to their workplace. Though this argument can be

countered by considering that without that "oppressive" society (ie: in a natural wild setting)

the disabled would have little to no chance of survival beyond infancy or the time of their

injury. Many books on disability and disability rights point out that 'disabled' is an identity

that one is not necessarily born with, as disabilities are more often acquired than congenital.

Some disability rights activists use an acronym TAB, "Temporarily Able-Bodied", as a
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reminder that many people will develop disabilities at some point in their lives, due to

accidents, illness (physical, mental or emotional), or late-emerging effects of genetics.

The late Prime Minister Olof Palme of Sweden, speaking at the Stanford UniversityLaw

Schoolin the 1970s, summed up the divergence between U.S. and Swedish attitudes towards

people with disabilities:

Americans regard the able-bodied and the disabled as, effectively, actively or not,

consciously or subconsciously, two separate species, whereas, Swedes regard them as

humans in different life stages: all babies are helpless, cared for by parents; sick people are

cared by those who are well; elderly people are cared by those younger and healthier, etc.

Able-bodied people are able to help those who need it, without pity, because they know their

turn at not being able-bodied will come.

Palme maintained that if it cost the country $US 40,000 per year to enable a person with a

disability to work at a job that paid $40,000, the society gained a net benefit, because the

society benefited by allowing this worker to participate cooperatively, rather than to be a

drain on other people's time and money.

3. Spectrum Model

The spectrum model refers to the range of visibility, audibility and sensibility under which

mankind function. The model asserts that disability does not necessarily mean reduced

spectrum of operations. Instead, it could also include distorted/shifted spectrum. For instance,

a blind person may be extra sensitive to infrared or ultraviolet waves.

4. Moral Model

The moral model refers to the attitude that people are morally responsible for their own

disability, including, at one extreme, as a result of bad actions of parents if congenital, or as a

result of practicing witchcraft if not. This attitude can be seen as a religious fundamentalist

offshoot of the original animal roots of human beings, back when humans killed any baby

that could not survive on its own in the wild.

The expert/professional model has provided a traditional response to disability issues and can

be seen as an offshoot of the Medical Model. Within its framework, professionals follow a
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process of identifying the impairment and its limitations (using the Medical Model), and

taking the necessary action to improve the position of the disabled person. This has tended to

produce a system in which an authoritarian, over-active service provider prescribes and acts

for a passive client. The tragedy/charity model depicts disabled people as victims of

circumstance, deserving of pity. This and Medical Model are probably the ones most used by

non-disabled people to define and explain disability.

Topic : Physicians And The Profession Of Medicine

Topic Objective:

At the end of the topic student will be able to understand:

 General Medical Council of Britain

 Medical Education Programs

 Physician and Surgeon

Definition/Overview:

A physician, medical practitioner or medical doctor is a person who practices medicine and is

concerned with maintaining or restoring human health through the study, diagnosis, and

treatment of disease and injury. This is accomplished through a detailed knowledge of

anatomy, physiology, diseases and treatment the science of medicine and its applied practice

the art or craft of medicine.

Key Points:

1. Physician and Surgeon

In North America, physician is now widely used in the broad sense, and applies to any legally

qualified and licensed practitioner of medicine. In the United States, the term physician is

commonly used to describe any medical doctor holding the degrees of Doctor of Medicine
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(MD) or Doctor of Osteopathic Medicine (DO), or the holders of legally equivalent medical

degrees from other countries (in the UK and other Commonwealth countries, such degrees

are typically MB BS, MB BChir etc). The American Medical Association, established in

1847, uses physician in this broad sense to describe all its members.

On both sides of the Atlantic, the combined term "Physician and Surgeon" is a venerable way

to describe either a general practitioner, or else any medical practitioner irrespective of

specialty. This usage still shows the older, narrower meaning of physician and preserves the

old difference between a physician, as a practitioner of physic, and a surgeon. The term may

be used by state medical boards in the United States of America, and by equivalent bodies in

provinces of Canada, to describe any medical practitioner.

Within the United States, the term physician may also describe holders of the Doctor of

Osteopathic Medicine (D.O.) degree; the DO, and the MD are the only degrees permitting

U.S. medical licensure. Internationally, there are variations in the D.O. degree and osteopaths

are recognized as physicians in 48 countries. Osteopathic education includes teaching

manipulative medicine. Within the United States, some practitioners of primary care hold

degrees such as Doctor of Chiropractic (D.C.), Doctor of Naturopathic Medicine (N.D.), or

Doctors of Podiatric Medicine (D.P.M.). Chiropractors, naturopaths and podiatrists maintain

a relatively narrow scope of practice compared to MDs and DOs, and are rarely referred to as

physicians. Nurse practitioners (NPs) are not described as physicians; the American College

of Nurse Practitioners do not describe themselves this way. They are classified as allied

healthcare professionals. Some nurse practitioners may perform work similar to that of some

physicians, especially in primary care, but of a lesser scope. Physician Assistants are classed

as advance practice clinicians.

Physicians are traditionally considered to be members of a learned profession, because of the

extensive training requirements, and also because of the occupation's special ethical and legal

duties. Physicians are often members, or fellows of professional organizations such as the

Royal College of Physicians in the United Kingdom. The practice of medicine has ancient

associations with religion and magic; see article on History of medicine. Physicians

commonly enjoy high social status, often combined with expectations of a high and stable

income and job security. However, medical practitioners often work long and inflexible

hours, with shifts at unsociable times, and may earn less than other professionals whose

education is of comparable length.
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2. Medical Education Programs

In all developed countries, entry-level medical education programs are tertiary-level courses,

undertaken at a medical school attached to a university. Depending on jurisdiction and

university, entry may follow directly from secondary school or require pre-requisite

undergraduate education. The former commonly take five or six years to complete. Programs

that require previous undergraduate education (typically a three or four year degree, often in

Science) are usually four or five years in length. Hence, gaining a basic medical degree may

typically take from five to eight years, depending on jurisdiction and university.

Following completion of entry-level training, newly graduated medical practitioners are often

required to undertake a period of supervised practice before full registration is granted,

typically one or two years. This may be referred to as "internship" or "conditional

registration. Medical practitioners hold a medical degree specific to the university from

which they graduated. This degree qualifies the medical practitioner to become licensed or

registered under the laws of that particular country, and sometimes of several countries,

subject to requirements for internship or conditional registration.

After graduation, medical practitioners often undertake further training in a particular field, to

become a medical specialist. In North America, this is often referred to as residency training;

in Commonwealth countries, such trainees are often called registrars. This further training

typically takes from three to six years, depending on specialty and jurisdiction. Primary care

is increasingly recognized as a specialty, and residency programmes in this field are

becoming common. A medical practitioner who completes specialist training in internal

medicine (or in one of its sub-specialties) is an internist or a physician in the older, narrower

sense. In some jurisdictions, specialty training is begun immediately following completion of

entry-level training, or even before. In other jurisdictions, junior medical doctors must

undertake generalist (un-streamed) training for one or more years before commencing

specialization.

Hence, depending on jurisdiction, a specialist physician (internist) often does not achieve

recognition as a specialist until twelve or more years after commencing basic medical

training five to eight years at university to obtain a basic medical qualification, and up to

another six years to become a specialist.
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Among the English-speaking countries, this process is known either as licensure as in the

United States, or as registration in the United Kingdom, other Commonwealth countries, and

Ireland. Synonyms in use elsewhere include colegiacin in Spain, ishi menkyo in Japan,

autorisasjon in Norway, Approbation in Germany, and "άδεια εργασίας" in Greece. In

France, Italyand Portugal, civilian physicians must be members of the Order of Physicians to

practice medicine.In some countries, including the United Kingdomand Ireland, the

profession largely regulates itself, with the government affirming the regulating body's

authority.

3. General Medical Council of Britain

The best known example of this is probably the General Medical Council of Britain. In all

countries, the regulating authorities will revoke permission to practice in cases of malpractice

or serious misconduct. In the large English-speaking federations (USA, Canada, Australia),

the licensing or registration of medical practitioners is done at a state or provincial level.

Australian states usually have a "Medical Board," while Canadian provinces usually have a

"College of Physicians and Surgeons." All American states have an agency which is usually

called the "Medical Board", although there are alternate names such as "Board of Medicine,"

"Board of Medical Examiners", "Board of Medical Licensure", "Board of Healing Arts" or

some other variation. After graduating from medical school, physicians who wish to practice

in the USA usually take standardized exams, such as the USMLE for MDs or COMLEX-

USA for osteopathic physicians, which enable them to obtain a certificate to practice from the

appropriate state agency.

Most countries have some method of officially recognizing specialist qualifications in all

branches of medicine, including internal medicine. Sometimes, this aims to promote public

safety by restricting the use of hazardous treatments. Other reasons for regulating specialists

may include standardization of recognition for hospital employment and restriction on which

practitioners are entitled to receive higher insurance payments for specialist services.

In Section 3 of this course you will cover these topics:

Medical Education And The Socialization Of Physicians
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Nurses, Mid-Level Health Care Practitioners, And Allied Health Workers

Complementary And Alternative Medicine

Topic : Medical Education And The Socialization Of Physicians

Topic Objective:

At the end of the topic student will be able to understand:

 Example of medical education systems

 Primary care

 Medical Education

Definition/Overview:

Medical education is education related to the practice of being a medical practitioner, either

the initial training to become a doctor (i.e., medical school and internship) or additional

training thereafter (e.g., residency and fellowship).Medical education and training varies

considerably across the world. Various teaching methodologies have been utilised in medical

education, which is an active area of educational research.

Entry-level medical education programs are tertiary-level courses undertaken at a medical

school. Depending on jurisdiction and university, these may be either undergraduate-entry

(most of Europe, India, China), or graduate-entry programs (mainly Australia and Canada), or

second entry degrees (United States).Generally, initial training is taken at medical school.

Traditionally initial medical education is divided between preclinical and clinical studies. The

former consists of the basic sciences such as anatomy, physiology, biochemistry,

pharmacology, pathology. The latter consists of teaching in the various areas of clinical

medicine such as internal medicine, pediatrics, obstetrics and gynecology, psychiatry, and

surgery. Increasingly, however, medical programs are using systems-based curricula in which

learning is integrated, and several institutions do this. There has been a proliferation of

programmes that combine medical training with research (MD PhD) or management

programmes (MD MBA), although this has been criticised. Following completion of entry-
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level training, newly graduated doctors are often required to undertake a period of supervised

practice before full registration is granted; this is most often of one year duration and may be

referred to as "internship" or "provisional registration" or "residency".Further training in a

particular field of medicine may be undertaken. In some jurisdictions this is commenced

immediately following completion of entry-level training, whilst other jurisdictions require

junior doctors to undertake generalist (unstreamed) training for a number of years before

commencing specialisation.

Key Points:

1. Medical Education

In all developed countries, entry-level medical education programs are tertiary-level courses,

undertaken at a medical school attached to a university. Depending on jurisdiction and

university, entry may follow directly from secondary school or require pre-requisite

undergraduate education. The former commonly take five or six years to complete. Programs

that require previous undergraduate education (typically a three or four year degree, often in

Science) are usually four or five years in length. Hence, gaining a basic medical degree may

typically take from five to eight years, depending on jurisdiction and university. Following

completion of entry-level training, newly graduated medical practitioners are often required

to undertake a period of supervised practice before full registration is granted, typically one

or two years. This may be referred to as "internship" or "conditional registration". Medical

practitioners hold a medical degree specific to the university from which they graduated. This

degree qualifies the medical practitioner to become licensed or registered under the laws of

that particular country, and sometimes of several countries, subject to requirements for

internship or conditional registration. After graduation, medical practitioners often undertake

further training in a particular field, to become a medical specialist. In North America, this is

often referred to as residency training; in Commonwealth countries, such trainees are often

called registrars. This further training typically takes from three to six years, depending on

specialty and jurisdiction.
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2. Primary care

Primary care is increasingly recognized as a specialty, and residency programmes in this field

are becoming common. A medical practitioner who completes specialist training in internal

medicine (or in one of its sub-specialties) is an internist, or a physician in the older, narrower

sense.In some jurisdictions, specialty training is begun immediately following completion of

entry-level training, or even before. In other jurisdictions, junior medical doctors must

undertake generalist (un-streamed) training for one or more years before commencing

specialization. Hence, depending on jurisdiction, a specialist physician (internist) often does

not achieve recognition as a specialist until twelve or more years after commencing basic

medical training five to eight years at university to obtain a basic medical qualification, and

up to another six years to become a specialist.

Among the English-speaking countries, this process is known either as licensure as in the

United States, or as registration in the United Kingdom, other Commonwealth countries, and

Ireland. Synonyms in use elsewhere include colegiacin in Spain, ishi menkyo in Japan,

autorisasjon in Norway, Approbation in Germany, and "άδεια εργασίας" in Greece. In

France, Italyand Portugal, civilian physicians must be members of the Order of Physicians to

practice medicine.In some countries, including the United Kingdomand Ireland, the

profession largely regulates itself, with the government affirming the regulating body's

authority. The best known example of this is probably the General Medical Council of

Britain. In all countries, the regulating authorities will revoke permission to practice in cases

of malpractice or serious misconduct. In the large English-speaking federations (USA,

Canada, Australia), the licensing or registration of medical practitioners is done at a state or

provincial level. Australian states usually have a "Medical Board," while Canadian provinces

usually have a "College of Physicians and Surgeons." All American states have an agency

which is usually called the "Medical Board", although there are alternate names such as

"Board of Medicine," "Board of Medical Examiners", "Board of Medical Licensure", "Board

of Healing Arts" or some other variation. After graduating from medical school, physicians

who wish to practice in the USA usually take standardized exams, such as the USMLE for

MDs or COMLEX-USA for osteopathic physicians, which enable them to obtain a certificate

to practice from the appropriate state agency.
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3. Example of medical education systems

Presently, in England, a typical medicine course at university is 5 years or 4 years if the

student already holds a degree. Amongst some institutions and for some students, it may be 6

years (including the selection of an intercalated BSctaking one yearat some point after the

pre-clinical studies). All programs culminate in the Bachelor of Medicine and Surgery degree

(abbreviated MB BChir, BM BCh, MB BCh, MBChB, BM BS, MB BS etc.). This is

followed by 2 clinical foundation years afterwards, namely F1 and F2 similar to internship

training. Students register with the UKGeneral Medical Council at the end of F1. At the end

of F2, they may pursue further years of study. In the USand Canada, a potential medical

student must first complete an undergraduate degree in any subject before applying to a

graduate medical school to pursue an (M.D. or D.O.) program. Some students opt for the

research-focused MD/PhD dual degree, which is usually completed in 7-8 years. There are

certain courses which are pre-requisite for being accepted to medical school, such as general

chemistry, organic chemistry, physics, mathematics, biology, English, labwork, etc. The

specific requirements vary by school. In Australia, there are two pathways to a medical

degree. Students can choose to take a five or six year undergraduate medical degree Bachelor

of Medicine/Bachelor of Surgery (MBBS or BMed) straight from high school, or complete a

bachelors degree (generally three years, usually in the medical sciences) and then apply for a

four year graduate entry Bachelor of Medicine/Bachelor of Surgery (MBBS) program.

Topic : Nurses, Mid-Level Health Care Practitioners, And Allied Health Workers

Topic Objective:

At the end of the topic student will be able to understand:

 Major Divisions

 Diplomas

 Nursing practice

 History
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Definition/Overview:

Nursing is a profession focused on assisting individuals, families, and communities in

attaining, maintaining, and recovering optimal health and functioning. Modern definitions of

nursing define it as a science and an art that focuses on promoting quality of life as defined

by persons and families, throughout their life experiences from birth to care at the end of life.

Nursing has existed in various forms in every culture, although the definition of the term and

the practice of nursing have changed greatly over time. The oldest sense of the word in the

English language a woman employed to suckle and/or generally care for a younger child. The

former being known as a wet nurse and the latter being known as a dry nurse.

Key Points:

1. History

In the 15th century, this developed into the idea of looking after or advising another, not

necessarily meaning a woman looking after a child. Nursing has continued to develop in this

latter sense, although the idea of nourishing in the broadest sense refers in modern nursing to

promoting quality of life. Prior to the foundation of modern nursing, nuns and the military

often provided nursing-like services. The religious and military roots of modern nursing

remain in evidence today in many countries. For example: in Britain, senior female nurses are

known as sisters. It was during time of war that a significant development in nursing history

arose when Florence Nightingale, working to improve conditions of soldiers in the Crimean

War, laid the foundation stone of professional nursing with the principles summarised in the

book Notes on Nursing.

Other important nurses in the development of the profession include: Mary Seacole, who also

worked as a nurse in the Crimea; Agnes Elizabeth Jones and Linda Richards, who established

quality nursing schools in the USA and Japan, and Linda Richards who was officially

America's first trained nurse, graduating in 1873 from the New England Hospital for Women

and Children in Boston. New Zealand was the first country to regulate nurses nationally, with

adoption of the Nurses Registration Act on the 12th of September, 1901. Ellen Dougherty

was the first registered nurse. North Carolina was the first state in the United States to pass a

nursing licensure law in 1903.Nurses have experienced difficulty with the hierarchy in
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medicine that has resulted in an impression that nurses primary purpose is to follow the

direction of medics. This tendency is certainly not observed in Nightingale's Notes on

Nursing, where the doctors are mentioned relatively infrequently and often in critical tones,

particularly relating to bedside manner.The modern era has seen the development of nursing

degrees and nursing has numerous journals to broaden the knowledge base of the profession.

Nurses are often in key management roles within health services and hold research posts at

universities.

The authority for the practice of nursing is based upon a social contract that delineates

professional rights and responsibilities as well as mechanisms for public accountability. In

almost all countries, nursing practice is defined and governed by law, and entrance to the

profession is regulated at national or state level. The aim of the nursing community

worldwide is to develop the profession guided by continuing education based on nursing

research, and to regulate standards of competency and ethics. There are a number of

educational paths to becoming a professional nurse, which vary greatly worldwide, but all

involve extensive study of nursing theory and practice and training in clinical skills.

2. Nursing practice

Nursing practice is primarily the caring relationship between the nurse and the person in their

care. In providing nursing care, nurses are implementing the nursing care plan, which is

based on a nursing assessment. Registration as a registered nurse now requires an associate

degree at least, considered the foundation for any future specialization within nursing any

other type of medical ways.

3. Diplomas

Postgraduate diplomas provide further vocational training for specialist areas. Masters level

courses are available in both research and course work streams; a specialist course has been

developed to provide preparation for registration as a nurse practitioner. Professional

doctorates are also available.Australia has a long tradition of post-basic courses, usually of a

six month (minor) or twelve month (major) duration, which included midwifery, maternal

and child welfare, psychiatric, peri-operative ("theatre nursing"), intensive care, and coronary

care in later years, as well as a myriad of other courses. They are now provided by the

university sector as postgraduate diplomas or post graduate certificates, depending on the

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

40
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



length and complexity.There are options available for hospital trained nurses to upgrade their

qualifications to a Bachelor of Nursing (post registration). However, most opt instead to

undertake specialist courses such as a postgraduate diploma or certification in the area of

their clinical interest.Enrolled nurses are trained in the "technical and further education"

(TAFE) sector of approximately twelve months duration. In some states, this length has been

increased to 18 months to result in diploma level qualification rather than certificate 4. All

Enrolled nurse training courses now include a module that permits enrolled nurses to

dispense oral, topical, enteral medications, and intramuscular and subcutaneous injections. In

some areas of Australia NSW in particular Enrolled nurses are also allowed to administer

intravenous medications via a peripheral cannula up to a schedule 4d. Nurses practice in a

wide range of settings, from hospitals to visiting people in their homes and caring for them in

schools to research in pharmaceutical companies. Nurses work in occupational health settings

(also called industrial health settings), free-standing clinics and physician offices, nurse-run

clinics, long-term care facilities and camps. They also work on cruise ships and in military

service. Nurses act as advisers and consultants to the healthcare and insurance industries.

Some are attorneys and others work with attorneys as legal nurse consultants, reviewing

patient records to assure that adequate care was provided and testifying in court. Nurses can

work on a temporary basis, which involves doing shifts without a contact in a variety of

settings, sometimes known as per diem nursing, agency nursing or travel nursing. The

practice of nursing is governed by laws that define a scope of practice, generally mandated by

the legislature of the political division within which the nurse practices. Nurses are held

legally responsible and accountable for their practice. The standard of care is that of the

"prudent nurse."

Nursing is the most diverse of all healthcare professions. Nurses practice in a wide range of

settings but generally nursing is divided depending on the needs of the person being nursed.

4. Major Divisions

The major divisions are:

 the nursing of people with mental health problems - Psychiatric and mental health nursing

 the nursing of people with learning or developmental disabilities - Learning disability nursing

(UK)

 the nursing of children - Pediatric nursing.
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 the nursing of older adults - Geriatric nursing

 the nursing of people in their own homes - Home health nursing (US), District nursing and

Health visiting (UK). See also Live-in nurse

There are also specialist areas such as cardiac nursing, orthopedic nursing, palliative care,

perioperative nursing and oncology nursing.

Topic : Complementary And Alternative Medicine

Topic Objective:

At the end of the topic student will be able to understand:

 Use Of Alternative Medicine

 Medical Journal of Australia about CAM

 Alternative Medicine

 Complementary and Alternative Medicine

Definition/Overview:

Complementary and alternative medicine (CAM) is an umbrella term for complementary

medicine and alternative medicine. The term also incorporates integrative medicine. Typical

examples of CAMapproaches are herbalism, meditation, chiropractic, yoga, body work and

diet-based therapies. Definitions of CAM vary with culture and time and can change with

scientific evidence.

Key Points:

1. Complementary and Alternative Medicine

CAMtherapies have been criticized by scientific researchers. According to the Institute of

Medicine (IOM), "A lack of consistency in the definition of what is included in CAM is
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found throughout the literature." For the purposes of their report, entitled "Complementary

and Alternative Medicine in the United States" (2005), the IOM adopted this definition:

"Complementary and alternative medicine (CAM) is a broad domain of resources that

encompasses health systems, modalities, and practices and their accompanying theories and

beliefs, other than those intrinsic to the dominant health system of a particular society or

culture in a given historical period. CAMincludes such resources perceived by their users as

associated with positive health outcomes. Boundaries within CAM and between the

CAMdomain and the domain of the dominant system are not always sharp or fixed." Other

groups and individuals have offered various definitions and distinguishing characteristics of

CAM. The National Centerfor Complementary and Alternative Medicine defines CAMas "a

group of diverse medical and health care systems, practices, and products, that are not

currently part of conventional medicine." NCCAM has developed what the IOM calls "[o]ne

of the most widely used classification structures" for the branches of complementary and

alternative medicine. David M. Eisenberg defines CAM as "medical interventions not taught

widely at U.S. medical schools or generally available at U.S.hospitals. Richard Dawkins

defines CAM as a "set of practices which cannot be tested, refuse to be tested, or consistently

fail tests." Marcia Angell and J. P. Kassirer state that "There is only medicine that has been

adequately tested and medicine that has not, medicine that works and medicine that may or

may not work." Fontanarosa and Lundberg also deny that such a thing as "alternative

medicine" exists, saying there is only "evidence-based medicine supported by solid data or

unproven medicine."

2. Alternative Medicine

The term "alternative medicine" is used to describe these practices when they are used in

place of conventional medicine. Used in conjunction and cooperation with conventional

medicine they are termed "complementary medicine". "Integrative" or "integrated medicine"

combines conventional medical treatments with CAM treatments which have some high-

quality scientific evidence. It is viewed by its advocates as the best of complementary

medicine. Ralph Snyderman and Andrew Weil considered "integrative medicine is not

synonymous with complementary and alternative medicine (CAM). It has a far larger

meaning and mission in that it calls for restoration of the focus of medicine on health and

healing and emphasizes the centrality of the patient-physician relationship." The combination
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of orthodox and complementary medicine with an emphasis on prevention and lifestyle

changes is known as Integrated health.

According to Angell and Kassirer, "What most sets alternative medicine apart, in our view, is

that it has not been scientifically tested and its advocates largely deny the need for such

testing." They also state "many treatments used in conventional medicine have not been

rigorously tested, either, but the scientific community generally acknowledges that this is a

failing that needs to be remedied. They state: "Once a treatment has been tested rigorously, it

no longer matters whether it was considered alternative at the outset. If it is found to be

reasonably safe and effective, it will be accepted.

According to Dawkins, disproven practices remain in the realm of CAM. Edzard Ernst,

Professor of Complementary Medicine at the Universityof Exeter, believes that CAM can and

should be subjected to scientific testing. In his view, there can be "good CAM" or "bad

CAM" based on evidentiary support. M.R. Tonelli argues that CAMcannot be evidence-based

unless the definition of evidence is changed. He states that "the methods of developing

knowledge within CAMcurrently have limitations and are subject to bias and varied

interpretation. CAM must develop and defend a rational and coherent method for assessing

causality and efficacy, though not necessarily one based on the results of controlled clinical

trials."

A review of Michael L. Millenson's book Demanding Medical Excellence: Doctors and

Accountability in the Information Age described it as "a wake up call to both medicine and

nursing" due to what Millenson calls a "lack of scientific-based medical practice". According

to the review, the book states that "85% of current practice has not been scientifically

validated" and that it suggests that users of the research presented by Medline should

question research articles rather than assuming they are accurate simply because the are

published. The review states that Millenson's thesis and conclusion call for all health

researchers and policy makers do a better job in assuring valid methodology and avoidance of

bias in published research. Michael Dixon, the Director of the NHS Alliance stated that

People argue against complementary therapies on the basis of a lack of evidence. But Id say

only 10 per cent of what doctors do in primary care is evidence-based."Many CAMs are

criticized by the activist non-profit organization Quackwatch. A survey of websites providing

information about breast cancer found that about one in twenty such sites contained

inaccurate information, and that CAM websites were 15 more likely to contain inaccuracies.
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3. Medical Journal of Australiaabout CAM

Edzard Ernst wrote in the Medical Journal of Australia that "about half the general population

in developed countries use complementary and alternative medicine (CAM)." A survey

released in May 2004 by the National Center for Complementary and Alternative Medicine,

part of the National Institutes of Health in the United States, found that in 2002, 36% of

Americans used some form of alternative therapy in the past 12 months, 50% in a lifetime a

category that included yoga, meditation, herbal treatments and the Atkins diet. If prayer was

counted as an alternative therapy, the figure rose to 62.1%. 25% of people who use CAM do

so because medical professional suggested it.

Another study suggests a similar figure of 40%. A British telephone survey by the BBC of

1209 adults in 1998 shows that around 20% of adults in Britain had used alternative medicine

in the past 12 months. The use of alternative medicine appears to be increasing, as a 1998

study showed that the use of alternative medicine had risen from 33.8% in 1990 to 42.1% in

1997. In the United Kingdom, a 2000 report ordered by the House of Lords suggested that

"...limited data seem to support the idea that CAM use in the United Kingdomis high and is

increasing. In April 2008 The Times published a letter from Edzard Ernst, Professor of

Complementary Medicine asking Prince Charles and his Foundation for Integrated Health to

recall two guides that promote "alternative medicine." The letter said "The majority of

alternative therapies appear to be clinically ineffective, and many are downright dangerous.

Increasing numbers of medical colleges have begun offering courses in alternative medicine.

For example, the University of Arizona College of Medicine offers a program in Integrative

Medicine under the leadership of Dr. Andrew Weil which trains physicians in various

branches of alternative medicine which "...neither rejects conventional medicine, nor

embraces alternative practices uncritically. In three separate research surveys that surveyed

729 schools in the United States(125 medical schools offering an MD degree, 19 medical

schools offering a Doctor of Osteopathy degree, and 585 schools offering a nursing degree),

60% of the standard medical schools, 95% of osteopathic medical schools and 84.8% of the

nursing schools teach some form of CAM. Accredited Naturopathic colleges and universities

are increasing in number and popularity in the U.S.A.See Naturopathic medicine.Similarly

"unconventional medicine courses are widely represented at European universities. They

cover a wide range of therapies. Many of them are used clinically. Research work is
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underway at several faculties." But, "only 40% of the responding [European] universities

were offering some form of CAMtraining."

The term alternative medicine covers any healing practice "that does not fall within the realm

of conventional medicine." Commonly cited examples include homeopathy, naturopathy,

acupuncture, chiropractic, and herbal medicine, though many other practices use the term.

Alternative medicine is often grouped with complementary medicine using the umbrella term

complementary and alternative medicine (CAM), although some of the most significant

researchers of alternative medicine are opposed to this convenient grouping. Alternative

medicine practices are as diverse in their foundations as in their methodologies. Specific

practices may incorporate or base themselves on traditional or pre-scientific understandings

of medicine, folk knowledge, spiritual, metaphysical, or religious beliefs, or newly contrived

approaches to healing. Jurisdictions where alternative medical practices are sufficiently

widespread may license and regulate them.

The claims made by alternative medicine practitioners are generally not accepted by the

medical community because evidence-based assessment is not available for the safety and

efficacy of many of these practices. If scientific investigation establishes the safety and

effectiveness of an alternative medical practice it may be adopted by conventional

practitioners.A 1998 systematic review of studies assessing its prevalence in 13 countries

concluded that about 31% of adults use some form of complementary and alternative

medicine. Alternative medicine varies from country to country; Dr. Edzard Ernst believes that

in Austria and Germany CAM is mainly in the hands of physician, although some estimates

suggest that half of CAM is administered by physicians in the US. In Germany, herbs are

tightly regulated, with half prescribed by doctors and covered by health insurance based on

their Commission E legislation.

Many people utilize mainstream medicine for diagnosis and basic information, while turning

to alternatives for what they believe to be health-enhancing measures. Studies indicate that

alternative approaches are often used in conjunction with conventional medicine. This is

referred to by NCCAM as integrative (or integrated) medicine because it "combines

treatments from conventional medicine and CAM for which there is some high-quality

evidence of safety and effectiveness.
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According to Andrew T. Weil M.D., a leading proponent of integrative medicine, the

principles of integrative medicine include: appropriate use of conventional and CAM

methods; patient participation; promotion of health as well as treatment of disease; and a

preference for natural, minimally-invasive methods.Edzard Ernst wrote in the Medical

Journal of Australia that "about half the general population in developed countries use

complementary and alternative medicine (CAM)." Survey results released in May 2004 by

the NationalCenter for Complementary and Alternative Medicine, part of the United States

National Institutes of Health, found that in 2002 62.1% of adults in the country had used

some form of CAMin the past 12 months, though this figure drops to 36.0% if prayer

specifically for health reasons is excluded. 25% of people who use CAMdo so because a

medical professional suggested it. Another study suggests a similar figure of 40%. A British

telephone survey by the BBC of 1204 adults in 1998 shows that around 20% of adults in

Britain had used alternative medicine in the past 12 months.

4. Use Of Alternative Medicine

The use of alternative medicine in developed countries appears to be increasing. A 1998

study showed that the use of alternative medicine had risen from 33.8% in 1990 to 42.1% in

1997. In the United Kingdom, a 2000 report ordered by the House of Lords suggested that

"...limited data seem to support the idea that CAM use in the United Kingdom is high and is

increasing."In developing nations, access to essential medicines is severely restricted by lack

of resources and poverty. Traditional remedies, often closely resembling or forming the basis

for alternative remedies, may comprise primary health care or be integrated into the health

care system. In Africa, traditional medicine is used for 80% of primary health care, and in

developing nations as a whole over one third of the population lack access to essential

medicines.Advocates of alternative medicine hold that the various alternative treatment

methods are effective in treating a wide range of major and minor medical conditions, and

contend that recently published research proves the effectiveness of specific alternative

treatments. They assert that a PubMed search revealed over 370,000 research papers

classified as alternative medicine published in Medline-recognized journals since 1966 in the

National Library of Medicine database. See also Kleijnen 1991, and Linde 1997.
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In Section 4 of this course you will cover these topics:
The Physician-Patient Relationship: Background And Models

Professional And Ethical Obligations Of Physicians In The Physician-Patient Relationship

The Health Care System Of The United States

Topic : The Physician-Patient Relationship: Background And Models

Topic Objective:

At the end of the topic student will be able to understand:

 The Physician-Patient Relationship

 Physician-Patient Relationship

 Clinical skills

 Physical Examination

Definition/Overview:

In the laws of many common law jurisdictions, the concept of legal privilege, or the rule that

certain conversations are so private and confidential that they cannot be used as evidence in

court, extends to communication between a patient and physician. Although the rule is

sometimes thought to apply only to situations such as admissions made to a psychiatrist

during treatment, this is only one case. In some jurisdictions, conversations between a patient

and physician may be privileged in both criminal and civil courts. The privilege may cover

the situation where a patient confesses to a psychiatrist that he or she committed a particular

crime. It may also cover normal inquiries regarding matters such as injuries that may result in

civil action.

For example, any defendant that the patient may be suing at the time cannot ask the doctor if

the patient ever expressed the belief that his or her condition had improved. The rationale

behind the rule is that a level of trust must exist between a physician and the patient so that

the physician can properly treat the patient. If the patient were fearful of telling the truth to

the physician because he or she believed the physician would report such behavior to the

authorities, the treatment process could be rendered far more difficult, or the physician could

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

48
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



make an incorrect diagnosis. For example, let us say a below-age of consent girl came to a

doctor with a sexually transmitted disease. The doctor is usually required to obtain a list of

the patient's sexual contacts to inform them that they need treatment. This is an important

health concern. However, the patient may be reluctant to divulge the names of her older

sexual partners, for fear that they will be charged with statutory rape. In some jurisdictions,

the doctor cannot be forced to reveal the information revealed by his patient to anyone except

to particular organizations, as specified by law, and they too are required to keep that

information confidential. If, in the case, the police become aware of such information, they

are not allowed to use it in court as proof of the sexual conduct.

Key Points:

1. The Physician-Patient Relationship

The doctor-patient relationship is central to the practice of medicine and is essential for the

delivery of high-quality health care in the diagnosis and treatment of disease. A patient must

have confidence in the competence of their doctor and must feel that they can confide in him

or her. For most physicians, the establishment of good rapport with a patient is important.

This being said, some medical specialties, such as psychiatry and family medicine, emphasize

the doctor-patient relationship more than others, such as pathology or radiology. The doctor-

patient relationship forms one of the foundations of contemporary medical ethics. Most

medical schools and universities teach medical students from the beginning, even before they

set foot in hospitals, to maintain a professional rapport with patients, uphold patients dignity,

and respect their privacy.

With increasing access to computers and published online medical articles, the internet has

contributed to expanding patient knowledge of their own health, conditions, and treatment

options. Some doctors are fearful of misleading information and being inundated by emails

from patients which take time to read and respond to (time for which they are not paid). In

other cases, a patient may do enough research on the Internet to understand a particular

disease better than the physician, which causes some physicians discomfort.
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2. Physician-Patient Relationship

The physician-patient relationship can be analyzed from the perspective of ethical concerns,

in terms of how well the goals of non-maleficence, beneficence, autonomy, and justice are

achieved. Many other values and ethical issues can be added to these. In different societies,

periods, and cultures, different values may be assigned different priorities. For example, in

the last 30 years medical care in the Western World has increasingly emphasized patient

autonomy in decision making. The relationship and process can also be analyzed in terms of

social power relationships (e.g., by Michel Foucault), or economic transactions. Physicians

have been accorded gradually higher status and respect over the last century, and they have

been entrusted with control of access to prescription medicines as a public health measure.

This represents a concentration of power and carries both advantages and disadvantages to

particular kinds of patients with particular kinds of conditions. A further twist has occurred in

the last 25 years as costs of medical care have risen, and a third party (an insurance company

or government agency) now often insists upon a share of decision-making power for a variety

of reasons, reducing freedom of choice of healthcare providers and patients in many ways.

The quality of the patient-physician relationship is important to both parties. The better the

relationship in terms of mutual respect, knowledge, trust, shared values and perspectives

about disease and life, and time available, the better will be the amount and quality of

information about the patient's disease transferred in both directions, enhancing accuracy of

diagnosis and increasing the patient's knowledge about the disease. Where such a relationship

is poor the physician's ability to make a full assessment is compromised and the patient is

more likely to distrust the diagnosis and proposed treatment. In these circumstances and also

in cases where there is genuine divergence of medical opinions, a second opinion from

another physician may be sought or the patient may choose to go to another doctor.

In some settings, e.g. the hospital ward, the patient-physician relationship is much more

complex, and many other people are involved when somebody is ill: relatives, neighbors,

rescue specialists, nurses, technical personnel, social workers and others.

3. Clinical skills

A complete medical evaluation includes a medical history, a systems enquiry, a physical

examination, appropriate laboratory or imaging studies, analysis of data and medical decision

making to obtain diagnoses, and a treatment plan. The components of the medical history are:
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Chief complaint (CC): the reason for the current medical visit. These are the 'symptoms.'

They are in the patient's own words and are recorded along with the duration of each one,

also called 'presenting complaint.'

4. Physical Examination

The physical examination is the examination of the patient looking for signs of disease

('Symptoms' are what the patient volunteers, 'Signs' are what the healthcare provider detects

by examination). The healthcare provider uses the senses of sight, hearing, touch, and

sometimes smell (taste has been made redundant by the availability of modern lab tests). Four

chief methods are used: inspection, palpation (feel), percussion (tap to determine resonance

characteristics), and auscultation (listen); smelling may be useful (e.g. infection, uremia,

diabetic ketoacidosis). The clinical examination involves study of:

Vital signs including height, weight, body temperature, blood pressure, pulse, respiration rate,

hemoglobin oxygen saturation. General appearance of the patient and specific indicators of

disease (nutritional status, presence of jaundice, pallor or clubbing)

Skin.

Topic : Professional And Ethical Obligations Of Physicians In The Physician-Patient
Relationship

Topic Objective:

At the end of the topic student will be able to understand:

 Mainstream Medical Ethics

 Concept Of Non-Maleficence

 History
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Definition/Overview:

Medical ethics is primarily a field of applied ethics, the study of moral values and judgments

as they apply to medicine. As a scholarly discipline, medical ethics encompasses its practical

application in clinical settings as well as work on its history, philosophy, theology, and

sociology. Medical ethics tends to be understood narrowly as an applied professional ethics,

whereas bioethics appears to have worked more expansive concerns, touching upon the

philosophy of science and the critique of biotechnology. Still, the two fields often overlap and

the distinction is more a matter of style than professional consensus.Medical ethics shares

many principles with other branches of healthcare ethics, such as nursing ethics.

Key Points:

1. History

Historically, Western medical ethics may be traced to guidelines on the duty of physicians in

antiquity, such as the Hippocratic Oath, and early rabbinic and Christian teachings. In the

medieval and early modern period, the field is indebted to Muslim physicians such as Ishaq

bin Ali Rahawi (who wrote the Conduct of a Physician, the first book dedicated to medical

ethics) and al-Razi (known as Rhazes in the West), Jewish thinkers such as Maimonides,

Roman Catholic scholastic thinkers such as Thomas Aquinas, and the case-oriented analysis

(casuistry) of Catholic moral theology. These intellectual traditions continue in Catholic,

Islamic and Jewish medical ethics.By the 18th and 19th centuries, medical ethics emerged as

a more self-conscious discourse. For instance, authors such as the British Doctor Thomas

Percival (1740-1804) of Manchesterwrote about "medical jurisprudence" and reportedly

coined the phrase "medical ethics." Percival's guidelines related to physician consultations

have been criticized as being excessively protective of the home physician's reputation.

Jeffrey Berlant is one such critic who considers Percival's codes of physician consultations as

being an early example of the anti competitive, "guild", like nature of the physician

community. In 1847, the American Medical Association adopted its first code of ethics, with

this being based in large part upon Percival's work. While the secularized field borrowed

largely from Catholic medical ethics, in the 20th century a distinctively liberal Protestant

approach was articulated by thinkers such as Joseph Fletcher. In the 1960s and 1970's,
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building upon liberal theory and procedural justice, much of the discourse of medical ethics

went through a dramatic shift and largely reconfigured itself into bioethics.

Six of the values that commonly apply to medical ethics discussions are:

 Beneficence - a practitioner should act in the best interest of the patient. (Salus aegroti

suprema lex.)

 Non-maleficence - "first, do no harm" (primum non nocere).

 Autonomy - the patient has the right to refuse or choose their treatment. (Voluntas aegroti

suprema lex.)

 Justice - concerns the distribution of scarce health resources, and the decision of who gets

what treatment (fairness and equality).

 Dignity - the patient (and the person treating the patient) have the right to dignity.

 Truthfulness and honesty - the concept of informed consent has increased in importance since

the historical events of the Doctors' Trial of the Nuremberg trials and Tuskegee Syphilis

Study.

Values such as these do not give answers as to how to handle a particular situation, but

provide a useful framework for understanding conflicts. When moral values are in conflict,

the result may be an ethical dilemma or crisis. Writers about medical ethics have suggested

many methods to help resolve conflicts involving medical ethics. Sometimes, no good

solution to a dilemma in medical ethics exists, and occasionally, the values of the medical

community (i.e., the hospital and its staff) conflict with the values of the individual patient,

family, or larger non-medical community. Conflicts can also arise between health care

providers, or among family members. For example, the principles of autonomy and

beneficence clash when patients refuse life-saving blood transfusion, and truth-telling was not

emphasized to a large extent before the HIV era. In the United Kingdom, General Medical

Council provides clear overall modern guidance in the form of its 'Good Medical Practice'

statement. Other organisations, such as the Medical Protection Society and a number of

university departments, are often consulted by British doctors regarding issues relating to

ethics.

How does one ensure that appropriate ethical values are being applied within hospitals?

Effective hospital accreditation requires that ethical considerations are taken into account, for

example with respect to physician integrity, conflicts of interest, research ethics and organ
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transplantation ethics. Informed Consent in ethics usually refers to the idea that an

uninformed agent is at risk of mistakenly making a choice not reflective of his or her values.

It does not specifically mean the process of obtaining consent, nor the specific legal

requirements, which vary from place to place, for decision-making capacity. Patients can

elect to make their own medical decisions, or can delegate decision-making authority to

another party. If the patient is incapacitated, laws around the world designate different

processes for obtaining informed consent, typically by having the next-of-kin make decisions

for the incapacitated patient.The value of informed consent is closely related to the values of

autonomy and truth telling. The American legal system places a high value on these

principles, finding justification in the U.S. Constitution and Declaration of Independence.

The principle of Autonomy recognizes the rights of individuals to self determination. This is

rooted in societys respect for individuals ability to make informed decisions about personal

matters. Autonomy has become more important as social values have shifted to define

medical quality in terms of outcomes that are important to the patient rather than medical

professionals. The increasing importance of Autonomy can be seen as a social reaction to a

paternalistic tradition within healthcare. Some have questioned whether the backlash against

historically excessive paternalism in favor of patient autonomy has inhibited the proper use of

soft paternalism to the determent of outcomes for some patients. Respect for autonomy is the

basis for informed consent and advance directives. Autonomy can often come into conflict

with Beneficence when patients disagree with recommendations that health care professionals

believe are in the patients best interest. Individuals capacity for informed decision making

may come into question during resolution of conflicts between Autonomy and Beneficence.

The role of surrogate medical decision makers is an extension of the principle of Autonomy.

2. Concept Of Non-Maleficence

The concept of non-maleficence is embodied by the phrase, "first, do no harm," or the Latin,

primum non nocere. Physicians are obligated under medical ethics to not prescribe

medications they know to be harmful. American physicians interpret this value to exclude the

practice of euthanasia, though not all concur. Probably the most extreme example in recent

history of the violation of the non-maleficence dictum was Dr. Jack Kevorkian, who was

convicted of second-degree homicide in Michigan in 1998 after demonstrating active

euthanasia on the TV news show, 60 Minutes.Non-maleficence is a legally definable concept.

Violation of non-maleficence is the subject of medical malpractice litigation. Some
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interventions undertaken by physicians can create a positive outcome while also potentially

doing harm. The combination of these two circumstances is known as the "double effect."

The most applicable example of this phenomenon is the use of morphine in the dying patient.

Such use of morphine can ease the pain and suffering of the patient, while simultaneously

hastening the demise of the patient through suppression of the respiratory drive.

3. Mainstream Medical Ethics

It has been argued that mainstream medical ethics is biased by the assumption of a

framework in which individuals are not simply free to contract with one another to provide

whatever medical treatment is demanded, subject to the ability to pay. Because a high

proportion of medical care is typically provided via the welfare state, and because there are

legal restrictions on what treatment may be provided and by whom, an automatic divergence

may exist between the wishes of patients and the preferences of medical practitioners and

other parties. Tassano has questioned the idea that Beneficence might in some cases have

priority over Autonomy. He argues that violations of Autonomy more often reflect the

interests of the state or of the supplier group than those of the patient. Many times, simple

communication is not enough to resolve a conflict, and a hospital ethics committee of ad hoc

nature must convene to decide a complex matter. Permanent bodies, ethical boards are

established to a greater extent as ethical issues tend to increase. These bodies are composed

of health care professionals, philosophers, lay people, and still clergy.The assignment of

philosophers or clergy will reflect the importance attached by the society to the basic values

involved. An example from Swedenwith Torbjrn Tnnsj on a couple of such committees

indicates secular trends gaining influence. Some cultures do not place a great emphasis on

informing the patient of the diagnosis, especially when cancer is the diagnosis. Even

American culture did not emphasize truth-telling in a cancer case, up until the 1970s. In

American medicine, the principle of informed consent takes precedence over other ethical

values, and patients are usually at least asked whether they want to know the diagnosis.
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Topic : The Health Care System Of The United States

Topic Objective:

At the end of the topic student will be able to understand:

 Health Affairs

 Agency for Healthcare Research and Quality

 Actuary

 Health Care System of the United State s

Definition/Overview:

Health care in the United Statesis provided by many separate legal entities. The U.S. spends

more on health care, both as a proportion of gross domestic product (GDP) and on a per-

capita basis, than any other nation in the world. Current estimates put U.S. health care

spending at approximately 16% of GDP. The health share of GDP is expected to continue its

historical upward trend, reaching 19.5 percent of GDP by 2017. In 2007, the U.S.spent a

projected $2.26 trillion on health care, or $7,439 per person.

According to the Institute of Medicineof the National Academy of Sciences, the U.S. is the

only wealthy, industrialized nation that does not have a universal health care system. In the

United States, around 84% of citizens have some form of health insurance; either through

their employer (60%), purchased individually (9%), or provided by government programs

(27%; there is some overlap in these figures). Certain publicly-funded health care programs

help to provide for the elderly, disabled, children, veterans, and the poor, and federal law

mandates public access to emergency services regardless of ability to pay. U.S.government

programs accounted for over 45% of health care expenditures, making the U.S.government

the largest insurer in the nation. Per capita spending on health care by the U.S.government

placed it among the top ten highest spenders among United Nations member countries in

2004.Americans without health insurance coverage at some time during 2006 totaled about

16% of the population, or 47 million people.

Health insurance costs are rising faster than wages or inflation, and "medical causes" were

cited by about half of bankruptcy filers in the United States in 2001.The debate about U.S.
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health care concerns questions of access, efficiency, and quality purchased by the high sums

spent. The World Health Organization (WHO) in 2000 ranked the U.S. health care system

first in both responsiveness and expenditure, but 37th in overall performance and 72nd by

overall level of health (among 191 member nations included in the study).The WHO study

has been criticized both for its methodology and for a lack of correlation with user

satisfaction ratings. The CIA World Factbook ranked the United States 41st in the world for

lowest infant mortality rate and 45th for highest total life expectancy.

Key Points:

1. Health Care System of the United States

A recent study found that between 1997 and 2003, preventable deaths declined more slowly

in the United Statesthan in 18 other industrialized nations. On the other hand, the National

Health Interview Survey, released annually by the Centers for Disease Control's National

Center for Health Statistics reported that approximately 66% of survey respondents said they

were in "excellent" or "very good" health in 2006.United States health care is provided by a

diverse array of individuals and legal entities. Individuals are offered inpatient and outpatient

services by commercial, charitable, or governmental entities. The healthcare system is not

fully-publicly funded but is a mix of public and private funding. In 2004, private insurance

paid for 36% of personal health expenditures, private out-of-pocket 15%, federal government

34%, state and local governments 11%, and other private funds 4%. There are for-profit

hospitals, which are usually operated by large private corporations and there are nonprofit

hospitals, which may be operated by county governments, state governments, religious

orders, or independent nonprofit organizations. Hospitals provide some outpatient care in

their emergency rooms and specialty clinics, but primarily they exist to provide inpatient

care. Hospital emergency departments and urgent care centers are sources of sporadic

problem-focused care. "Surgicenters" are examples of specialty clinics. Hospice services for

the terminally ill who are expected to live six months or less are most commonly subsidized

by charities and government. Prenatal, family planning, and "dysplasia" clinics are

government-funded obstetric and gynecologic specialty clinics respectively, and are usually

staffed by nurse practitioners.
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Companies provide medical products such as pharmaceuticals and medical devices. The

nation spends a substantial amount on medical research, mostly privately funded. As of 2000,

non-profit private organizations (such as the Howard Hughes Medical Institute) funded 7%,

private industry funded 57%, and the tax-funded National Institutes of Health supported 36%

of medical research in the U.S. However, by 2003, the NIH provided only 28% of medical

research funding; finance from private industry increased 102% from 1994 to 2003. Research

and development for applications is primarily done in commercial labs, while the government

and universities fund the majority of general research. Much of this basic research is funded

or conducted by governmental research institutes such as the NIH and NIMH.

2. Actuary

The Office of the Actuary (OACT) of the Centers for Medicare and Medicaid Services

publishes data on total health care spending in the United States. This National Health

Expenditure Accounts data includes both historical spending levels and projections of future

spending. Spending in 2006 totaled $2.1 trillion, or 16% of GDP. This represented an

increase of 6.7% over 2004 spending. Per capita spending was $7,026. Growth in spending is

projected to average 6.7% over the period 2007 through 2017. Health care spending is

projected to reach 19.5 percent of GDP by 2017.

The Congressional Budget Office has found that "about half of all growth in health care

spending in the past several decades was associated with changes in medical care made

possible by advances in technology." Other factors included higher income levels, changes in

insurance coverage, and rising prices. Hospitals and physician spending take the largest share

of the health care dollar while prescription drugs take about 10 percent. The use of

prescription drugs is increasing among adults who have drug coverage. One analysis of

international spending levels in the year 2000 found that while the USspends more on health

care than other countries in the Organisation for Economic Co-operation and Development

(OECD), the use of health care services in the USis below the OECD median by most

measures. The authors of the study concluded that the prices paid for health care services are

much higher in the US.Health care spending in the United States is concentrated. An analysis

of the 1996 Medical Expenditure Panel Survey found that the 1% of the population with the

highest spending accounted for 27% of aggregate health care spending. The highest-spending

5% of the population accounted for more than half of all spending. These patterns were stable
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through the 1970s and 1980s, and some data suggest that they may have been typical of the

mid-to-early 20th century as well.

3. Agency for Healthcare Research and Quality

One study by the Agency for Healthcare Research and Quality (AHRQ) found significant

persistence in the level of health care spending from year to year. Of the 1% of the population

with the highest health care spending in 2002, 24.3% maintained their ranking in the top 1%

in 2003. Of the 5% with the highest spending in 2002, 34% maintained that ranking in 2003.

Individuals over age 45 were disproportionately represented among those who were in the top

decile of spending for both years.Seniors spend, on average, far more on health care costs

than either working-age adults or children. The pattern of spending by age was stable for

most ages from 1987 through 2004, with the exception of spending for seniors age 85 and

over. Spending for this group grew less rapidly than that of other groups over this period. The

2008 edition of the Dartmouth Atlas of Health Care found that providing Medicare

beneficiaries with severe chronic illnesses with more intense health care in the last two years

of life - increased spending, more tests, more procedures and longer hospital stays - is not

associated with better patient outcomes. There are significant geographic variations in the

level of care provided to chronically ill patients. Only a small portion of these spending

differences (4%) is explained by differences in the number of severely ill people in an area;

rather, most of the differences are explained by differences in the amount of "supply-

sensitive" care available in an area. Acute hospital care accounts for over half (55%) of the

spending for Medicare beneficiaries in the last two years of life, and differences in the

volume of services provided is more significant than differences in price. The researchers

found no evidence of "substitution" of care, where increased use of hospital care would

reduce outpatient spending (or vice versa). Increased spending on disease prevention is often

suggested as a way of reducing health care spending. Research suggests, however, that in

most cases prevention does not produce significant long-term costs savings. Preventive care

is typically provided to many people who would never become ill, and for those who would

have become ill is partially offset by the health care costs during additional years of life.

Most Americans (59.7%), receive their health insurance coverage through an employer,

although this percentage is declining. Costs for employer-paid health insurance are rising

rapidly: since 2001, premiums for family coverage have increased 78%, while wages have

risen 19% and inflation has risen 17%, according to a 2007 study by the Kaiser Family
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Foundation. Workers with employer-sponsored insurance also contribute; in 2007, the

average percentage of premium paid by covered workers is 16% for single coverage and 28%

for family coverage. In addition to their premium contributions, most covered workers face

additional payments when they use health care services, in the form of deductibles and

copayments. The government subsidizes employer-paid health care by exempting employer

contributions from taxation as income. The value of this tax subsidy is an estimated $150

billion a year. About 9% of the population purchases individual health care insurance.

Government sources cover 27% of the population (80.3 million). In 2006, 47 million people

in the U.S.(15.8% of the population) were without health insurance for at least part of the

year. Among the uninsured population, nearly 38 million were employment-age adults (ages

18 to 64), and more than 27 million worked at least part time. About 37% of the uninsured

live in households with incomes over $50,000. According to the Census Bureau, 36.7 million

of the uninsured are legal U.S citizens. Another 10.2 million are non-citizens, but the Census

Bureau does not distinguish in its estimate between legal non-citizens and illegal immigrants.

It has been estimated that nearly one fifth of the uninsured population is able to afford

insurance, almost one quarter is eligible for public coverage, and the remaining 56% need

financial assistance (8.9% of all Americans).

4. Health Affairs

A 2003 study in Health Affairs estimated that uninsured people in the U.S. received

approximately $35 billion in uncompensated care in 2001. The study noted that this amount

per capita was half what the average insured person received. The study found that various

levels of government finance most uncompensated care, spending about $30.6 billion on

payments and programs to serve the uninsured and covering as much as 8085 percent of

uncompensated care costs through grants and other direct payments, tax appropriations, and

Medicare and Medicaid payment add-ons. Most of this money comes from the federal

government, followed by state and local tax appropriations for hospitals. Another study by

the same authors in the same year estimated the additional annual cost of covering the

uninsured (in 2001 dollars) at $34 billion (for public coverage) and $69 billion (for private

coverage). These estimates represent an increase in total health care spending of 36 percent

and would raise health cares share of GDP by less than one percentage point, the study

concluded. Another study published in the same journal in 2004 estimated that the value of

health forgone each year because of uninsurance was $65$130 billion and concluded that this
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figure constituted "a lower-bound estimate of economic losses resulting from the present

level of uninsurance nationally.

The "fee-for-service" business model is the default legal situation where the patient must pay

out-of-pocket in full for all services rendered, similar to other service industries. Insurance

payments are a form of cost-sharing and risk management where each individual or their

employer pays predictable monthly premiums. This cost-spreading mechanism often picks up

much of the cost of health care, but individuals must often pay up-front a minimum part of

the total cost (a deductible), or a small part of the cost of every procedure (a

copayment).Today, most employer-provided health coverage is provided through managed

care organizations, which pay substantially lower prices for health care services than an

individual patient would be charged if paying out-of-pocket.

The defining characteristic of managed care, as distinct from traditional insurance, is

selective contracting, meaning that the health plan has contracts with some (selected) health

care providers. Selective contracting is the mechanism through which managed care

organizations bring their market power to bear in negotiating price reductions from health

care providers. Managed care organizations also often employ a variety of "incentive

payment" schemes which shift onto the provider some of the risk if the enrollee uses a lot of

health care. Capitation, in which the provider is paid a fixed sum to care for the enrollee

regardless of how much care the enrollee uses, is an example of an incentive payment system.

Many managed care organizations also use a "gatekeeper" model, in which an enrollee's

primary care physician must provide a referral before the enrollee will be covered to receive

specialist care. Both managed care organizations and traditional insurers also sometimes

make use of non-payment cost control mechanisms, such as requiring prior administrative

approval or second opinions before covering high-cost procedures.Managed care

organizations include both health maintenance organizations (HMOs) and preferred provider

organizations (PPOs). In an HMO, health care is covered only for services delivered by

providers (such as doctors or hospitals) in the network with whom the health plan has

contracts.

A PPO covers health care delivered by either in-network or out-of-network providers, but the

enrollee's cost is higher when using out-of-network providers. Defying many analysts'

expectations, PPOs have gained market share at the expense of HMOs over the past

decade.Just as the more loosely managed PPOs have edged out HMOs, HMOs themselves
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have also evolved towards less tightly managed models. The first HMOs in the U.S., such as

Kaiser Permanente in Oakland, California, and the Health Insurance Plan (HIP) in New York,

were "staff-model" HMOs, which owned their own health care facilities and employed the

doctors and other health care professionals who staffed them. The name health maintenance

organization stems from the idea that the HMO would make it its job to maintain the

enrollee's health, rather than merely to treat illnesses. In accordance with this mission,

managed care organizations typically cover preventive health care. Within the tightly

integrated staff-model HMO, the HMO can develop and disseminate guidelines on cost-

effective care, while the enrollee's primary care doctor can act as patient advocate and care

coordinator, helping the patient negotiate the complex health care system. Despite a

substantial body of research demonstrating that many staff-model HMOs deliver high-quality

and cost-effective care, they have steadily lost market share. They have been replaced by

more loosely managed networks of providers with whom health plans have negotiated

discounted fees. It is common today for a physician or hospital to have contracts with a dozen

or more health plans, each with different referral networks, contracts with different diagnostic

facilities, and different practice guidelines.

Many individuals not covered by private insurance are covered by government insurance

programs such as Medicare and Medicaid, various state and local programs for the poor, and

TRICARE and the Veterans Administration, which provide care to veterans, their families,

and survivors through medical centers and clinics. In 2006, Medicaid provided health care

coverage for 38.3 million low-income Americans and Medicare provided health care

coverage for 40.3 million elderly and disabled Americans. One study estimates that about

25% of the country's uninsured, or roughly another 11 million people, are eligible for

government health care programs but unenrolled. However, extending coverage to all who

are eligible remains a fiscal challenge. It has been reported that the number of physicians

accepting Medicaid has decreased in recent years due to relatively high administrative costs

and low reimbursements. In 1997, the federal government also created the State Children's

Health Insurance Program (SCHIP), a joint federal-state program to insure children in

families that earn too much to qualify for Medicaid but cannot afford health insurance.

SCHIP covered 6.6 million children in 2006, but the program is already facing funding

shortfalls in many states. The government has also mandated access to emergency care

regardless of insurance status and ability to pay through the Emergency Medical Treatment

and Labor Act (EMTALA), passed in 1986, but EMTALA is an unfunded mandate.
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The cost impact of a mixed public-private system is subject to debate. Free-market advocates

point out that there is direct correlation between government's health care spending and

intervention in the health care market and increases in health care costs. Government

intervention contributes to a "dysfunctional system of third-party payments" that removes the

patient as a major participant in the financial and medical choices that affect costs. Increased

utilization is indeed the primary driver of rising health care costs in the U.S., according to a

recent study by PriceWaterhouseCoopers. The study cites numerous causes of increased

utilization, including rising consumer demand, new treatments, more intensive diagnostic

testing, lifestyle factors, the movement to broader-access plans, and higher-priced

technologies. The study also mentions cost-shifting from government programs to private

payers. Low reimbursement rates for Medicare and Medicaid have increased cost-shifting

pressures on hospitals and doctors, who charge higher rates for the same services to private

payers, which eventually affects health insurance rates.As an example of how government

intervention has had unintended consequences, in 1973, the federal government passed the

Health Maintenance Organization Act , which heavily subsidized the HMO business model a

model that was in decline prior to such legislative intervention. The law was intended to

create market incentives that would lower health care costs, but HMOs have never achieved

their cost-reduction potential. Piecemeal market-based reform efforts are complex. One study

evaluating current popular market-based reform policy packages concluded that if market-

oriented reforms are not implemented on a systematic basis with appropriate safeguards, they

have the potential to cause more problems than they solve.

In Section 5 of this course you will cover these topics:
Health Care Delivery

The Social Implications Of Health Care Technology

Comparative Health Care Systems
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Topic : Health Care Delivery

Topic Objective:

At the end of the topic student will be able to understand:

 Traditional View

 Private Enterprise Health Care Systems

 National Health Service

Definition/Overview:

Health care, or healthcare, is the prevention, treatment, and management of illness and the

preservation of mental and physical well being through the services offered by the medical,

nursing, and allied health professions. Health care embraces all the goods and services

designed to promote health, including preventive, curative and palliative interventions,

whether directed to individuals or to populations. The organised provision of such services

may constitute a health care system. This can include specific governmental organizations

such as, in the UK, the National Health Service or a cooperation across the National Health

Service and Social Services as in Shared Care. Before the term "health care" became popular,

English-speakers referred to medicine or to the health sector and spoke of the treatment and

prevention of illness and disease. In most developed countries and many developing countries

health care is provided to everyone regardless of their ability to pay.

Key Points:

1. National Health Service

The National Health Service, established in 1948 by Clement Atlee's Labour government in

the United Kingdom, were the world's first universal health care system provided by

government and paid for from general taxation. Alternatively, compulsory government

funded health insurance with nominal fees can be provided, as in Italy. Other examples are

Medicare in Australia, established in the 1970s by the Labor government, and by the same

name Medicare was established in Canadabetween 1966 and 1984. Universal health care
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contrasts to the systems like health care in the United Statesor South Africa, though South

Africa is one of the many countries attempting health care reform.The United States is the

only wealthy, industrialized nation that does not provide universal health care. The health

care industry is considered an industry or profession which includes peoples' exercise of skill

or judgment or the providing of a service related to the preservation or improvement of the

health of individuals or the treatment or care of individuals who are injured, sick, disabled, or

infirm. The delivery of modern health care depends on an expanding group of trained

professionals coming together as an interdisciplinary team. Consuming over 10 percent of

gross domestic product of most developed nations, health care can form an enormous part of

a country's economy. In 2003, health care costs paid to hospitals, physicians, nursing homes,

diagnostic laboratories, pharmacies, medical device manufacturers and other components of

the health care system, consumed 16.3 percent of the GDP of the United States, the largest of

any country in the world. For the United States, the health share of gross domestic product

(GDP) is expected to hold steady in 2006 before resuming its historical upward trend,

reaching 19.5 percent of GDP by 2016. In 2001, for the OECD countries the average was 8.4

percent with the United States (13.9%), Switzerland(10.9%), and Germany(10.7%) being the

top three.

2. Private Enterprise Health Care Systems

Purely private enterprise health care systems are comparatively rare. Where they exist, it is

usually for a comparatively well-off subpopulation in a poorer country with a poorer standard

of health carefor instance, private clinics for a small, wealthy expatriate population in an

otherwise poor country. But there are countries with a majority-private health care system

with residual public service. The other major models are public insurance systems. A Social

security health care model is where workers and their families are insured by the State. A

publicly funded health care model is where the residents of the country are insured by the

State. Within this branch is Single-payer health care, which describes a type of financing

system in which a single entity, typically a government run organisation, acts as the

administrator (or "payer") to collect all health care fees, and pay out all health care costs.

Some advocates of universal health care assert that single-payer systems save money that

could be used directly towards health care by reducing administrative waste. In practice this

means that the government collects taxes from the public, businesses, etc., creates an entity to

administer the supply of health care and then pays health care professionals. A single-payer
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universal health care system will actually save money through reduced bureaucratic

administration costs. Social health insurance is where the whole population or most of the

population is a member of a sickness insurance company. Most health services are provided

by private enterprises which act as contractors, billing the government for patient care. In

almost every country with a government health care system a parallel private system is

allowed to operate. This is sometimes referred to as two-tier health care. The scale, extent,

and funding of these private systems is very variable.

3. Traditional View

A traditional view is that improvements in health result from advancements in medical

science. The medical model of health focuses on the eradication of illness through diagnosis

and effective treatment. In contrast, the social model of health places emphasis on changes

that can be made in society and in people's own lifestyles to make the population healthier. It

defines illness from the point of view of the individual's functioning within their society

rather than by monitoring for changes in biological or physiological signs. In the United

States, certain publicly funded health care programs help to provide for the elderly, disabled,

military service families and veterans, children, and the poor, and federal law ensures public

access to emergency services regardless of ability to pay; however, a system of universal

health care has not been implemented. The Commonwealth of Massachusettsis attempting to

implement a near-universal health care system by mandating that residents purchase health

insurance by July 1, 2007. California,Maine, Pennsylvania, and Vermont also are attempting

universal systems at the state level, with some smaller locations such as San Francisco also

attempting this at the citywide level. Some government health care systems allow private

practitioners to provide services, and some do not.

Topic : The Social Implications Of Health Care Technology

Topic Objective:

At the end of the topic student will be able to understand:
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 Forensic/identity testing

 Newborn screening

 Modern biotechnology

 Traditional Pharmaceutical Drugs

 Pharmacogenomics

 Bioinformatics

 Blue biotechnology

 Green biotechnology

 Red biotechnology

 Biotechnology

Definition/Overview:

Biotechnology is often used to refer to genetic engineering technology of the 21st century;

however the term encompasses a wider range and history of procedures for modifying

biological organisms according to the needs of humanity, going back to the initial

modifications of native plants into improved food crops through artificial selection and

hybridization. Bioengineering is the science upon which all biotechnological applications are

based. With the development of new approaches and modern techniques, traditional

biotechnology industries are also acquiring new horizons enabling them to improve the

quality of their products and increase the productivity of their systems.

Before 1971, the term, biotechnology, was primarily used in the food processing and

agriculture industries. Since the 1970s, it began to be used by the Western scientific

establishment to refer to laboratory-based techniques being developed in biological research,

such as recombinant DNA or tissue culture-based processes, or horizontal gene transfer in

living plants, using vectors such as the Agrobacterium bacteria to transfer DNA into a host

organism. In fact, the term should be used in a much broader sense to describe the whole

range of methods, both ancient and modern, used to manipulate organic materials to reach the

demands of food production. So the term could be defined as, "The application of indigenous

and/or scientific knowledge to the management of (parts of) microorganisms, or of cells and

tissues of higher organisms, so that these supply goods and services of use to the food

industry and its consumers. Biotechnology combines disciplines like genetics, molecular

biology, biochemistry, embryology and cell biology, which are in turn linked to practical

disciplines like chemical engineering, information technology, and robotics. Patho-
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biotechnology describes the exploitation of pathogens or pathogen derived compounds for

beneficial effect.

Key Points:

1. Biotechnology

Biotechnology has applications in four major industrial areas, including health care

(medical), crop production and agriculture, non food (industrial) uses of crops and other

products (e.g. biodegradable plastics, vegetable oil, biofuels), and environmental uses.

For example, one application of biotechnology is the directed use of organisms for the

manufacture of organic products (examples include beer and milk products). Another

example is using naturally present bacteria by the mining industry in bioleaching.

Biotechnology is also used to recycle, treat waste, clean up sites contaminated by industrial

activities (bioremediation), and also to produce biological weapons.

2. Red biotechnology

Red biotechnology is applied to medical processes. Some examples are the designing of

organisms to produce antibiotics, and the engineering of genetic cures through genomic

manipulation. A rose plant that began as cells grown in a tissue culture

3. Green biotechnology

Green biotechnology is biotechnology applied to agricultural processes. An example would

be the selection and domestication of plants via micropropagation. Another example is the

designing of transgenic plants to grow under specific environmental conditions or in the

presence (or absence) of certain agricultural chemicals. One hope is that green biotechnology

might produce more environmentally friendly solutions than traditional industrial agriculture.

An example of this is the engineering of a plant to express a pesticide, thereby eliminating the

need for external application of pesticides. An example of this would be Bt corn. Whether or

not green biotechnology products such as this are ultimately more environmentally friendly is

a topic of considerable debate.
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White biotechnology, also known as industrial biotechnology, is biotechnology applied to

industrial processes. An example is the designing of an organism to produce a useful

chemical. Another example is the using of enzymes as industrial catalysts to either produce

valuable chemicals or destroy hazardous/polluting chemicals. White biotechnology tends to

consume less in resources than traditional processes used to produce industrial goods.

4. Blue biotechnology

Blue biotechnology is a term that has been used to describe the marine and aquatic

applications of biotechnology, but its use is relatively rare. The investments and economic

output of all of these types of applied biotechnologies form what has been described as the

bioeconomy.

5. Bioinformatics

Bioinformatics is an interdisciplinary field which addresses biological problems using

computational techniques, and makes the rapid organization and analysis of biological data

possible. The field may also be referred to as computational biology, and can be defined as,

"conceptualizing biology in terms of molecules and then applying informatics techniques to

understand and organize the information associated with these molecules, on a large scale."

Bioinformatics plays a key role in various areas, such as functional genomics, structural

genomics, and proteomics, and forms a key component in the biotechnology and

pharmaceutical sector.

6. Pharmacogenomics

Pharmacogenomics is the study of how the genetic inheritance of an individual affects his/her

bodys response to drugs. It is a coined word derived from the words pharmacology and

genomics. It is hence the study of the relationship between pharmaceuticals and genetics. The

vision of pharmacogenomics is to be able to design and produce drugs that are adapted to

each persons genetic makeup.Pharmacogenomics results in the following benefits:

 Development of tailor-made medicines. Using pharmacogenomics, pharmaceutical

companies can create drugs based on the proteins, enzymes and RNA molecules that are

associated with specific genes and diseases. These tailor-made drugs promise not only to

maximize therapeutic effects but also to decrease damage to nearby healthy cells.
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 More accurate methods of determining appropriate drug dosages. Knowing a patients

genetics will enable doctors to determine how well his/ her body can process and metabolize

a medicine. This will maximize the value of the medicine and decrease the likelihood of

overdose.

 Improvements in the drug discovery and approval process. The discovery of potential

therapies will be made easier using genome targets. Genes have been associated with

numerous diseases and disorders. With modern biotechnology, these genes can be used as

targets for the development of effective new therapies, which could significantly shorten the

drug discovery process.

 Better vaccines. Safer vaccines can be designed and produced by organisms transformed by

means of genetic engineering. These vaccines will elicit the immune response without the

attendant risks of infection. They will be inexpensive, stable, easy to store, and capable of

being engineered to carry several strains of pathogen at once.

7. Traditional Pharmaceutical Drugs

Most traditional pharmaceutical drugs are relatively simple molecules that have been found

primarily through trial and error to treat the symptoms of a disease or illness.

Biopharmaceuticals are large biological molecules known as proteins and these usually target

the underlying mechanisms and pathways of a malady (but not always, as is the case with

using insulin to treat type 1 diabetes mellitus, as that treatment merely addresses the

symptoms of the disease, not the underlying cause which is autoimmunity); it is a relatively

young industry. They can deal with targets in humans that may not be accessible with

traditional medicines. A patient typically is dosed with a small molecule via a tablet while a

large molecule is typically injected.Small molecules are manufactured by chemistry but

larger molecules are created by living cells such as those found in the human body: for

example, bacteria cells, yeast cells, animal or plant cells.Modern biotechnology is often

associated with the use of genetically altered microorganisms such as E. coli or yeast for the

production of substances like synthetic insulin or antibiotics. It can also refer to transgenic

animals or transgenic plants, such as Bt corn. Genetically altered mammalian cells, such as

Chinese Hamster Ovary (CHO) cells, are also used to manufacture certain pharmaceuticals.

Another promising new biotechnology application is the development of plant-made

pharmaceuticals.Biotechnology is also commonly associated with landmark breakthroughs in

new medical therapies to treat hepatitis B, hepatitis C, cancers, arthritis, haemophilia, bone
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fractures, multiple sclerosis, and cardiovascular disorders. The biotechnology industry has

also been instrumental in developing molecular diagnostic devices than can be used to define

the target patient population for a given biopharmaceutical. Herceptin, for example, was the

first drug approved for use with a matching diagnostic test and is used to treat breast cancer

in women whose cancer cells express the protein HER2.

8. Modern biotechnology

Modern biotechnology can be used to manufacture existing medicines relatively easily and

cheaply. The first genetically engineered products were medicines designed to treat human

diseases. To cite one example, in 1978 Genentech developed synthetic humanized insulin by

joining its gene with a plasmid vector inserted into the bacterium Escherichia coli. Insulin,

widely used for the treatment of diabetes, was previously extracted from the pancreas of

abattoir animals (cattle and/or pigs). The resulting genetically engineered bacterium enabled

the production of vast quantities of synthetic human insulin at relatively low cost, although

the cost savings was used to increase profits for manufacturers, not passed on to consumers or

their healthcare providers. According to a 2003 study undertaken by the International

Diabetes Federation (IDF) on the access to and availability of insulin in its member countries,

synthetic 'human' insulin is considerably more expensive in most countries where both

synthetic 'human' and animal insulin are commercially available: e.g. within European

countries the average price of synthetic 'human' insulin was twice as high as the price of pork

insulin.

Yet in its position statement, the IDF writes that "there is no overwhelming evidence to prefer

one species of insulin over another" and "[modern, highly-purified] animal insulins remain a

perfectly acceptable alternative.Modern biotechnology has evolved, making it possible to

produce more easily and relatively cheaply human growth hormone, clotting factors for

hemophiliacs, fertility drugs, erythropoietin and other drugs. Most drugs today are based on

about 500 molecular targets. Genomic knowledge of the genes involved in diseases, disease

pathways, and drug-response sites are expected to lead to the discovery of thousands more

new targets. Genetic testing involves the direct examination of the DNA molecule itself. A

scientist scans a patients DNA sample for mutated sequences.

There are two major types of gene tests. In the first type, a researcher may design short pieces

of DNA (probes) whose sequences are complementary to the mutated sequences. These
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probes will seek their complement among the base pairs of an individuals genome. If the

mutated sequence is present in the patients genome, the probe will bind to it and flag the

mutation. In the second type, a researcher may conduct the gene test by comparing the

sequence of DNA bases in a patients gene to disease in healthy individuals or their progeny.

Genetic testing is now used for:

 Determining sex

 Carrier screening, or the identification of unaffected individuals who carry one copy of a

gene for a disease that requires two copies for the disease to manifest

 Prenatal diagnostic screening

9. Newborn screening

 Presymptomatic testing for predicting adult-onset disorders

 Presymptomatic testing for estimating the risk of developing adult-onset cancers

 Confirmational diagnosis of symptomatic individuals

10. Forensic/identity testing

Some genetic tests are already available, although most of them are used in developed

countries. The tests currently available can detect mutations associated with rare genetic

disorders like cystic fibrosis, sickle cell anemia, and Huntingtons disease. Recently, tests

have been developed to detect mutation for a handful of more complex conditions such as

breast, ovarian, and colon cancers. However, gene tests may not detect every mutation

associated with a particular condition because many are as yet undiscovered, and the ones

they do detect may present different risks to different people and populations.

Gene therapy may be used for treating, or even curing, genetic and acquired diseases like

cancer and AIDS by using normal genes to supplement or replace defective genes or to

bolster a normal function such as immunity. It can be used to target somatic (i.e., body) or

germ (i.e., egg and sperm) cells. In somatic gene therapy, the genome of the recipient is

changed, but this change is not passed along to the next generation. In contrast, in germline

gene therapy, the egg and sperm cells of the parents are changed for the purpose of passing

on the changes to their offspring. There are basically two ways of implementing a gene

therapy treatment:
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 Ex vivo, which means outside the body Cells from the patients blood or bone marrow are

removed and grown in the laboratory. They are then exposed to a virus carrying the desired

gene. The virus enters the cells, and the desired gene becomes part of the DNA of the cells.

The cells are allowed to grow in the laboratory before being returned to the patient by

injection into a vein.

 In vivo, which means inside the body No cells are removed from the patients body. Instead,

vectors are used to deliver the desired gene to cells in the patients body.

Currently, the use of gene therapy is limited. Somatic gene therapy is primarily at the

experimental stage. Germline therapy is the subject of much discussion but it is not being

actively investigated in larger animals and human beings.

As of June 2001, more than 500 clinical gene-therapy trials involving about 3,500 patients

have been identified worldwide. Around 78% of these are in the United States, with

Europehaving 18%. These trials focus on various types of cancer, although other multigenic

diseases are being studied as well. Recently, two children born with severe combined

immunodeficiency disorder (SCID) were reported to have been cured after being given

genetically engineered cells. Gene therapy faces many obstacles before it can become a

practical approach for treating disease. At least four of these obstacles are as follows:

 Gene delivery tools. Genes are inserted into the body using gene carriers called vectors. The

most common vectors now are viruses, which have evolved a way of encapsulating and

delivering their genes to human cells in a pathogenic manner. Scientists manipulate the

genome of the virus by removing the disease-causing genes and inserting the therapeutic

genes. However, while viruses are effective, they can introduce problems like toxicity,

immune and inflammatory responses, and gene control and targeting issues.

 Limited knowledge of the functions of genes. Scientists currently know the functions of only

a few genes. Hence, gene therapy can address only some genes that cause a particular disease.

Worse, it is not known exactly whether genes have more than one function, which creates

uncertainty as to whether replacing such genes is indeed desirable.

 Multigene disorders and effect of environment. Most genetic disorders involve more than one

gene. Moreover, most diseases involve the interaction of several genes and the environment.

For example, many people with cancer not only inherit the disease gene for the disorder, but

may have also failed to inherit specific tumor suppressor genes. Diet, exercise, smoking and

other environmental factors may have also contributed to their disease.
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 High costs. Since gene therapy is relatively new and at an experimental stage, it is an

expensive treatment to undertake. This explains why current studies are focused on illnesses

commonly found in developed countries, where more people can afford to pay for treatment.

It may take decades before developing countries can take advantage of this technology.

Topic : Comparative Health Care Systems

Topic Objective:

At the end of the topic student will be able to understand:

 U.S. legal system

 High risk level

 Asymmetric information

 Comparative Health Care Systems

Definition/Overview:

A health care system is an organization to deliver health care. There are many variations of

health care systems around the world.

There are generally five primary methods of funding health care systems:

 direct or out-of-pocket payments,

 general taxation,

 social health insurance,

 voluntary or private health insurance, and

 donations or community health insurance.
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Key Points:

1. Comparative Health Care Systems

One recent study published by the National Bureau of Economic Research found no

systematic relationship between the cost efficiency of health care systems and the type of

financing used. The author concluded "that almost all financing choices are compatible with

efficiency in the delivery of health care."

Health care has the following characteristics:

The provision of critical health care treatment is often regarded as a basic human right,

regardless of whether the individual has the means to paysome treatments cost more than a

typical family's life savings. Health care professionals are bound by law and their oaths of

service to provide lifesaving treatment.

2. High risk level

There is a debate (especially strong in the United Statesat present) as to whether these

characteristics necessitate public ownership or increased government regulation of the health

care industry. Purely private enterprise health care systems are comparatively rare. Where

they exist, it is usually for a comparatively well-off subpopulation in a poorer country with a

poorer standard of health carefor instance, private clinics for a small, wealthy expatriate

population in an otherwise poor country. But there are countries with a majority-private

health care system with residual public service (see Medicare, Medicaid). The other major

models are public insurance systems:

 Social security health care model, where workers and their families are insured by the State.

 Publicly funded health care model, where the residents of the country are insured by the

State.

 Social health insurance, where the whole population or most of the population is a member of

a sickness insurance company.

In almost every country with a government health care system a parallel private system is

allowed to operate. This is sometimes referred to as two-tier health care. The scale, extent,

and funding of these private systems is very variable. For the application of health care
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systems in schools see school health services. In the United Kingdom there are three separate

but co-operating National Health Services of Scotland, Northern Ireland and England&

Wales. They provide free physician and hospital services to all permanent residents of the

United Kingdom. Hospital staff are salaried employees according to nationally agreed

contracts, whilst primary care is largely provided by independent practices, who are paid,

again via a nationally agreed contract, according to the number of patients registered with

them and the range of additional services offered. Around 86% of prescriptions are provided

free across the UK, with free prescriptions covering those who are not of working age (the

young and the elderly), or those who satisfy certain criteria such as low income or permanent

disabilities. People that pay for prescriptions do not pay the full cost. For example, in 2007,

most people will pay a flat fee of 6.85 (10.16, US$13.76) for a single drug prescription

regardless of the cost (average cost to the health service was 11.10--about 16.70, US$20.40--

in 2002). All residents of Wales however, receive free prescriptions as a matter of

government policy. Funding for public health care comes from general taxation. Private

health services are also available. Private health care continues parallel to the NHS, paid for

largely by private insurance. There are no private hospitals providing accident and emergency

services. Most ambulance services are publicly run but some private and charity run

ambulance services also exist. The United States is alone among developed nations with the

absence of a universal health care system. Healthcare in the U.S.does, however, have

significant publicly funded components. Medicare covers the elderly and disabled with a

historical work record, Medicaid is available for some, but not all of the poor, and the State

Children's Health Insurance Program covers children of low-income families. The Veterans

Health Administration directly provides health care to U.S. military veterans through a

nationwide network of government hospitals; while active duty service members, retired

service members and their dependents are eligible for benefits through TRICARE. Together,

these tax-financed programs cover about 27% of the population and make the government the

largest health insurer in the nation. In 2001, only the governments of Icelandand

Norwayspent more per capita on healthcare.

This care is generally provided by privately owned hospitals or physicians in private practice,

but public hospitals are common in older cities. Just under 60% of Americans receive health

insurance through an employer, although this number is declining and the employee's

expected contribution to these plans varies widely and is increasing as costs escalate. A

significant and growing number of people cannot obtain health insurance through their
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employer or are unable to afford individual coverage. Currently, the U.S. Census Bureau

estimates that 16% of the U.S.population, or 47 million people, are uninsured. More than a

third of the uninsured are in households earning $50,000 or more per year. Some uninsured

are people under age 30 who don't believe they need to purchase health care; others are

eligible for Medicaid but have not applied. The cost of medicines is frequently not covered by

insurance, and some U.S. citizens travel to Canada and Mexico for drug purchases at prices

far below those in their home areas. A few states have taken serious steps toward universal

health care coverage, most notably Minnesotaand Massachusetts, with a recent example

being the Massachusetts 2006 Health Reform Statute. Other states, while not attempting to

insure all of their residents, cover large numbers of people by reimbursing hospitals and other

health-care providers using what is generally characterized as a charity care scheme; New

Jersey is perhaps the best example of a state that employs the latter strategy. It is typical for

most forms of general liability insurance sold in the U.S., such as home, automobile, or

business insurance to have a significant premium allocation for medical damages.

3. U.S.legal system

The U.S. legal system, which has the highest number of attorneys per capita of any country in

the world, is available to assist in proving liability and collecting the money for medical bills

from such insurances. The Indian Health Service provides public funded care for indigenous

peoples. Employer benefit based health insurance remains quite common with larger

employers. Workers injured on the job are covered by government mandated worker

compensation insurance and wage replacement benefits. These benefits vary considerably

state-to-state and employers bear the cost of this insurance. Businesses with considerable

risks, such as bridge-building, mining, or meat processing face far higher worker

compensation insurance costs than do office based clerical businesses. Although the Medical

colleges and research institutes form a backbone structure for providing healthcare, the

private hospitals and nursing homes also are becoming an increasingly necessary part of the

healthcare structure in the country.

4. Asymmetric information signifies a situation in which one party involved in transaction

with another, has more or superior knowledge and information than the other. This is often

the case between buyer and seller, where seller has more knowledge than buyer. However,

the opposite condition can also happen at times. The situation can potentially be harmful as
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the party with more information can take advantage of others lack of knowledge and thereby

exploit the other party.

Asymmetric information is the source of two major problems such as the following:

Moral Hazard This reflects on the immoral behavior of a party with asymmetric information

subsequent to a transaction. For example, some people commit arson purposely to reap

benefits from the fire insurance.

Adverse Selection In this case, the party displays immoral behavior by taking advantage of

the knowledge or asymmetric information prior to transaction. For example, some people

secure life insurance although aware of the languishing health.
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