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Preface


Medical assistants, for many years an integral part of most physicians' staff, now fulfill an ever-expanding and varied role in the medical office, both clinically and administratively. With increased responsibilities, however, comes a greater need for professional knowledge and skills. This text has been designed to provide the basics of administrative and clinical competency combined with background knowledge of anatomy and physiology.


The underlying principle of this book is to provide a format for the achievement of professional competency in skills performed in the medical office, and the understanding of their application to real-life or on-the-job situations. When professional competency is achieved in the classroom, less of a gap should exist between the academic world and the real world, and thus the transition from student to practicing medical assistant is made more easily.


Although the book's usefulness to students in medical assisting educational programs has been emphasized, the practicing medical assistant will also find this text helpful as a learning and reference source. The organization of the text lends itself well to individualized instruction and convenient reference use.








Features in this Textbook


This second edition provides up-to-date information in both the administrative and clinical areas, and it incorporates current trends in technology.








Important Features Include the Following:







• Information about compliance to all aspects of HIPAA in the medical office


• Introduction to anatomy and physiology by body system


• Current information on the OSHA Bloodborne Pathogens Standard (including a new video)


• The theory and step-by-step procedure for measuring temperature using a temporal artery thermometer


• The theory and step-by-step procedure for performing pulse oximetry


• The theory and step-by-step procedure for proper body mechanics and wheelchair transfer of a patient (including a new wheelchair transfer video)


• Automated blood pressure cuffs information


• Latex glove allergy information


• The theory of intravenous therapy


• The A1c blood glucose test


• Comprehensive updated pharmacology drug table of medications commonly administered and prescribed in the medical office


• Expanded information on the Electronic Medical Record (EMR)


• Prescriptions and the EMR


• Laboratory documents and the EMR


• The PT/INR laboratory test and the PT/INR home testing


• The theory and assistance required for mole removal


• The theory of home oxygen therapy


• Expanded information on CLIA-waived testing kids and CLIA-waived automated analyzers


• Information about obtaining an entry-level position as a medical assistant after graduation


• Up-to-date information on ICD-10 coding


• Brand new chapter on Emergency preparedness and Disaster planning























Standard Pedagogical Features in this Textbook


Other very important features include valuable learning aids:




• On the Web Resources allow students to access websites containing additional information relating to the chapter.
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• The organizational format of this textbook facilitates the learning process by providing students and educators with detailed objectives and an in-depth study of the most current and up-to-date administrative and clinical procedures performed in the medical office. Presented at the beginning of each chapter are Learning Objectives and related Procedures, a Chapter Outline, and Key Terms. The learning objectives address the cognitive knowledge required to perform the procedures. Procedures coincide with the objectives to delineate the task or skill to be mastered by the student. (In the student Study Guide, most procedures are expanded into detailed performance objectives, including outcomes, and conditions and standards of acceptable performance.) The chapter outline provides a quick reference of the cognitive knowledge included in that chapter. The Key Terms list designates the terms and definitions that should be mastered for each chapter.
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• The knowledge or theory that the student must acquire to perform each skill is presented in a clear and concise manner. Numerous illustrations accompany the theory section to aid the student in acquiring the knowledge relating to each skill.


• Procedures for each skill follow the theory section and are designed to help the student perform the skill with the level of competency required on the job. Each procedure is presented in an organized step-by-step format, with underlying principles and illustrations accompanying the techniques. A charting example follows each clinical procedure to provide the student with a guide for charting his or her own procedure. Students should find it much easier to acquire competency in charting with these examples.
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• The unique and memorable medical assistant biographical profiles (Memories from Externship and Putting It All into Practice) help students “connect” with their future beyond the classroom. The medical assistants featured are real people sharing their fears, likes, hopes, and aspirations, providing a “real-world” feel to the book and an inspiration for the student.
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• Patient Teaching boxes emphasize this important aspect of the medical assistant's job and present it in context to make it more relevant, thereby making it more memorable.




[image: image]







[image: image]





• Case Studies are designed to assist the student in responding to “real-life” situations that occur in the medical office. A practitioner's response is given for each case study too, as a means of comparison for the student.
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• Key Terms identified at the beginning of the chapter are defined at the end of the chapter in the Terminology Review, providing students with a valuable terminology overview for each chapter. The Terminology Review now contains a helpful “Word Parts” column for key terms that are easily broken down into meaningful word portions.
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• Legal issues are important for medical assisting students to understand; it is damage control for the medical practice for which they will eventually work. Medical Practice and the Law boxes at the end of each chapter provide the student with current legal information pertaining to the chapter.
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Continuing education is of utmost importance in such a rapidly changing profession. New techniques and developments in the field of medicine have a direct influence on the medical assisting profession. Continuing education helps the medical assistant maintain and improve existing skills and learn new skills. A list of helpful community resources for the medical assistant is found in Appendix C on the Evolve site.


The authors hope that individuals who use this approach to medical assisting will view this text not as a stopping place but as a means of opening doors to new paths to be explored in the medical assisting profession.















Extensive Supplemental Resources



Student DVDs





The most impressive feature of this textbook is the inclusion of clinical and administrative skills DVDs, which present many of the skills outlined in the textbook. An icon [image: image]is placed next to the procedures in this text that are included on the DVDs. Students will have the invaluable opportunity to watch these procedures at home, on their own DVD players or computers. This should greatly enhance the learning of these clinical and administrative skills and provide the medical assistant graduate with competence and confidence to perform clinical and administrative skills in the medical office.








Evolve Resources


The Evolve site (http://evolve.elsevier.com/Bonewit/today/) includes all instructors' materials (for instructors only), content updates, Apply Your Knowledge review questions, Prepare for Certification, Video Evaluations, Procedure Videos, Animations, Practicum Activities for your externship, and various games and interactive activities.


An Evolve site is designed for students to apply the theory and skills learned throughout the textbook. Organized by chapter, the site includes Apply Your Knowledge questions and several games (i.e., “Quiz Show” and “Road to Recovery”) to provide entertainment while learning important concepts related to selected chapters, matching exercises, labeling exercises, identification exercises, and other helpful activities for the student. An icon [image: image]is placed at the end of each chapter to prompt students to access the site.














Study Guide


The student Study Guide that accompanies the textbook greatly enhances the learning value of the textbook. In addition, its outcome-based approach meets the criteria required for outcome-based program accreditation as stipulated by the Commission on Accreditation of Allied Health Educational Programs (CAAHEP) and the Curriculum Review Board of the American Association of Medical Assistants (AAMA). Included are extensive exercises for each chapter, as well as performance checklists. The study guide includes pretests and posttests, which help better prepare students for chapter tests, a textbook and student Study Guide assignment sheet for documenting completion of assignments and calculating points earned for each assignment, and a laboratory assignment sheet to keep track of student procedure performance.














Medical Assisting Online


Medical Assisting Online is a complete online course that can stand alone as a distance education course (when combined with an on-site lab component) or provide additional reinforcement to a traditional classroom course. It covers all key accredited clinical and administrative competencies in an exciting, interactive format.
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Clinical Procedure Icons


The OSHA Bloodborne Pathogens Standard must be followed when performing many of the clinical procedures presented in this text. To assist the student in following the OSHA Standard, icons have been incorporated into the procedures. An illustration of each icon along with its description is outlined below.


[image: image]HAND HYGIENE is an important medical aseptic practice and is crucial in preventing the transmission of pathogens in the medical office. The medical assistant should sanitize the hands frequently, using proper technique. When performing clinical procedures, the hands should always be sanitized before and after patient contact, before applying gloves and after removing gloves, and after contact with blood or other potentially infectious materials.


[image: image]CLEAN DISPOSABLE GLOVES should be worn when it is reasonably anticipated that you will have hand contact with the following: blood and other potentially infectious materials, mucous membranes, nonintact skin, and contaminated articles or surfaces.


[image: image]BIOHAZARD CONTAINERS are closable, leakproof, and suitably constructed to contain the contents during handling, storage, transport, or shipping. The containers must be labeled or color coded and closed before removal to prevent the contents from spilling.


[image: image]APPROPRIATE PROTECTIVE CLOTHING such as gowns, aprons, and laboratory coats should be worn when gross contamination can reasonably be anticipated during performance of a task or procedure.


[image: image]FACE SHIELDS OR MASKS IN COMBINATION WITH EYE-PROTECTION DEVICES must be worn whenever splashes, spray, spatter, or droplets of blood or other potentially infectious materials may be generated, posing a hazard through contact with your eyes, nose, or mouth.
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The Health Care System







Chapter Outline





INTRODUCTION TO HEALTH AND THE HEALTH CARE SYSTEM




Shift from Hospital-Based to Community-Based Health Care


Managed Care versus Patient Care: Competing Forces Facing the Medical Office in the Twenty-First Century




Fee-for-Service Insurance Plans


Government Insurance Plans


Managed Care


Health Care Reform





Ambulatory Care




Flow of Activity in Ambulatory Care


The Health Care Team





Parts of the Medical Office




Reception Area and Waiting Room


Examination Rooms and Laboratory


Medical Records Storage and Business Office


Additional Areas Found in Many Offices





Medical Specialties




Primary Care


Osteopathy


Podiatry


Chiropractic





Practice Types




Solo Practice


Group Practice


Clinic





Complementary and Alternative Medicine













Learning Objectives





1. Describe the role of medical office care in the health care system.


2. Describe the historical development of managed care.


3. Identify the flow of activity in ambulatory care.


4. Identify the various types of health care professionals, and describe the job responsibilities of each professional.


5. State the educational requirements for physicians.


6. List and describe the parts of the medical office.


7. Identify and describe the various types of medical specialties.


8. Identify three medical practice types.


9. Compare and contrast various complementary and traditional medical treatments.







Key Terms





ambulatory (AM-byoo-la-toe-ree) care








capitation (cap-ih-TAY-shun)








curative (KYUR-a-tive) treatment








empirical (em-PEER-ih-cle)








fee for service








formulary (FORM-you-lay-ree)








health insurance








holistic (hole-IH-stick)








managed care








palliative (PAL-ee-a-tive) treatment








residency (RES-ih-dense-ee)








symptomatic (simp-toe-MA-tick) treatment








utilization review


















Introduction to Health and the Health Care System


The World Health Organization (WHO) defines health as the absence of illness or disease and a state of being in which the individual feels well and is able to carry out the daily functions of life with no difficulties and no pain. In reality, no one reaches this optimum level of health. Everyone has aches and pains, psychological if not physical.


In our health care system, the physician's responsibility is to examine hundreds of people in the course of a week and try to focus on medical problems that meet the following criteria: The problem is causing or can cause severe difficulties in carrying out the daily functions of life, and the problem can be treated either by reducing the effects of the symptoms or by eradicating the problem altogether.


Each individual the physician sees has a different group of presenting physical symptoms as well as a different set of social circumstances and emotional issues. The physician listens to the patient's description of his or her life, performs objective laboratory and diagnostic tests, identifies medical problems, and assesses the nature of each problem.


Physicians know that the vast majority of medical problems do not pose a long-term threat to health. Most medical conditions get better over time. Effective treatments are available to cure many conditions (curative treatment). In other cases the physician can reduce the symptoms even if the underlying medical condition is not significantly affected. This type of treatment is called symptomatic treatment (responding to symptoms) or palliative treatment (seeking to reduce the effects of a disease or condition without curing the underlying disease). For example, a patient with a urinary tract infection who is given a prescription for antibiotics receives curative treatment, whereas a patient who has diabetes mellitus receives palliative treatment. The patient is prescribed insulin, which alleviates the symptoms of the diabetes; however, the treatment does not cure the diabetes.


Most treatments are based on scientific study. In Western scientific medicine, as in no other medical tradition, approaches to diagnosis and treatment have been studied and tested over hundreds of years. As long ago as the fourth century BC, a physician named Hippocrates in Greece believed that disease was not a punishment for transgressions against the gods, but rather the result of physiologic and environmental factors that could be studied. Since the time of Hippocrates, the practice of medicine has changed considerably in response to scientific discoveries (Table 1-1).




Table 1-1


Milestones in the History of Medicine








	3000 BC


	Writings about the circulation of blood in China.






	c. 460 BC


	Birth of Hippocrates (called the “Father of Medicine”) in Greece—based medical care on observation and believed that illness was a natural biologic event.






	1514-1564

	Andreas Vesalius—wrote the first relatively correct anatomy textbook.






	1578-1657

	William Harvey—discovered circulation of blood (England).






	1632-1723

	Antony van Leeuwenhoek—discovered the microscope (Holland).






	1728-1793

	John Hunter—developed surgical techniques used in surgery.






	1749-1823

	Edward Jenner—first vaccine for smallpox (England).






	1818-1865

	Ignaz Semmelweis—theorized that handwashing prevents childbirth fever (Austria); his theories were rejected during his lifetime and not accepted until the work of Pasteur and Lister.






	1820-1910

	Florence Nightingale—began training for nurses; established first nursing school; before this time nurses received no training and the profession had little status (England).






	1821-1910

	Elizabeth Blackwell—first woman to complete medical school in the United States; established a medical school in Europe for women only.






	1821-1912

	Clara Barton—acted as a nurse on the battlefields of the Civil War; was a civil rights activist and suffragette; organized the American Red Cross.






	1822-1895

	Louis Pasteur—developed pasteurization of wine, beer, and milk to prevent growth of microorganisms; microbiology (France).






	1827-1912

	Joseph Lister—demonstrated that microorganisms cause illness; his experiments with phenol, carbolic acid, and other antiseptics laid the groundwork for modern surgery (England).






	Mid-1800s

	First large hospitals, such as Bellevue, Johns Hopkins, and Massachusetts General, established in U.S. cities. Discovery of anesthesia in the United States is credited to a Southern physician named Crawford Williamson Long.






	1843-1910

	Robert Koch—isolated the bacteria that cause anthrax and cholera; established principles to determine that a specific type of bacteria causes a specific disease (Germany).






	1845-1923

	Wilhelm Roentgen—discovered x-rays (Germany) based on the discovery of radium and radioactivity by Marie Curie (1867-1934) and Pierre Curie (1859-1906).






	1851-1902

	Walter Reed—proved that yellow fever is transmitted by mosquitoes, not direct contact, while working as a U. S. army physician in Cuba. An aggressive spraying program made it possible to complete the Panama Canal.






	1854-1915

	Paul Ehrlich—coined the term chemotherapy; predicted autoimmunity; developed Salvarsan (arsphenamine), an effective treatment for syphilis, in 1909. This led to the development of sulfa drugs and other antibiotics (Germany).






	1881-1955

	Alexander Fleming—discovered penicillin (England); identified it in 1929, but an efficient method of producing large amounts was not developed until needed in World War II. Other antibiotic medications such as sulfa were soon discovered.






	1891-1941

	Frederick Banting—co-discoverer of insulin with Charles Best and John Macleod in 1922 (Canada).






	1906-1993

	Albert Sabin—developed oral polio vaccine.






	1914-1995

	Jonas Salk—developed parenteral polio vaccine.






	1922-2001

	Christiaan Neethling Barnard—South African surgeon who is remembered for succeeding at the first human-to-human heart transplant in 1967.






	1978

	Birth of Louise Joy Brown, the first child born by in vitro fertilization, in Great Britain.


















Shift From Hospital-Based to Community-Based Health Care


Three trends running in parallel through modern medicine have led to an increasingly important role for office-based health care.


The first trend is the desire by those who pay the bills—employers, the federal and state governments, and insurance companies—to reduce the costs of health care whenever and wherever possible.


A second trend is the pressure for medical offices and clinics to provide a broad range of diagnostic and treatment services to avoid having to admit patients to the hospital. The increased cost of hospitalization has provided this pressure. Developments in diagnostic equipment, increased availability of home health care, and less invasive surgical procedures have facilitated the process.


The third trend is an increased understanding, through empirical evidence (information learned from experimental research), that people feel better the less they must be confined to a hospital or go to a hospital for treatment. Being able to be diagnosed and treated in an outpatient setting with follow-up at home allows people to feel more in control of their lives as medical patients. This is especially important for people who have frequent contact with the medical system, such as the parents of infants and children, the elderly, and those with chronic illnesses. Many people who would have been hospitalized for long periods or possibly even institutionalized 50, 25, or even 10 years ago are currently living independently in the community.


Today the hospital's role is primarily to provide acute care and diagnostic services. In order for a patient to be hospitalized, his or her condition must be unstable or necessitate constant regulation of therapy. If the patient does not meet these strict criteria, he or she goes home to be followed as an outpatient; is transferred to a rehabilitation facility for intense, regular rehabilitative treatment; or is sent to a nursing home for long-term maintenance care.















Managed Care Versus Patient Care: Competing Forces Facing the Medical Office in the Twenty-First Century



Fee-for-Service Insurance Plans





Traditionally, medical care in the United States was paid for on a fee-for-service basis. Each service was billed and paid for as a separate charge: so much for the office visit, so much for the electrocardiogram, so much for the urinalysis, and so on. Fee-for-service payments can be thought of as ordering food at a restaurant à la carte: so much for the main course, so much for a salad, so much for coffee.


During the first part of the twentieth century, health insurance (if the patient had any) paid only for hospitalization, and usually the patient completed most of the paperwork. Health insurance is a system by which a person or the person's employer pays an insurance company a yearly amount of money, and the insurance company pays some or most of the person's medical expenses for that year. The theory behind insurance is that, although a few people will have large medical bills over the course of the year, most people will have small bills. By setting the fee for everyone at a level above the actual cost of care for most people, the insurance company can pay for the care of the well, the occasionally ill, and the often ill and still make a profit.


This system encouraged health care providers to provide a high level of care for everyone with health insurance because the insurance paid for every test and every procedure. Physicians’ incomes soared between the end of World War II and the early 1980s. With the increasing costs of laboratory and diagnostic testing, hospital services, and office visits, the cost of medical care increased far more rapidly than the cost of other goods and services in the U.S. economy. (In economic terms, health care inflation increased much more rapidly than the general rate of inflation.)


During this time, ever-better health insurance became a standard employee benefit at many companies. The first kind of health insurance offered, in the 1950s and 1960s, was coverage for hospital care. Coverage for office visits became standard in the 1970s.





Highlight on the History of Medical Treatment of Infectious Disease


Historians generally place the beginning of Western medicine with Hippocrates, an ancient Greek physician who saw medicine as an independent discipline based on clinical practice rather than prayer and ritual. For several centuries there were few treatment methods other than rest, exercise, diet, and a few medications derived from plants. The intensive study of the human body in the 1500s fostered a better understanding of physiologic processes. For example, the English scientist William Harvey, who rejected the traditional belief that blood was made up of “spirits” and that body fluids were “humors,” developed a theory, later proved true, that blood flows from the heart to the lungs, throughout the body via arteries, and back to the heart via veins.




[image: image]


Physician in the Middle Ages taking a patient's pulse and holding a flask of urine.








The first microscopic lens was invented in 1677 by Antony van Leeuwenhoek. Through his microscope van Leeuwenhoek saw yeasts, molds, and algae, adding evidence to the theory that diseases could be caused by particles too small to be seen with the eyes. He also identified red blood cells passing through capillaries.


Throughout the nineteenth century, other scientists and physicians advanced the understanding of the cause of disease. Some found ways to combat disease without understanding the mechanism by which the disease acted; others determined the actual cause of a particular disease.


In the 1840s the Viennese obstetric assistant Ignaz Semmelweis discovered that puerperal fever, or so-called “childbed fever,” a fatal illness of women who had just given birth, could be reduced if physicians washed their hands. He came to believe that physicians were infecting women by transferring disease-causing substances from one woman to another.
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Early microscope, about 1765.
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Extracting blood for a transfusion, eighteenth century.








Semmelweis conducted what today would be called an epidemiologic study. He studied the records of women who had died and determined which physicians and medical students had attended which birth. His study of the records led him to conclude that most of the women who died had been attended to by physicians and medical students who had come into the birthing room directly from the anatomy laboratory, where they had worked with cadavers, without first washing their hands. Most of Semmelweis's colleagues dismissed his notion that simple handwashing could reduce childbirth deaths as nonsense, and during his lifetime, Semmelweis was ridiculed. It was not until decades later that physicians regularly began washing their hands.


The Scottish surgeon Joseph Lister worked on similar ideas to develop the first practice of antisepsis (cleaning areas where germs may be) and later asepsis (creating a germ-free environment). Lister started by pouring carbolic acid on the wounds of those who had just had surgery. Over time, he found milder substances. Lister found that far fewer patients who were treated with these substances died from gangrene that developed in the open wounds.


Semmelweis, Lister, and others worked empirically, which means they sought results through experiments that could be repeated with the same results. Although they were able to decrease infection rates, they never completely understood what caused infectious diseases. Other scientists sought to determine that bacteria caused specific diseases.


The German physician Robert Koch is called the “Father of Microbiology” because of his work with specific bacteria such as Mycobacterium tuberculosis, the bacterial agent that causes tuberculosis. Koch also isolated the bacterial agent that causes anthrax. Koch grew the anthrax bacillus in a number of different liquid media in his laboratory, used the microscope to identify it, injected the organism into a healthy animal, waited for the animal to become sick, and then recovered the same organism from the sick animal. This proved that one specific type of bacteria causes one specific disease. Today we know that it is possible to break the chain of illness by keeping those who are contagious away from those who are vulnerable to disease.


The work of Louis Pasteur and Koch, among others, helped set the stage for the understanding of infectious disease and for worldwide vaccination programs to eradicate smallpox and to try to eradicate the “childhood illnesses” of mumps, measles, and rubella (German measles).


The first vaccination actually had been performed a century earlier. Edward Jenner, an English physician in the farming country of Gloucestershire, used the pus from one person's cowpox lesion to vaccinate another individual against smallpox in 1796.
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Edward Jenner vaccinating an infant.








Cowpox is a variant of smallpox. It is lethal to animals but relatively harmless to humans. For centuries, people had realized that people who had been infected with cowpox did not develop smallpox. Today, we understand what had happened—their immune systems had developed antibodies to cowpox that also prevented smallpox infection by attacking the smallpox virus.


Jenner used “humanized cowpox” to establish immunity by taking pus from a lesion on a human infected with cowpox and rubbing it into an open wound on another human. A couple of weeks later, he inoculated the second person with smallpox. Not only did the individual not become ill, but he also was not contagious. A century later Pasteur would discover fully the mechanism by which vaccination works. Vaccines were discovered for many diseases. By the beginning of the twentieth century, vaccines had been developed for diphtheria and tetanus, and most children received these vaccines as infants by the middle of the twentieth century. New immunizations continue to be developed not only for infants but also for adolescents, adults, and the elderly.


Medications to kill bacteria were another important tool in the fight against infectious disease. Paul Ehrlich is credited with the development of the first medication to kill bacteria. In 1909 he developed a drug called Salvarsan (arsphenamine), which could be used to effectively treat syphilis. Unfortunately the medication itself was extremely toxic. The first of the sulfanilamide drugs, Prontosil, was developed in 1932 in Germany. It was effective against infections caused by streptococci and some other types of bacteria. The sulfanilamides became popular before and during World War II because they were the only antiinfective agents widely available. Penicillin, a mold that kills bacteria, had been discovered in 1922 by Alexander Fleming in London after it attacked bacteria that he was growing on agar plates. Initially the scientific community did not believe that it would be effective inside the body, and little follow-up research was done. During World War II, two medical researchers, Howard Florey and Ernst Chain, took up the research on penicillin and managed to prove that the medication was effective. The first human was treated in 1941, and within a few years mass production had been established and penicillin was in widespread use.


Discovery of the first virus is credited to Dimitri Ivanowski, a Russian botanist, in 1892. He discovered that a substance could pass through a ceramic filter that trapped all known bacteria and still cause a disease of tobacco called mosaic tobacco disease. We now know that the culprit is the tobacco mosaic virus. Yellow fever was the first viral disease of humans to be identified. During construction of the Panama Canal, workers were devastated by this disease. Research done by Walter Reed established that the disease was caused by a virus transmitted by mosquitoes and not direct contact. Controlling mosquitoes facilitated the work on the canal. The development of the electron microscope in 1930 allowed viruses to be seen, but progress to control viral diseases was slow. For most viruses the body has adequate defenses to overcome the infection, but there are some significant exceptions. The retroviruses, such as human immunodeficiency virus (HIV), are notable because they are able to overcome the body's immune system. In the 1970s the first deaths from acquired immunodeficiency syndrome (AIDS) were reported in the United States. Within the next 20 years, a worldwide epidemic occurred. By 1997 more than 6 million deaths worldwide had been caused by the AIDS virus. Treatments have been developed to slow the progression of the disease, but to date there is no effective immunization or cure for this disease. The ability of viruses to mutate rapidly has resulted in recent viral pandemics from diseases such as severe acute respiratory syndrome (SARS) in 2004 and H1N1 influenza in 2009. [image: image]











Government Insurance Plans


Recognizing that there were large segments of the population without insurance because they are not employed, the federal government began to provide health insurance to large segments of the population starting in the 1960s. Medicaid began to provide health insurance for low-income children without parental support and later expanded to cover all low-income people. Medicare initiated health insurance for the elderly, the disabled, and those with end-stage kidney disease. The Civilian Health and Medical Program of the Uniformed Services (CHAMPUS; now called TRICARE) provided health insurance for dependents of active-duty military personnel. With these programs, the federal government has become the primary insurer for more than 50 million Americans. These plans, which included payments for office visits for illness, greatly increased the number of Americans who had medical insurance. There was little incentive for the consumer (the patient) to control costs because insurance was covering those costs, and care in most cases was “free” to the consumer.


Although most Americans who were insured did not feel that they were “paying” for their medical care, they were, indirectly. The huge increases in health care costs were one of the major sources of the generally high rates of inflation in the 1970s. Employers, who paid for the insurance, had to pay ever-rising premiums and offset these large premium increases with small increases in cash wages, which did not keep up with inflation. So American workers did, in fact, pay for health insurance and health care costs in lower purchasing power for the cash they received as salary.














Managed Care


Health maintenance organizations (HMOs) were originally formed with a belief that consistent, routine care would help prevent later expensive care. The expansion of health insurance to cover office visits originally covered only visits for illness or injury and did not cover so-called “routine care” (well-child visits, immunizations, regular checkups, or physical examinations). Managed care was based on the belief that increasing prevention and promoting early detection and diagnosis of chronic and life-threatening medical conditions would reduce costs. The HMO movement, which gained acceptance in the 1970s, pushed traditional health insurance companies to begin providing coverage for routine care.


In the late 1970s, insurance companies began to respond to escalating health care costs by reviewing care to find out if it was medically necessary. This process, called utilization review, identifies patients who, according to the insurance companies, no longer need to be hospitalized. Originally, utilization review was used by Medicare and Medicaid. Other insurance companies soon realized that shortening hospital stays was an important way of reducing overall health care costs. The combination of HMO insurance plans and strict utilization review for hospitalized patients is the basis of what we call managed care.


The original HMO model had two components: insurance and services including diagnostic tests and pharmacy. HMO plans set up full-service medical clinics. Physicians were employees. The HMO established a contractual relationship with a hospital for inpatient services, and patients had to go to the specific hospital with which the HMO had a contract.


In the late 1980s HMO services began to separate from HMO insurance. A second type of HMO model based on networks of physicians who agreed to provide care for HMO patients came into being. Some of these networks operated under the old fee-for-service plans but agreed to discounted fees from the HMOs in exchange for access to the rapidly growing patient populations enrolled in HMOs. In an effort to reduce payments, HMOs tried to have physicians accept a flat monthly fee for each subscriber in their practice and agree to provide all necessary primary care for that fee. This type of payment is called capitation. This reduces the incentive to provide extra services because their cost will not be reimbursed separately.


The managed care movement in general, as well as the trend to decrease reimbursement for primary care in particular, put the burden on physicians to compete with one another to provide the most care for the least money. As a result, physicians often feel pressure to limit diagnostic tests, reduce hospitalizations and the number of days patients stay in the hospital, and use generic instead of brand-name drugs. (Generics are identical in chemical formulation to brand-name drugs and can be manufactured only after the brand-name drug's patent protection has expired.)


Managed care also puts pressure on physicians to see more patients, spend less time with each patient, and justify all services including diagnostic tests and referrals. The expense of handling sicker patients is expected to be balanced by those patients who use less than the average amount of medical services.


In addition, insurance plans have tried to reduce their costs for prescription medications by restricting drug coverage to lists of approved drugs. Such a list, called a formulary, usually includes one or two of the less expensive drugs for each possible medical condition. Exceptions are made if the physician can show that the less expensive drugs have been ineffective for his or her patient and that a more expensive drug is necessary. In some plans the patient can receive a more expensive medication by paying more of the cost.














Health Care Reform


Despite these measures, however, beginning in the late 1990s, both insurance premiums and health care costs began to increase at more than double and even triple the underlying rate of inflation. There has also been an increase in the number of individuals and families who do not qualify for government insurance plans, and also do not have health insurance through their employers. This may be because they work part-time or are self-employed. The Patient Protection and Affordable Care Act, which became law in March 2010, expands insurance coverage to an estimated 32 million Americans who were previously uninsured. Among the provisions that went into effect in September 2010, insurance companies are no longer allowed to exclude children with preexisting health conditions or to drop customers after discovering technical mistakes on applications. By 2014 this law will require all individuals to purchase health insurance or pay an annual fine. Even though this law has been challenged in the courts, a strong belief persists that society has an obligation to make appropriate health care accessible to all citizens.




















Ambulatory Care


There is no such thing as a “typical” medical office. The style of any particular medical office depends on the personality of the physician or physicians who practice there, as well as the general population of patients who come there. Regardless of the physician's personality and the patients’ personal background, the same kinds of activities occur in any physician's office setting.


Today, the trend in medical care is toward an increasing amount of ambulatory care—defined as the patient coming to the care rather than the patient receiving care in a home or hospital setting (Figure 1-1). To take advantage of ambulatory care, the patient must be able to walk into the physician's office or at least be brought to the office in a wheelchair. In addition to private physicians’ offices, offices of physicians who make up a staff model HMO, community health centers, multispecialty clinics, and hospitals are increasingly making more space available for outpatient care.
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Figure 1-1 The patient check-in area in a clinic.














Flow of Activity in Ambulatory Care


The flow of activities for each patient in an outpatient setting is similar. The patient will do the following:




• Enter the office


• Approach the reception desk, identify the physician and time of appointment, provide the office staff with personal and payment information, and make a copayment (if necessary)


• Be seen by a physician (or by a nurse practitioner [NP] or physician assistant [PA] if the practice uses such personnel)


• Undergo diagnostic or laboratory tests in the office


• Receive a diagnosis, treatment, or a referral to another health care provider


• Receive instruction for follow-up care and any diagnostic tests to be done elsewhere before leaving the medical office; if seriously ill, the patient may be admitted to the hospital





Figure 1-2 is a flowchart of how a patient moves through the medical office.
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Figure 1-2 Patient progress through a medical office.








Once a patient has been seen in the medical office, the office begins the process of obtaining payment for its services. The medical payment may come from a private insurance plan, a government-funded insurance program, and/or from the patient. The patient may be responsible for a percentage of the charges or the entire bill if he or she does not have insurance.


After the examination the patient receives instructions to prepare for a test or procedure to be performed or information about medication that has been prescribed. Patients who are seen regularly because of a chronic illness may spend time with a physician or medical assistant reviewing the patient's individual treatment plan. A follow-up appointment is made if necessary.


Most medical offices provide health education materials in the waiting room. These materials may consist of pamphlets, article reprints, health education videos, or health news reports specially prepared for viewing in the medical office.














The Health Care Team


A medical assistant works as a member of a dedicated health care team. The physician or group of physicians expects each medical assistant to fill a slightly different role within the office team. This role will depend on the style of the practice, the region of the country where the practice is located, and what types of medical professionals make up the team.


As the operations of a medical practice become more complex, physicians may employ individuals with more specialized medical business and medical management experience to run the business side of the office. In these offices, medical assistants play more of a clinical role. In smaller offices, medical assistants usually perform both clinical and administrative activities.





Putting It All into Practice
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My name is Aida Reyes, and I am the medical assistant for a primary care physician. I have been working here for 12 years, and in that time it seems to get busier and busier. We used to see about 15 patients in a typical morning or afternoon, and now we are seeing an average of 20 to 25. When I first took the job, I thought it would be a fairly relaxed environment. How busy could it be with only one physician? I didn't take into account all the different things I would have to do. I have to open the office, prepare for the day's patients, check patients in, assist the physician, check patients out, pull the charts for the next day's patients, restock the examination rooms, and close the office. Even though there is a receptionist and a file clerk working part time, I never catch up on the paperwork. I also have to do all the referrals myself because so many patients have some type of managed care insurance. We are fortunate to have a laboratory on the first floor of our building, but I still have to make sure that all laboratory requisitions are filled out completely for our patients. [image: image]











Members of the Health Care Team


The members of the medical team who typically work in ambulatory care, be it a private practice, a community or public health clinic, or a hospital clinic, include physicians, NPs, PAs, medical assistants, registered nurses (RNs) or licensed practical nurses, a business manager, a receptionist, a medical secretary, file clerks, and one or more insurance specialists. Medical transcription is occasionally done in the medical office, but increasingly it is outsourced or replaced by the electronic medical record or voice recognition software. If the office performs moderate- or high-complexity laboratory tests, a certified medical technologist may also be on the staff or serve as a consultant.


Hospital or community-based clinics will possibly also have a staff of social workers, outreach workers, and case managers to provide social services to patients. Practices specializing in women's health (obstetrics and gynecology) may also have certified nurse-midwives.


Table 1-2 lists various nurses and allied health professionals and describes their roles.




Table 1-2


Nurses and Allied Health Professionals










	Occupation

	Credentials

	Responsibilities










	Certified Professional Coder
Certified Coding Associate

	CPC
CCA

	Assigns codes to patient charges and diagnoses for insurance billing. There are many coding certifications depending on knowledge and specialty.






	Diagnostic Medical Sonographer

	DMS

	Performs ultrasound scans in hospitals and ambulatory care facilities. Ultrasound uses high-frequency sound waves to produce images. A sonographer may specialize in ultrasound of the heart (echocardiography).






	Emergency Medical Technician
Paramedic

	EMT; paramedic

	Provides emergency services and life support in the community. Several levels of emergency service personnel exist, depending on training and experience.






	Health Information Specialist

	RHIA; RHIT

	Works with patient medical records; may provide assistance in planning, managing information, gathering data for medical research, and policy making.






	Medical Assistant

	CMA (AAMA); RMA

	Performs administrative and clinical tasks in ambulatory care.






	Medical (Clinical) Technologist

	MT; MLT

	Performs laboratory tests in the clinical laboratory and may supervise laboratory operations or provide consulting services.






	Medical Secretary

	CMS

	Secretary who specializes in administrative procedures in a health care setting.






	Nuclear Medicine Technologist

	CNMT

	Operates devices that detect and map absorption of radioactive substances given by injection to create diagnostic images.






	Nurse, Practical

	LPN; LVN

	Performs direct patient care and clinical procedures. May work in hospitals, nursing homes, and ambulatory care settings.






	Nurse Practitioner

	NP

	Specializes in a specific area such as internal medicine, pediatrics, and women's health and often manages routine patient care in ambulatory care settings.






	Nurse, Registered

	RN

	Plans and provides nursing care in inpatient settings. Provides supervision for caregivers in both inpatient and outpatient settings.






	Occupational Therapist

	OT; OTA

	Plans therapeutic activities for rehabilitation, especially for activities of daily living (ADLs). Implements treatment plans.






	Occupational Therapy Assistant






	Physical Therapist

	PT; PTA

	Plans exercises for large muscle groups for rehabilitation and implements treatment plans.






	Physical Therapy Assistant






	Physician Assistant

	PA

	Manages routine patient care under the supervision of a physician. Usually works in ambulatory care.






	Radiologic Technologist

	RT

	Takes radiographs and assists with special radiographic examinations. After completing education, may specialize in computed tomography, mammography, or therapeutic radiation.






	Registered Dietician

	RD

	Assists with nutrition of patients in hospitals and ambulatory care. Performs nutrition screening and counseling. Coordinates all aspects of food service in many settings.






	Respiratory Therapist

	RRT

	Provides respiratory treatments and manages patients on ventilators.






	Surgical Technologist

	CST

	Assists during surgery in hospital and day surgery centers by setting up operating rooms, preparing instruments and equipment, and passing instruments during surgery.
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Physicians and Other Health Care Providers


Physicians have either an MD (medical doctor) or DO (doctor of osteopathy) degree, either of which is awarded after 4 years of college, then 4 years of medical or osteopathic school. In addition, they complete a hospital-based, intensive postgraduate training period, traditionally called a residency, which lasts from 2 to 7 years, depending on the specialty. To receive a medical license from the state where he or she will practice, the physician must pass Parts I, II, and III of the U.S. Medical Licensing Examination (USMLE). The first two parts of the examination are taken during medical school, but Part III cannot be taken until the physician has completed at least 1 year of residency (sometimes called an internship).


If a physician wants to be “board certified” in a specialty, he or she must pass another examination, administered by the certification board of the particular specialty. The physician does not need to be board certified to obtain a state license to practice medicine.


A PA must have at least 2 years of college plus 2 years of PA school, although most PA programs award a master's degree. A PA usually specializes (e.g., in pediatrics, in adult medicine) and manages a group of patients receiving routine care. He or she must practice with a physician. All states have laws regulating PAs, and students must pass the national certification examination.


An NP is an RN who has completed a program in advanced practice nursing, a program that usually grants a Master of Science in Nursing (MSN) or higher degree. NPs can specialize in pediatrics, family practice, gerontology, or other specialty areas.





What Would You Do? What Would You Not Do?





Case Study 1


In the examination room, Alicia Darwin, a new patient, tells Aida that she has switched physicians because she had often been seen by a nurse practitioner in the medical office where she used to go. “I don't think a nurse practitioner has as much experience as a doctor,” she said, “and besides, the nurse practitioner can't give me medication if I need it.” She asked Aida to confirm that she would always be seen by the physician in this office. She added, “I don't have anything against nurses like you; I just want to have a real doctor take care of me.” [image: image]








The educational requirements and scope of an NP's ability to practice independently are determined by each state. In all states, NPs are allowed to carry a caseload and manage routine patient care. Most states allow NPs to write prescriptions; in other states a physician must cosign the order. In some states, NPs are allowed to practice independently, but in most they must practice in an office with supervision by a physician. In a few states, NPs are allowed to admit patients to hospitals.




















Effective Teamwork


Working as an effective health care team does not just happen. To be effective, team members work together to provide appropriate care for each patient. The more people involved, the more crucial this teamwork is. Each member of the team must be committed to problem solving, communicating, and coordinating effective care.


Teamwork is reinforced at regular staff meetings, which can be directed by either the medical or the business director of the office, depending on the particular topics of the meeting. But the true test of teamwork occurs on a daily basis as health care is provided.


Each health care team member has a certain responsibility and restrictions on activities and areas about which he or she is allowed to make decisions. Sometimes this scope is defined by federal or state law. For example, medical assistants are allowed to administer injections in some states, but in others they cannot. The medical assistant must learn what areas fall within the proper scope of decision-making responsibility in his or her state.


The specific education and role of the medical assistant is discussed in Chapter 2. The medical assistant plays an important role by keeping the work of the office flowing smoothly. He or she must communicate well with other health team members. Because a patient will not always repeat all information to the physician, the medical assistant must communicate anything related to the patient's health verbally or through the medical record. At the same time, the medical assistant must be careful to avoid using diagnostic terminology in the medical record or giving medical advice to the patient (unless following specific guidelines established by the physician).


Teamwork is enhanced when each team member helps and supports other members and avoids blaming or criticizing others. Because the number of employees in a medical office is often small, it is important for everyone to do his or her best to get along and deal with conflict. When a problem arises, it is important to try to find solutions to the problem rather than focusing on who caused the problem or whose fault it is. It is also helpful to maintain perspective and accept that things do go wrong, and most problems can be dealt with. In any conflict situation, it is important to listen to the point of view of others and validate their feelings. Effective communication techniques are discussed in more detail in Chapter 4.


























Parts of the Medical Office


A physician's office has a number of different physical spaces in it. Each space has a particular purpose. Every physician's office has three basic areas: a reception area and waiting room, examination and treatment rooms, and an area for other activities. This may include medical records storage, if the office uses paper medical records; storage for supplies; and staff offices or cubicles.


In most offices, physicians also have their own offices, separate from examination rooms, but some physicians have examination tables in their offices, combining the two spaces in one room.


Larger offices may have several additional areas such as an office laboratory; separate treatment rooms or special procedure rooms; a business office, which is separate from the front office (reception, telephones, appointments); and a lunch or break room for the staff.


All physicians’ offices must meet a number of specifications laid out by regulatory agencies. These include the federal Occupational Safety and Health Administration (OSHA), which regulates workplace health and safety. They also must meet the specifications of the Americans with Disabilities Act, which requires that doorways be at least 3 feet wide and hallways at least 5 feet wide. Restroom facilities must be available for both patients and staff. Office laboratories are regulated by the Clinical Laboratory Improvement Amendments of 1988 (CLIA′88). Local boards of health also inspect and regulate hospitals and clinics.


Figure 1-3 shows the layout of a small physician office.
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Figure 1-3 Layout of a small medical office.














Reception Area and Waiting Room


The reception area and waiting room are the first place any new or prospective patient will see. First impressions are important. The waiting room should be clean and well lit. Furniture should be arranged and not haphazardly placed. Up-to-date, general-interest reading material should be available; many physicians also have patient education materials available in the waiting room. Waiting rooms in pediatric and family practice offices also have toys available for children. Large pediatric practices may have a separate waiting room for sick children or for adolescents.


The waiting room should have enough chairs for two people per patient visit, multiplied by the number of patients seen in 2 hours. It needs to present a calm atmosphere and look professional. Usually the waiting area is carpeted. It should have comfortable chairs, grouped in blocks if possible rather than just lined up around the walls. Colors should be muted, and music should be soft. Red, yellow, and orange are typically avoided; today, physician's office decor often uses shades of green, dusty pink, or salmon. Music is usually a tape or radio station of the “easy listening” variety.


The reception area adjoins the waiting room. The medical assistant at the reception desk should greet each patient as he or she enters the waiting room. Most reception areas have a counter so that the patient can fill out or sign forms, and many have a sliding window so that patients cannot hear the conversations occurring behind the receptionist.


Patients check in here when they enter the office. New patient forms are received here, and health insurance cards are copied. Copayments are taken from patients whose insurance is provided through HMOs. Appointments may be made by the receptionist or in a separate area of the office.














Examination Rooms and Laboratory


Examination rooms are designed for the convenience of the physician and assisting personnel who will work there. However, they also need to be as comfortable and calming to the patient as possible. Reading material should be available in each examination room. Although good scheduling will ensure that patients will not wait too long in these rooms for a physician, most physicians do see patients in at least two examination rooms. Additional delays may occur if the physician has to respond to urgent telephone calls or office emergencies (Figure 1-4).




[image: image]


Figure 1-4 Examination rooms are usually compact, but each should be large enough to accommodate a wheelchair.








Many physicians perform treatments or diagnostic procedures in examination rooms, but complex procedures (such as suturing a laceration) are often performed in larger rooms with extra equipment and/or supplies. These are called treatment rooms.


If laboratory tests are performed in the medical office, there is a special room or area set aside for this. CLIA ′88 regulates laboratory testing. Medical assistants are trained to perform low-complexity tests (CLIA-waived tests) and may also perform more complex texts with special training.


CLIA ′88 specifies who can supervise laboratories and lays out the process for inspection and accreditation. It sets strict guidelines for quality control, quality assurance, handling of hazardous materials, documentation, and proficiency training. Offices that perform only CLIA-waived laboratory tests may perform laboratory testing in the patient preparation area. Ideally the bathroom is adjacent to this area, with an opening in the wall so that urine samples can be passed directly into the laboratory area.














Medical Records Storage and Business Office


If the office uses paper records, the medical records may be stored near the reception area, in the business areas, adjacent to the patient preparation area, or in a separate room. Charts of active patients—those who have been seen within the past 2 to 3 years—are kept in the records storage area in the office. Inactive charts are removed regularly and stored in a less accessible location such as the basement of the building or off-site in a facility that maintains records in storage. Charts needed for patients who will be coming in during a specified period—morning, afternoon, or an entire day—are removed from the storage area and prepared for use.





What Would You Do? What Would You Not Do?





Case Study 2


The physician complains to Aida that there are always dishes in the sink in the break room and crumbs and used paper coffee cups on the table. Even though the area is not seen by patients, the physician is concerned that an insect or rodent problem could develop. Aida knows that the part-time file clerk and the part-time receptionist have a tendency to leave dirty dishes and trash after their afternoon break. She herself is so busy that she rarely has time to either clean or sit down in the break room. [image: image]








Some practices are moving away from paper records to computerized medical records. In this case, patient records are stored on a computer's hard disk and are simply pulled up from the database as needed. The process of placing old records into the computerized record is lengthy, and many offices that use an electronic medical record store the former paper record of established patients in an accessible area and make it available to the provider during patient visits.


Posting of patient charges, billing, and computer operations may be performed in an area behind the reception desk or in a separate business office. If the practice has one or more satellite locations, the billing and insurance tasks are usually done in the practice's main office for all locations. Some offices contract billing and insurance claim processing to an outside company, which may even be located in another state.














Additional Areas Found in Many Offices


Physicians’ private offices are often a reflection of their personal tastes. This room is where a physician meets privately with patients, patients’ families, and other visitors. He or she usually displays degrees and certificates of membership in professional organizations on the walls of the office. Even if the practice has a small library for the use of all staff, physicians will usually have at least a few important references in this office. Art and memorabilia that show the physician's personal taste also help to make the private office a pleasant place for the physician to do quiet work and hold meetings.


Recognizing the needs of staff for a quiet place to take their breaks and eat their lunch, newer offices often include a staff break or lunch room. This room may have a refrigerator and microwave for staff to prepare lunches they bring from home. There should be at least one table and chairs. The lunch or break room should not double as a storage area, and staff should avoid using the room for meetings that deprive others of use of the room. Depending on the type of medical practice, particular rooms may be set aside for specific treatments or diagnostic procedures. Types of special rooms include the following:




• A pediatrics examination or treatment room in a family practice group's office


• A surgical procedure room in a general surgery group's office


• A room for more complex testing such as colposcopy and pelvic ultrasounds in a group practice specializing in obstetrics and gynecology


• A trauma room in a large clinic or community health center








Memories from Externship
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Aida Reyes: The clinic where I did my externship was so large that at first I kept getting lost. Another thing that confused me was the doors that the staff used to get from one part of the clinic to another. It was arranged by department, but the layout of rooms in each department was different. I spent the majority of my time in internal medicine working with one medical assistant and one physician, but my preceptor arranged for me to spend time in other departments like medical records, billing, and pediatrics and with the referral coordinator. In addition to the full-time physicians, there were some specialists who came in once or twice a week, including a neurologist, an orthopedic surgeon, and an ophthalmologist. The clinic also employed a social worker and a dietician. In each department there was a nurse and there were at least two medical assistants in addition to the receptionist. The amazing thing was how quickly I adapted and became comfortable finding my way around. After only a few weeks, it felt like I belonged there. I was so proud when my preceptor said, “Aida, you have become one of the team. I don't know how we ever got along without you.” [image: image]























Medical Specialties


Since the middle of the twentieth century, the practice of medicine has been broken down into fields of specialty and subspecialty. In 1950 most Americans received their medical care from a general practitioner, who took care of adults and children, often delivered babies, and performed many general surgical procedures.


Today, Americans may see two, three, or more physicians routinely. Box 1-1 describes the medical specialties recognized by the American Board of Medical Specialties. In many areas, there are several subspecialties. If the physician wants to work in a subspecialty, after the residency training he or she participates in additional training called a fellowship for 2 to 3 years. It is not possible to be board certified in any specialty or subspecialty without completing a residency.





BOX 1-1   Medical Specialties


Allergy and Immunology (Allergist, Immunologist): Treats adults and/or children with allergies and problems of the immune system. Many individuals experience allergies and/or asthma in the presence of allergens. The immune system can also malfunction either through inherited or acquired diseases. Allergists and immunologists diagnose, manage, and treat allergic diseases, immunodeficiency conditions, and autoimmune diseases.


Anesthesiology (Anesthesiologist): Provides anesthesia during surgery and other procedures, as well as medical care to patients before, during, and after surgery. The anesthesiologist also supervises other anesthesia personnel in the operating room such as nurse anesthetists and anesthesiology residents.


Colon and Rectal Surgery: Performs surgical treatment on the large intestine and rectum. These surgeons specialize in the diagnosis and treatment of diseases of the colon and rectum in addition to full training in general surgery. They perform diagnostic and screening procedures and perform surgery when necessary.


Dermatology (Dermatologist): Specializes in conditions of the skin. Dermatologists diagnose skin diseases and also perform surgery on the skin. Laser treatments are commonly used for skin conditions in addition to medication, cryotherapy, and surgery.


Emergency Medicine: Treats patients for emergency conditions, usually in the emergency department of a hospital. Emergency medicine focuses treatment of acute illnesses and injuries that require immediate care. The physician is often an employee of a hospital emergency department or other urgent care center.


Family Medicine (Family Practitioner): Treats adults and children for routine care and complaints; often the primary care physician for all family members. The family practitioner is concerned with the total health of the individual and the family. Specialized training is available for the subspecialties of geriatric medicine and sports medicine.


Internal Medicine (Internist): Provides medical treatment for conditions of various body systems. The internist may be the primary care provider for adults. Within the discipline of internal medicine are several subspecialties such as adolescent medicine, cardiovascular disease, critical care medicine, endocrinology, gastroenterology, geriatric medicine, hematology, medical oncology, nephrology, pulmonary disease, rheumatology, and sports medicine.


Medical Genetics: Provides diagnostic procedures and treatment for individuals with genetically linked diseases. Also provides genetic counseling and prenatal diagnosis. May specialize in laboratory testing or in research related to genetic diseases.


Neurological Surgery (Neurosurgeon): Performs prevention, diagnosis, surgical and nonsurgical treatment, and rehabilitation for conditions of the brain, spine, and nervous system. Also provides surgical and nonsurgical treatment of pain. Subspecialties include vascular neurosurgery and pediatric neurosurgery.


Nuclear Medicine: Specializes in diagnosis using radionuclides, atoms that give off electromagnetic radiation. Nuclear physicians are usually employed by a hospital or university (or both) and have little direct patient care. They are responsible for diagnosis and recommending treatment of abnormalities detected by the various imaging modalities used in the nuclear medicine department.


Obstetrics (Obstetrician) and Gynecology (Gynecologist): Specializes in care during pregnancy and delivery (obstetrician); specializes in other care and surgery of the female reproductive system (gynecologist). The gynecologist is responsible for screening procedures, diagnostic procedures, and both medical and surgical treatments. He or she also frequently uses hormone-modulating treatments.


Ophthalmology (Ophthalmologist): Specializes in the care of the eye. The ophthalmologist manages diseases and conditions of the eye with both medical and surgical treatment including laser treatments. May also manage errors of refraction and prescribe corrective lenses, although this is often delegated to an optometrist. Several subspecialties deal with specific eye diseases or parts of the eye.


Orthopedic Surgery (Orthopedic Surgeon): Specializes in diagnosis and treatment of acute and traumatic injuries of the musculoskeletal system, as well as diseases of the muscular or skeletal system. Both surgical and nonsurgical treatments are used. Some orthopedic surgeons specialize in specific joints, specific age groups, orthopedic sports medicine, or orthopedic oncology.


Otolaryngology (Otolaryngologist or ENT): Specializes in the care of the ear, nose, throat, head, and neck. The ENT is responsible for the diagnosis and surgical or nonsurgical treatment of a variety of disorders. Many physicians specialize in the care of only one organ or area and may focus on either reconstruction or diseases of that organ.


Pathology (Pathologist): Examines cells, tissues, and other specimens to determine whether their structure is normal or abnormal; attempts to determine the nature or cause of disease. Pathologists examine tissue biopsies and other specimens to identify abnormal cells. They also perform autopsies. They may be trained within two primary specialty areas: clinical pathology and/or anatomic pathology.


Pediatrics (Pediatrician): Specializes in the care of children from birth through adolescence. In the United States, pediatricians are considered to be primary care practitioners. However, many pediatricians specialize, and almost every specialty for adult medicine is represented as a pediatric subspecialty.


Physical Medicine and Rehabilitation (Physiatrist): Specializes in the treatment and rehabilitation of patients with disabling conditions such as spinal cord injury and stroke. A physiatrist sees patients across several age groups and specialty areas and focuses on restoring maximal function to patients. He or she may specialize in specific age groups or types of injury such as spinal cord injury.


Plastic Surgery: Specializes in surgical and nonsurgical treatment of physical defects of various areas of the body. The plastic surgeon performs procedures for cosmetic enhancement or reconstruction of various parts of the body. Cosmetic surgery has become popular in the past 2 decades. Reconstructive surgery includes craniofacial surgery, hand surgery, and maxillofacial surgery to repair congenital defects and problems that result from injury or disease.


Preventative Medicine: Includes aerospace medicine, occupational medicine, and public health. In this medical specialty, physicians practice in one of the specialty areas or one of the subspecialties (medical toxicology or undersea and hyperbaric medicine).


Psychiatry (Psychiatrist) and Neurology (Neurologist): Specializes in preventing, diagnosing, and treating mental illness and conditions of the nervous system. Psychiatrists have completed the same general training as any other physician, and they are able to prescribe medication for mental illness and monitor the effects of medication therapy. Like other mental health professionals, they usually also have training in psychotherapy, psychoanalysis, and/or cognitive behavioral therapy.


Radiology (Radiologist): Specializes in the use of x-ray and other ionizing radiation for diagnosis (diagnostic radiology) and treatment (radiation oncology). A radiologist has the training to manage several types of diagnostic imaging including x-ray, computed tomography (CT) scan, and magnetic resonance imaging (MRI).


Surgery (General Surgeon or Vascular Surgeon): Performs general surgical procedures or vascular surgical procedures. A general surgeon performs primarily abdominal surgery using traditional methods or laparoscopic methods. A vascular surgeon manages diseases or conditions of the arteries and veins, except for the blood vessels of the heart and brain. Cardiothoracic surgeons manage conditions of the heart including the blood vessels, and neurosurgeons manage all conditions of the brain.


Thoracic Surgery (Thoracic Surgeon): Performs surgery of the chest including cardiac surgery, although thoracic surgeons usually specialize in surgery of the chest or cardiac surgery. Because cardiac surgery requires a high degree of skill, preparation for this specialty requires long and intensive training. Thoracic surgeons may limit their practice by age group served or by type of condition (such as congenital heart disease or heart transplantation).


Urology (Urologist): Specializes in the care of the urinary system in males and females and the reproductive tract in males; also specializes in surgery of the urinary tract and male reproductive tract. The urologist may provide medical conditions as for infections or surgical repair for abnormal growths or correction of congenital malformations.











Primary Care


Primary care physicians specialize in internal medicine (treatment of the internal organs of adults by other than surgical means), pediatrics (general medical care of children and adolescents), or family medicine (general medical care of children, adolescents, and adults—today's equivalent of general practice).


Over the course of time, the activities of different types of physicians have shifted. For instance, fewer family practitioners deliver babies today than did general practitioners in the 1950s and 1960s, preferring to leave that task to obstetricians owing to the cost of malpractice insurance. Although some women continue to see a gynecologist for an annual pelvic examination and Pap test, the primary care provider performs these activities more often today than in the past.


Because of the requirements for a primary care provider in managed care plans, some specialists, especially obstetrician/gynecologists, also provide general care for some patients in their practice.














Osteopathy


Osteopathy is a mix of traditional scientific medicine and holistic medicine which focuses more on healing the entire person than a specific disease or condition. This branch of medical practice seeks to balance the structure and function of the body through manipulation of muscles and joints. Osteopathy was started in the late 1800s by Andrew Taylor Still (1828-1917). Osteopaths see disease as the result of dysfunction in the skeletal and muscular systems. Pain, “asymmetry” (the difference in anatomy or joint movement between one side of the body and the other), and tissue tenderness are used to gauge symptoms. Osteopaths, who hold DO degrees, today are given all the privileges of those with MD degrees. The majority of osteopaths practice as primary care doctors, where they believe their holistic and structural approach can be most effective.














Podiatry


Podiatrists use traditional medical and surgical techniques but are limited in their practice to treatment of disorders of the feet and ankles. Since the 1970s, podiatry has worked to enlarge its area of practice by focusing on surgery of the foot to alleviate such problems as bone spurs and bunions. Podiatrists work closely with primary care doctors in the management of diabetic patients and the elderly, who often require specialized foot care.














Chiropractic


Chiropractic is the technique of spinal manipulation. Chiropractors believe that vertebral subluxations (partially dislocated spinal joints) cause nerve blockages, which in turn lead to pain in the back, neck, shoulders, and legs. Begun in 1895 by Daniel David Palmer (1845-1913), chiropractic holds that the body has its own ability to heal and maintain balance. According to chiropractic theory, the nervous system is the center of all disease and healing. Some chiropractors believe that subluxation is the reason for all disease. Today's chiropractors, who are licensed by the state in which they practice, limit their treatment to discomfort clearly associated with the spine and integrate their practices into standard Western medical practice.


Figure 1-5 demonstrates a chiropractic adjustment.




[image: image]


Figure 1-5 Spinal adjustment with patient in prone position.


























Practice Types


Fifty years ago most physicians who were not full-time members of hospital staffs worked by themselves in an office, either in their home or in an office building. They paid their office expenses, taxes, and liability insurance out of their income, and the difference was considered their “net income” from their practice. As their practice got busier, their income increased. Today many physicians work with other physicians. Some of them have an ownership position in the practice or facility in which they work, but others are employees and receive a salary from their employer. The following categories refer to the way the office is structured, not the business arrangement or ownership.








Solo Practice


It is still possible for a physician to work in a solo practice. But to do so, he or she must make a number of trade-offs. Solo practices are limited in their size by the number of patients one physician can manage. When a physician practices alone, the medical assistant is usually responsible for aspects of both administrative and clinical support.


Even if a solo practitioner employs an NP or PA to see additional patients, the physician still must factor into his or her workday some time to oversee the work of these nonphysician professionals. In addition, the physician, as the employer, is usually responsible for paying the malpractice insurance premiums for all of the licensed professionals in his or her office. Physicians in solo practice are also completely responsible for their patients. Usually they make arrangements with other physicians to share after-hours and weekend call responsibilities and to cover for vacations.














Group Practice


Many physicians today participate in a group practice. The most common type of group practice includes three or four physicians of the same medical specialty who band together to share resources such as office space and personnel. In these groups, medical assistants usually specialize in either clinical or administrative work, although they expect to help out in other areas.


Depending on the business form used, patients are the responsibility of either one physician or “the group.” In either case, if a patient's regular physician is not available, another physician in the office can see the patient. In addition, physicians who work in group practices usually share after-hours and weekend call responsibilities. They usually split the cost of malpractice insurance, and the policy is written for the group rather than for each individual.


Large medical groups with physicians who provide primary care, as well as physicians with other medical specialties, are becoming increasingly common throughout the country. Their names often include the words “associates” or “medical associates.” This organizational form allows a sharing of resources that, in turn, allows each physician in the group to provide a broader range of services. In the past, these groups have been more common in particular regions and in rural areas, where a single group of physicians has the responsibility of being both the physicians in town and the staff of a small, rural hospital. HMOs that provide all services in one building, so-called “closed-panel HMOs,” also operate as multispecialty groups.


These practices often have separate administrative departments for billing, appointment scheduling, and referrals and separate clinical departments for phlebotomy, electrocardiography, laboratory work, and radiography. In such practices, medical assisting jobs can be limited in scope, and specific responsibilities depend on the department where the medical assistant works.














Clinic


Traditionally a clinic was connected to a hospital and provided ambulatory care, often to patients with limited financial resources. Patients were either seen at no charge or billed by the clinic, and physicians were paid a salary for their services and/or saw patients as part of their residency program. Today a clinic usually refers to a public or nonprofit facility that provides outpatient public health services, although multispecialty group practices may use the word “clinic” in their name. Community health centers, established by the federal government in the late 1960s, operate as clinics and have physicians as well as NPs, PAs, and nurse-midwives all on salary. In many states separate laws apply to clinics related to licensing and supervision by public health agencies.




















Complementary and Alternative Medicine


Numerous other practices are used for the treatment of illness, some of which have a long tradition and some of which have developed more recently. Studies from the early 1990s found that Americans annually spend literally millions of dollars on therapies that are not part of their physician's standard approach. Patients often do not even tell their physicians about these other treatments. When practices have been used for extended periods in specific cultures, they may be called traditional medicine. The term complementary medicine is usually used for medical treatments that patients use in addition to standard medical treatments. The term alternative medicine refers to practices that are used instead of standard medical treatment. For many patients, these may overlap. Acupuncture, for example, has been a definitive method of treatment in traditional Chinese medicine for centuries (Figure 1-6). In the United States it has become a popular treatment method used in addition to standard treatment. It has become so popular that there are many schools to train practitioners, and the practice of acupuncture requires a license in about 40 states.




[image: image]


Figure 1-6 Acupuncture involves the placement of several extremely thin needles in various parts of the body.








Since the early 1990s, scholars of medicine have begun to take an interest in studying complementary and alternative practices scientifically. The federal government has since established the National Center for Complementary and Alternative Medicine within the National Institutes of Health. This agency coordinates and funds scientific research to study the effectiveness of these health practices. The most well respected medical journals such as the New England Journal of Medicine and JAMA have published a number of studies about the effectiveness of various nonstandard therapies, and numerous specialized journals have also been established to publish research about such therapies. When research demonstrates that practice is effective, physicians trained in the classical Western medical tradition are more accepting and may even incorporate some of these practices or refer patients to practitioners.





What Would You Do? What Would You Not Do?





Case Study 3


While Aida is taking John Carter's medical history, he mentions that he has been getting acupuncture and taking several herbal preparations that he buys at a health food store. He also says that he wears shoe insoles with magnets in them because he has had heel pain for several months. He says, “You should try them. They have really helped my heel pain.” [image: image]











Medical Practice and the Law


Although all states require a physician to have a license to practice medicine, it does not always have to be from the state in which the physician is working. Although individual state laws vary, in the following cases a physician is usually exempt:




1. A physician who is licensed in another state or country who is meeting with a physician of the state in question for the purposes of consultation.


2. A physician who is licensed in another state or country who is visiting a medical school or teaching hospital to receive instruction or to provide instruction, as long as it is under the supervision of a licensed physician.


3. A physician who is authorized by a foreign government may usually practice medicine in relation to that government's diplomatic, consular, or maritime staff.


4. Any commissioned medical officer serving in the U.S. Armed Forces or Public Health Service or any physician employed by the U.S. Department of Veterans Affairs.





In addition, medical students and interns or residents in postgraduate programs who are under the supervision of a licensed physician may practice medicine in the institutions with which their training programs are affiliated. [image: image]








What Would You Do? What Would You Not Do?


Responses





Case Study 1


Page 9





What Did Aida Do?







[image: image] Accepted Alicia Darwin's reason for changing medical offices without making a judgment.


[image: image] Stated that she hoped Alicia would feel comfortable as a patient in their practice.


[image: image] Stated that she was a medical assistant, not a nurse, and explained the difference briefly.


[image: image] Clarified the legal position of a nurse practitioner in her state related to prescribing medications.











What Did Aida Not Do?







[image: image] Did not agree verbally or by implication that she is a nurse.


[image: image] Did not ask for additional information about Alicia's previous physician or medical office.


[image: image] Did not make any critical remarks about nurse practitioners or Alicia's previous physician.


[image: image] Did not make any statement that could be interpreted as a guarantee that Alicia would like this physician better.











What Would You Do/What Would You Not Do?


Review Aida's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


________________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


_____________________________________________











Case Study 2


Page 12





What Did Aida Do?







[image: image] Agreed that the condition of the break room could be improved.


[image: image] Promised to talk to all staff members about keeping the break room clean.


[image: image] Arranged time to speak to staff members either individually or as a group to discuss ways to keep the break room clean and make a plan.


[image: image] Encouraged all staff members to take an active part in developing a plan to keep the break room clean.


[image: image] Followed up to be sure that any plan made was implemented and was effective.











What Did Aida Not Do?







[image: image] Did not focus on identifying who was responsible when talking to either the physician or other staff members.


[image: image] Did not become defensive when talking to the physician or other staff members.


[image: image] Did not single out any staff member(s) as responsible for the problem.


[image: image] Did not complain about one staff member's behavior to any other staff member.











What Would You Do/What Would You Not Do?


Review Aida's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


______________________________________________________________________________________________


_____________________________________________________________________________________________________________________________________________


__________________________________________________________________________________________











Case Study 3


Page 15





What Did Aida Do?







[image: image] Accepted John Carter's description of his complementary and alternative medical practices.


[image: image] Documented all practices in the medical record.


[image: image] Asked questions to explore the underlying problems such as heel pain or the reason for acupuncture.











What Did Aida Not Do?







[image: image] Did not tell John that he might be endangering his health because of his use of complementary or alternative medical practices.


[image: image] Did not tell John that acupuncture, magnets, or herbs would not help him.


[image: image] Did not ask John where to buy foot insoles with magnets.


[image: image] Did not dismiss John's practices as insignificant and fail to document them.











What Would You Do/What Would You Not Do?


Review Aida's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


_____________________________________________________________________________________________________________________________________________


_______________________________________________


_______________________________________________________________________________________________________________________________________














[image: image] Terminology Review










	Medical Term

	Word Parts

	Definition










	Ambulatory Care

	
ambulare: to walk
-ory: pertaining to

	Medical care that is provided on an outpatient basis. The patient is able to come to the facility providing care and return home after receiving services.






	Capitation

	 

	A set payment provided by managed care insurance per patient per month regardless of the amount of service the patient receives.






	Curative Treatment

	 

	Treatment that cures disease.






	Empirical

	
empiricus: experienced
-al: pertaining to

	Learned from observation or experiment.






	Fee for service

	 

	A means of payment for health care in which the cost for each service provided is reimbursed in full or in part.






	Formulary

	 

	A list of prescription drugs covered or preferred by a managed care insurance company.






	Health Insurance

	 

	Purchase of protection for covered services related to health care.






	Holistic

	
holos: whole
-ic: pertaining to

	Considering the whole; in medicine, considering the entire person when providing health care.






	Managed Care

	 

	A system that manages the delivery of health care with the intention of controlling costs.






	Palliative Treatment

	 

	Therapy that reduces the effects of a disease or condition but does not remove the disease itself.






	Residency

	 

	A program to provide training in a medical specialty to a physician who has finished medical school.






	Symptomatic Treatment

	 

	Therapy for symptoms of a disease or condition that does not remove the disease itself.






	Utilization Review

	 

	Assessing medical services to determine whether they are appropriate, necessary, and of high quality.





















[image: image] On the Web


For information on health:




• World Health Organization: www.who.int/en


• National Institutes of Health: www.nih.gov





For information on physicians and osteopathic physicians:




• American Medical Association: www.ama-assn.org


• American Osteopathic Association: www.osteopathic.org





For information on medical specialties:




• American Board of Medical Specialties (ABMS): www.abms.org





For information on complementary and alternative medicine:




• National Center for Complementary and Alternative Medicine (NCCAM), National Institutes of Health: www.nccam.nih.gov
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Introduction to Professional Medical Assisting


Medical assisting came into existence as a career during the second half of the twentieth century. As recently as 1950, most physicians established their own practice when they completed their medical education and hospital training. A physician (almost always a man) usually saw patients and had no assistance, except possibly from his wife who answered the telephone and often did the billing.


The physician spent a large portion of each day making house calls. During a house call the physician would examine a patient with only the equipment he could carry in his medical bag. The physician's office was often located in a room in his house or the first floor of a building, with the physician living in an apartment above. Patients who went to the physician's office may or may not have had an appointment. They expected to wait to be seen.


In the first 20 years after World War II (before the increasing use of technology caused medical costs to skyrocket), a physician usually charged $2 to $5, possibly $10, for an office visit, a sum that seems small today. For some patients, however, even this small charge was more than a day's pay. For physicians the low fee was enough because the expenses of the practice were also low. In fact, physicians rarely pressed poor patients for full payment. They always had many patients who owed them money, and it was not uncommon for patients to pay small amounts on a weekly basis for many months or even years, especially the parents of young children. Sometimes physicians would even barter by exchanging medical care for goods or services provided by the patient. For example, a patient might pay for his medical care by bringing the physician fresh produce from his farm.


In the past 60 years, the practice of medicine has changed dramatically. This, in turn, has changed the way in which physicians operate their medical practice. With the advent of government insurance programs, not only were office visits covered by insurance, but the medical office was also expected to complete and submit the insurance forms to receive payment. Physicians soon discovered that the cost of employing a person to complete these forms was offset by improved collections and cash flow. Gradually almost all insurance billing shifted to the health care provider.


Advances in medical science made many more diagnostic tests, laboratory tests, and treatments available and even necessary for good medical care. It made sense to have an assistant in the office to perform these tests and allow the physician to concentrate on seeing patients.


Even as laboratory and diagnostic testing has increased in amount and in complexity, so too have the administrative equipment and technology used in a physician's office. Today there are computers, wireless electronic devices, printers, fax machines, photocopiers, intercoms, and voicemail systems.


Physicians send claims to a number of different insurance companies. Many insurance plans require prior approval for certain medical procedures, referrals to specialists, or surgical procedures. Insurance companies and government programs prefer electronic claims filing and often make electronic payments directly into physicians’ office accounts at banks. This creates a need not only for more staff, but also for more highly trained staff.


Physicians have also almost completely stopped making house calls. Because of this, physicians need more office space. In addition, patients with more complex needs are seen in physicians’ offices, rather than the hospital emergency department or outpatient department. Sometimes a patient must occupy an examination or treatment room for an extended period of time, such as when an individual with asthma is receiving an inhalation treatment.


Another change that has had an impact on the medical practice involves the increase in medical litigation. Since the 1970s, physicians have practiced what has come to be called “defensive medicine.” Because of the fear of a malpractice lawsuit and the high cost of malpractice insurance, physicians began to perform more laboratory and diagnostic tests to rule out even the most unlikely cause of an illness.


As services expanded, physicians employed nurses to help them in their offices. This helped ease their burden of performing procedures and caring for patients, but nurses were often unable and unwilling to assist with the administrative aspects of the practice. As a result, many physicians found a willing candidate and trained that person to assist first with administrative duties and then with both patient care and administrative duties. This evolved over time into what today is the medical assistant position.


In 1956, medical assistants from 15 states organized to form the American Association of Medical Assistants (AAMA). In 1978 the profession was recognized by the U.S. Department of Education. The AAMA and other organizations, especially the American Medical Technologists (AMT), have worked to define professional training for the medical assistant and to provide certification for medical assistants through national examinations.








Educational Programs for Medical Assistants


Initially, medical assistants received on-the-job training, but as the profession grew, formal educational programs were established. These programs vary in length from 6 months to 2 years. Medical assisting programs include theoretical and practical preparation in all aspects of the medical assisting profession. To maintain quality, many of these programs seek accreditation, credit, or recognition for maintaining certain standards from a regional or national organization. The two recognized accrediting agencies for medical assisting programs are the Commission on Accreditation of Allied Health Education Programs (CAAHEP) in collaboration with the AAMA and the Accrediting Bureau of Health Education Schools (ABHES).


A medical assisting program seeking accreditation from one of these agencies must prepare a written report showing how the educational standards of the agency are being met. After the report has been submitted, an accreditation visit is made to validate the information presented in the report. Once accreditation has been granted, graduates of the program are eligible to take either the certified medical assistant (CMA) (AAMA) or registered medical assistant (RMA) certification examination. Accredited programs must include at least 160 hours of practical work experience in a medical office or clinic, known as an externship or practicum.














Characteristics of Medical Assistants


Medical assistants possess or develop a number of characteristics that make them effective in their work. Although a person's character and personality have been shaped by heredity and environment, a medical assisting student can work to enhance the traits that are important for health care delivery. Appearance and behavior are important means of projecting competence in the medical office (Figure 2-1).




[image: image]


Figure 2-1 A professional appearance projects competence and increases the patient's confidence in the medical assistant.














Character Traits


The most important character traits of a competent medical assistant are dependability, honesty, and tolerance. The medical assistant is an integral part of the office practice and must arrive at work on time and not take days off, except when ill or if a family emergency arises. A medical assistant must be reliable enough to organize the day's work and be prepared for each patient interaction.


A medical assistant projects honesty by working within his or her “scope of practice”—that is, doing only what he or she is trained to do and being comfortable in saying “I don't know” or “I don't know how to” when appropriate. The medical assistant must always maintain confidentiality and behave ethically. The medical assistant must recognize that a high level of trust is an important component of high-quality patient care. Tolerance or a willingness to accept the beliefs and practices of others is an important character trait. Tolerance allows the medical assistant to work effectively with co-workers and patients from a variety of religious, ethnic, and cultural backgrounds.





Putting It All into Practice




[image: image]








My name is Beth Ann Wilson, and I am a certified medical assistant. I attended a medical assisting training program at the community college near my home. I was the first person in my family to go to college, and my family was very proud of me. After the first year (two semesters), I received a certificate in medical assisting, and I found a job in our town at a group practice specializing in obstetrics and gynecology. My instructor encouraged me to take the CMA (AAMA) examination, and I was glad when I found out that I had passed it. I continued to take night classes so that I could get my associate's degree. I also attend the state and local chapter meetings of the AAMA so that I can get the contact hours I need to renew my CMA (AAMA) certification.


When I started working, I spent most of my time at the front desk answering the telephone, checking patients in, and filing, but after about 8 months I began to escort patients back to the examination rooms, prepare them for examinations, perform laboratory tests, and assist during examinations. We do some specialized tests in our office, including colposcopy, and I was trained to set up for the test and assist the physicians. Janice, our office manager who is also a CMA (AAMA), has asked me to be responsible for ordering all the supplies for the office and taking inventory. She has also encouraged me to take business courses and attend seminars related to changes in insurance billing. Not too long ago, Janice told me that she is planning to cut back her hours in the spring, and she hopes that I will be able to take over some of her duties in running the practice. That will be a big challenge, but I think I am ready for it. I have a few ideas of my own, and I will be glad for an opportunity to try them out. [image: image]

















Personality Traits


Certain personality traits are essential to being a successful medical assistant. A medical assistant needs to be genuinely interested in helping people. The medical assistant must be outgoing, warm and caring, and able to put the needs of others first. The ability to remain calm in challenging or difficult situations is also important.


The practice of medicine is one of the “caring professions.” Each professional in the medical office needs to have a serious interest in helping people. Although the medical assistant must know how to perform the necessary administrative activities effectively and efficiently, the first priority is the care of patients who visit the office.


The concepts of warmth and caring are discussed in more detail in Chapter 4, in the section on communication. For now, it is important to say that caring is a key personality trait. Some aspects of caring can be learned and practiced. If an individual does not have a naturally caring personality, he or she will find it much harder to learn the communication skills needed to express caring.





What Would You Do? What Would You Not Do?





Case Study 1


It is a busy Monday and Beth Ann is getting ready to leave the office for her lunch break at 1:30 PM when a male physician steps out of an examination room and asks her to assist him with a Pap test and pelvic examination. Beth Ann knows that it is office policy to always have a female staff member in the examination room when a pelvic examination is done. She tells the physician that she is about to go for lunch, but she will find someone to assist him. She goes to the front and finds the receptionist at the desk checking in patients, but neither of the two other medical assistants working that day is in sight. [image: image]








The ability to put the needs of others first is important. The medical assistant must not allow personal circumstances to interfere with interactions with patients, colleagues, or physicians. Remaining objective and concentrating on the situation at hand is important. The patient's needs take precedence over the needs of the medical assistant.


The atmosphere in a medical office may change quickly from calm and orderly to rushed and somewhat disorganized. The medical assistant who can remain calm when things do not go as planned will be more successful than one who is thrown completely off balance by sudden changes in schedule or plans and who becomes emotionally unable to respond effectively.














Appearance


Personal appearance influences both the feelings and the behavior of the medical assistant. It also influences the way in which the patients respond to the medical assistant. Psychologists have long recognized the importance of physical appearance. Important judgments are made within seconds of meeting a stranger on the basis of appearance and body language.


When the medical assistant calls a patient to come from the waiting room to the examination or treatment room, the patient immediately forms an impression of the quality of care the medical assistant—and the physician—are going to provide (Figure 2-2). A medical assistant who is neat, clean, and well groomed projects a sense of professionalism, authority, and competence. When medical assistants are courteous, they project respect for a person's dignity. This is important because many patients feel awkward, especially when dressed in underwear and an examination gown. In the same way, anything that the patient experiences as negative can result in an instant feeling of doubt in the medical assistant's ability. This may be generalized to a general feeling of doubt about all office staff. Patients often react negatively to rumpled clothing, dirty or worn shoes, unpleasant body odor, strong scent from perfume or personal products, piercings, tattoos, or an appearance that seems too “dressed up” because of jewelry, false nails, heavy makeup, and/or elaborate hairstyle.




[image: image]


Figure 2-2 The patient judges the medical assistant's professionalism when called from the waiting room.








Most medical offices require that medical assistants wear a uniform when performing clinical tasks. The uniform worn by most medical assistants consists of scrub pants with a scrub top or short-sleeved shirt; clean, white, soft-soled shoes; and a laboratory coat or jacket as needed. The top and/or jacket may be patterned, especially in a pediatric practice. Both top and bottom should fit well without being too tight. Pants should be hemmed neatly so that they do not drag on the ground (Figure 2-3). In some practices all staff wear coordinated uniforms. When performing administrative tasks, the medical assistant wears scrubs or street clothes. If street clothes are worn, they should project a businesslike appearance (Figure 2-4). Jeans, for example, are always unacceptable attire in the medical office.




[image: image]


Figure 2-3 Scrub tops and pants should fit well and look professional.










[image: image]


Figure 2-4 Street clothes may be worn for administrative tasks in some offices.








Neatness and good grooming are also important for health and safety reasons. Hair carries bacteria, even if regularly washed. Medical assistants who perform clinical activities should pull their hair back and tie it, usually in a ponytail. A little bit of makeup can enhance a female medical assistant's professional image, but too much is not appropriate for a work environment. Both female and male medical assistants should always present a businesslike appearance.


Medical assistants should maintain scrupulous personal hygiene and avoid perfume or scented personal care products. Many patients have allergies or respiratory problems that can be aggravated by perfumes, colognes, and scented hairspray or deodorants.


Nails should be kept relatively short and should not be polished. Long nails are not functional for keyboard work, patient care, or laboratory procedures. The Centers for Disease Control and Prevention (CDC) recommends that artificial nails not be worn and fingernails be kept [image: image] inch or shorter when caring for patients at high risk of acquiring infections.


Traditionally, health professionals were allowed to wear only “functional” jewelry—a wristwatch and a plain wedding band—because jewelry is not regularly washed and can become tangled in equipment. Today, most medical offices allow staff to wear small earrings that do not dangle below the earlobe and necklaces that can be tucked into the shirtfront. Wearing rings other than a wedding band is not a good idea. Rings can cut through protective gloves or scrape a patient. Also, they need to be taken off frequently for handwashing. Most medical offices do not allow visible piercings, except for the ears. It may also be a policy of the medical office that visible tattoos must be covered. Tattoos on the arms can be covered with a long-sleeved jersey worn under the scrub top or special sleeves designed specifically to cover tattoos.














Initiative and Behavioral Skills


Initiative is the ability to begin or follow through on a plan without being supervised. Initiative is an important quality for a medical assistant. The willingness to take initiative and perform tasks that need to be done without being specifically instructed to do so improves the functioning of the office as a whole.


Initiative, however, does not mean taking over. The office is the physician's place of business, and the physician expects to run it. Initiative does not mean redecorating the waiting room without asking the physician. It does mean doing things that need to be done without being asked, keeping up with current issues in practice without being told, and identifying helpful educational opportunities and asking permission to attend. It also means finding useful things to do when the office is slow, such as restocking supplies, ordering supplies, and cleaning out cabinets and cupboards.


Office managers who supervise medical assisting students during externships relay that some medical assisting students do not take enough initiative. Taking appropriate initiative is an important skill to develop. While in school, students learn to wait for someone to tell them exactly what to do and how to do it. In the workplace the opposite quality is valued. A medical assistant is expected to figure out what needs to be done and how to help out—even during a practicum or externship.


When a medical assistant begins a practicum or a new position, he or she must learn when to jump in and perform a task without being asked. The task that is most comfortable for the medical assistant to perform may not be the one that shows the most initiative. Medical assisting students often work on filing during slack periods because they are comfortable with the task, but it might be more important to restock examination rooms or make telephone calls to remind patients about appointments.


Initiative is a quality that employers look for in new medical assistants. An employer may even test a new employee's initiative by showing them how to do something, such as restocking an examination room at the end of the day, and then watching to see if the new medical assistant restocks the examination room without being told.


Managing activities, tasks, and schedules efficiently requires attention and effort first as a student and later as a professional medical assistant. This concept of time management goes beyond day-to-day use of time to include planning, setting goals, prioritizing, and analyzing the effectiveness of how time has been used.


Getting organized requires a method to keep track of personal, class, and/or work schedules. An effective schedule includes classes, work schedules, meetings, and/or other regular activities, but it can also be helpful to schedule time for specific tasks such as homework (for a student) or preparing an inventory (for a working medical assistant). There is a tendency to put off tasks that seem difficult or unappealing. Scheduling specific times to work on these types of tasks increases the likelihood of completing them so that they are done well and on time.


For class and work activities, it may be helpful to create and update a task list. In its simplest form, this is created daily as a list of tasks to be done; each task is checked off or crossed off when it is completed. Task lists do not have to be limited to a single day, and they can be prioritized with the tasks placed in order from most important to least important. In analyzing a schedule, some unimportant activities may stand out as items that can be eliminated or reduced in frequency. It may provide a psychological boost to limit the task list to tasks that can really be completed within the allotted time span.


In order to perform many tasks efficiently, it is important to have easy access to information including names, addresses, and telephone numbers of friends, classmates, or business contacts. Reference materials needed for the job or for schoolwork should also be easily accessible.


There are many tools to facilitate effective use of time, including a personal organizer, or personal planning book, or scheduling and information management software on a smartphone or computer. Address books and reference materials can also be in book or index card format or electronic format.


The willingness to adapt to change is important for medical assistants, as well as all health care workers. The pace of change within ambulatory care is fairly rapid, so it is unwise to become attached to one way of doing things. Changes in equipment, procedure, staff, and setting can occur quite frequently, but patient care needs to remain excellent. When the medical assistant approaches changes with tolerance and even enthusiasm, the office runs more smoothly. The medical assistant needs to adapt to the office setting rather than expecting the office to adapt to his or her preferences.


Finally, it is important for the medical assistant to work well with others and be a team player. Behavior that enhances patient care includes helping others, maintaining a positive attitude and not complaining, avoiding gossip, working within the established chain of command, and handling stress without losing emotional control or creating emotional scenes. Keeping perspective, accepting corrections or criticism without becoming defensive, and learning from mistakes are important. These behaviors facilitate working with others over the long term with a minimum of discord.





What Would You Do? What Would You Not Do?





Case Study 2


Dawn Elliot, a 48-year-old woman, brings her mother, Ruth Mitchell, who is 70 years old, to the office with complaints of vaginal bleeding. The physician asks for blood to be drawn in the office to determine if Mrs. Mitchell has anemia from blood loss. Diane, a medical assisting externship student who has been working with Mrs. Mitchell, comes to Beth Ann and says, “Can you draw the blood from my patient? She says she doesn't want a student to draw her blood.” [image: image]


























Professionalism


Professionalism is behavior based on a body of knowledge and ethical standards to serve the public. The particular body of knowledge is different for each profession, but ethical standards for professionals are similar.








Professionalism for Physicians


For physicians, professionalism means treating patients based on the body of scientific knowledge the physicians have accumulated, and continue to accumulate, over their working lifetime. In addition, physicians are bound by both ethical standards and legal regulations.


One source of guidance for physicians is the American Medical Association's (AMA's) Principles of Medical Ethics. The AMA code of ethics is reviewed and updated periodically by that organization.


Other sources of professional guidance for physicians include the following:




[image: image] State and federal regulations


[image: image] Regulations of the hospital(s) to which the physicians admit patients


[image: image] Any open-panel health maintenance organizations or preferred provider organizations in which the physicians participate


[image: image] The national medical board of their specialty or subspecialty





Physicians may have traditionally taken guidance from Hippocrates (c. 460-377 BC). Hippocrates was an ancient Greek physician who wrote the Hippocratic Oath. The Hippocratic Oath served as a guide to good conduct for ancient physicians, and parts of it are still applicable today. Its philosophic underpinnings are still taught in medical school and adhered to by physicians, especially the key concept: “First, do no harm.”


For more information on unprofessional activities of physicians, and by extension all office staff, see Highlight on Unprofessional Conduct for a Physician.





Highlight on Unprofessional Conduct for a Physician


Even if they are not illegal, many activities are considered unprofessional for physicians, and by extension for their employees, including the following:




• Receiving payment for referrals to other physicians, laboratories, treatment centers, or pharmacies. Although physicians often make specific referrals, it is unethical for them to have arrangements to receive payments for those referrals, and especially to refuse to refer a patient unless a payment is made. This practice is sometimes called fee splitting. It is also unethical to charge a patient simply for being admitted to a hospital, without any other service being provided.


• Prescribing medication or diagnostic tests for financial gain rather than because of the patient's need for the test.


• Pressuring patients to use pharmacies or laboratories in which the physician has a financial interest. It is also unethical to prescribe medication, tests, or procedures that are not medically necessary. Billing an insurance company for unnecessary procedures is illegal.


• Accepting gifts from pharmaceutical companies or medical equipment manufacturers or suppliers in return for promoting the company's product or prescribing only the company's drug. Physicians may accept inexpensive or educational gifts with the understanding that they have no obligation to promote the product.


• Allowing another physician or surgeon to perform surgery without informing the patient. The patient has the right to know who is performing a procedure.


• Failing to disclose the source of sperm used for artificial insemination (e.g., husband, sperm bank, paid donor). The physician may not substitute sperm without informing the patient.


• Failing to practice medicine appropriately.


• Practicing medicine under the influence of mind-altering drugs, alcohol, or any prescription medication that may impair mental function, alertness, or physical performance.


• Allowing an unlicensed person to practice medicine.


• Failing to order a consultation for any medical problem that is beyond a physician's personal experience and expertise. For example, a gynecologist should not treat a patient for renal failure.


• Withholding information about a patient's medical care from another medical facility just because the patient has an outstanding bill.


• Putting a patient at risk of human immunodeficiency virus (HIV) infection, or refusing to treat a patient who is HIV positive. It is considered ethical for physicians to limit their practice to certain medical specialties and to refuse to accept specific types of insurance.


• Performing a procedure that might transmit the HIV virus to a patient if a physician or any other health care worker is HIV positive.


• Engaging in a sexual relationship with a patient. Something inherent in the relationship between two individuals in which one is perceived to be more influential than the other puts pressure on the “weaker” party to please the more powerful party. Because this makes it difficult to determine if consent is freely given, such a relationship should never be sexual in nature. Sexual relationships between professionals and the people they serve (e.g., physician-patient, attorney-client, teacher-student) are thus considered unethical and unprofessional. [image: image]




















Professionalism for Medical Assistants


The AAMA maintains a code of ethics that is similar to the AMA principles for physicians. The AMT also maintains a set of standards that define professional practice. These codes of ethics can be viewed at the websites of each organization.


The medical assistant's ethical responsibilities are to admit mistakes, stay within the personal limits of his or her training, maintain confidentiality, stay current, and uphold the honor of the profession. This may mean having to confront a co-worker who is not adhering to such principles.


Dealing with a co-worker's inappropriate conduct is difficult, especially for a new employee or if the co-worker is higher in the organizational hierarchy. We live in a society that does not like “tattletales.” On the other hand, unprofessional behavior in a medical office is disruptive to the concept of teamwork. Even if the unprofessional behavior does not pose an immediate threat to a patient, any behavior that results in people not working well together can lead to an uncomfortable or dangerous situation. The medical assistant should first discuss the situation with the co-worker by calmly and objectively describing the actions or behavior that he or she considers unprofessional. If the person does not correct the situation, it is appropriate to report the behavior to the office manager.





What Would You Do? What Would You Not Do?





Case Study 3


Before examining Ruth Mitchell, the physician asked Beth Ann to recheck her blood pressure. It was 190/100 in the right arm and 186/98 in the right arm. Beth Ann noticed that the blood pressure had been taken that day by Diane, a medical assisting externship student, who had recorded it as 130/80. Beth Ann asked Diane if she was confident about the blood pressure reading she obtained from Mrs. Mitchell. Diane said, “It was really faint, and I didn't hear it that well, so I wrote down the same blood pressure as she had the last time she was here. I didn't want to look incompetent. Besides, I was afraid it might affect my grade if you thought I was having trouble hearing the blood pressure.” [image: image]


























Credentials of Medical Assistants


Medical assistants usually graduate from an educational program that may vary in length from 6 months to 2 years. If the medical assistant graduates from a program accredited by CAAHEP or ABHES, he or she is eligible to take a national certification examination. Certification is a process by which an organization, often a national body, validates the credentials of an individual or a program. Certification is important for health care professionals. Certification is also important for medical assistants who live in a state that does not regulate unlicensed health professionals. When an unbiased national organization validates knowledge and skills, the employer can be sure that the medical assistant has excellent qualifications.


Two organizations provide nationally accepted certification for medical assistants: the AAMA and the AMT. In many areas, employers hire only medical assistants who have passed a certification examination. As medical assistants perform more specialized clinical tasks, employers have become increasingly concerned about validating skills and knowledge before hiring them.








Certified Medical Assistant


A CMA (AAMA) has passed the certification examination administered by the AAMA. In order to take the examination, the individual must have graduated from a medical assisting program accredited by CAAHEP or ABHES or be a CMA (AAMA) recertificant.


The examination is computer-based and is administered online at testing centers. Most states have several testing locations.


Application material can be obtained from the AAMA Certification Department, 20 North Wacker Dr., Suite 1565, Chicago IL 60606-2903; from the director of accreditation at the medical assisting program attended; or from the AAMA website (www.aama-ntl.org).


Passing this examination allows a medical assistant to use the title CMA (AAMA) after his or her name on all official documents, including patient records and business cards.














Registered Medical Assistant


An RMA has passed the examination administered by the AMT. The AMT is an organization that certifies medical assistants, medical technologists, medical laboratory technicians, phlebotomists, and other health professionals.


In order to take the RMA examination, an individual must have (1) graduated from a medical assisting program accredited by CAAHEP or ABHES; (2) graduated from a medical assisting program that includes at least 720 hours of training in an institution that is accredited by an organization approved by the U.S. Department of Education; (3) graduated from a formal medical services program of the U.S. Armed Forces; or (4) been employed full-time in the profession of medical assisting for 5 years. The AMT may also grant the credential of RMA to an applicant who has passed another approved medical assisting certification examination.


Applications for the RMA examination can be obtained from the Registrar's Office, American Medical Technologists, 10700 W. Higgins, Suite 150, Rosemont, IL 60018. Information about the examination can be obtained from the AMT website (www.americanmedtech.org). The RMA examination may be given at a student's school, or an applicant may take the test online at testing centers located throughout the country.


Passing this examination entitles the medical assistant to use the initials RMA after his or her name on all official documents.














Obtaining Additional Credentials


A medical assistant may need to validate other skills as a condition of employment.


Training in cardiopulmonary resuscitation (CPR) is offered directly through the American Red Cross (ARC) and the American Heart Association (AHA) and by hospitals and other health care agencies. Like other health professionals, medical assistants recertify at the health care provider level every 2 years to be sure their skills are current as required by their professional organization and/or employer. Most health care facilities require current CPR credentials.


Medical assistants may also take courses in performing first aid, hearing tests, limited x-ray examinations, or other specialized tests, depending on state law and the needs of the medical practice. In many areas, medical assisting certification or registration is a valid qualification to perform phlebotomy, but some states and/or institutions require separate certification in phlebotomy. This can be obtained through the AMT, the American Society for Clinical Pathology (ASCP), or the American Society of Phlebotomy Technicians. The websites of these organizations are listed at the end of the chapter.


A medical assistant who obtains experience working for a podiatrist or ophthalmologist may obtain certification as a podiatric medical assistant, certified (PMAC) or a certified ophthalmic assistant (COA).


If the medical assistant has specialized in the administrative area, additional credentials can be obtained, such as the certified medical administrative specialist (CMAS) from the AMT or one of the various certifications in medical coding, such as a certified coding associate (CCA), a certified coding specialist (CCS), or a certified coding specialist–physician-based (CCS-P) from the American Health Information Management Association (AHIMA). The CCS-P is a coding practitioner who specializes in coding for physicians in settings such as physician offices, group practices, multispecialty clinics, or specialty centers. Additional education may be required to obtain these credentials.




















Professional Organizations


The AAMA and the AMT are professional organizations for medical assistants. For an annual membership fee, many benefits are available. Medical assisting students can join either the AAMA or the AMT for a reduced annual rate and receive member services. Membership information is available at the website for each organization.








Peer Support


Through local and national meetings and workshops, medical assistants are able to enter a network of peers with whom they can share and from whom they can learn. They can also obtain insurance at reasonable cost, professional journals, and access to other sources of information important to the profession.














Continuing Education


With the constant change in the medical field, it is not merely important but necessary to keep skills up to date, attain new skills, and obtain new information about professional practices. Most health professions require a certain amount of continuing education for licensure or certification renewal. These are designed either as contact hours or continuing education units (CEUs). A CEU is a unit of participation in professional continuing education.


Medical assisting contact hours and CEUs can be obtained from educational programs that have been approved by the particular certifying agency. The AAMA validates continuing education programs given through the state and national organization. Attending meetings of professional organizations is the best way to find educational programs specifically for the needs of professional medical assistants. Home study programs are also available to obtain continuing education credit.


An individual must be recertified as a CMA (AAMA) every 5 years. This can be accomplished by retaking the certification examination or by successfully completing the required continuing education programs. Sixty points must be accumulated during the 5-year period: 10 in the administrative area, 10 in the clinical area, and 10 in the general area, with 30 additional hours in any of the three categories. Of these, 30 points must be CEUs (one contact hour each) from AAMA-approved programs.


If certified after January 2006, RMAs must accumulate 30 points of continuing education every 3 years. (One contact hour is equivalent to one point.) Those who were certified before this date are expected to keep up to date with current practice, but there are no specific continuing education requirements.














Legislative Advocacy


One of the tasks of professional organizations is to monitor legislative initiatives at the state and national level that may affect the profession. In many states the profession of medical assisting is defined in state law, whereas in other states it is not. The state professional organization provides a forum to push for legislation that will advance the medical assisting profession.














Publications, Newsletters, and Websites


Both the national and state organizations provide a means for communication among professional medical assistants, including CMA Today, published by the AAMA, and the Journal of Continuing Education Topics and Issues, published by the AMT. The national organizations have state associations, often with several chapters within the state. The state organizations may produce newsletters and maintain websites. Conferences are held annually both nationally and at the state level to enhance communication and contact among members of the profession.





















Role of the Medical Assistant



Administrative Responsibilities





Various administrative responsibilities must be performed on a daily basis in a medical office. We like to think of a physician's office as a place where patients receive medical treatment, but in reality much of the activity in a physician's office involves managing the logistics of scheduling patients, preparing to provide services, and receiving payment for services. The medical assistant may be responsible for a number of these activities, although larger offices may employ specialists to perform these tasks.




1. Scheduling appointments, both over the telephone and in person, is a primary responsibility of the medical assistant. A patient may also need to have appointments made with other medical facilities; examples include a consultation with a specialist, a diagnostic procedure, outpatient surgery, continuing therapy or rehabilitation, and a hospital admission. Some patients may need to schedule multiple appointments with other facilities as the result of a single office visit. The medical assistant must learn the procedure for making and documenting each type of appointment.


2. Maintaining the medical record and filing records and reports has traditionally been one of the medical assistant's roles. With the increasing use of electronic medical records, there is less actual filing in many offices, but it still may be necessary to scan paper reports and keep track of laboratory and diagnostic test results. Each patient encounter with a clinician—physician, nurse practitioner (NP), or physician assistant (PA)—is followed by documentation of the patient's visit. Clinicians create handwritten or dictated patient notes, or they may enter information directly into an electronic medical record. If the dictation method is used, it may be transcribed using voice recognition software or it may be sent to an outside service electronically. In this case the medical assistant prints the reports after they have been returned and files them after the physician has approved them. The medical assistant may prepare letters and other documents for the physician.


3. Every patient visit generates activities that are necessary for the physician to be paid for the services provided. The medical assistant must know how to accept and document payments (Figure 2-5), total and enter charges, code the procedures and/or diagnostic tests performed, and enter payments received. These charges and payments are entered into the office computer and sometimes into various paper records, such as the day sheet, to keep track of money owed to and received by the practice. In turn, the charges are used to generate insurance claims and patient bills. In larger offices and clinics, a separate business office usually handles financial matters. Small offices often send billing information to an outside billing service. If billing is performed in the office, the medical assistant must be able to create patient bills and submit insurance claims.




[image: image]


Figure 2-5 Medical assistant taking a payment.








4. On a regular basis, checks and cash need to be deposited into the office's bank account. Preparing bank deposits and recording the deposits in the office's checkbook are activities that medical assistants often perform.


5. Every business has bills to pay. These include rent (or mortgage, if the office is owned), electricity, lease payments on equipment, staff salaries, and a number of other regular payments, such as liability and malpractice insurance. Medical assistants, or business office personnel, usually pay these bills and maintain records of these and other bills owed by the office. (Some offices have an outside bookkeeping service perform these tasks. Even in many offices that pay their own regular bills, salary is handled by an outside payroll service.)











Clinical Responsibilities


Depending on the type of medical office, clinical activities may make up the bulk of the medical assistant's responsibilities. The medical assistant prepares patients for examination, performs diagnostic tests, performs treatments, and assists the physician with examination and treatment.




1. Medical assistants are often asked to collect and process specimens. Some specimens are tested in the office, and others are sent to an outside laboratory.


2. Medical assistants perform several diagnostic tests, such as electrocardiograms and respiratory testing.


3. Medical assistants prepare patients for examination, including taking medical histories, weighing the patient, measuring vital signs, and obtaining information about the chief complaint. Having this done by a medical assistant may allow the physician to see at least one extra patient per hour.


4. After each patient appointment, the medical assistant prepares the examination and/or treatment room for the next patient (Figure 2-6). This involves making sure there is fresh paper on the table, that the proper instruments and supplies are available for the next examination or procedure, and that the necessary equipment is available and in working order.




[image: image]


Figure 2-6 Medical assistant preparing an examination room.








5. Medical assistants help the physician with examinations and procedures. The medical assistant settles a patient into an examination room and positions and drapes the patient for portions of the examination. Another duty is to pass instruments and supplies to the physician during procedures. The medical assistant may also remove sutures and change sterile dressings. If minor surgery or sterile procedures are performed in the office, the medical assistant sets up the equipment and supplies and then assists the physician as needed.


6. Medical assistants perform treatments, including nebulizer treatments or application of hot and cold packs or compresses.


7. Medical assistants prepare and administer medications and immunizations. The administration of medication requires concentration and precision. All medications must be documented according to office procedure.


8. Sometimes a medical assistant also has to perform emergency care and administer first aid or assist with an office emergency. This does not happen often, but every medical assistant must be prepared.

















Managing the Medical Office


The medical assistant may have many responsibilities to keep the medical office running smoothly.




1. Operational activities involve maintaining the inventory of supplies. This can include everything from purchasing tongue blades and gauze to contracting with a uniform service to launder the staff's laboratory coats or patient gowns. It may also involve evaluating and recommending changes in the supplies purchased and evaluating new equipment for potential purchase or lease.


2. A second group of activities involves personnel policy and procedures. Businesses are always reviewing their policies and procedures and updating and revising them as needed. As offices move from one or two physicians and a small staff to a larger organization, policies and procedures become more important to standardize the way all employees are dealt with.


3. Risk management is the development of policies and procedures that minimize the chances of the practice being sued by a patient or disciplined by a regulatory agency. Every physician's office needs to have one person responsible for risk management, which involves, among other areas, the promotion of health and safety for office personnel and patients, implementation of a quality control program, maintenance of proper infection control measures, fire prevention, and the proper disposal of hazardous waste and controlled substances.


4. Record keeping is an important activity for the individual who manages a medical office. In addition to patient records, many other kinds of records must be kept, including office insurance records, quality control records, maintenance contracts, personnel records, and financial records.

















Patient Education


Instructing patients is an important role for medical assistants because the medical assistant actually conveys information to the patient from the physician.




1. The medical assistant is often responsible for educating the patient about office procedures, including giving information to a new patient who is making the first appointment, as well as instructing an established patient whose circumstances have changed.


2. The medical assistant may provide information about maintaining health to patients directly as directed by the physician or by making educational materials available in the office. These are always reviewed by the physician before being given to patients (Figure 2-7).




[image: image]


Figure 2-7 The medical assistant uses brochures to teach a patient.








3. The medical assistant may locate community resources for a patient or provide brochures from community agencies in order to improve follow-up care for a patient.








Memories from Externship
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Beth Ann Wilson: I could not believe how nervous I was before I went to my externship the first day. I had worked at several jobs and even done filing at a medical office during the summer when I was in high school, but it felt totally different to know that I would be responsible to act like a “real” medical assistant. Fortunately, the staff members at my placement were wonderful. They let me shadow one of the medical assistants until I felt comfortable to work with patients on my own. They were also careful to expose me gradually to each part of the medical office, so it didn't get overwhelming. The person who helped me the most was Cheryl, the office manager. Every day she sought me out and asked how it was going. There was one time when a physician asked me to take out a patient's sutures, and I hadn't even seen someone perform that procedure. I didn't know what to say, but I told him I would find another medical assistant to help him. Then I went to Cheryl. She found someone else to perform the procedure and made sure that I had an opportunity to observe. I never could decide whether I liked checking patients in up front or assisting the physicians better, as long as I had a chance to interact with patients. It has always made me feel good to know that I am helping others. [image: image]























Employment Opportunities


According to the U.S. Department of Labor Bureau of Labor Statistics, medical assisting is projected to be one of the fastest-growing occupations in the period between 2008 and 2018. Job prospects are expected to be excellent, especially for medical assistants who have completed a formal educational program. Certification may help to distinguish a medical assistant who meets recognized standards from an entry-level assistant.


The majority of medical assistants work in physician's offices. Other common places of employment include hospitals and offices of other health practitioners, such as chiropractors, podiatrists, or optometrists. Medical assistants also work in outpatient care centers, schools or other educational facilities, medical laboratories, government agencies, employment services, and nursing care facilities.


The median annual income reported by medical assistants in May 2010 was $28,860, but salaries varied greatly depending on geographic location, skill level, and type of facility in which the medical assistant was employed.


The Bureau of Labor Statistics reported median annual income for medical assistants in May 2010 as follows:










	Offices of physicians

	$30,110






	General medical and surgical hospitals

	$30,770






	Offices of other health practitioners

	$26,820






	Outpatient care centers

	$30,490












The most direct route for career advancement is probably to become an office, practice, or department manager. This may require additional education, especially in business administration, but often management skills can be learned mainly on the job. In order to become a medical assisting instructor, it is necessary to have an Associate in Science degree or a higher degree in a related field and to be either a CMA (AAMA) or an RMA (for an accredited medical assisting program). Clinical advancement usually requires additional training in a formal educational program preparing for a health career, such as dental hygiene, laboratory technology, nursing, radiologic technology, or respiratory therapy.





Medical Practice and the Law


Medical assistants are not licensed, and in most states their role is not clearly defined in the law. State medical practice laws usually allow physicians to delegate clinical tasks to qualified medical assistants under their supervision, provided that the task is not prohibited by another law. Some states do define the role of a medical assistant, sometimes related to general duties and sometimes related to specific tasks that the medical assistant is allowed to perform. In some states, medical assistants are required to register with the state before practicing as a medical assistant. Because state laws vary so greatly, a medical assisting student should always find out the legal status of a medical assistant in his or her own state or the state in which he or she intends to work after graduation. [image: image]








What Would You Do? What Would You Not Do?


Responses





Case Study 1


Page 21





What Did Beth Ann Do?







[image: image] Looked in the back part of the office for an available staff member.


[image: image] Asked the receptionist if she knew where one of the other medical assistants was.


[image: image] Used the intercom to locate a medical assistant.


[image: image] Checked the examination rooms with open doors to see if a medical assistant might be almost finished checking in a patient.


[image: image] Assisted the physician if she was unable to find another medical assistant to do it.











What Did Beth Ann Not Do?







[image: image] Did not leave for lunch without finding someone to assist the physician.


[image: image] Did not tell the physician that she was sorry she could not assist him at this time.


[image: image] Did not knock on closed examination room doors.











What Would You Do/What Would You Not Do?


Review Beth Ann's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


_____________________________________________











Case Study 2


Page 23





What Did Beth Ann Do?







[image: image] Agreed to draw the blood without complaining.


[image: image] Tried to make the patient feel comfortable and confident.


[image: image] Explained to Diane later that some patients do not want students to perform certain procedures.


[image: image] Told Diane that she was glad she had called her to help.


[image: image] Reinforced that even if Diane's pride was slightly hurt, Diane did the correct thing by not showing this to the patient.











What Did Beth Ann Not Do?







[image: image] Did not make the patient feel as if she were asking for special treatment.


[image: image] Did not tell Diane that she looked very young or unprofessional.


[image: image] Did not talk about the incident as a funny story in the break room to other staff.











What Would You Do/What Would You Not Do?


Review Beth Ann's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Case Study 3


Page 24





What Did Beth Ann Do?







[image: image] Told the patient that the physician asked her to recheck the blood pressure because it sometimes changes when patients sit in a quiet examination room.


[image: image] Found a private place to speak to Diane and agreed with her that sometimes it is really hard to hear the blood pressure.


[image: image] Explained to Diane that it is important to take and record the blood pressure correctly even if she has to ask for assistance.


[image: image] Reminded Diane that the staff understands she is a student and will not be able to perform every procedure perfectly.


[image: image] Offered to work with Diane to improve her technique.











What Did Beth Ann Not Do?







[image: image] Did not talk down to Diane or try to make her feel bad.


[image: image] Did not tell others in the office not to rely on Diane's blood pressure measurements.


[image: image] Did not tell the patient that Diane had not been sure of her measurement.











What Would You Do/What Would You Not Do?


Review Beth Ann's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________














[image: image] Terminology Review










	Medical Term

	Word Parts

	Definition










	Accreditation

	 

	Credit or recognition from a regional or national organization for maintaining certain standards.






	Continuing education unit (CEU)

	 

	A standard unit of measure of continuing education for professionals, defined as 1 contact hour by the AAMA, but also commonly 10 contact hours of participation.






	Externship

	 

	A supervised work experience that is required in an educational program and usually unpaid. Sometimes called a practicum.






	Fee splitting

	 

	The practice of sharing fees with colleagues, especially for making referrals.






	Initiative

	 

	The ability to begin or carry through on a plan of action independently.






	Practicum

	 

	A supervised work experience that is required in an educational program and usually unpaid. Sometimes called an externship.







	Risk management

	 

	Processes to protect a health care facility from the risk of legal action.






	Time management

	 

	Skills and techniques used to manage time in order to accomplish tasks and meet goals.





















[image: image] On the Web


For information on professional organizations:




Accrediting Bureau of Health Education Schools: www.abhes.org


American Association of Medical Assistants: www.aama-ntl.org


American Health Information Management Association: www.ahima.org


American Medical Association: www.ama-assn.org


American Medical Technologists: www.americanmedtech.org


American Society for Clinical Pathology: www.ascp.org


American Society of Phlebotomy Technicians: www.aspt.org


American Society of Podiatric Medical Assistants: www.aspma.org


Commission on Accreditation of Allied Health Education Programs: www.caahep.org


Joint Commission on Allied Health Personnel in Ophthalmology: www.jcahpo.org





For information on occupational outlook for medical assistants:




U.S. Department of Labor Bureau of Labor Statistics: www.bls.gov
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Ethics and Law for the Medical Office







Chapter Outline
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Difference between Public Law and Private Law
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Criminal Law
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Malpractice Litigation
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Controlled Substances and Prescriptions
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Health Insurance Portability and Accountability Act of 1996


Health Information Technology for Economic and Clinical Health Act


Mandatory Reporting


State Regulation of Health Occupations
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Learning Objectives


Ethics and Health Care


1. Identify key differences between law and ethics.


2. List reasons for medical assistants to study ethics.


3. Identify specific rights that patients have in relation to health care.


4. Correlate the concept of duties to the actions expected of health professionals.


5. Be a patient advocate.


6. Report illegal and/or unsafe activities and behaviors affecting patient care to proper authorities.


7. Describe how certain ethical issues generate ethical conflict in society.


8. Describe ways to separate and prioritize personal and professional ethics.


9. Describe six steps that may be used to make ethical decisions.


Law and Professional Liability


10. Identify similarities and differences between public law and private law.


11. Identify the process through which laws are created on the federal and state level.


12. Differentiate between types of crimes, such as felonies and misdemeanors, as well as between violent and nonviolent crimes.


13. Differentiate between criminal law and civil law.


14. List and explain the elements of a valid contract.


15. State the rights and duties of each party in the physician-patient relationship.


16. Incorporate the Patient's Bill of Rights into personal practice.


17. Define “standard of care,” and describe how this concept affects the behavior of health professionals.


18. Describe the medical assistant's role in obtaining informed consent.


19. Explain the principles of negligence and professional negligence as they apply to the behavior of health professionals.


20. Explain the purpose and need for professional liability insurance.


21. Describe the process of malpractice litigation.


22. List and explain specific defenses to intentional and unintentional torts.


Federal and State Laws Affecting the Medical Office


23. Describe and explain the laws regulating controlled substances and prescription medications.


24. List and explain several laws that protect employees of medical offices.


25. Describe how the provisions of the Health Insurance Portability and Accountability Act (HIPAA) affect the medical office.


26. List and explain the situations where mandatory reporting is required by the medical office.


27. Describe how states regulate the practice of medicine and health occupations.


28. Differentiate between licensing and voluntary accreditation for health care facilities.







Key Terms





abandonment








act








advocate (ADD-va-kit)








arbitration








assumption of risk








autonomy (ah-TAH-noe-mee)








beneficence (ben-IH-fih-sens)








bill








case law








civil law








cloning (KLOH-ning)








common law








comparative negligence (NEG-lih-jhens)








contingency (kon-TIN-jhen-see)








contributory negligence








controlled substance








crime








criminal law








defendant








do-not-resuscitate (DNR) orders








Drug Enforcement Administration (DEA)








duty








emancipated minor








embezzlement (em-BEZ-el-ment)








etiquette








felony








fidelity








fraud








gene therapy








genetic engineering








health care proxy (PROX-ee)








informed consent








larceny








liability








license








licensure (LI-sen-sur)








litigation (lih-tih-GAY-shun)








living will








malfeasance (mal-FEE-suns)








malpractice








mediation








misdemeanor (mis-de-MEAN-or)








misfeasance (mis-FEE-suns)








negligence (NEG-lih-jhens)








nonfeasance (non-FEE-suns)








nonmalfeasance (non-mal-FEE-suns)








plaintiff (PLANE-tiff)








prescription








privilege








prudent








reciprocity (re-sip-RAW-city)








respondeat superior (ray-SPON-day-at sue-PEER-ee-or)








right








standard of care








statute (STA-chewt) of limitations








statutory (STA-chew-toe-ree) law








stem cells








subpoena (su-PEE-na)








subpoena duces tecum (su-PEE-na DEW-chess TAY-come)








tort








veracity (ver-ASS-ih-tee)
















Introduction to Medical Ethics


Within a democracy, society tolerates a wide range of beliefs about what is moral or right and uses the democratic process to create rules and laws that regulate public behavior. This process allows for change and flexibility because laws are continually reviewed through the judiciary process.


It is important to remember that society's beliefs about right and wrong precede laws and also influence their interpretation. Currently the rapid pace of technologic innovation and changing beliefs places considerable stress on the social structure.


There is also a wide diversity of expectations about normal, acceptable behavior, sometimes called etiquette, or manners. Breaches of etiquette pose no true threat to the integrity of an individual or society. However, individuals may have just as strong an emotional reaction to what they see as bad manners as they would have to a true ethical breach.


In the context of the medical office, a patient may feel that being rushed by the physician and treated “as a number, not a name” by the front-office staff is being treated without dignity. The patient's emotional response to how he or she is treated may seem more important than the actual quality of care.








Reasons to Study Ethics


Although ethics is an abstract discipline and medical assisting is firmly grounded in practice and procedure, medical assistants should study ethics for a number of reasons.


First, it is an important part of an individual's education to develop the intellectual skills to analyze complex problems and justify the choices made in particular situations. In the case of ethics, the choice is between alternative courses of action that have moral and social consequences.


Second, as society has become increasingly complex, average citizens are more aware that choices affect not only people living now, but those who will live in the future. People hesitate to allow only elected and appointed officials to deal with these choices. Learning about ethics and social issues encourages ordinary people to have input into social beliefs and expectations. There is also a greater sense of interconnections involving the whole world, sometimes called globalism. Many individuals feel some level of responsibility for all human beings, and indeed for all living beings on the earth.


Third, in the specific realm of medicine and science, more sophisticated medical treatment and new technologies are constantly becoming available. However, society does not have unlimited resources to provide everything to everyone, even in the developed world. There is a need to make informed choices about what care will be provided to whom, and when, rather than simply responding to special interests.


Fourth, every year new biomedical research makes it possible to do more things with which the world has no previous experience. Society must have informed citizens who can analyze issues and guide the future. Within the health care system, health professionals, including medical assistants, need skills in considering ethical questions in order to improve health care for individuals and society.















Ethics and Health Care



Ethical Concepts





Current thinking about biomedical ethics identifies several rights (very strong claims) for patients and duties (requirements) for the institutions and individuals who provide health care. Sources for these ideas include religious traditions, social belief systems, and political documents such as the Declaration of Independence and the U.S. Constitution and the Bill of Rights, as well as ethical theories developed by individual philosophers.








Rights


A right is a claim that is expected to be honored. It is stronger than a wish or a need.


The early leaders of the American government believed in natural rights and the duty of any government to preserve them. Natural rights were considered to exist through the natural order or to be granted by God. These include the following:




1. Right to life


2. Right to privacy


3. Right to autonomy


4. Right to the means to sustain life











Right to Life


One of the rights mentioned in the Declaration of Independence is the right to life.


Since the 1970s the term “right to life” has come to be associated with the movement against abortion. But in a broader context, it reflects the belief that human beings may not kill others. The belief in the right to life is found in all major religions and traditions.


The right to life has many implications for medicine. Historically, physicians and other health care workers may not harm patients because this may threaten their lives. They may not assist with suicide; this is expressly stated in the Hippocratic Oath. In the United States today, however, many individuals want some control over death, including the choice of suicide assisted by their physician.


Two important areas of conflict appeared in the middle of the twentieth century. First, advances in medical care made it possible to keep people alive who could not recover their health. Sometimes this sustaining of life came at the cost of prolonged suffering.


Second, the absolute right to life of an unborn fetus conflicts with the right of a woman to control her own reproductive capacity. Birth-control methods, artificial conception methods, and abortion, if necessary, are measures to control the size of a woman's family. Many women and their physicians have come to believe they have a right to make decisions related to reproduction, including using available technology, as they see fit.














Right to Privacy


The Supreme Court has ruled that there is an implicit right to privacy in the Bill of Rights, specifically in the Fourth Amendment. A series of court decisions affirming a woman's right to use mechanical birth control and to have an abortion hinged on justices’ perceiving this right to privacy.


Patient confidentiality, which has been upheld by courts, is another manifestation of the right to privacy. Patient confidentiality is discussed in detail later in this chapter.














Right to Autonomy


Currently, medical ethics takes the position that an individual has the right to autonomy, which means the right to make independent decisions about his or her health care according to individual values and concerns, without constraint or coercion by others. This right is preserved even when the individual's decisions do not match the values of the medical community or the individual physician. The right of autonomy is the basis for informed consent. Informed consent is consent based on understanding of a medical procedure and its possible outcomes. Health care professionals must provide complete information in order for patients to make informed decisions. The patient must have the mental capacity to reason and consider alternatives. Because of this, the law limits the autonomy of children or individuals with decreased mental capacity such as the mentally retarded or individuals whose mental capacity has been impaired by illness, those acting under the influence of drugs or alcohol, and those experiencing mental illness.


Respect for autonomy does not derive from the Hippocratic Oath. Rather, it comes from the thinking of European philosophers such as Immanuel Kant and John Locke.














Right to the Means to Sustain Life


Every society must grapple with the problem of equitable distribution of goods and services to its citizens and how to regulate that distribution over time.


This is not a problem when the supply is adequate, or when supply is greater than demand. For instance, in ordinary circumstances the supply of oxygen is more than adequate to meet the needs of the entire population.


It is when the amount of a particular resource is less than the desire for that resource that problems develop. In this case, resources are said to be scarce, and the society's government must determine who will have access to the scarce resources.


At a minimum, every individual should have access to what is necessary to sustain life and preserve human dignity. Consideration of justice in distribution and access is especially important in social and political movements. Any society must find ways to respond to need while also rewarding contribution and providing for stability within the social system.




















Duties


A duty is a commitment to act in a certain way on the basis of religious beliefs, moral principles, or a particular professional code of conduct. Traditionally five main duties of a health care professional have been identified.





Putting It All into Practice




[image: image]








My name is Vicki Edmonds, and I have worked in a family practice for about 6 years. There are two physicians and two nurse practitioners in my practice, and I usually assist one of the physicians. Of course, if it is busy or one of the other medical assistants is ill, we all pitch in and help out. Neither of the physicians in my practice has ever been sued, and we all work together to be sure it stays that way. We do everything we can so that our patients not only receive great care but are also satisfied with their treatment. We also document everything carefully because our physicians are aware that it is hard to prove that you gave good care if you don't write it down. Every once in a while we have a patient who constantly breaks appointments or doesn't take his or her medication, and if the physician thinks that it is harmful to the patient's health, sometimes he will instruct the patient to find another practitioner to care for him or her. I remember one time when the patient lived far away, and she said that it was difficult for her to make the trip to our office. After she missed three appointments in a row, the physician had me write a letter suggesting that she find another physician nearer to her home. He explained that he couldn't be responsible for her if she was unable to keep appointments. In the letter he gave her a month to find another physician, and he offered to help her if she was having difficulty. We sent that letter by certified mail and obtained a return receipt. Then we documented everything in the patient's medical record. The patient sent a letter back saying that she was going to an office much closer to home, and she thought that would work out better for her. [image: image]











Do No Harm


The concept of nonmalfeasance means, first of all, doing no harm in any treatment given. This duty is found in the Hippocratic Oath. It is not taken in a literal sense because many treatments can have adverse effects. Rather, it is taken to mean that medical benefits should outweigh adverse effects.


This concept applies especially to scientific research. Guidelines for ethical research not only require informed consent but also restrict research with possible harmful effects to those patients whose conditions are so serious that doing nothing is likely to be as dangerous as the treatment or procedure being studied.














Do the Best Possible


The concept of beneficence, doing the best possible, is seen in some systems of ethics as a separate duty, whereas in others it is considered an extension of doing no harm. It is often difficult to pinpoint exactly what harm and good are; they may vary with a particular individual's viewpoint.














Be Faithful to Reasonable Expectations


The concept of fidelity, being faithful, comes from the Latin term fides, which means faith. In the case of medical practice, fidelity is usually interpreted as meaning faithful to reasonable expectations. Although patient expectations vary, there is general agreement that a patient can reasonably expect to be treated with dignity, treated by individuals who honor their agreements, and treated by competent providers. Patients can also expect that they will be cared for by individuals who adhere to the ethical standards of their profession, to statutory law, and to accepted medical and scientific practice.














Be a Patient Advocate


The concept of fidelity includes the expectation that patient needs come first. An advocate is a person who intercedes on behalf of another person. A medical assistant functions as an advocate for patients by suggesting appropriate community referrals to the physician, by making sure that all insurance claims are complete, by following up to help patients receive insurance coverage if additional information will make that possible, and generally by working to protect patients’ rights (see Highlight on Patient's Bill of Rights later in this chapter).


In order to protect patient safety, it may even be necessary for a medical assistant to report unsafe or illegal behavior to proper authorities. The first step is always to follow up within the organization by reporting to the supervisor any incident or situation that could cause potential harm. If no action is taken after a reasonable amount of time, the situation should be documented in writing (as a memory aid) and reported to the next person in the chain of command. If a medical assistant has followed up within the organization without resolution of an unsafe or illegal situation, he or she should report the incident to the appropriate government agency. For example, if unsafe or illegal behavior is being exhibited by a physician or nurse, the medical assistant should report the behavior to the state authority that licenses that individual. These agencies have different names in different states—for example, Board of Registration (Massachusetts), Board of Medical Practice (Minnesota, Delaware, and Vermont), or Board of Medical Examiners (Oregon, Louisiana, New Jersey, Nevada, and others). Any type of report must be based on firsthand evidence. In most states, reports can be made online, and these reports can usually be made anonymously. Information about professionals whose licenses have been revoked or suspended is also available online in many states.














Tell the Truth


The concept of veracity has increased in importance since the nineteenth century. Veracity is not found in the Hippocratic Oath. It has developed with the evolution of the scientific tradition. Today it is seen as a proactive duty—physicians and other health care professionals must provide truthful information without having to be asked. It is a tenet of modern science that scientific knowledge belongs to all. Results of experiments must be accurate and reviewed by other scientists to see if the results can be replicated, then published for the benefit of all.














Give Each Person a Fair Share


The concept of justice requires that each individual be given his or her due and implies that he or she deserves a fair share of resources. However, there is often an underlying belief that an individual must contribute or bear a portion of the burden before being allowed to get certain resources. Justice in the context of medical practice appears not only in terms of distribution of medical resources, but also in the belief in the right to compensation if a mistake is made.





What Would You Do? What Would You Not Do?





Case Study 1


Denise Fitzgerald is a 16-year-old girl who has come to the office with complaints of a sore throat and fever. While Vicki is taking vital signs, she notices a circular wound on Denise's arm that looks like a cigarette burn. It is red and has some crusted areas. When she asks Denise about it, the patient blushes and says in a low voice that her boyfriend burned her a few days ago to teach her a lesson. Then Denise says, “Please don't tell the doctor because he will tell my mother, and I'm afraid she will make me break up with my boyfriend.” [image: image]








Deciding what is “fair” is difficult because different situations may require different guidelines. In the United States, the tendency is to believe in “first come, first served.” But in an emergency department, serious conditions must take precedence.




















Ethical Conflict


Many issues become controversial when there is a disagreement within society about the relative hierarchy of certain rights and duties.








Reproductive Issues


Conflict surrounds the issues of contraception, abortion, and other issues related to reproduction. With regard to pregnancy, some people feel that the duty to follow divine law or natural measures takes precedence over an individual's right to autonomy. This results in differing beliefs about how appropriate it is to use contraception and artificial measures to become pregnant. There has been controversy about the “morning-after pill” (marketed under the name Plan B). Because it has been found to be relatively safe, it was approved as an over-the-counter medication for women older than age 18 by the Food and Drug Administration (FDA) in 2006.


Another controversial issue is abortion. Some argue that the fetus's right to life outweighs the woman's right to privacy in determining—with her physician—the proper course of her medical care. Since the original U.S. Supreme Court decision in 1973 upholding a woman's right to obtain an abortion in any state (Roe v Wade), the Court has been called on to rule many times on various state laws that seek to limit this right. The Partial-Birth Abortion Ban Act of 2003, which prohibits a specific abortion procedure that can be done in the second trimester of pregnancy, is an example of a federal law that restricts a woman's right to abortion in some cases. It was upheld in the Supreme Court case of Gonzales v Carhart in 2007.














Stem Cell Research


A promising area of research for medical treatment involves the use of embryonic stem cells. These cells, taken from fetal tissue, are able to mature into different types of tissue. Embryonic cells may be found to be able to reduce, or possibly even reverse, the symptoms of Parkinson disease and other diseases.


The ethical conflict arises because the cells of live human embryos may be killed during research activities. In addition, a possible source of embryonic cell tissue is from aborted fetuses or fertilized ova not used for in vitro fertilization. Researchers who use fetal tissue stress that they use only tissue from spontaneous abortions (miscarriages). Antiabortion advocates argue that if there is an increased need for fetal tissue, a time may come when women might be influenced in their decision whether or not to have an abortion if they could sell their fetus's tissue for research and/or treatment. In 2001 the federal government introduced a policy that federal funding would be available only for research using the 64 then-existing stem cell lines. This policy was reversed in 2009, and federal funding is now available for additional stem cell lines.














Genetic Engineering and Cloning


A number of ethical issues surround the practices of genetic engineering (making, altering, or repairing genetic material) and cloning (reproducing genetically identical cells or individuals).


One is the issue of genetically engineered crops and other food products. This encompasses practices as diverse as injecting milk cows with growth hormones in order to get them to produce more milk to incorporating material from bacteria into plant seeds. Opponents argue that we cannot predict all of the possible effects of manipulating genetic material and are likely to see unexpected and unwanted consequences to ourselves or other species.


Gene therapy is a term used for experimental treatments that attempt to treat or cure disease by giving patients new genes or parts of genes that may have been synthesized in the laboratory, taken from human tissue, or engineered from genetic material of animals or other species. Research efforts are overseen by the Recombinant DNA Advisory Committee of the National Institutes of Health (NIH). A clinical study of a gene therapy treatment for arthritis was suspended in July 2007 after the death of a patient.


Human cloning is prohibited by several states, but efforts to pass legislation on the federal level have not succeeded to date. Experiments in animal cloning continue, although critics claim that it results in unhealthy animals and needless suffering. There are serious concerns about safety and health if cloned animals were introduced into the food supply chain.














Refusing or Withholding Treatment and Physician-Assisted Suicide


The right to refuse treatment is well established for adults. The 1990 Patient Self-Determination Act establishes the duty of hospitals, nursing homes, and health maintenance organizations (HMOs) to inform patients or new subscribers of their right to express their wishes related to health care and to refuse treatment. The act also establishes the right of an individual to prepare an advance directive that specifies what treatments he or she would like to receive, and what ones he or she would not wish to receive, if the individual were to become incapable of making those decisions at a later time. Courts have held an individual's right to refuse treatment in such high regard that they have allowed mentally ill patients to refuse treatments for their mental illness.


When an individual requires resuscitation or life support to stay alive, there may come a point where it seems that the treatment is resulting in more suffering (harm) than benefit. This is especially true if it is unlikely that the person can recover his or her health or normal function. If there is a written document expressing the person's wishes, life support may be removed or discontinued. In the absence of an advance directive, an individual's family may bring to court a petition to remove life support. Such a petition must be supported by witnesses other than those who file the petition, stating that the incompetent individual expressed a desire to avoid being kept alive by artificial means. Life support has been interpreted to include ventilators, antibiotics, and even tube feedings.


Physician-assisted suicide and euthanasia (literally, “good death”), sometimes called mercy killing, evoke fears that the power to take life will be abused—that it will be used more for the convenience of others than for the well-being of those who are dying. Advocates for the disabled have argued that allowing physician-assisted suicide or euthanasia could be the first step in society's determining that the severely disabled are too much of a financial and physical burden and having them euthanized.


Throughout the 1990s, an individual physician named Jack Kevorkian provided patients with degenerative, terminal illness a machine that provided an injection of lethal drugs. He was sentenced to 10 to 25 years in prison in 1999 and was released after 8 years in 2007 after he promised not to assist in any additional deaths.


In 1997, Oregon became the first state to legalize physician-assisted suicide, allowing physicians to write a prescription for a patient of a lethal dose of pain killer or other medication. The physician is not allowed to administer the medication. The U.S. Supreme Court upheld a challenge to the Oregon law in 2006. The discussion about physician-assisted suicide occurs in every state, but to date similar legislation has failed to pass in any other state.


Terminally ill patients and their families are often looking for a trusted advisor with whom they can discuss their fears and concerns. Even when a physician is not morally willing or legally able to provide a means for a patient to end his or her life, there is increasing recognition of the value of frank discussion and reassurance that patients will not be left to cope alone.














Advance Directives


On the basis of personal beliefs, patients can formalize their decisions about treatment in terminal or end-of-life situations in a number of ways. These include do-not-resuscitate (DNR) orders, living wills, health care proxies, and organ donor cards, all of which fall under the heading of “advance directives” (Box 3-1). An advance directive may specify care to be given or avoided and name a person to make medical decisions for the individual should he or she become incompetent. This is usually a spouse, child older than age 18, member of the clergy, or close friend. Medical advance directives should always name a single individual to make decisions, with an alternate if possible. This is often a difficult choice, especially for an elderly person with several children (Figure 3-1). In addition, the patient may want to provide for donation of any organs that are useful. Organ donation (or donation of one's entire body) and procedures for determining who may give permission if the patient has not left a directive are outlined in the Uniform Anatomical Gift Act.





BOX 3-1   Advance Directives





DO-Not-Resuscitate (DNR) Order


Requested by either patient or health care agent. A written order from the physician in the patient's medical record that allows medical staff to not resuscitate in the event of cardiac or respiratory arrest.








Living Will


Executed by an individual before or during illness. Identifies the patient's wishes about which life-prolonging actions should or should not be taken. In states that accept it, it provides instructions to health professionals about treatment to be provided and may include instructions to a health care agent as to which treatments he or she should authorize. Provisions for organ donation, autopsy, or donation of remains to a medical school are also usually included in a living will.








Health Care Proxy


Executed by an individual before or during illness. Names a health care agent who has the ability to make decisions about care, including signing a DNR order. It may also outline the types of care that the individual does or does not wish to receive. It becomes effective only when the individual becomes incapable of making his or her own decisions.








Durable Power of Attorney


A written authorization to act on the behalf of another, especially in business affairs. An ordinary power of attorney expires when a person becomes incapacitated, but a durable power of attorney remains in effect, even if the grantor does become incapacitated. An authorization limited to health care decisions only is called a durable power of attorney for health care decisions or a medical durable power of attorney.








Organ Donor Card


A card stating that an individual wishes to donate organs. Many states have done away with a separate organ donor card, preferring to place the organ-donor designation on an individual's driver's license.
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Figure 3-1 Elderly patients are grateful when office staff respond to their fears and concerns.








Signed originals rather than photocopies of the advance directives should be held by the named surrogate, and the patient should keep copies with his or her important papers. It should also be noted in the primary care physician's records with a copy if possible so that the surrogate can be contacted if necessary.


DNR orders should be in the medical record, and the staff should be informed of the patient's wishes. If the patient is at home, the family must have a copy of the DNR order to show emergency personnel, who otherwise will be legally obligated to resuscitate the patient.


Removal of life support means that no form of support, including mechanical breathing, feeding, or medications to prolong life, should be given. Pain medication and sedation are continued if necessary after removal of life support.


A living will is a document executed by an individual that gives medical professionals instructions about how that person wishes to be treated in the event he or she becomes incompetent. A living will may also give instructions regarding organ donation, autopsy, or donation of the remains to a medical school for anatomy dissection. Many states allow an individual's wishes to donate organs to be noted on his or her driver's license or on an organ donor card that can be carried in the wallet. In the event of a fatal auto accident, the police—who usually use the license or other documents to make identification—can notify ambulance personnel that the deceased is an organ donor.


A person usually names an agent to carry out his or her wishes if he or she is unable to do so. A health care proxy names the person who is charged with this responsibility and may also give specific instructions to the designated person concerning medical issues. Laws regulating living wills and health care proxies vary from state to state, and it is important for patients to use forms that will be valid where they live. This may require the assistance of an attorney.




















Personal and Professional Ethics


It is important to distinguish between personal and professional ethics. In the work situation, professional ethics usually takes precedence over personal beliefs and morals. For example, a medical assistant may believe that a parent who is paying the medical bill should be given the results of laboratory tests done on his or her child. Legally, however, after age 18, information about a patient can be given only with the patient's consent. In this case, professional ethics requires that the medical assistant follow the law, no matter what he or she believes personally, and maintain the patient's confidentiality.


Acting according to professional ethics means that the medical assistant cannot ethically withhold from the physician information given by the patient related to the medical condition. Even if the medical assistant does not agree with how the physician is managing a patient's care, the medical assistant cannot ethically (or legally) suggest another treatment plan for the patient.


It is important to clarify one's personal set of moral values and beliefs and identify areas where there may be potential conflict with professional ethics to avoid having to make a difficult decision on the spot. Using the process outlined in the following section, the medical assisting student should determine his or her own personal beliefs related to issues of potential ethical conflict. Then he or she should decide what professional ethics requires in those situations.


An individual or medical practice can look to a professional organization for guidance related to ethical questions. Medical associations publish guidelines related to medical ethics. Professional associations for medical assistants can be a source of information and guidelines. For problems affecting the medical office, a discussion by all office staff may assist in decision making (Figure 3-2).
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Figure 3-2 A staff meeting may be helpful to discuss problems affecting the medical office.




















Process Used to Make Ethical Decisions


Making ethical decisions involves measures to respond to conflict between different values and their relative importance. In order to decide on a course of action, it is helpful to clarify the conflict and make a thoughtful choice. A six-step process can be used to make these decisions. Actions should be well considered and in accordance with beliefs about what is right and wrong, rather than simply impulse reactions.








Gathering Information


Information that needs to be gathered includes (1) background about the situation; (2) facts related to the specific problem; (3) information about the people involved, such as their knowledge of the situation or their mental capacity; and (4) the laws or institutional policies that relate to the situation.














Identifying Conflicting Values


A conflict does not always involve lofty values. It may be as simple as one person's wish to not cause problems, to save time, or to avoid a hassle. However, this desire may conflict with professional duties or with another individual's right.


If a medical assistant is working in a facility where individual staff members do not always follow established procedures (e.g., do not always run controls for laboratory tests), the desire to go along with co-workers and avoid conflict may be strong; however, the duty to act with fidelity is not being met. The medical assistant may be personally performing the needed controls, but the knowledge that others are not doing so creates a conflict between personal reluctance to violate the autonomy of a co-worker and the professional duty of fidelity to patients.














Determining Relative Importance of Conflicting Claims


To determine the relative importance of conflicting claims, an individual needs to clarify his or her goals and weigh the conflicting values. It is important to remember that when values conflict, an individual or group makes a decision about importance that is valid within its own context but may not conform to the values of other individuals or groups.


For example, in the case of abortion, some people believe that the right of a fetus to life outweighs all other rights. Others believe that a woman's right to autonomy in medical decisions about her body, and the consequences to a child of being unwanted, diminish or outweigh the absolute right to life in the early stages of a pregnancy.














Exploring Alternatives


Once it has been established which values are more important, it is important to consider the possible outcomes of possible actions. It is helpful to identify as many courses of action as possible, predict the consequences of each action, and project how different goals would be met or not met by following each possible course of action.














Choosing and Justifying One Alternative


Conflicting claims require choices. By analyzing hypothetic situations in detail, a person can construct some sort of personal framework for ethical decisions; once on the job, there is often little time to analyze each situation individually.


In the end, there are four ways to justify a decision:




1. By presenting logical arguments—deductions based on facts


2. By social justification—consideration of the larger consequences to society


3. By projection of consequences—imagining what might happen if a given alternative is chosen


4. By refuting alternative claims—stating explicitly why alternative choices have less merit than the one chosen





If it is impossible to select any alternative that seems comfortable, or “right,” the choice to do nothing becomes a chosen alternative rather than simply the avoidance of a decision.














Implementing the Decision


The final step in this process is to put the ethical decision into action. This does not have to be a permanent solution. The decision can be reconsidered and another solution can be tried, or the question can be reconsidered at intervals to see if circumstances, beliefs, or knowledge has changed.



























Introduction to Law



Difference between Public Law and Private Law





The legal system in the United States is primarily divided into two parts, public law and private law. Public law refers to laws that define the relationship between the individual and society as a whole. The term criminal law is used to refer to the set of laws that protect society. Examples include laws against robbery, rape, and operating a motor vehicle while under the influence of alcohol or a controlled drug. Private law, also called civil law, is the set of laws that deals with disputes between individuals and/or groups of people. This may involve two individuals or groups of people; individuals and corporations, government, or other organizations; or one corporate, government, or organizational entity and another such entity. Contracts are considered a part of civil law, and disputes about contracts that go to court are tried as part of the civil court system.








Lawsuits


Both civil and criminal action disputes can lead to lawsuits that are tried in the court system. In any court proceeding, there is a plaintiff, the person or entity that makes the complaint, and a defendant, the person or entity against whom a lawsuit is brought. In a criminal lawsuit, the plaintiff is the district or state's attorney, a representative of the government. In a civil lawsuit, the plaintiff is the injured party.


In criminal law the criminal activity itself is held to be harmful or potentially harmful to society or individual members of society. The act itself is punishable, regardless of whether anyone was actually harmed by the act. In civil law, an injury or damage must result because of someone's wrongful act for liability (legal responsibility) to arise. The same misdeed can provoke both a criminal charge and a civil lawsuit. The criminal suit will determine if the person is guilty of committing a crime punishable by an imprisonment or fine paid to the government. The civil suit will determine what liability the person has to the injured party, if any.


A well known example of this dual legal picture is the O. J. Simpson case. Simpson was found not guilty by a jury of the murder of his ex-wife, Nicole, and her friend, Ronald Goldman. However, her estate filed a civil suit against him on the grounds of “wrongful death.” In the civil case, he was found liable for their deaths, and more than 30 million dollars was awarded in damages. In a criminal case the charge must be proven “beyond a reasonable doubt,” but in a civil case the burden of proof is only to a level at which the supporting evidence is more convincing than the opposing evidence (“a preponderance of the evidence”).














Specialized Areas of Public Law


Specialized areas of public law include constitutional law, international law, and administrative law. Constitutional law is the study of law of countries and other political organizations. International law concerns the relationships among countries and includes maritime law and regulations applying to ocean-going vessels. Administrative law arises from the actions of federal government agencies, such as the Social Security Administration and the Internal Revenue Service.














Creation of Laws


Law was created by tradition through accepted social practices and decisions of the courts. This type of law is called common law or case law. Today most laws are created through a vote by a legislative body. The term for this is statutory law. Legislators are elected by popular vote to serve either in the state or federal legislature. One of their important duties is to draft new legislation, which is called a bill while it is under consideration. Once passed by either the House of Representatives or the Senate, a bill that contains several parts becomes an act. Once passed by both houses, the act is signed into law by the President (for a federal law) or a state governor (for law applicable to one state). Cities and towns can also enact laws, called ordinances; these usually have to do with local issues, such as smoking in public places, parking, leash laws for pets, and curfews at parks.


All employees of the medical office must be aware of the federal and state laws that regulate the provision of health care and insurance reimbursement, as well as those related to the operation of a business.














Criminal Law


The branch of law that describes offenses against the public welfare is called criminal law. A crime is an offense in violation of a law that prohibits or requires certain behavior. When a person is convicted of a crime (or pleads guilty to a crime), punishment is imposed. A felony is a serious crime, punishable by death or imprisonment in a state or federal penal institution for more than 1 year. A misdemeanor is a less serious crime, punishable by a fine or imprisonment for less than 1 year, often in a local or county penal institution. Another term sometimes used to describe a criminal act is malfeasance—a wrongdoing that is illegal or contrary to official obligation.








Nonviolent Crimes


Occasionally a physician is charged with manslaughter or criminal negligence if a patient dies or sustains serious injury as a result of incorrect or negligent treatment. This is usually in addition to a civil lawsuit brought by the patient or family for wrongful death (see the discussion of professional malpractice later in this chapter). Euthanasia and assisted suicide (except for physician-assisted suicide in Oregon) are usually considered murder whether performed by a health professional or family member.


Two or more people who have joined together to commit an unlawful act may be accused of conspiracy; this may be applied to actions that are illegal in and of themselves, or actions to prevent detection of a prior crime.


Stealing another person's property (without violence) is called larceny. In the medical office, this may take the form of embezzlement—appropriating funds from a client, customer, or employer.


A growing problem in the health care industry is fraud—deliberate deception carried out to secure unfair or unlawful gain. Billing for services not provided, billing for services provided to imaginary patients, performing unneeded services, and even deliberately using codes from a higher level of service than that provided are all forms of insurance fraud. Every instance of such a billing can be considered a separate act. If the fraud involves the use of mail (mail fraud) or electronic resources (wire fraud), it becomes a federal offense.


In the mind of an office employee, there may be a difference between billing an insurance company using a code for more complex service than was actually provided, “because they pay us so little anyway,” and billing for procedures that were never performed. But from a legal perspective, both are considered fraud and, if proved, both carry serious penalties.


Insurance companies and agencies of the federal and state government are victims of billions of dollars in fraudulent claims each year. They have increasing incentives to investigate health care facilities they suspect of fraudulent billing.




















Civil Law


The branch of law that regulates interactions among individuals, groups, organizations, and the government is civil law. Disputes arise when one individual or group believes that the actions of another individual or group have caused personal injury or damage to property. In medical offices these usually relate to the actual care received by the patient and/or the relationship between the patient and the physician or office staff. Two types of obligations that may give rise to civil lawsuits are contracts and torts.


Contracts involve agreements between two or more parties and are discussed in detail later. If a contract exists, failure to meet the terms of the contract by either party is called a breach of contract. A tort is an injury or wrong against a person or property that does not involve breach of contract. If a person knows, or should know, the consequences of his or her action, the wrong is called an intentional tort. If the action is a mistake or has unintended consequences, it is called an unintentional tort. See Box 3-2 for a list of torts. Keep in mind that intentional torts may also be prosecuted as criminal acts if they are performed with specific intent to cause injury.





BOX 3-2   Intentional and Unintentional Torts





Intentional Torts







Abandonment Failure to continue to provide medical care to a patient without proper notification.


Assault Threat to touch another person or his or her property without permission in a way that will cause pain, injury, or damage or is offensive.


Battery Touching of another person or his or her property without permission in a way that will cause pain, injury, or damage or is offensive.


Defamation Making a false claim that may harm a person's reputation, business, or group. If the claim is made verbally, it is called slander. If the claim is made in writing, it is called libel.


False imprisonment Confining a person without legal authority, such as using restraints without a proper physician order.


Invasion of privacy Public disclosure of private information, such as releasing medical information or photographs without consent of the patient.


Misrepresentation Providing information with knowledge that it is incorrect or reckless disregard for the truth.











Unintentional Torts







Negligence Failure to act with reasonable prudence in a situation. Negligence by a professional is also called malpractice.


Strict liability Responsibility for injury, even if there was no negligence. This is often applied when individuals are injured by products or equipment.











Two other terms may be used for acts that can result in civil lawsuits. The term misfeasance refers to a legal act performed in an improper way, especially if it causes injury or damage. The term nonfeasance means failing to perform an act that should have been performed to prevent injury or damage.





















Law and Professional Liability



Physician-Patient Relationship





The physician-patient relationship is a contractual relationship. Each party has certain rights and responsibilities under the relationship.


Several elements must be present in order for there to be a contract:




1. There must be a mutual agreement.


2. There must be intent to do (or not do) something that is legal.


3. The action must occur in exchange for service (called consideration) or for payment.


4. The parties must be legally able to enter into a contract.





A contract does not have to be written or sometimes even discussed in detail. When clothes are left for dry cleaning, it is assumed that there will be an obligation to pay for the service. The same is true if a patient makes a visit to a medical office. Written contracts are used when there is a considerable amount of money at stake (such as a car loan or mortgage), and in the medical office a patient may be asked to sign a statement confirming that payment will be made for any charges not covered by insurance.


Certain groups of people are not legally able to be a party to contracts, including most medical care contracts. These people are also not able to give informed consent. Such groups include the following:




1. Children younger than the age of 18


2. Mentally ill adults or adults with severe intellectual disabilities


3. Individuals who are temporarily mentally incapacitated (including those who have received narcotic analgesics or other mind-altering medications)


4. Individuals who are under threat or duress (fear of a threat)


5. Individuals who have been found incompetent to handle their affairs





All consent forms should be signed and all implied contracts made with a competent party acting as a willing health care decision maker for the child or incompetent person. In some circumstances, adult rights, including the right to consent to medical treatment, are given to individuals younger than the age of 18. Such an individual is called an emancipated minor. In most states, an individual between 14 and 18 years old can obtain a court order from a judge to become free of control of a parent or guardian after proving the ability to be financially independent.








The Physician


Within the physician-patient relationship, the physician provides skillful care to the patient and continues to treat the patient unless he or she informs the patient that the relationship will be terminated. In this case the physician must give the patient time to make other arrangements for care. The physician arranges for someone else to treat the patient if the physician is unavailable (such as on nights, on weekends, and during vacations). The physician informs the patient about treatments or procedures and carries out only those treatments and procedures to which the patient consents. The physician informs the patient of test results, diagnoses, and medical conditions and gives the patient instructions for follow-up care and procedures to follow at home.


A physician has the following rights:




• To accept or decline to treat a patient


• To choose to limit the medical practice to a particular size or certain specialty


• To decide where to practice





Decisions not to treat particular patients must be based on general principles (such as limiting a practice to urology) rather than arbitrary decisions (based on a whim or subjective judgment).














The Patient


The patient agrees to keep appointments, give accurate information about his or her medical condition, provide an accurate medical history, follow directions, and pay for service.


The patient has the following rights:




• To refuse treatment


• To receive complete information about procedures


• To select a physician


• To expect continuity of care


• To expect confidentiality of verbal and written communication with the physician and the physician's agents


• To be treated with respect and dignity


• To receive complete information about the treatment suggested, alternatives, and possible consequences of alternatives or no treatment





Patients’ rights may be legally defined by the state or an institution. The Patient's Bill of Rights is a name that is often used to refer to the Consumer Bill of Rights and Responsibilities, which was adopted by the Presidential Advisory Commission on Consumer Protection and Quality in the Health Care Industry in 1998 (see Highlight on the Patient's Bill of Rights). This document was created to improve consumer trust in the health care system by defining the rights and responsibilities of consumers, health care professionals, health care institutions, and insurance plans. The Bipartisan Patient Protection Act (also known as the McCain-Edwards-Kennedy Patients’ Bill of Rights) was an attempt to enact the findings of this commission into federal law. It failed in the U.S. House of Representatives in 2002. In the next decade, most individual states did pass legislation defining what was commonly called a “patient's bill of rights,” although the focus varies from state to state. Some concentrate primarily on rights of patients in residential facilities, whereas others have a broader scope. The federal Patient Protection and Affordable Care Act, which became law in March 2010, has shifted focus somewhat from merely defining patients’ rights to ensuring that all Americans will have access to affordable, high-quality health care and preventative care.





Highlight on the Patient's Bill of Rights


Eight areas of consumer rights and responsibilities were emphasized in the Consumer Bill of Rights and Responsibilities that was adopted by the President's Advisory Commission on Consumer Protection and Quality in the Health Care Industry in 1998.




1. Consumers have the right to receive accurate, easy-to-understand information about their health plans, professionals, and facilities. Some patients require assistance to make informed health care decisions and should receive that assistance.


2. Consumers have the right to enough choices about health care providers (including individuals and institutions) to be sure that they have access to appropriate high-quality health care.


3. Consumers have the right to access emergency health care services when and where they need them without having to obtain prior authorization or risk financial penalty.


4. Consumers should receive easy-to-understand information so that they can fully participate in all decisions related to their health care. If they cannot make their own decisions, they have a right to be represented by parents, guardians, family members, or others.


5. Consumers always have a right to respectful care from all health care providers and health care institutions.


6. Consumers always have a right to have the confidentiality of their individually identifiable health care information protected. In addition, they have a right to review and copy their medical records and request corrections to their medical information.


7. Consumers have a right to an appeal system that allows for resolution of differences with their health plans, health providers, and health care institutions. Systems should be in place for internal and external review.


8. Consumers should take responsibility for greater involvement in their care in order to achieve the best outcomes and support a quality improvement, cost-conscious environment. [image: image]




















Terminating the Physician-Patient Relationship


To end a relationship with a patient, a physician must notify the patient in writing. It is recommended that such a letter be sent using certified mail with return receipt requested. The letter needs to be dated, must state the reasons for termination of care, and should describe how medical records will be made available. Copies of any correspondence regarding termination and receipts should be kept in the medical record. If the patient notifies the physician by telephone that he or she wishes to terminate the relationship, the physician should send a similar letter as documentation.


Common reasons for a physician terminating care of a patient include the following:




• The physician moves.


• The physician retires.


• The physician dies.


• The physician closes the practice for other reasons.


• The patient regularly and continually breaks appointments.


• The patient regularly and continually refuses to follow medical advice.





If a patient can convince a court that he or she was under the belief that a physician-patient relationship still existed and because of such belief did not seek out another practitioner, and sustained injury, a successful case can be made for abandonment. This is rare and should never happen if the physician keeps good written records about any termination notification.














Personal and Professional Liability


A person is responsible for his or her actions and may be held liable if those actions injure another person. In daily life we are required to act as a reasonable person would act in the same circumstances. The failure to act—or refrain from acting—as a reasonable person would act in similar circumstances is called negligence.


A common example of negligence relates to a wet floor. If someone washes the floor or spills water on the floor and does not wipe it up, the floor becomes slippery. When an unsuspecting person comes along and is not aware that the floor is wet, that person could slip and be injured. The person responsible for making the floor wet would be expected to know that the wet floor would be slippery and could cause someone to fall. A person who notices the spill would also be expected to know that the wet floor could cause a fall.


If a person falls, is injured, and files a lawsuit, the person who washed the floor, or another person with responsibility for public safety who noticed the spill, could be found to be negligent and be responsible (liable) to pay for the injured person's medical care, lost wages, and any other costs caused by the fall on the wet floor.








Standard of Care


A person without any special training is held only to the standard of a “reasonably prudent person.” The term prudent means careful or using common sense. For instance, any reasonably prudent person is expected to realize that an infant or unconscious person will not be able to remove a heating pad that is too hot. If an infant or unconscious person is burned by a heating pad, the person who placed it will be considered liable and will be responsible for medical bills as well as compensation for pain and suffering.


A medical assistant is generally held to a professional standard, especially when performing procedures that are often done by a licensed health professional. The medical assistant must be especially careful to avoid offering advice or making decisions that may be interpreted as diagnosing illness or prescribing treatment.


If the medical assistant administers medication, he or she must do so correctly and must follow proper procedures and precautions to protect the patient from injury. A physician must be on the premises (not necessarily in the room) any time medication is given by a medical assistant, because in most states the medical assistant can perform the procedure only under the authority and supervision of a physician. It is important for medical assistants to find out what they are legally allowed to do in the state where they work.


In emergency situations, when no qualified professional is available, health care practitioners are expected to give care for which they have been trained but at which they may not be proficient. For instance, any physician would be expected to initiate emergency care for a patient who suddenly goes into cardiac arrest, even a specialist such as an ophthalmologist. Patients make an assumption that in a medical office they will receive medical treatment, even in the event of an emergency. All medical office personnel are expected to be able to give advice in an emergency or to activate the local emergency medical system if they cannot handle the situation.


Many, if not most, medical offices train all of their personnel in cardiopulmonary resuscitation (CPR) and first aid. If a medical assistant, secretary, or receptionist tells any patient that a problem is not serious, and it is, then he or she may be liable if there is injury to the patient caused by delay of treatment. Failure to respond correctly to an emergency can be considered a “breach of contract” because there is an implied contract between a patient and a medical office that any emergency will be handled by competent staff.


Health professionals are generally held to a high standard of care. For physicians and other health professionals, the term standard of care defines the level of appropriate care legally required of any other practitioner with the same education and training providing the same care in the same geographic region. In general, if a legal question arises, a medical assistant will be held to the standard of care of the professional who would normally perform the care in question.


For example, if a family practice physician prescribes blood pressure medication, he or she has to do it as competently as another family practice physician in the same area. If a nurse practitioner prescribes blood pressure medication, he or she has to meet the same standard as the family practice physician. If a patient sustains injury from taking the medication, in either case, the court would look at the appropriateness of the medication for the particular patient, the dose, and the follow-up to see whether either practitioner has acted at an acceptable level.














Informed Consent


Consent can be implied by a patient's actions. If a medical assistant says, “Would you please roll up your sleeve so that I can give you an injection?” and the patient does so, the patient has given implied consent to the medical assistant to administer the injection. Even though the patient has not verbally agreed, the act of preparing for the injection suggests that the patient is willing to undergo the procedure.


Expressed consent can be verbal or written. We know, however, that simply expressing consent does not always represent understanding. Patients today have the legal right to completely understand what will be done to them or for them. For this reason, many medical offices now use written consent forms to obtain informed consent.


Written consent forms are now always used for surgery, for procedures involving entry into a sterile body cavity, for procedures that carry a risk to the patient's health, and for testing for human immunodeficiency virus (HIV), the virus that causes acquired immunodeficiency syndrome (AIDS). Written consent forms are increasingly being used as well for immunizations; treatment with birth control pills; transfusions of blood or blood products, such as plasma; and other treatments and procedures.


Legally, it is not the form, but the understanding by the person on whom the treatment or procedure will be performed, that truly represents consent. It is the responsibility of the person performing the procedure, prescribing the medication, or performing the test or examination to inform the patient about the potential risks of the action, the discomfort it may cause, the common side effects, the importance of the procedure, and the probable results if the test or procedure is not done (Figure 3-3).
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Figure 3-3 The physician should explain a surgical procedure to a patient in detail before the consent form is signed.








Often the medical assistant is asked to obtain the signature on the consent form and witness that signature. If the medical assistant believes that the patient does not fully understand what he or she is consenting to, the matter should be referred back to the physician. This is a good example of the medical assistant acting as a liaison between the patient and the physician and being an advocate for the patient.


Depending on state law, there may be special consent forms for the release of information about HIV test results and/or treatment, drug and alcohol rehabilitation, services for mental health, or other health-related information.


A patient can rescind (withdraw) the authorization to release information at any time by notifying the medical office in writing.





What Would You Do? What Would You Not Do?





Case Study 2


Howard Morton is a 72-year-old patient who has come to the office for an office visit for severe back pain. After examining him, the physician referred him to an orthopedic surgeon for evaluation. While Vicki is preparing the referral form for Mr. Morton, he says, “If I see an orthopedic surgeon, he is probably going to want to do surgery. Do you think surgery is the best treatment for my kind of problem? What else could I try? Should I see a chiropractor? Or do you think acupuncture might help?” [image: image]




















Professional Negligence


Professional negligence is often called malpractice. To avoid lawsuits for malpractice, a health professional must be sure that he or she is acting within the limits of his or her profession and must act (or refrain from acting) in a given situation as a reasonable and prudent person of the same profession would. When the medical assistant performs procedures that are usually performed by other professionals, such as nurses, the medical assistant will be held to the same standard as the professional who usually performs the procedure. No one always does everything perfectly, and both negligence and malpractice are assumed to be mistakes and unintentional.








Requirements to Prove Professional Negligence


To prove that a professional is guilty of professional negligence and liable for the outcome, four things must be proved by a preponderance of the evidence. This means that they are more likely than not. Sometimes these things are called the 4 Ds of malpractice:




1. The person who caused the injury has a duty to the person who was injured.


2. The person was derelict (neglectful) in performing that duty.


3. The failure to perform the duty was the direct cause of the injury and nothing could have intervened.


4. The failure to perform the duty caused damage or injury.





In some instances the plaintiff has no direct knowledge of the incident (e.g., if the plaintiff is under general anesthesia). In such a case a lawsuit may be allowed under the doctrine of res ipsa loquitur, whereby the court assumes that negligence must have occurred because of the type of injury. An example would be if the gallbladder was removed when the patient was scheduled for a hysterectomy.


A physician who gives casual medical advice at a party may not consider the person a patient he or she has a duty to take care of. But if the person fails to seek medical treatment on the basis of the physician's casual words, a court may have to decide if the physician owed a duty to the person.


If a professional does exactly what any other professional would have done and the patient has a poor outcome, the physician is not necessarily negligent. For example, even with the best sterile technique it is possible to get a wound infection. A person with a wound infection must show that proper technique was not used. If the injured person does not follow directions to keep the wound dry and the wound gets infected, the infection might have occurred because the patient did not follow directions.


If someone makes a mistake but there is no injury, the person who makes the mistake will not be liable and will not have to pay any damages. Many mistakes can be corrected if they are reported promptly.




















Professional Liability Insurance


To protect against financial loss if the patient sues, physicians usually have professional liability insurance (also called malpractice insurance). This is for two reasons. One is to protect physicians for their own negligent actions. The second is to protect physicians if they are sued for the negligent actions of their employees while on the job.


If an injury occurs, the law allows the injured person to sue both the person responsible for causing the injury and that person's employer, provided that the incident occurred at work. This occurs under what is known as the doctrine of respondeat superior. The English translation of this Latin term is literally “let the master answer,” meaning let the person at the head of the organization answer for the injuries caused by his or her employees.


This legal doctrine provides an incentive for employers to be sure that their employees are careful and gives the injured person a better chance of collecting damages for any injury. Even if the employee does not have insurance to cover such an incident or enough money to pay the amount received in judgment, the employer ought to have liability insurance. As the number of lawsuits for outpatient care increases, it is recommended that medical assistants carry their own malpractice insurance.


Laws that protect health professionals from being sued for giving emergency care at the scene of an accident are called Good Samaritan Acts. They vary from state to state and may cover physicians, nurses, emergency medical technicians, anyone certified to perform CPR, and other professionals.




















Malpractice Litigation


Litigation (the process of taking a lawsuit or criminal case through the courts) is complex. Having a general understanding of the process is important, even though less than 5% of all lawsuits brought against medical professionals or medical institutions ever reach the stage of going to trial.








Initiating a Lawsuit


A person who believes he or she has received inappropriate medical care consults an attorney, who obtains information from the patient and usually tries to obtain copies of the relevant medical records. A letter containing a patient's authorization to send a copy of medical records to a lawyer may be the first indication to the medical office that the patient is actively contemplating a lawsuit.


After receiving written authorization from the patient, the medical office provides a copy of the record to a lawyer. Under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), health care facilities, including physicians’ offices, are allowed to charge a reasonable copying fee for records sent to an attorney or requested by a patient.


At the time a lawsuit is actually filed, the patient signs a document releasing the physician from the requirements of patient confidentiality. This is necessary because information about the patient's medical record becomes part of the public record in the litigation process.


When he or she obtains the patient's medical records, the attorney has them reviewed by physicians or other health professionals uninvolved in the patient's treatment to determine if a case can clearly be made for malpractice. Appropriateness of care is clearly the major issue in a suit for malpractice. However, incomplete, illegible, or altered records decrease the medical record's credibility, even if the care actually given was appropriate.


Most malpractice suits are accepted by attorneys on a contingency basis. In such a case the individual filing the lawsuit pays for the attorney's time and effort only if he or she collects an award from the party being sued. This is usually a percentage of the settlement or judgment amount. Contingency payments to the attorney are usually from 20% to 40% of the amount collected.














Response to a Possible Lawsuit


The first thing a physician should do on receiving a request for patient records by an attorney or on being served with notice of a lawsuit is to inform the company that provides his or her professional liability insurance. If a suit is filed, the malpractice insurance provider will appoint an attorney to represent the physician as a policyholder. The physician may also wish to hire an independent attorney because the physician's interests are not always the same as the malpractice insurance carrier's. If other staff members are named in the lawsuit, it may be in their best interest to hire their own attorneys as well.


As the legal process continues, the attorneys usually negotiate a settlement in order to avoid the time and expense of going to court, as well as the possibility of a large damage award. Because juries are unpredictable, the attorneys appointed by the insurance provider will hesitate to risk a jury trial, even if there does not appear to be any negligence in the care provided to the plaintiff. If there is a lawsuit, the court may issue a subpoena, a court order that requires an individual to be present to testify during some part of the trial process. In order to require that the original medical record is present, the court will issue a subpoena duces tecum, a court order requiring that documents (or other material evidence) be made available. An employee of the health care facility should bring the original medical record to court each day that it is required and be present wherever the medical record is at all times.














Alternative Dispute Resolution


Instead of a trial, both parties may agree to have their dispute decided by a neutral third party. This process can reduce time, expense, and publicity of a dispute. Such a process may take the form of mediation or arbitration.


Mediation uses a facilitator to help two parties in conflict settle their differences. This can be done in different ways, and if no settlement is reached, either party may find recourse in the court system.


Arbitration is a process whereby a neutral party settles the dispute. The arbitration can be either binding or nonbinding.


In nonbinding arbitration, the parties do not have to accept the decision and one party can proceed with a court case. In binding arbitration, the parties agree at the beginning to be bound by the decision of the arbitrator(s).


Various organizations provide lists of arbitrators, and depending on the circumstances and applicable state law, the parties in arbitration either select a mutually acceptable arbitrator or are assigned one from a list prepared during the arbitration process.


Arbitration is not common in malpractice cases; it is far more common in commercial contract and labor contract disputes.




















Tort Defenses








Privilege


Privilege is a special right or permission granted to a certain group of individuals. For example, a health care facility's policy and procedure manual may give physicians the power to order soft restraints or leather restraints for a patient in certain circumstances. With such an order, other health professionals may legally apply the restraints. A patient who is placed in restraints according to established procedures could not make a case for false imprisonment, an intentional tort.














Consent


Consent has been already discussed in detail. A patient may be asked to sign a consent form allowing photographs to be taken and published in a medical journal or textbook, or used as a slide in a lecture (without personal identifying information) for the purpose of providing education. If informed consent was obtained, especially if it is in writing, the patient cannot make a case for invasion of privacy.














Self-Defense or the Defense of Others


Self-defense or the defense of others is another defense against intentional tort. When physical contact occurs, a person accused of assault and/or battery may assert that he or she was defending against contact initiated by another person.














Expiration of the Statute of Limitations


Several defenses can be used against a charge of negligence or malpractice. The statute of limitations is the law that limits the time period during which a person can sue. The period varies from 1 to 3 years, depending on the laws of the particular state and whether the suit is for negligence or malpractice (negligence usually has a shorter statute of limitations than malpractice).


Although state law can vary slightly, the statute of limitations usually begins at one of three points:




1. When the injury occurs


2. When the individual first realizes that an injury has occurred; for instance, if a hemostat is left in the body during surgery, the statute of limitations begins to run when the instrument is discovered by a radiograph taken at a later date for another reason


3. When a minor reaches the age of majority or some other specific age (such as 21)

















Contributory or Comparative Negligence


If the injured person has played a part in causing the injury, some states regard this as a complete defense (contributory negligence). Other states determine comparative negligence—how much of the negligence was caused by the professional and how much was caused by the injured individual. Judges and juries are asked to assess damages to the injured party depending on the percentage of the injury caused by the health care professional.


For example, after minor surgery a patient developed a wound infection that required additional surgery and resulted in an unsightly scar. The physician's attorney brought out that the patient had failed to seek medical attention for several days after noting swelling, drainage from the wound, and a fever of 102° F. Prompt medical attention, the attorney argued, would have prevented the second surgery and minimized scarring.


In a state using contributory negligence, establishing that the patient contributed to the injury would be a complete defense and the patient would not collect any damages. In a state using comparative negligence, the judge or jury would determine a percentage for the amount of negligence on the part of the physician and award the patient that percentage of the total damages established by the court.














Assumption of Risk


A patient who does not follow medical advice becomes responsible for any problems that occur as a result of his or her decision. This is called assumption of risk. This is easier to establish if the patient has signed a waiver, such as a form acknowledging that a patient is leaving the hospital against medical advice. In the medical office, there is usually no form for the patient to sign, so a complete note should be written in the patient's medical record if he or she refuses to follow medical advice. This note should include the patient's exact words if possible, and the name of any staff or family member who was present during the discussion. If a patient frequently misses appointments, it is also an example of disregarding medical advice. By documenting all missed appointments, the medical assistant can provide evidence that the patient, not the physician, is responsible for any problem that may arise.





What Would You Do? What Would You Not Do?





Case Study 3


While walking down the hall to call the next patient, Vicki notices a large wet area on the linoleum floor of the hall. She gets several dry paper towels and goes to clean up the spill. Just as she bends over to wipe up the water, the physician comes out of examination room 4. He looks at the open door of his other examination room, and noticing that it is empty, he says, “Where's my next patient? And can you take an ECG on the patient in room 4 right away?” [image: image]

































Federal and State Laws Affecting the Medical Office



Controlled Substances and Prescriptions











Controlled Substances


The Drug Enforcement Administration (DEA) enforces the Controlled Substances Act of 1970. A controlled substance is a drug that has a potential for addiction and/or abuse. Physicians who prescribe controlled substances must register with the DEA and renew their registration every year, but the physician's DEA number should not be preprinted on prescription forms. The DEA updates the five schedules of controlled substances annually. Schedule I controlled substances have the highest potential for abuse and currently have no accepted medical use in the United States, whereas Schedule V controlled substances have the lowest potential for abuse. The specific medications are discussed in more detail in Chapter 26.


Federal law requires that controlled substances be stored away from other medications, in a sturdy, locked cabinet. It is recommended to use a double-locked box or drawer—a box or drawer with an outer lock or key and an inner compartment that also has a lock or key. A physician may not legally obtain Schedule I controlled substances unless participating in an authorized experiment. Schedule II controlled substances are ordered from a manufacturer or a distributor using federal triplicate order form DEA Form 222. Schedule III through V controlled substances do not require the special triplicate form; however, they do require that invoices and packing slips be kept for 2 years.


If controlled substances are kept in a medical office, an inventory sheet must be maintained. The controlled substance stock should be counted daily and verified by a second person. The two people must sign the inventory sheet. Every 2 years, a record of daily inventory of controlled substances must be submitted to the DEA. If controlled substances need to be wasted or destroyed, two witnesses must sign the inventory sheet. If any controlled substances are stolen, local police must be alerted immediately.


Prescribing, dispensing, and/or administering controlled substances also requires documentation. States vary on what paperwork is necessary; some require a special narcotic prescription form for Schedule II prescriptions. Any physician copies of controlled substance prescription forms should be kept in a secure, fireproof safe or other storage. If controlled substances are administered or dispensed only rarely, records can be kept in the patients’ records and made available to DEA investigation.


A medical assistant must know the legal requirements regarding controlled substances that have been set by the DEA and the state in which he or she works. A medical assistant will often be responsible for flagging the physician's DEA registration renewal date, as well as for providing security and inventory record keeping for all controlled substances. A medical assistant may also be responsible for properly disposing of expired controlled substances and keeping records. In some states medical assistants are not permitted to administer controlled substances, although they are allowed to administer other medications.














Prescriptions


Federal law also identifies drugs that require a prescription. A prescription is an order from a physician or other licensed health care provider to a pharmacist to dispense a supply of medication. Individual states have different regulations within a set of federal guidelines. The medical assistant must know the laws of the state in which he or she works.


In order to prevent theft or alteration of prescriptions, it is recommended that physicians adhere to the following recommendations:




1. Store all prescription blanks in a safe place where they cannot be stolen, and keep the number of prescription pads in use to a minimum.


2. Write out the actual amount prescribed in words in addition to the number. This makes it more difficult to alter the amount.


3. Use prescription blanks only for writing prescriptions and not for notes.


4. Do not sign prescription blanks in advance.


5. Use tamper-resistant prescription pads.





The physician may also write on the prescription whether a generic substitute may be provided. Different states have different laws regarding substitution of a generic preparation for a brand-name drug.














Federal and State Laws Protecting Employees








Hiring and Firing


A person who works for an organization that has more than 15 employees is protected by federal Equal Opportunity Employment laws (Title VII of the Civil Rights Act of 1964) and the federal Age Discrimination in Employment Act of 1967. These laws make it illegal for a company to discriminate in hiring practices on the basis of race, sex, religion, national origin, or age. Some states also have legislation making it illegal to discriminate on the basis of sexual orientation. Complaints about discrimination in hiring are submitted to the federal Equal Employment Opportunity Commission (EEOC).


Employment policies must treat employees equally and cannot discriminate against any category of employees by paying one group (such as men) more than another group for the same duties.














Preemployment Testing


Preemployment testing is allowed only to determine if the potential employee has the skills and abilities to perform a specific job. If keyboarding is included in the job description, the employer may administer a keyboarding test to test a candidate's qualifications for the position. This also applies to any testing done before an individual with a disability is hired.





Memories from Externship




[image: image]








Vicki Edmonds: When I was at my externship at a clinic affiliated with a community hospital, the employees were implementing a plan for the physicians to discuss advance directives with all patients. They hoped to have each patient prepare a written health care proxy and provide the office with a copy. When we pulled each patient's medical record for the visit, we checked the record to see if there was already a complete form. If not, we placed a blank health care proxy form loosely in the front of the folder for the physician to give to the patient. Then when patients checked out, we would remind them to return the completed form. At first I found this embarrassing because it seemed like such a private thing. Then one of our elderly patients told me that she was so grateful that her husband had signed a health care proxy before he had a stroke, which left him completely paralyzed and unable to speak. She said that the discussions they had had when he was preparing the form had helped her understand exactly what his wishes were. On the basis of those discussions, she had asked the hospital staff not to resuscitate him if he stopped breathing or his heart stopped. She told me that before they talked about it, she would not have been comfortable making that decision. I was impressed by this patient's ability to talk frankly about her family's preparations to face serious illness, and I was grateful because it helped me become more comfortable with the subject. [image: image]





The Americans with Disabilities Act (ADA) discusses the need for employers to make “reasonable accommodations” for any individual with a physical or mental disability who is otherwise qualified to perform the tasks necessary in the job. The law also deals with the necessity of making public accommodations accessible to disabled individuals. The EEOC also hears complaints about possible failure to comply with the workplace portions of the ADA.


Preemployment drug tests have been ruled legal for any position. However, random drug tests while on the job are usually legal only if the demands of public safety outweigh the employee's right to privacy. Some health care facilities perform drug tests on all new employees.














Occupational Safety and Health Act of 1970


The Occupational Safety and Health Administration (OSHA) was created in 1970 to be the federal agency responsible for the physical protection of employees in the workplace. OSHA regulates all workplace environments but has two specific functions related to the medical office. The Bloodborne Pathogens Standard relates to preventing exposure to pathogens that cause disease. This standard is discussed in detail in Chapter 17. OSHA also regulates the exposure of employees to hazardous chemicals in the workplace and requires employers to inform employees of the hazards of any chemicals used. See Chapter 18 for a discussion of the Hazard Communication Standard. The 1988 Clinical Laboratory Improvement Amendments, which regulate office laboratories, are discussed in detail in Chapter 29.














Family and Medical Leave Act


The Family and Medical Leave Act of 1993 (FMLA) applies to employers with 50 or more employees. Under FMLA, employees are entitled to up to 12 weeks of unpaid leave to accommodate a serious health crisis of any family member or the birth or adoption of a child. The employee must notify the employer before the beginning of the leave how much of the leave he or she intends to take. After the employee returns, he or she must be given former job and seniority status.














Sexual Harassment


Sexual harassment is defined as any unwanted physical or verbal sexual attention from anyone an individual interacts with on the job that causes that individual to fear reprisal if the attention is refused. Sexual harassment is not flirting. Flirting occurs when both parties engage in actions or verbal exchanges intended to attract or compliment the other. Harassment occurs when one party (most often a man) engages another party (most often a woman) in unwanted comments or physical contact of a sexual nature. If a comment or attention is unwanted, it should be clearly stated to the offending party. Sometimes individuals hesitate to “hurt the other person's feelings” or are uncomfortable speaking out, and communication is unclear.














Minimum Wage and Overtime


The federal Fair Labor Standards Act regulates the minimum wage, although some states have a higher minimum wage than that set under federal law. The Fair Labor Standards Act also requires overtime pay of one-and-one-half the employee's regular rate of pay for time worked beyond 40 hours in 1 week. Professional and supervisory employees are exempt from the law. Registered nurses and office managers are considered professional employees, but medical assistants are not and are covered by the overtime rules.














Employee Retirement Income Security Act


The Employee Retirement Income Security Act of 1974 (ERISA) regulates employee benefit plans, including managed care health plans, pension plans, and other employee benefits. ERISA sets minimum standards for pension plans to prevent unfair denial of pension rights. Under ERISA, employee health plans cannot use health status or medical condition to deny certain employees the right to insurance.




















Health Insurance Portability and Accountability Act of 1996


HIPAA provides legislation related to several aspects of health insurance, privacy of patient information, and standards for filing health insurance claims electronically. This act has several sections.








Health Insurance Availability and Coverage


The first part deals with health insurance availability and coverage. It provides specific regulations for group health insurance plans to prevent eligibility rules that exclude patients with certain diagnoses or genetic conditions or require them to pay higher premiums. It also regulates the length of time that group health plans can refuse to pay for preexisting conditions, especially if the new subscriber had other health insurance before enrolling in the group insurance plan.














Privacy Rule


The HIPAA Privacy Rule (one part of the law) went into effect in 2003. This rule provides patients with control over the use and disclosure of their health information. The Privacy Rule contains provisions that describe how personal health information may be used, stored, maintained, or transmitted electronically. In addition, it describes how patients must be informed of their right to control their health information.




1. The medical office must inform patients in writing how their protected health information (PHI) will be used by the medical office. This document is called a Notice of Privacy Practices (NPP). Protected health information includes written, oral, and electronic health information that contains data through which the patient can be identified, such as the Social Security number, name, and telephone number. Patients must sign a document indicating that they have received a notice regarding privacy protection.


2. A patient's written consent is not required for the use of or disclosure of PHI if the purpose of disclosure is medical treatment, payment, or health care operations. Therefore individuals who are involved in caring for the patient (including medical assistants and medical assisting students) may have access to PHI.


3. Patients have the right to access their medical records and to request changes to the records if they believe they are inaccurate.


4. The medical office must have procedures in place to prevent unnecessary or inappropriate access to PHI, including request forms for information; procedures to prevent unauthorized individuals from viewing records, appointment books, computer screens, or other material that might contain PHI; and procedures for storing and destroying records containing PHI so that no unauthorized access occurs.


5. Patients have a right to request an accounting of the transfer of their information for purposes other than treatment, payment, or health care operations.


6. The medical office must have written agreements with each outside agency that handles PHI, such as medical laboratories, transcription services, law and accounting firms, software and hardware consultants, and billing services, to ensure that these other agencies handle PHI in accordance with the HIPAA Privacy Rule.


7. All employees must be trained in privacy and security of PHI.

















Transaction and Code Set Rule


The Transaction and Code Set Rule prescribes electronic data interchange standards for structuring information that must be used for Medicare and Medicaid insurance claims. As of July 1, 2005, almost all providers that file Medicare claims electronically must adhere to these electronic data interchange standards.














Security Rule


The Security Rule complements the Privacy Rule by setting standards to maintain security of personal health information that is transmitted electronically. It identifies administrative, physical, and technical security safeguards for electronic protected health information (EPHI). The final compliance date was April 21, 2006.














Other Provisions


The Unique Identifiers Rule established a new provider identification number called the National Provider Identifier (NPI), a 10-digit identification number issued to each provider by the Centers for Medicare and Medicaid Services (CMS). The NPI replaces other physician insurance identification numbers but not the DEA number or state physician license number.


The final part of HIPAA is the Enforcement Rule, which describes penalties for violating HIPAA rules.




















Health Information Technology for Economic and Clinical Health Act


The Health Information Technology for Economic and Clinical Health (HITECH) Act, part of the American Recovery and Reinvestment Act of 2009, includes incentives to encourage adoption of electronic medical records by physicians and health care facilities and to create a national health care infrastructure. This act also includes a 1% reduction in the Medicare fee schedule if an electronic medical record has not been adopted by 2015.


In order to continue to protect the individual's right to privacy in the face of increased sharing of health care data, this act also increases the security provisions of HIPAA and adds increased financial penalties for privacy violations. It requires notification of patients for unauthorized use and unencrypted disclosure of PHI; breaches involving more than 500 patients must be reported to federal agencies and sometimes local media. Privacy requirements are imposed directly on business associates, whereas formerly, health care providers were required to have contracts with business associates. Business associates also become liable for financial penalties for privacy violation.














Mandatory Reporting


For public health reasons and the good of society as a whole, physicians are required to make certain reports, usually to a state or local agency. Some are required by law and cannot be refused because the patient does not want the information released.




1. Records of births, stillbirths, and deaths.


2. Reports must be made to the medical examiner or coroner (the name depends on the state) for certain types of deaths that may indicate suspicious circumstances or may be a result of a crime. The medical examiner then decides whether to investigate.


3. Infectious disease cases have to be reported to the local board of health. Each state has a list of reportable diseases, which include diseases that pose a public health risk, such as rabies, measles, and AIDS. Dog bites and human bites must usually also be reported.


4. Injuries that may have occurred as a result of violence must be reported to the police. Sometimes a patient asks that the report not be made. Even if the injured person does not intend to press charges, the injury still must be reported. If there is a likely need for evidence to be collected from the injured person (e.g., in the case of a rape), the person should be directed to an emergency department, which has personnel trained in the procedure.


5. Possible abuse or neglect must be reported to the police or a particular state agency, depending on state law. Suspicion does not have to be backed up with evidence. Certain professions are mandated (legally required) to report, especially child abuse or elder abuse. Physicians and nurses are always required to make such reports, and in some states medical assistants, as allied health care professionals, are also included in the list of those required to make reports.


6. Various other reports are mandated by the states. Some states require reports of seizures (a symptom of epilepsy) to the department of motor vehicles, and some states require that all cancer cases treated by health professionals be reported to a state cancer registry.





Failure to make a mandated report is a crime. When a report is required by law, the patient should be informed why the report is required and to whom the report will be made.














State Regulation of Health Occupations


The laws that regulate the practice of medicine are called medical practice acts, and they generally contain the following two elements:




• Definition of the practice of medicine.


• Limitation to qualified practitioners by licensure—the process by which the state examines a person's qualifications and issues a license to practice medicine. All states require a license to practice medicine, although a physician may practice in certain federal facilities and agencies with a license from a different state than the one in which the facility is located. Practicing medicine without a license is a criminal act.





Physicians can also be licensed in most states if they have held a medical license in another state for more than 5 to 10 years. This is called reciprocity or reciprocal licensing. Usually this is simply a matter of requesting a license if a physician is moving from one state to another. In states with many physicians, reciprocal licensing is more difficult to obtain. Florida severely limits reciprocal licensing in an effort to keep older physicians from “retiring” to Florida and then opening practices or taking hospital or clinic jobs.


The physician licensing board approves the original application for a license then renews the license yearly or biannually (every 2 years).








Revoking or Suspending a Physician's License


A physician licensing board can revoke or suspend a physician's license for conviction of a crime, unprofessional activity, and physical or mental incapacity, including alcoholism, drug abuse, and senility. If the physician is convicted of a crime, the seriousness and nature of the crime will influence the physician licensing board's decision about the length of time a person's license may be suspended.


Similar laws govern the licensure and revocation of licenses for such professionals as registered nurses, nurse practitioners, and physician assistants. These laws clarify what the member of the profession can and cannot do.




















Facility Licensing and Accreditation








State Requirements


Each state requires certain types of health care facilities to obtain a license. This gives the state oversight into the activities of the facility and allows for on-site surveys to maintain quality standards. A list of these types of facilities can be found in Box 3-3. Physician offices are usually not included, but if laboratory testing is done in the office, it may be necessary to get a license or certificate of waiver for the laboratory depending on the type of testing being done. Health insurance companies and HMOs are also licensed by the state, which sets certain requirements for their business operations.





BOX 3-3   List of Health Care Facilities That May Be Licensed by the State







• Ambulatory surgical centers


• Blood banks


• Clinics or community clinics


• Commercial independent laboratories


• Substance abuse treatment facilities


• End-stage renal disease centers


• Health departments


• Home health agencies


• Hospices


• Hospitals


• Intermediate care facilities


• Nursing homes


• Physician office laboratories


• Pregnancy counseling centers




















Federal Requirements


In addition to state licensure, health care facilities that bill Medicare and Medicaid for services fall under CMS oversight and are responsible for meeting all regulatory standards.


The CMS also participates with state and private agencies to regulate clinical laboratories and determine compliance with regulations for quality assurance. This is discussed in more detail in Chapter 29.














Voluntary Accreditation


Many health care facilities, including hospitals, ambulatory surgical centers, clinical laboratories, health clinics, and physician offices, seek accreditation by independent accrediting agencies as a means to improve health care and maintain high standards. Accreditation may also be a means to comply with regulations for state licensure and regulations of the CMS.


The Joint Commission (formerly the Joint Commission on Accreditation of Healthcare Organizations [JCAHO]) was originally established in 1951 to accredit hospitals, rehabilitation centers, and nursing homes. In recent years it has expanded its activities to accredit almost all kinds of health care facilities, including clinics and physician offices. In order to become accredited, the health care facility must prepare a report demonstrating compliance with all standards of the Joint Commission. This is followed by a survey visit with follow-up to improve in any areas of weakness that might be found during that visit.


The Accreditation Association for Ambulatory Health Care (AAAHC) performs a similar type of accreditation for most types of ambulatory health care facilities.





Medical Practice and the Law


Two elements are important to avoid malpractice suits. The first is to implement proper procedures to prevent mistakes. These procedures are part of the overall process of risk management, a term that is usually applied to measures taken to reduce risk of injury and lawsuits within the medical office.


Safety plans, chemical hygiene plans, evacuation plans, and standard precautions are all part of risk management, as are measures to avoid theft by patients or staff or fraud by financial staff. In addition, education and training of all staff help each staff member provide proper care to patients.


A second element of risk management is to prevent patients from becoming angry about the care (or lack of care) they receive. This requires all staff to be courteous, give complete explanations, and treat patients and their families with respect and dignity. If the office maintains good relations with patients, patients will be more likely to understand when there is a poor outcome or a mistake is made. Demonstrating respect and concern for patients at all times is one of the most important ways to prevent malpractice lawsuits.


Although the owners of the practice are ultimately responsible, the job of developing and implementing risk management plans usually falls to the office manager and, in a small office, to the head medical assistant. The best way to protect against malpractice lawsuits is to use the following procedures to prevent mistakes:




1. Make sure all equipment is in good working order and that staff have been properly trained to use it.


2. Make sure all staff members know how to do procedures and can review them in an up-to-date procedure manual.


3. Be sure that patients understand the nature of procedures and surgery and sign written consent forms for surgery and invasive procedures.


4. Always document accurately and completely. Promptly report any problems, and document your report.


5. Protect patients from injury by the proper use of equipment and safe transfers to and from wheelchairs.


6. Be sure that patients are not left alone if there is any question of their balance or mental status, if hot packs are used, or where hot water or hot pipes are present. Children should never be left unattended in an examination room or the waiting room.


7. Identify all patients using two identifiers before providing care, administering medications, or obtaining laboratory specimens.


8. Label all specimens in the presence of the patient. Log and track all results so that none slip through the cracks.


9. Wipe up all liquid spills promptly and use signs if floors are wet.


10. Do not make promises about outcomes.


11. Notify the physician of any patient complaints and/or requests for patient records from an attorney. [image: image]











What Would You Do? What Would You Not Do?


Responses





Case Study 1


Page 36





What Did Vicki Do?







[image: image] Told Denise that she would have to point out the burn to the physician because he needed to be sure it was healing properly.


[image: image] Told Denise that she would have to tell the physician what Denise had said about the burn.


[image: image] Explained that burning someone with a cigarette is not acceptable behavior and encouraged Denise to discuss the incident with the physician or another adult.


[image: image] Asked Denise if her boyfriend had hurt her any other time.











What Did Vicki Not Do?







[image: image] Did not tell Denise that she needed to break up with her boyfriend immediately.


[image: image] Did not agree to hide the information about the burn from the physician.


[image: image] Did not promise that the physician would not tell her parents.


[image: image] Did not discuss Denise's burn or explanation for it with anyone other than the physician.












What Would You Do/What Would You Not Do?


Review Vicki's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________











Case Study 2


Page 45





What Did Vicki Do?







[image: image] Told Mr. Morton that the orthopedic surgeon specialized in musculoskeletal conditions and would not always recommend surgery.


[image: image] Asked Mr. Morton if he had asked the physician about other kinds of treatments.


[image: image] Asked Mr. Morton if he wanted her to complete the referral and make a new appointment.


[image: image] Asked Mr. Morton if he needed more time to speak to the physician.











What Did Vicki Not Do?







[image: image] Did not make recommendations about other types of treatment for back pain.


[image: image] Did not give an opinion about the benefits of one type of procedure compared with another.


[image: image] Did not promise that the orthopedic surgeon would not want to do surgery.


[image: image] Did not tell Mr. Morton that the physician should have done a better job explaining possible treatments.











What Would You Do/What Would You Not Do?


Review Vicki's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________











Case Study 3
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What Did Vicki Do?







[image: image] Told the physician politely that she has to finish cleaning up the spill in the hall because someone might slip and fall.


[image: image] Worked as quickly as possible to dry the floor of the hall and then called the next patient.


[image: image] Asked the physician if he wanted to talk to the next patient before she took the vital signs.


[image: image] Obtained the electrocardiogram (ECG) for the patient in room 4 after calling and preparing the physician's next patient.











What Did Vicki Not Do?







[image: image] Did not leave the spilled water on the floor while she called the next patient and took the ECG.


[image: image] Did not ask if the physician thought she could do two things at once.


[image: image] Did not go around the office later trying to find out who had spilled water without cleaning it up.











What Would You Do/What Would You Not Do?


Review Vicki's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________
















[image: image] Terminology Review










	Medical Term

	Word Parts

	Definition










	Abandonment

	 

	Failure to continue to provide medical care to a patient without proper notification.






	Act

	 

	A bill or measure that has become law. Often refers to legislation with several parts.






	Advocate

	 

	A person who intercedes on another person's behalf.






	Arbitration

	 

	A formal process whereby the parties to a dispute agree to submit to the decision of a neutral party.






	Assumption of risk

	 

	A defense to a lawsuit that establishes that the plaintiff assumed the risk of whatever caused the injury.






	Autonomy

	 

	Ability to make independent decisions without constraint or coercion by others.






	Beneficence

	 

	Acting in the best possible way; performing good deeds.






	Bill

	 

	A law proposed by a legislative body.






	Case law

	 

	Law established by decisions of previous court cases.






	Civil law

	 

	Law that regulates relationships and interactions between individuals and groups.






	Cloning

	 

	Producing genetically identical cells or individuals artificially.






	Common law

	 

	Unwritten body of law based on general custom.






	Comparative negligence

	 

	A defense to a lawsuit that establishes a percentage of responsibility for injury on the part of the plaintiff.






	Contingency

	 

	A condition that must be met before a contract is binding.






	Contributory negligence

	 

	A defense to a lawsuit that establishes any responsibility for injury on the part of the plaintiff.






	Controlled substance

	 

	A drug that has the potential for addiction or abuse.






	Crime

	 

	An offense in violation of a law that prohibits or requires certain behavior.






	Criminal law

	 

	Law that regulates offenses against the public welfare.






	Defendant

	 

	The person or group against which an action is brought in a court of law.






	Do-not-resuscitate (DNR) order

	 

	A medical order signed by a physician that relieves health care personnel from the obligation to resuscitate a patient who stops breathing or whose heart stops.






	Drug Enforcement Administration (DEA)

	 

	The federal agency that enforces the Controlled Substances Act of 1970.






	Duty

	 

	Commitment to act in a certain way.






	Emancipated minor

	 

	A person younger than the age of 18 with the rights of an adult including the ability to consent to medical care.






	Embezzlement

	 

	Fraudulent appropriation of funds or property of an employer or client.






	Etiquette

	 

	Rules of socially acceptable behavior; manners.






	Felony

	 

	A serious crime punishable by death or imprisonment.






	Fidelity

	 

	Faithfulness.






	Fraud

	 

	Intentional deception resulting in injury or loss.






	Gene therapy

	 

	Giving patients new genes or parts of genes to treat a disease or condition.






	Genetic engineering

	 

	Making, altering, or repairing genetic material.






	Health care proxy

	 

	A legal document that names an agent to make decisions about a person's medical care if he or she becomes unable to make wishes known.






	Informed consent

	 

	Agreement to a medical procedure based on understanding of the procedure and its possible consequences and effects.






	Larceny

	 

	Stealing another person's property or money without violence.






	Liability

	 

	Legal responsibility.






	License

	 

	Official permission to perform an activity or practice a profession.






	Licensure

	 

	The process by which the state examines qualifications and gives permission to an individual or organization to engage in a profession or business.






	Litigation

	 

	The process of taking a lawsuit through the courts.






	Living will

	 

	A legal document that specifies the kind of medical treatment a patient wants or does not want if he or she becomes incapacitated.






	Malfeasance

	 

	A crime or wrongdoing that is illegal or contrary to official obligation.






	Malpractice

	 

	Negligence by a professional.






	Mediation

	 

	Negotiation by a third party to help two parties resolve a dispute.






	Misdemeanor

	 

	A less serious crime, punishable by a fine or imprisonment for less than 1 year.






	Misfeasance

	 

	Performing a legal act in an improper way.






	Negligence

	 

	Failure to act (or to refrain from acting) as a reasonably prudent person would in similar circumstances.






	Nonfeasance

	 

	Failing to perform an act that should have been performed, resulting in injury.






	Nonmalfeasance

	 

	Ethical concept requiring that an action do no harm, or do less harm than good.






	Plaintiff

	 

	The person or group that makes the complaint in a lawsuit.






	Prescription

	 

	An order to a pharmacist to dispense a supply of a medication.






	Privilege

	 

	A special immunity that protects against legal liability.






	Prudent

	 

	Using care or common sense.






	Reciprocity

	 

	Automatic issuing of a license in one state to the holder of a license in another state.






	Respondeat superior

	 

	A legal doctrine making an employer liable for the negligent acts of employees.






	Right

	 

	A claim that is expected to be honored.






	Standard of care

	 

	Level of appropriate care required of a health professional.






	Statute of limitations

	 

	A law limiting the time period for beginning a lawsuit.






	Statutory law

	 

	Law enacted by a legislative body.






	Stem cells

	 

	Cells that have the capacity to develop into various types of body tissue.






	Subpoena

	 

	A court order for a witness to appear and give testimony.






	Subpoena duces tecum

	 

	A court order to produce documents or records.






	Tort

	 

	An injury or wrong against a person or property that does not involve breach of contract.






	Veracity

	 

	Truthfulness.























[image: image] On the Web


For information on accreditation of ambulatory care facilities:




Accreditation Association for Ambulatory Health Care (AAAHC): www.aaahc.org/eweb/StartPage.aspx


The Joint Commission: www.jointcommission.org





For information on federal supervision of laboratories and ambulatory surgery centers:




U.S. Department of Health and Human Services, Centers for Medicare and Medicaid Services: www.cms.hhs.gov





For information on genetic engineering:




Office of Biotechnology Activities, National Institutes of Health: http://oba.od.nih.gov





For information on organ and tissue donation:




U.S. Department of Health and Human Services, Information on Organ and Tissue Donation and Transplantation: www.organdonor.gov





For information on National Provider Identifier (NPI) numbers:




NPI Registry Search: https://nppes.cms.hhs.gov/NPPES/NPIRegistryHome.do





For Information on the Patient's Bill of Rights:




Executive Summary of the Consumer Bill of Rights and Responsibilities from the Report of the President's Advisory Commission on Consumer Protection and Quality in the Health Care Industry : www.hcqualitycommission.gov
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Learning Objectives


Communicating with Patients


1. Describe the steps in the communication process.


2. Differentiate between verbal and nonverbal communication.


3. List several types of nonverbal communication.


4. Identify and describe factors that can interfere with effective communication.


5. Explain the elements of active listening.


6. Describe how eye contact can have different meanings based on cultural background.


7. Give examples of techniques that encourage a patient to continue speaking.


8. Explain how to overcome sensory and language barriers to communication.


9. Describe ways to evaluate if communication has been effective.


Establishing Relationships to Meet Patient Needs


10. List factors that affect patient expectations of health care.


11. Explain the levels of Maslow's hierarchy of needs.


12. Correlate the existence of unmet needs to types of patient behavior in the health care setting.


13. List several ways to establish caring relationships with patients.


14. Describe the importance of maintaining appropriate personal boundaries


15. Explain the role of empathy in the relationship between the medical assistant and patients.


16. Describe how the medical assistant can handle common emotional responses to illness.


17. Clarify how empathy helps improve the relationship between the medical assistant and the patient.


18. Describe ways to support the terminally ill patient in all stages of the grieving process.


19. Demonstrate respect for diversity in approaching patients and families.
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Introduction to Communication


In order to respond to a patient effectively, the medical assistant must be able to communicate effectively. Major components of health care include reducing a patient's fear and anxiety and helping the patient understand how to promote health and manage illness. To assess a patient's perception of his or her health status, the medical assistant must be effective at both sending and receiving messages.








Communicating with Patients


Figure 4-1 outlines the basic model of communication. A sender sends a message to a receiver. The message can be verbal, meaning that spoken or written words are used to send the message. It can also be nonverbal, meaning the message is expressed without words through body language, facial expression, and other means. Most messages are sent using a combination of verbal and nonverbal communication. The feedback from the receiver to the sender, also verbal or nonverbal, helps the sender decide whether to initiate a new message, expand on the original message, or clarify the message.




[image: image]


Figure 4-1 Model of communication.














Verbal and Nonverbal Communication


Verbal communication is either oral (spoken) or written. Written communication has traditionally been thought of as more formal than oral conversation—a letter rather than a phone call. Today, however, with the increasing use of e-mail, written communication may be as informal as oral communication.


Nonverbal communication refers to information that is received from body language. Body language is the way a person's body signals feelings or emotions. For example, hands folded across the chest and a rigid posture may signal anger. Nonverbal communication also includes the secondary communication that occurs during oral conversation. Secondary communication consists of tone of voice, voice pitch, voice volume, and voice quality. Nonverbal communication often provides more information than the words themselves (Figure 4-2).




[image: image]


Figure 4-2 Most adults can easily identify the people in these photographs as expressing A, pleasure; B, uncertainty or lack of confidence; C, aggression; and D, confusion.








The response to a simple question such as “How are you feeling today, Mr. Jackson?” may consist only of the words “All right.” The quality of the voice—pinched, pained, flat, excited, spoken with a deep sigh—gives more information than the words about Mr. Jackson's physical condition and his state of mind.


Other types of nonverbal communication include facial expression, body position, and gestures used while speaking. These are known as nonverbal cues.














Interference with Communication


Numerous elements can interfere with communication between the sender and receiver. An analogy for interference is listening to the radio. The radio station can be thought of as the sender of a message. The message is sent through radio signals. Any number of outside elements can interfere with the radio station's signal to the receiver, such as a storm that causes electrical interference in the atmosphere, air traffic controllers switching to a radio frequency that interferes with the broadcast frequency, or the receiver driving through a tunnel or over a bridge with steel suspension. In addition, interference can be caused by elements inside the receiver, such as strong emotions, thinking about something else, or needing to concentrate on driving carefully.


Similarly, in communicating with a patient, interference can come from the outside or inside. Examples of outside interference include a distracting environment, noise, and lack of privacy during communication. Examples of inside interference include fatigue, fear, anxiety, anger, or being preoccupied with something else. All of these factors can cause the message to be diluted, changed, or not completely understood by the receiver. Other barriers arise because understanding or senses are impaired.


The ability to identify a patient's strong emotions or feelings from the nonverbal cues exhibited by the patient may cross cultural boundaries. For example, infants and children from all cultures cry when they receive immunizations. The ability for the medical assistant or a patient to interpret subtle feelings or gestures, however, does not typically cross cultural boundaries. For example, shaking the head from side to side does not always mean “no.” In some cultures it may mean “yes,” or it may be used to express other meanings such as an acknowledgement that the listener has heard what was said.


Individuals who come from different cultures also have a different idea of personal space and may interpret physical touch in a different way. Cultural sensitivity is especially important for communication to be effective. Nonverbal communication that is accepted in the sender's culture, such as smiling, looking straight into the speaker's eyes, or lightly touching someone's shoulder to show concern, may create interference if the gesture has a different significance in the listener's culture.


First impressions based on personal appearance may influence the way an individual is addressed. For example, it is easy to assume that an individual who looks homeless, who is dressed in dirty clothing, or who has a strong body odor is also uneducated. In the same way, individuals who are dressed in expensive suits often are treated with great respect. It is important to be aware of this tendency and respond to each patient as an individual.














Listening Skills


Good listening skills are major components of good communication. Some health professionals are naturally better listeners than others, but listening skills can be learned and practiced.


The most important listening skill is known as active listening. Active listening means being “in the moment” and paying close attention to what is being said without thinking about anything else. Focusing all the attention on the sender of the message is important. To receive a message clearly, the listener cannot allow emotions or thoughts to interfere with the sender's message.


What a sender says will naturally trigger a response. Letting go of the urge to respond verbally, take over the conversation, and air one's own views is important. By focusing on the sender, the medical assistant will not be tempted to let his or her own mental responses become spoken responses. It will also prevent the medical assistant from focusing on his or her mental responses, thereby preventing messages from the sender from being received clearly.


Additional guidelines for the medical assistant to demonstrate good listening techniques include the following:




1. Checking to make sure the patient's interpretation of a message is correct. This may involve asking the patient to repeat what has been said by rephrasing a question.


2. Listening for feelings. Medical assistants should be alert for key words or themes the patient uses frequently to describe his or her medical condition. These can be important clues as to the patient's emotional state. The medical assistant should also be aware of changes in his or her own feelings. The medical assistant's emotions may mirror the emotions of patients. For example, if the medical assistant begins to get impatient or aggravated with a patient, it may be a clue that the patient is upset or angry.


3. Being observant while listening. The patient's facial expressions, body language, tone of voice, and other nonverbal cues can tell a lot about what the patient is feeling.


4. Being patient and listening completely. Patients should be allowed to “tell their story” in their own time and in their own way. Interruption interferes with this process. Although there are questions that need to be asked, the medical assistant should introduce questions in a way that interferes as little as possible with the patient's natural storytelling flow.

















Nonverbal Measures to Facilitate Communication


In the United States, eye contact is important (Figure 4-3). Maintaining eye contact is a sign of interest and involvement. However, being aware that in many cultures it is not respectful to look directly at older people is important. This is especially true in Asian and Native American cultures. Many Latinos also do not look directly at a person they respect, such as a teacher or a physician.




[image: image]


Figure 4-3 Photograph showing a comfortable talking distance and eye contact that is typical for the United States.








If the patient looks away and the medical assistant continues to seek eye contact, the patient may perceive this as aggression. Maintaining eye contact with someone who is culturally uncomfortable with that nonverbal communication creates a barrier between the two individuals.


For the most part, control of body language is unconscious. Therefore it is important for the medical assistant to be aware of the patient's nonverbal messages. Being alert to the patient's body language allows the medical assistant to notice when a patient feels uncomfortable or anxious. When a patient's words and body language do not match, the body language is usually a more genuine reflection of the patient's feelings.


Touching a person, even gently, can also be interpreted in many different ways. Moving closer can indicate interest, but it may also be viewed as aggressive. Many adults do not like to be touched by people they do not know well.


Cultural sensitivity is extremely important. For example, some Asians do not like to have their heads or their children's heads touched. This may present a problem when the medical assistant must measure the head circumference of an Asian infant. If this occurs, the medical assistant should stress to the infant's parent in a reassuring tone of voice that measuring head circumference is an important health assessment procedure and that there is no disrespect intended in the action.


A gentle pat on the shoulder can be reassuring to a patient, but it is important to notice if the patient becomes tense or appears uncomfortable when touched. If the medical assistant steps back, the patient will usually relax. In the United States, people normally maintain a distance of about 3 to 4 feet for conversation with others, but in other cultures this comfort zone varies.


If the medical assistant must penetrate the patient's personal comfort zone for a procedure, it may help to make a statement that prepares the patient for movement into the patient's personal space. For example, when applying a sterile dressing to a wound, the medical assistant might say, “I'm going to have to move in now so I have a better view of the area.”





What Would You Do? What Would You Not Do?





Case Study 1


Nancy Walker, CMA (AAMA), has called Jennifer Boland, a 32-year-old married mother of three, from the waiting room. Nancy notices that Jennifer is not looking at her, but the patient cooperates with getting her weight and vital signs. When Nancy asks the reason for today's visit, it seems to take Jennifer a long time to answer. She picks at the sleeve of her jersey and finally says in a low voice that she is afraid she might be pregnant. Her voice cracks a little, and then she wipes one of her eyes. [image: image]






















Interviewing Techniques








Closed Questions


Two types of questions can be used when conducting a patient interview. These include closed questions and open questions. Closed questions are questions that can be answered with one word (e.g., yes or no) or a short answer (e.g., I was born on January 16, 1985). Closed questions are especially effective when the medical assistant needs to obtain specific information.


Examples of closed questions include the following:




• What is your date of birth?


• Who referred you to our office?


• Have you taken any medication for your pain?


• What medications are you currently taking?

















Open Questions


Open questions consist of questions that encourage the patient to open up and talk. Examples of open questions include the following:




• What brings you to see the doctor today?


• What is your pain like?


• What has been going on with you since you were last here?


• How has your appetite changed over the past few months?





Open questions help the patient do the following:




• Identify what is important


• Express feelings


• Relay perceptions





Open questions are particularly effective in allowing the patient to describe a problem in his or her own words and explain how the patient feels about the problem. Because of this, open questions should be used to obtain a patient's chief complaint and conduct a patient interview. When using open questions, it is important for the medical assistant to employ active listening techniques.


If the medical assistant asks primarily closed questions, the patient may fail to give important details or mention other problems. If the medical assistant asks directly if the patient has been following a special diet or taking prescribed medication, the patient may feel pressure to agree, even if this has not always been the case. When a patient is encouraged to talk freely, a more realistic picture may emerge.














Keeping the Conversation Going


On occasion the medical assistant will need to employ techniques to keep a conversation going with a patient. For example, the medical assistant may need additional information from a patient, but the patient stops talking. When this occurs, the medical assistant should employ techniques that encourage the patient to continue speaking without steering the conversation in a particular direction. A useful technique in such a situation is to ask the patient an open question; however, “why” questions should not be used. Examples of “why” questions include the following:




• Why aren't you taking your medication?


• Why aren't you following your diet?





“Why” questions tend to make people defensive. Rather than having the patient justify his or her actions, it is important to identify the underlying reasons as to why the patient did not take the medication or stay on the diet. Effective questions that keep the conversation flowing without making a patient defensive include the following:




• How do you set up your meals and snacks?


• What problems are you having taking your medication?


• What do you think about having to take medication at school?





In answering these questions, the patient may provide clues as to the underlying reasons for not staying with the prescribed treatment plan.














Drawing Patients Out


Active listening includes techniques to draw a patient out and/or clarify what a patient is saying. This is especially important when the patient is trying to cope with strong feelings about his or her medical problems. Refer to Table 4-1 for a full listing of communication techniques that demonstrate active listening.




Table 4-1


Communication Techniques That Demonstrate Active Listening










	Technique

	Description

	Example










	Using open questions

	Asking questions that do not expect a particular answer, especially a yes or no answer.

	“What's been going on lately?”






	“How would you describe your stomach pain?”






	Repeating or rephrasing

	Saying the same thing as the patient either as a statement or a question to encourage agreement, disagreement, or clarification.

	
Patient: “ It feels like someone is stabbing me in the side.”






	
Medical assistant: “Like a knife in your side…”






	Translating a nonverbal message into words

	Translating the patient's nonverbal expression of emotion into a verbal expression.

	
Patient: “All the doctor visits, the medication, the pain—it's really too much.”






	
Medical assistant: “You sound like you feel overwhelmed.”






	Reflecting

	
Reflecting is turning a question or statement around to reflect back to the patient; this gives the patient confidence to continue.

	
Patient: “Would you have this surgery if you were me?”






	
Medical assistant: “What do you think about having the surgery?”






	Paraphrasing and summarizing

	
Paraphrasing puts the patient's statement into the medical assistant's own words; summarizing restates the meaning but may leave out some of the details. The purposes are to validate that the medical assistant has understood and to encourage clarification.

	
Medical assistant: “So for the past week the pain has been getting steadily more intense and more frequent, and since this morning it hasn't let up at all.”






	Providing silence

	Simply waiting for the patient to continue; allows the patient to choose whether to continue or choose a new topic.

	(Silence)






	Verbalizing the implied

	Saying what the patient seems to mean but has not expressed.

	
Patient: “Usually I don't mind coming to see Dr. Hughes.”






	
Medical assistant: “But you didn't want to come today…”






	Asking for clarification

	Asking for more detail or a clearer statement; lets the patient know that the medical assistant has not understood and may show the patient how to make the message clearer.

	
Medical assistant: “It's not clear to me how often you have been taking this medication. Do you take it before every meal, or just when you are at home?”














[image: image]




















Avoiding Responses That Inhibit Communication


The medical assistant should avoid communication techniques that exhibit disapproval or blame as well as statements that are challenging or not genuine. If a patient feels that the medical assistant is not really listening, does not understand his or her point of view, or does not validate emotions, the patient may become defensive or stop speaking altogether. The medical assistant's ability to demonstrate acceptance of strong emotions experienced by the patient is especially important.


When a patient expresses concerns, it is tempting to try to reassure the patient. For example, a patient might express anxiety about the results of a diagnostic test. If the medical assistant reassures the patient that the results will probably be normal, the fact that the patient is worried is not validated and the reassurance implies that the patient's worry is unreasonable or unacceptable. If the medical assistant confirms that it is difficult to wait for test results, the patient is more likely to feel that his or her feelings have been accepted.


Because the medical assistant's job is to make the person feel comfortable, it is important to avoid being too casual or familiar with a patient. If a subject is sensitive, but it is important to ask about it, the medical assistant can do so in a somewhat tentative way to make it easier for the patient to reply. The medical assistant can identify what the patient might be feeling, but the patient will not always agree. Many people are not always aware of their feelings and may deny feelings that they are communicating nonverbally. This should be respected. Others are only too glad to have their feelings recognized.


Medical assistants should express themselves honestly, without being judgmental, which means critical or negative. They can disagree with what a patient is saying, especially if that disagreement will get the patient to elaborate on what is being said. But they should not argue because arguing sets up a competitive situation. Because the medical assistant represents medical authority, the patient can easily feel threatened and unworthy.


The responses that should be avoided are summarized in Table 4-2.




Table 4-2


Responses That Inhibit Communication










	Technique

	Description

	Example










	Offering false reassurance

	Telling the patient that everything will be all right; implies that the patient should not feel anxiety or concern. Especially inappropriate when the medical assistant does not know what will happen.

	“Don't worry; your husband will come through this with flying colors.”






	Disapproving, blaming

	Making a negative value judgment about the patient's thinking or behavior; by implying or stating that a patient is responsible for his or her health problem, the medical assistant encourages the patient to defend against attack rather than establishing trust.

	“You shouldn't be smoking, you know. No wonder you have trouble breathing.”






	Challenging

	Insisting that the patient prove a statement or belief.

	“Just show me something in writing that says people should never take a bath.”






	Defending

	Protecting oneself or someone else from criticism, which implies that the patient does not have a right to have a different opinion.

	“Dr. Lawler's patients never have to wait very long.”






	Asking for explanations of feelings or behavior

	Because patients often don't know why they feel or act as they do, asking why may be frustrating and cause them to become defensive.

	“Why don't you stick to your diet?”






	“Why are you angry?”






	Belittling or negating feelings

	Acting as if feelings are less intense than they are or not even present; this implies that the patient's feelings are not real or not justified

	“You are really making a big deal out of a little cut.”
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Barriers to Effective Communication








Impaired Level of Understanding


Occasionally, a patient with an impaired level of understanding visits the medical office. When this occurs, the medical assistant needs to simplify his or her method of speaking. The medical assistant should use short sentences and simple words. Speaking slowly in a normal speaking tone is important. Raising one's voice does not help in this situation. The tone of voice should express concern and empathy without being condescending or implying that the patient is not intelligent. Strong and constant eye contact also helps the patient to focus.


It may be necessary to say the same thing more than once, either by repeating it or saying the same thing in a different way. In addition, gestures and demonstration help to reinforce the information.


Those with limited understanding of medical information—children, the elderly (especially those with some degree of dementia), and those who are mentally disabled—need constant reassurance. Giving a direct and complete explanation at the patient's level of understanding is important. Even young children need to be informed about what is going to be done to them. For instance, if the medical assistant is going to draw blood, it is not enough to say, “I'm going to draw your blood. It's going to hurt for just a moment.”


It may be necessary to say something like, “I'm going to use this needle to take some blood from your arm. I'm going to put it through the skin, into where your blood is. It will feel kind of like someone is pinching you, but only for a second. Then I’ll put a Band-Aid on it, and it will stop bleeding.”


After an explanation to an individual with impaired understanding, the medical assistant should ask the patient to repeat the explanation back in his or her own words. If the patient simply repeats a small part of the explanation, communication may have been ineffective. If the medical assistant explains a procedure such as a colonoscopy, for example, he or she should then ask the patient, “Can you tell me what a colonoscopy is?” An answer that may indicate lack of understanding is, “It's when they do a colonoscopy.” The medical assistant can then make another attempt to provide a simple explanation.


A young child or an individual with an impaired level of understanding cannot give informed consent. This must be obtained from an individual who can legally give informed consent for the impaired patient before the medical assistant can proceed.














Sight Impaired


Many degrees of vision loss exist. Total blindness is the complete inability to perceive light and form. Legally blind is a term used to describe individuals whose vision cannot be corrected beyond 20/200 in the better eye. This means that with glasses, at 20 feet the person sees the same as or less than a person with normal vision sees at 200 feet. A person may be called sight impaired if his or her vision is better than 20/200 but he or she still has low vision or a decreased field of vision.


It is important for the medical assistant to be verbally descriptive when working with a patient with impaired vision. The medical assistant should use touch and guidance when escorting patients who cannot see to walk safely from the waiting room to the examination room and also when helping them around the examination room. Patients with impaired vision usually prefer to take the medical assistant's arm and follow his or her movements rather than vice versa. To explain exactly where things are, a clock image sometimes helps. Saying that the examination table is at three o’clock tells a blind patient that the examination table is on the right directly to the side.














Hearing Impaired


The term deaf is usually used when individuals cannot hear well enough to use the sense of hearing to process information. However, there are many more individuals whose hearing is impaired than those who are deaf, especially in certain tone ranges or when sound is not loud enough.


Special techniques should be used with patients who are hearing impaired. The medical assistant should speak clearly, slowly, and in short sentences. The medical assistant's voice should be slightly louder than normal but not so loud that it loses clarity or sounds like shouting. Eye contact is also important when communicating with a hearing-impaired patient. Even if the hearing-impaired patient does not lip-read, most people who lose their hearing learn how to associate facial expression and mouth shape with words they know and recognize.


When beginning a conversation with a hearing-impaired patient, it may be necessary to touch the person gently to get his or her attention. If the patient is wearing a hearing aid, it may be helpful to ask if the hearing aid has been working well for him or her.


Sign language is often used to communicate with the deaf. Hand and finger positions represent letters or words. Several different systems exist, but American Sign Language is the recognized language in the United States.


Because each sign can represent an entire word, a person who uses sign language may be able to communicate as fast as, or faster than, a person who is speaking. Sign language has its own structure and grammar system, so it takes considerable practice to become fluent. A patient who uses sign language to communicate is usually accompanied by an interpreter. If the patient does not have an interpreter, the law requires the office to provide one. Sign language interpretation can be provided by an interpreter. It can also be provided by setting up a video relay service account. Video service links the deaf patient with a sign language interpreter. When a sign language interpreter's services are being used, it is important that the medical assistant maintain eye contact with the patient. Hearing-impaired and deaf patients are able to obtain information from facial expressions and body language. They may also be able to read lips.














Language Barriers


A language barrier interferes with communication when two people speak different languages. Depending on the patient's facility with English, this interference may vary from slight to severe.


The best way to work around language barriers is with translation assistance. It is preferred to use trained medical interpreters or translators whenever possible. When scheduling an appointment for a patient with a language barrier, the medical assistant should arrange translation assistance at the same time. Sometimes a patient with a language barrier brings a child to translate. The medical assistant should be aware that children are the least reliable interpreters because they have a tendency to skip over medical words they do not understand or cannot translate without realizing that important information may be lost. It may also be embarrassing for a patient to discuss certain medical problems if a child is translating for him or her.


When conversing with a patient through an interpreter, the medical assistant should speak to the patient and not to the interpreter. The medical assistant should allow the interpreter to translate a sentence before going on to the next sentence. The medical assistant should speak slowly and carefully, using simple terms and short sentences. Many people who do not feel comfortable speaking English can still understand much of what is said to them in English.


At times the medical assistant may need to improvise when working with a patient with a language barrier. This may be required during the following circumstances: the office does not have translation services, the interpreter is busy, or the patient's family member is translating but the patient wants to converse with the medical assistant in private. In these situations the medical assistant should use gestures and pantomime to convey his or her ideas.


Translation assistance is required before a patient with a language barrier gives written consent to an invasive procedure or minor office surgery. The law states that a patient must be fully informed as to the nature of his or her surgery or procedure. Consent forms are usually written in English, but the verbal explanation of the procedure needs to be in a language the patient understands well. If a practice has a large number of non–English-speaking patients, it is a good idea to have routine consent forms and instructional materials translated and available.


Telephone and video translation services can be purchased from several companies. Telephone translation assistance allows the patient, medical assistant, and/or physician to speak to the interpreter using a speakerphone. A video translation service requires a computer, a webcam (small video camera attached to the computer), and a speakerphone and allows all parties to see one another during the conversation.





What Would You Do? What Would You Not Do?





Case Study 2


When Nancy calls Harold Underwood, a 67-year-old man, from the waiting room, he does not answer until she has repeated his name three times. Because he is a new patient, Nancy introduces herself. He says that he has moved into senior housing nearby so that he can be close to his daughter. Nancy finds that she has to repeat all instructions, and she notices that Harold is wearing a hearing aid in his left ear. When she asks him if he needs help to step up to sit on the examination table, he looks at her blankly. [image: image]

































Understanding and Meeting the Needs of Patients



Patient Expectations of Health Care





Patient expectations depend on many factors including unmet needs and experiences the person has had in the past. Previous interactions with health care facilities also shape a patient's expectations. For example, if there is a long waiting time, a patient who has always had to spend 30 to 40 minutes in the waiting room will be less upset than a patient who is used to being seen within 10 minutes.


Patients usually want to be seen by a physician in a reasonable amount of time, and they hope that the physician will “fix” whatever is wrong. Patients do not expect to have long-term problems. They want to be treated as if they were cars and physicians were mechanics—“fix what's broken and get me back on the road of life!”


In addition, people expect physicians to take care of them when they are really sick and not fuss too much over them when they are generally well. People certainly do not want physicians to nag them about changing their lifestyle to improve their health. But physicians are much more likely today to bring up lifestyle issues, such as eating healthy foods in reasonable portions, not smoking, reducing alcohol intake, exercising, and using seat belts. Physicians are well aware that a healthy lifestyle can reduce the amount and intensity of medical care a person needs in the future.


Patients are sometimes so wrapped up in their primary concern—to get relief from pain or other symptoms—that they have difficulty accepting that physicians are often looking for the cause of their illness, not just to alleviate symptoms. This can cause a lot of frustration for patients, especially if no significant relief can be given or if the physician does not seem to think that alleviating the symptoms would be appropriate.


A common example of this is a viral illness such as the common cold. A patient may have a fever, muscle aches, weakness, vomiting, and diarrhea. Once the physician establishes that the patient does not have a more serious condition, the physician may recommend only rest, fluids, and over-the-counter medications (e.g., acetaminophen or ibuprofen for fever reduction and relief of soreness). This plan of treatment can be frustrating for a patient who wants to feel better and have a speedy recovery.








How Basic Needs Affect the Behavior of Patients








Maslow's Hierarchy of Needs


Abraham Maslow was an American psychiatrist. In his book titled Motivation and Personality, he defined what has come to be known as “Maslow's hierarchy of needs.” A hierarchy is an arrangement in order of importance. Maslow describes human needs as a hierarchy with the most important needs at the lowest level. The image of a pyramid is often used to depict this visually, as shown in Figure 4-4. On the bottom of the pyramid (Level 1) are the physiologic needs. These are the basic biologic needs for survival, which include oxygen, water, food, excretion, sleep, shelter, and sexual expression.




[image: image]


Figure 4-4 Maslow's hierarchy of needs.








On the next level of the pyramid (Level 2) are the needs for safety and security. Level 2 needs include avoiding harm, attaining physical safety, and the emotional security that comes with freedom from fear and anxiety.


On the middle level of the pyramid (Level 3) are the needs for love and belonging. Level 3 needs include both receiving and giving personal affection, companionship with another individual, and identification with a group.


On the fourth level of the pyramid (Level 4) are the needs for esteem and recognition. Level 4 needs include self-esteem, the respect of others in one's peer group, success in work, and prestige in the community.


Finally, at the pyramid's pinnacle (Level 5) is the need for self-actualization. This is the fulfillment of each individual's potential.














Effects of Unmet Needs during Illness


Understanding that an individual cannot step up to the next level on Maslow's pyramid until his or her needs have been fully met at the current level is important. An individual's current level may shift several times, even in the course of a day, as different needs are experienced. An individual moves up or down the pyramid depending on what needs are currently unmet. Only when lower-level needs are met will the person be able to devote a significant amount of energy or concern to needs that are higher on the pyramid. In fact, a person has all the needs (outlined on the pyramid) all the time but becomes aware of higher-level needs only once the lower-level needs are met.


This has a number of implications for how patients relate to the medical care they receive.


Many patients who come to the medical office are struggling to meet basic needs because they are ill. Health care professionals must recognize any difficulties in that area.


Health and happiness require more than just meeting basic needs, however. Part of the role of health professionals is to foster the meeting of needs beyond physiologic needs. For example, intervening for an abused child or battered woman helps meet needs for safety and security, as well as some sense of love and belonging, by knowing someone cares. Teaching patients how to manage a chronic disease—one that continues to exist over time—helps a person's self-esteem by making the person feel competent in self-care.


Another area where understanding the hierarchy of needs helps in the health care setting includes learning to recognize situations when attention-getting behavior by patients might be an attempt to satisfy needs for love and belonging, or for esteem and recognition. When people are ill, their usual means for meeting their attention needs (both for love and belonging, as well as esteem and recognition) may be interrupted.


Medical assistants must be able to recognize that they cannot meet all of a patient's needs. For example, the medical assistant is not a close friend and should not attempt to be one, but recognizing when a patient feels a loss in this area, the medical assistant helps the person to identify his or her feelings and to cope with whatever need is not being met.




















Establishing Caring Relationships


A patient who visits the medical office is often fragile, emotionally as well as physically. Illness interrupts an individual's daily routine and threatens self-concept and self-esteem. A patient who is ill often has a difficult time meeting his or her physiologic needs. One of the primary roles of a medical assistant is to create and maintain a caring relationship with the patient. The medical assistant is often the patient's earliest, most frequent, and most consistent point of contact with the medical office.








Empathy


In order to meet a patient's needs, the medical assistant must first be able to identify the patient's feelings. In addition, the medical assistant must be able to understand those feelings, not in an intellectual way but in an emotional way. This understanding is called empathy. Empathy is the capacity to make an emotional connection with another person's feelings without allowing the emotional connection to become overpowering. Empathy is often contrasted with sympathy. Sympathy is defined as experiencing the same emotions as another. Sympathy is often accompanied by a feeling of pity.


Empathy is more objective than sympathy. Experiencing empathy requires a person to retain perspective and have confidence that strong emotions are not dangerous. The medical assistant must be sensitive to the feelings patients have when they go through the medical office routine. It is important for the medical assistant to be constantly aware that strong emotions may arise when individuals experience a threat such as an illness. By showing empathy to patients, a medical assistant can support them more effectively.














Expression of Caring


Caring can be expressed through words and body language. The medical assistant expresses caring through words, by drawing patients out and letting them tell their story in their own way, in their own time. This was described earlier in this chapter in the section on interviewing techniques. The medical assistant should accept and validate a patient's feelings. Patients benefit by being acknowledged and having someone else accept them.





Putting It All into Practice




[image: image]








My name is Nancy Walker, and I have been working for an oncologist for the past 5 years. Our patients have many different types of cancer and are at many different stages of their diseases. One thing that they all have in common is that they need a lot of emotional support. We provide this primarily by keeping the lines of communication open. We try to create an atmosphere where patients feel able to discuss whatever is on their minds. Some patients never say the word “cancer,” and they talk about future plans as if they will be in the peak of health. Other patients are amazingly open and frank, even if they have not responded well to treatment. One patient told me that this is the only place she can talk about dying because her husband and her daughter become so emotional that she feels she has to spare them. We do not push patients to talk about anything they are uncomfortable with, but we do make time if patients want to talk about their feelings. The physicians also refer our patients to support groups or counselors because they believe that it is equally important to manage a patient's emotions and physical symptoms. [image: image]





Caring can also be expressed nonverbally through body language and through the way a medical assistant positions himself or herself during conversations with patients (Figure 4-5). The medical assistant should be positioned at the patient's eye level and at a distance of no more than 3 to 4 feet. If the medical assistant stands while the patient sits at a lower level, the patient may feel intimidated or inferior. Typically, the patient sits on the examining table while the medical assistant stands, which has both at almost equal height. If the patient is more comfortable sitting in the examining room chair, the medical assistant can sit on the physician's stool, which again puts both at about equal height. This is much more friendly than if the medical assistant stands while the patient sits in the chair.
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Figure 4-5 Allowing a preschool child to handle and use the blood pressure cuff may prevent anxiety by giving the child a sense of control.








Maintaining eye contact and lightly touching the patient, if it seems appropriate, also communicate interest and caring.














Value of Effective Relationships with Patients


The medical assistant is often the patient's most frequent, and long-term, point of contact with the medical office. A medical assistant who gets to know a patient well can be of invaluable assistance to both the patient and the physician, through trust established over time.


The experience of being understood and cared for is one of the most important steps in beginning to heal or cope effectively with illness, especially if the patient has a chronic illness. Ideally, each professional the patient comes in contact with at the office will convey this sense, but it is most important for those who are performing procedures. If the patient feels understood, he or she will also develop trust and be able to relax during procedures. This makes the procedure easier and less painful for the patient. It also makes it easier for the medical assistant to perform the procedure.




















Personal Boundaries


Personal boundaries or self-boundaries include physical, mental, and spiritual guidelines or limits that a person uses to define how close other people can come without posing a threat to personal integrity. They indicate a sense of being separate from others instead of defined and controlled by others. The medical assistant and other health professionals allow others to maintain the personal physical space that is necessary for them to feel comfortable, and they do not allow others to intrude into their own physical space. They should also have a clear sense of their own responsibility and right to decide how to behave based on clear moral and ethical principles.


It is not uncommon to encounter individuals with mental boundaries that are too weak or too strong. A person who is very unsure about his or her boundaries goes along with his or her companions and is easily manipulated. The opposite type of person maintains rigid control, refuses to be influenced, and usually keeps others at a distance so that no one can get close. Either of these types may be totally self-absorbed, seeing themselves as the center of the universe and treating others as if their only function is to meet their needs.


When interacting with an individual who does not respect physical or emotional boundaries, it is important for the medical assistant to recognize what is happening and take appropriate steps to maintain personal boundaries. If possible, this should be done in a straightforward way without acting upset or angry. For example, a patient may act as if he or she is a good friend of the medical assistant and ask for a cell phone number or may ask the medical assistant to meet him or her for lunch. Initially most medical assistants would offer excuses not to comply. If the patient continues to ask for a telephone number, for example, the medical assistant may state calmly that he or she does not give his or her cell phone number to patients.














Emotional Responses to Illness








Guilt


Patients may feel guilt about their illness. The amount of guilt they feel varies from one patient to another. The amount of guilt that a patient is willing to express, as opposed to the amount that is repressed, varies from one patient to the next.


Some individuals engage in behaviors that are known to be risky to health, such as cigarette smoking, drinking, and drug abuse. These patients sometimes feel guilty about a respiratory disease, but others may display a devil-may-care attitude about their disease. People often know intellectually that their high-calorie, high-fat diet or sedentary lifestyle predisposes them to certain illnesses or conditions. Smokers, for example, have been bombarded with scientifically valid information for almost 40 years about the link between smoking and heart disease, lung cancer, and chronic obstructive pulmonary disease. Yet many of these individuals continue established habits without an outward sense of guilt. It seems as though they have convinced themselves that their risky behavior is not the cause of their disease or that they are somehow immune to the consequences of their behavior.


On the other hand, patients with conditions totally out of their control may experience guilt. For example, someone with pancreatic cancer might say that he could have avoided the disease if he had taken better care of himself, eaten a healthy diet, or gotten more exercise.


As with other emotions, the medical assistant should accept and validate a patient's description of his or her feelings. If the patient's previous behavior is partially responsible for current medical problems, the patient requires support and acceptance. If it is unlikely that previous behavior is related to the medical problem, the medical assistant can encourage the patient to discuss the causes of his or her condition with the physician.














Loss of Control


When people are ill, they often have a feeling of a loss of control. This is especially true if they have sought medical care for their condition. In addition to physiologic changes that may be unwelcome, they feel unable to control their schedule and/or environment. Some decisions are made for them. They have to take off their clothes. People get physically close to them and sometimes even touch them. People tell them to do things they do not want to do. They are anxious and become defensive. The medical assistant should respond to the patient's irritation with patience and kindness. It is important to give the patient choices and make every effort to accommodate the patient's wishes.














Anxiety


Anxiety is a response to a perceived threat. A person who is moderately to severely anxious is not able to converse coherently and will not pick up nonverbal cues that he or she would normally notice. When working with a patient who is anxious, the medical assistant must first get the person's attention, slow down the conversation, and then help the person to focus on the conversation. It is important to validate the patient's concern, which reduces his or her anxiety level. This allows the patient's energy to be channeled in a more productive way. When patients are anxious, they may not remember what they are told. The medical assistant can help the patient by creating memory aids. For example, the medical assistant can prompt the patient to record a follow-up appointment in his or her appointment calendar. It is also a good idea to write the instructions down or provide the patient with a preprinted instruction sheet.


Severe anxiety can be medically problematic. Physical symptoms occur with a full-blown anxiety attack, often termed a panic attack. An overly anxious person hyperventilates, has an extremely rapid heart rate, and becomes unresponsive. Some people experience numbness in their fingers and toes; others feel a sensation of fluid in their ears. Some people become intensely fearful and have an overpowering sense of dread.


An anxiety attack must be dealt with as a medical issue first. Helping the patient acknowledge the anxiety is important. Acknowledging the anxiety helps a person gain control. In addition, having strong emotions accepted by another person decreases the sense of fear that many people have about their emotions.


If the patient is breathing rapidly, the medical assistant should encourage the patient to take slow, deep breaths. Experts no longer recommend having a patient breathe into a brown paper bag because this may cause blood oxygen levels to fall dangerously low.


If possible, the medical assistant should encourage the patient to validate that anxiety is present without minimizing its significance. If the patient has not experienced severe anxiety before, he or she may not realize the effects it can cause. The medical assistant can explain that any physical symptoms are the result of anxiety and stay with the patient until the symptoms begin to subside. With most patients, the symptoms begin to diminish after 1 or 2 minutes. After the person has returned to a level of relative calm, it may be possible to discuss how the person handles anxiety. The physician may also refer the patient to a counselor to work on strategies to manage it.





What Would You Do? What Would You Not Do?





Case Study 3


Julie Ann Reynolds is a 20-year-old patient who comes to the office and describes four or five recent episodes of shortness of breath, palpitations, feeling faint, sweating, and nausea. She states that she has just started taking classes at a local university after transferring from a community college. The episodes have occurred mainly in the car on the way to school or shortly after she arrives. She says that on one occasion her heart was beating so fast that she had to pull her car over and wait for about 10 minutes before she felt well enough to drive. She says that she has never had a heart problem, but now she is afraid that there is something wrong with her heart. She also says that her mother is worried about her and has suggested that she get an electrocardiogram and other tests because she might have a serious medical condition. [image: image]




















Anger


Anger is a natural response to a perceived threat. Anger is often a subconscious response, which means that the patient is unaware of its cause, its intensity, or even its presence. A patient may express anger at a target that did not actually cause the angry feeling. Anger can also escalate quickly if it triggers an angry response from another individual. When dealing with an angry patient, the medical assistant needs to identify the emotion without feeling attacked. If possible, the medical assistant should help the angry person identify the true source of the anger.


Anger is one of the more difficult of the incapacitating emotions to deal with. Anger tests a medical assistant's empathy and ability to put aside private issues to help patients. The first instinct is to defend oneself against a perceived attack by the angry patient, but this is counterproductive. It is more effective to respond with calmness and control using a quiet voice. Accepting that a patient is angry is not the same as allowing the patient to threaten office staff or other patients. It is perfectly acceptable to set personal boundaries by telling the patient that he or she is acting inappropriately, that he or she is making it difficult for other patients, or that shouting will not be tolerated. To protect the confidentiality of the patient who is temporarily out of control, the medical assistant should escort the patient to a private area. It is also appropriate for the medical assistant to request assistance from the office manager in dealing with an angry patient. Sometimes anger, like electricity, loses intensity when the connection is broken.





Highlight on Ego Defense Mechanisms


Ego defense mechanisms are unconscious mental processes that offer psychological protection. Everyone uses defense mechanisms at some time or another to protect against being overwhelmed by painful feelings. Although people are sometimes aware of using these mechanisms, usually they operate on an unconscious level—that is, people are not aware that they are disguising or blocking emotions or impulses.


Everyone tends to use defense mechanisms that have been effective in the past to reduce stress or anxiety. When a person first encounters a situation, such as a diagnosis of serious illness, that would provoke strong feelings, a defense mechanism like denial helps him or her avoid feeling overwhelmed and unable to cope. (Denial is unconsciously refusing to acknowledge something that is difficult to accept.) People say things like, “It doesn't seem real to me” or “This must be a mistake.”


Denial allows the truth to penetrate gradually so the person has a chance to get used to the threat, to seek privacy to experience intense emotion, and to avoid total disorientation. However, if a person continues to use denial without attempting to accept the situation, negative consequences may occur.


The person may not take appropriate actions to respond to illness. Friends and family may respond negatively to the person's perceived lack of responsibility. And the person may miss the opportunity to grow and strengthen his or her sense of self-worth and ability to cope with adversity.


If a medical assistant can identify a patient's defense mechanisms and coping patterns, he or she can gain a better understanding of the patient's underlying fears and concerns. The medical assistant can try to respond to these concerns but should not directly challenge the defenses or label them.


When defense mechanisms are attacked, it takes more energy to defend against threatening emotions. On the other hand, accepting defenses tends to promote a feeling of being understood and may decrease the need for rigidity in the defenses.





Example


Mr. Sykes has had to wait for about 45 minutes past his appointment time to see Dr. Lopez. When Kathy, the medical assistant, takes him back to the examination room, he says, “I think you should know that some of the people in the waiting room are really upset about how long they have been waiting.”


Kathy may suspect that this is an example of projection—unconsciously identifying thoughts or feelings as originating in someone else when they really are one's own thoughts and feelings. She can be helpful to Mr. Sykes by responding in a way that reassures him that it is understandable for a person to be upset when there is an unusually long wait. Responses that are not helpful (because they reinforce Mr. Sykes's fear that it would be dangerous to express a negative emotion directly) are as follows:




1. Making it seem as though Mr. Sykes is overreacting and should not feel upset (“Oh, it hasn't been that long.”)


2. Labeling or challenging the defense mechanism (“Do you always project your own feelings on people around you?”)


3. Defending the physician or office staff (“Dr. Lopez has been very busy with several sick patients.”)


4. Talking negatively about the patients in the waiting room (“Some people are never happy, no matter how quickly they are seen.”)





Following is a list of several other ego defense mechanisms, with examples that might occur in a medical office. Remember that using defense mechanisms usually helps people adapt to stressful situations. [image: image]










Other Ego Defense Mechanisms








	Selective inattention

	Failing to hear or pay attention to information that may provoke anxiety

	A patient expresses the belief that his cancer will definitely be cured if he has the primary tumor removed.






	Regression

	Returning to the emotional adjustment of an earlier stage of growth and development

	An ill person who could be independent asks for assistance with personal hygiene.






	Depersonalization

	Removing feeling from something that is perceived as stressful

	A medical assistant who is assisting with a lumbar puncture on a young child experiences the child as looking like a toy or doll.






	Rationalization

	Assigning logical reasons or excuses for actions that may have been motivated by self-interest or other emotions the person does not wish to acknowledge

	A patient might justify not telling the physician that he smokes by saying to himself, “The doctor isn't interested because he didn't ask about it.”






	Repression

	Unconsciously excluding unacceptable ideas, impulses, or emotions from awareness

	A diabetic patient who hates finger sticks often forgets to test her blood sugar.






	Suppression

	Deciding to put uncomfortable or painful thoughts out of awareness

	A patient says, “I don't want to think about my surgery until the day before.”






	Displacement

	Shifting an emotion or behavior from the original object to a more acceptable substitute

	A medical assistant who has just been given a poor evaluation is extremely rude to the next person she talks to on the telephone.






	Undoing

	An attempt to make amends for a feeling or behavior that makes a person feel guilty

	A patient notices that she hates the medical assistant's hairstyle and hair color. Immediately she tells the medical assistant that she has beautiful eyes.






	Compensation

	Attempting to overcome a real or perceived handicap by developing some other ability or trait

	A person who thinks that she isn't very intelligent in school always offers to help the teacher.






























The Grieving Process


Any time a disease causes actual or potential loss including loss of function as well as loss of life, both the patient and family go through a fairly predictable sequence of stages called the grieving process. This process was described in detail by the spiritual author Elisabeth Kübler-Ross in relation to individuals with a terminal illness. The terminal phase is defined as when the patient is not expected to live more than 6 months. People go through this sequence over varying lengths of time, and may move from one stage to another out of the order presented here. Although the process is individual, it is important to know that even a dying person can come to a type of acceptance, and after death has occurred there is a time when the grieving relatives and friends will again be able to engage in loving and fulfilling relationships.


The following five steps are those described by Kübler-Ross for the patient with a terminal illness:




1. Denial. This is the initial response to knowledge that one has a terminal illness. It is a state of shock and disbelief. Most people simply deny the idea. Denial can be useful; it can provide a period of time to find a way to deal with death or disability. If a patient is using denial, the medical assistant should remember that this is a defense against unmanageable anxiety.


The medical assistant should listen to the patient actively, without confronting unrealistic statements. Acceptance of the patient's need to deny reality provides support for a patient to accept at his or her own pace. The patient and family will start to accept reality when they are ready to handle the strong emotions.


2. Anger. Frustration and anger usually follow denial. The patient is in the “why me?” mode. The illness seems unfair, and the patient may respond by being belligerent, uncooperative, and critical of those around him or her. Health care providers may become targets of this anger and criticism. The medical assistant must keep in mind that any such display of anger is not directed at him or her personally but toward the situation and circumstances over which the patient has no control.


3. Bargaining. In this stage, which usually follows anger closely, the patient may try to give something up to gain more time. Most bargaining is done between the patient and his or her personal concept of God. If bargaining is verbalized, the medical assistant should be accepting of the patient's wish to make a bargain that will reverse his or her condition or prolong his or her life.


4. Depression. The patient recognizes the facts that cannot be denied and becomes depressed. Most people become silent in this stage and prefer to be alone. The patient who is withdrawn is more difficult to deal with than the person who is openly angry. In this situation, a medical assistant needs to be available and present with the patient for companionship and to provide a nonjudgmental listening ear. The medical assistant should always strive to maintain communication with a patient in the depression stage. Counseling and support groups may be appropriate referrals for both patients and family members in this stage.


5. Acceptance. Some people find a degree of peace within themselves when they accept their imminent death. They willingly stop resisting death and rest quietly. This is seldom seen by professionals who work in medical offices, because those who reach this stage may be in a hospital, in a hospice center, or at home. The dying person may want loved ones present at death and may not interact with others at all. Most people fear dying alone and want the comfort of having someone, preferably a loved one, present in the final moments.





A dying person has a number of fears, such as fear of the unknown, fear of pain, and fear of helplessness. It is a challenge for all health care professionals to accept the difficult feelings of fear.


Listening closely to the patient allows the medical assistant to help the patient respond to all hints of deterioration, as well as actual problems, as soon as they become apparent. The patient may need to be seen by several health care professionals while receiving additional care at home. The medical assistant can be helpful by being aware of community resources and by communicating the needs of the patient and his or her family to the doctor. This requires knowledge of insurance benefits and of the types of insurance the office accepts, as well as other sources of funding assistance the patient may be able to obtain.


A patient whose condition has stabilized or whose active treatment has ended but who still requires pain relief, nursing care, and/or comfort measures must receive them at home, in a nursing home, in a rehabilitation center, or in a hospice center. A hospice is an organization that provides comfort, pain relief, and personal care for dying patients.


Most hospices provide nursing care, nursing assistants, and volunteers to visit terminal patients in their homes, working with the families to increase the individual's comfort once active treatment is no longer effective or desired. There are also some hospice centers, which provide centralized care. In some areas a patient can receive similar services from home health care agencies and visiting nurse associations.


The medical assistant may serve as a liaison to obtain appropriate referrals from the doctor and assist the patient and/or family to locate providers of needed services. Communication on this level must be two-way; if a patient is being seen by visiting nurses, hospice, or other health professionals, the medical assistant may be the person who facilitates communication between the doctor and these other parties.














Cultural Influences Affecting Health Care


Patients often come from cultures that have some level of distrust of Western scientific medicine and/or strong belief in their own medical traditions. In addition to seeking care from a physician, these patients may complement their care by visiting traditional practitioners. In many traditional practices, religion and medicine are tightly interwoven. Both patients and practitioners hope to affect health by influencing spirits or gods in the unseen world. People from many cultures believe in the effectiveness of sacred words, tattoos, or amulets (objects worn to prevent injury or evil), as well as specific rituals that may involve chanting, fire, or even animal sacrifice.





Memories from Externship
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Nancy Walker: I did my externship in the adult medicine area of a clinic in a large metropolitan area. We had several African patients who came to our area as refugees from Somalia. If they were recent immigrants, we had to explain many things about our clinic to them because they were not familiar with preventative care from their own country. The female patients were modest; they did not shake hands with male physicians and avoided undressing for examinations. We tried to assign them to female practitioners, if possible, and everyone in the office learned to adapt procedures by having the patient remove the minimum possible amount of clothing. For example, the physicians usually listened to a female patient's heart and respirations just by placing the stethoscope under her clothing. One of these patients told me that some offices were not as accepting of their customs as we were. She said that it is considered immodest for a woman to remove clothing in front of any male, even a physician. She told me that if she had to do it, she would just stay sick. [image: image]











Causes of Illness


Many cultures distinguish between illness caused by bad spirits or evil people and illness with physiologic origins. It is important to not ridicule these theories if patients believe them. When patients feel that health professionals do not respect their beliefs, they may not follow recommendations or return for follow-up care. An open attitude and the willingness to listen to the patient's beliefs are required in order to establish a relationship of trust with the patient.


Fundamentals of scientific medical practice—such as frequent handwashing to remove invisible organisms, taking medicine when one does not feel ill, and causing pain to healthy children by giving them immunizations—may be foreign to certain traditional practices.














Treatments and Traditional Practices


When patients have different beliefs, it is important for all members of the health care team to keep the lines of communication open. Patients need to be able to discuss other treatments that are being used. They also need to understand the importance of the treatments being offered by scientific medicine so that they can comply with standard medical treatment regimens in addition to their traditional practices.


As a general rule, the medical assistant should accept any traditional practice that is not dangerous. For example, some patients from Cambodia and other parts of Southeast Asia believe that rubbing the skin with the side of a coin dipped in a camphor preparation is a treatment for colds and headaches. This treatment leaves bruises on the skin but does not cause breaks in the skin. A child with bruises from this type of treatment is not a victim of child abuse, but the bruises might look like abuse. The medical assistant should learn about traditional treatments used by patients in the practice where he or she works.


One area in which family and cultural traditions may be strong relates to diet and herbal preparations. In many traditions, certain diseases and conditions are considered “hot” and others are considered “cold.” The patient may be advised to either eat or avoid certain foods or to take certain herbal preparations in order to restore balance. If the patient can describe traditional treatments, it will be easier for the physician to identify any practices that might be harmful or that might interfere with prescribed medical treatments.














Behavioral Requirements


In some cultures there are specific behavioral requirements for women and men. There may be cultural norms requiring women to have a male escort when they leave their homes. In some cultures the oldest male in the family must make important decisions. For some individuals there are also cultural requirements prohibiting the removal of clothing, jewelry, and head coverings, even for medical examinations. Medical assistants must learn about cultural norms and respond with acceptance and sensitivity. If necessary, adaptations must be made so that the patient is not forced to violate personal standards.





Medical Practice and the Law


The Civil Rights Act of 1964 and its amendments require access to federally funded health programs and services for individuals with limited English proficiency (LEP). State laws require similar access for state programs and services. This has been interpreted as a requirement for some translation services to be provided by all government-funded health care providers. These services include consent forms in the languages of the service population and access to qualified medical interpreters either in person or by telephone. Health care providers are also required to provide sign language interpreters if necessary under the provisions of the Americans with Disabilities Act.


The U.S. Department of Health and Human Services also requires translation services before informed consent can be given for medical research. Before enrolling a subject in a medical research program, it is necessary to provide written consent forms in the language that the subject understands and a translator fluent in English. [image: image]








What Would You Do? What Would You Not Do?


Responses





Case Study 1


Page 59





What Did Nancy Do?







[image: image] Maintained a warm and accepting posture and a friendly tone of voice.


[image: image] Used an open response to encourage Jennifer to say more about how she felt about possibly being pregnant.


[image: image] Identified verbally that Jennifer seemed a little upset.











What Did Nancy Not Do?







[image: image] Did not immediately congratulate Jennifer or respond as if this was good news.


[image: image] Did not immediately assume a businesslike tone of voice and ask closed questions to obtain information.


[image: image] Did not imply that Jennifer was experiencing a different emotion.


[image: image] Did not act as if the patient had nothing on her mind.


[image: image] Did not appear to be in a hurry to finish the interview.











What Would You Do/What Would You Not Do?


Review Nancy's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


_______________________________________________________________________________________________________________________________________











Case Study 2


Page 63





What Did Nancy Do?







[image: image] Made sure that Harold was looking at her when she spoke to him.


[image: image] Spoke clearly and a little more slowly than usual, using a strong voice.


[image: image] Asked Harold if his hearing aid was working well for him.


[image: image] Used gestures to reinforce her directions.


[image: image] Used short sentences.


[image: image] Repeated instructions or questions as needed.











What Did Nancy Not Do?







[image: image] Did not speak so loudly that she was shouting.


[image: image] Did not express impatience in her tone of voice or body language.


[image: image] Did not speak in long, complicated sentences.


[image: image] Did not turn away from the patient and keep talking.


[image: image] Did not drop her voice at the end of sentences.











What Would You Do/What Would You Not Do?


Review Nancy's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


_____________________________________________











Case Study 3


Page 67





What Did Nancy Do?







[image: image] Expressed to Julie Ann that these symptoms are upsetting.


[image: image] Agreed that it is a good decision to see the doctor.


[image: image] Asked Julie Ann to describe the emotions she was experiencing during these episodes.


[image: image] Maintained an open, friendly, and calm demeanor during the interview.











What Did Nancy Not Do?







[image: image] Did not try to identify the cause of the episodes for Julie Ann.


[image: image] Did not rush through the interview so that the patient would be ready for the physician quickly.


[image: image] Did not say, “It's probably just anxiety.”


[image: image] Did not say that there was probably nothing seriously the matter with Julie Ann.











What Would You Do/What Would You Not Do?


Review Nancy's response and place a checkmark next to the information you included in your response. List the additional information you included in your response.


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________
















[image: image]Terminology Review










	Medical Term

	Word Parts

	Definition










	Active listening

	 

	Paying close attention to a speaker without thinking of anything else.






	Anxiety

	 

	A vague, unpleasant emotion of fear or dread often accompanied by restlessness or nervousness.






	Body language

	 

	Communication that is expressed through facial expressions, body position, muscle activity, and other nonverbal means.






	Chronic

	 

	Existing over a long period of time.






	Closed questions

	 

	Questions that anticipate a yes or no or a short answer.






	Denial

	 

	Failure to acknowledge the reality of a situation.






	Ego defense mechanism

	 

	Unconscious mental process that offers psychological protection.






	Empathy

	 

	Objective awareness and sensitivity to the feelings and emotions of others.






	Hierarchy

	 

	Classified according to rank or importance.






	Hospice

	 

	An organization that manages care for dying patients including comfort, pain relief, and personal care.






	Judgmental

	 

	Critical or negative; making judgments about what is good or bad based on personal opinion.






	Nonverbal

	
non-: not
verbum: word
-al: pertaining to

	Communication that occurs without words, such as through body posture or facial expression.






	Open questions

	 

	Questions that could have a variety of answers and encourage a personal response.






	Oral

	
os (gen. oris): mouth
-al: pertaining to

	Spoken; pertaining to the mouth.






	Paraphrasing

	 

	A restatement of the words of another, often to clarify meaning.






	Physiologic

	
physis: nature
logia: study
-ic: pertaining to

	Pertaining to body processes.






	Projection

	 

	Experiencing one's own emotions as those of another.






	Reflecting

	 

	Expressing the meaning and emotion of another's words back to the person.






	Self-actualization

	 

	The fulfillment of each individual's potential.






	Summarizing

	 

	Expressing the most important points of a conversation or written document.






	Sympathy

	 

	Feeling the same emotions as another.






	Terminal phase

	 

	The last stage of illness, usually used when death is expected to occur within 6 months.






	Verbal

	
verbum: word
-al: pertaining to

	Using words to communicate.






	Webcam

	 

	Small video camera attached to a computer that allows video to be transmitted on the Internet.





















[image: image] On the Web


For information on multicultural resources:




U.S. National Library of Medicine—Multi-Cultural Resources for Health Information: sis.nlm.nih.gov/outreach/multicultural.html





For information on hearing impairment:




National Association of the Deaf: www.nad.org





For information on limited English proficiency:




Department of Health and Human Services Office for Civil Rights: Limited English Proficiency (LEP): http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep





For information on psychology:




American Psychological Association: www.apa.org


Social Psychology Network: www.socialpsychology.org





For information on vision impairment:




American Foundation for the Blind: www.afb.org


The Blind Reader's Page: blindreaders.info
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A Brief Summary of Medical History





THE HUMAN BODY
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Learning Objectives





1. Explain why it is important for the medical assistant to be knowledgeable about anatomy and physiology.


2. Explain the relationship between anatomy and physiology.


3. State the six levels of organization within the human body.


4. List the 11 organ systems of the body, and describe the function of each.


5. Describe homeostasis and its importance to the human body.


6. Explain how the body maintains homeostasis using a negative feedback system.


7. List the four criteria used to describe the anatomic position.


8. Identify body planes, body regions, and relative positions using anatomic terms.


9. Distinguish between the dorsal body cavity and the ventral body cavity, and list the subdivisions of each cavity.


10. Describe the cell membrane.


11. Describe the composition of the cytoplasm.


12. Describe the components of the nucleus, and state the function of each component.


13. Identify and describe each of the cytoplasmic organelles, and state the function of each organelle.


14. Explain how the cell membrane regulates the composition of the cytoplasm.


15. Describe the various mechanisms that result in the transport of substances across the cell membrane.


16. List the phases of a cell cycle, and describe the events that occur in each phase.


17. Explain the difference between mitosis and meiosis.


18. List the four main types of tissues found in the body.


19. Describe the various types of epithelial tissues in terms of structure, location, and function.


20. Describe the general characteristics of connective tissue.


21. List three types of connective tissue cells, and state the function of each.


22. Describe the features and location of the various types of connective tissue.


23. Explain the differences among skeletal muscle, smooth muscle, and cardiac muscle in terms of structure, location, and control.


24. State the two categories of cells in nerve tissue, and explain their function.







Key Terms





active transport (AK-tiv TRANS-port)








anatomic position (an-ah-TOM-ik poh-ZIH-shun)








chondrocyte (KON-droh-syte)








collagenous fiber (koh-LAJ-eh-nuss FYE-bur)








cytokinesis (sye-toh-kih-NEE-sis)








diffusion (dif-YOO-zhun)








elastic fiber (ee-LAS-tick FYE-bur)








fibroblast (FYE-broh-blast)








histology (hiss-TAHL-oh-jee)








homeostasis (hoh-mee-oh-STAY-sis)








human anatomy (ah-NAT-o-mee)








human physiology (fiz-ee-AHL-oh-jee)








macrophage (MAK-roh-fayj)








mast cell (MAST SELL)








meiosis (mye-OH-sis)








metabolism (meh-TAB-oh-lizm)








mitosis (mye-TOH-sis)








negative feedback (NEG-ah-tiv FEED-bak)








neuroglia (noo-ROG-lee-ah)








neuron (NOO-ron)








osmosis (os-MOH-sis)








osteocyte (AH-stee-oh-syte)








passive transport (PASS-iv TRANS-port)








phagocytosis (fag-oh-sye-TOH-sis)








pinocytosis (pin-oh-sye-TOH-sis)








tissue (TISH-yoo)





















A Brief Summary of Medical History


Studies of illness and aging of the human body are major components in the field of medicine. The study of “modern” medicine began in the fifth century BC.


Hippocrates, who was born in approximately 460 BC on the island of Cos, Greece, is recognized as the “Father of Medicine.” After his death, all the existing writings on medicine were gathered into a work called the Hippocratic Collection and attributed to him whether he wrote them or not. The Hippocratic Oath, which is still in use today, is from the Collection. Hippocrates concluded that illness had rational explanations instead of being caused by evil spirits or disfavor of the gods. This freed medicine from superstition and allowed for scientific study.


In 1249, Roger Bacon invented eyeglasses, bringing better vision to many. Leonardo da Vinci advanced the understanding of human anatomy by carefully dissecting corpses and making detailed anatomic drawings during the fifteenth century. William Harvey published An Anatomical Essay on the Motion of the Heart and Blood in Animals in 1628, detailing how blood was pumped from the heart throughout the body and then returned to the heart and recirculated. This work showed that food was not converted into blood by the liver and then consumed as fuel by the body, as was widely alleged at that time.


A Dutch cloth merchant, Antony van Leeuwenhoek discovered blood cells in 1670. This discovery was made possible by his microscope. Although the microscope had been invented by Robert Hooke a few years earlier, van Leeuwenhoek, by grinding his own glass lenses, greatly improved the microscope's design and achieved magnifications of greater than 270 diameters. He also observed bacteria, yeast cells, spermatozoa, and protozoa. In addition, his microscope allowed capillaries to be observed, thus showing the link between arteries and veins and confirming Harvey's theory of blood circulation.


Edward Jenner, an English microbiologist, is known as the “Father of Immunology.” He observed that people who had contracted cowpox seemed immune to the deadly smallpox. He theorized that deliberately infecting people with cowpox would protect them from smallpox. He tested his theory on a young boy in 1796 and then demonstrated that the lad was indeed immune to smallpox.


William Beaumont, while serving as an army post surgeon, treated a patient who had been blasted by a musket at close range. The resulting large wound affected part of his lung, two ribs, and his stomach. Beaumont treated the wounds but was unable to get the hole in the stomach to completely close; repeated bandaging was required to prevent food and drink from coming out. He quickly realized this was an opportunity to study the digestion process. He tied small pieces of food with silk string and dangled them through the hole in the patient's stomach, removing the items at 1-hour intervals. He published his observations in 1833.


Medicine truly came of age during the second half of the nineteenth century. Louis Pasteur and Robert Koch established the germ theory of disease. Florence Nightingale showed the importance of hygiene and sanitation to reduce hospital infections. Sir Humphry Davy discovered the anesthetic properties of nitrous oxide, and Joseph Lister pioneered the use of carbolic acid as an antiseptic to clean wounds and surgical instruments. His antiseptic technique reduced deaths from infection after surgery from about 60% to under 4%. Then in 1895 a German scientist named Wilhelm Roentgen discovered the x-ray. Medicine has never been the same since.


The twentieth century continued to build on all these discoveries. The pharmaceutical industry mushroomed with the development of thousands of new medicines. Vaccines were developed to prevent polio, measles, mumps, and many other diseases. Cardiac pacemakers and defibrillators were invented. Medical imaging advanced with the development of computed tomography (CT), magnetic resonance imaging (MRI), positron emission tomography (PET), ultrasound, and many other techniques. Numerous advances occurred in surgery, including open-heart surgery and organ transplants. Radiation therapy and chemotherapy for the treatment of cancer were developed. Kidney dialysis machines were invented, and hospital intensive care units (ICUs) were established to better treat very sick patients. The list of medical advances goes on and on and is added to every year.




















The Human Body


The human body is an awesome masterpiece. Imagine billions of microscopic parts, each with its own identity, working together in an organized manner for the benefit of the total being. The human body is more complex than the greatest computer, yet it is personal. The study of the human body is as old as history itself because people have always had an interest in how the body is put together, how it works, why it becomes defective (illness), and why it wears out (aging).


The study of the human body is essential for those planning a career in health sciences, just as knowledge about automobiles is necessary for those planning to repair them. How can you fix an automobile if you do not know how it is put together or how it works? How can you help fix a human body if you do not know how it is put together or how it works?













Anatomy and Physiology


Human anatomy is the study of the shape and structure of the human body and its parts. It encompasses a wide range of study, including the development and microscopic organization of structures, the relationship between structures, and the interrelationship between structure and function. Gross human anatomy deals with the large structures of the human body that can be seen through normal dissection. Microscopic anatomy deals with the smaller structures and fine detail that can be seen only with the aid of a microscope.


Human physiology is the scientific study of the functions or processes of the human body. It answers how, what, and why anatomic parts work. Anatomy and physiology are interrelated because structure and function are always closely associated. The function of an organ, or how it works, depends on how it is put together. Conversely, the anatomy or structure provides clues to understanding how it works. The structure of the hand, with its long, jointed fingers, is related to its function of grasping things. The heart is designed as a muscular pump that can contract to force blood into the blood vessels. By contrast, lungs are made of a thin tissue and function to exchange oxygen and carbon dioxide between the outside environment and the blood. Imagine what would happen if the heart were made of thin tissue and the lungs were made of thick muscle. Structure and function are always related.














Levels of Organization


Among the most outstanding features of the complex human body are its order and organization—how all the parts, from tiny cells to visible organs, work together to make a functioning whole. The organizational scheme of the body has six levels (Figure 5-1).




[image: image]


Figure 5-1 Organizational scheme of the body. From simple to complex, the levels are chemical, cellular, tissue, organ, body system, and total organism.








Starting with the simplest and proceeding to the most complex, the six levels of organization are chemical, cellular, tissue, organ, body system, and total organism. The structural and functional characteristics of all organisms are determined by their chemical makeup.








Chemical Level


The chemical level deals with the interactions of atoms, such as hydrogen and oxygen, and their combinations into molecules, such as water. Molecules contribute to the makeup of a cell, which is the basic unit of life.














Cells


Cells, discussed later in this chapter, are the basic living units of all organisms. Estimates indicate that there are about 75 trillion dynamic, living cells in the human body. These cells represent a variety of sizes, shapes, and structures and provide a vast array of functions.














Tissues


Cells with similar structure and function are grouped together as tissues. All of the tissues of the body are grouped into four main types: epithelial, connective, muscle, and nervous. The tissue level of organization is discussed later in this chapter.














Organs


Two or more tissue types that form a more complex structure and work together to perform one or more functions make up organs, the next higher level of organization. Examples of organs include the skin, heart, ear, stomach, and liver.














Body Systems


A body system consists of several organs that work together to accomplish a set of functions. Some examples of body systems include the nervous system, the digestive system, and the respiratory system.














Total Organism


Finally, the most complex of all the levels is the total organism, which is made up of several systems that work together to maintain life.




















Organ Systems


The human body has 11 major organ systems, each with specific functions, yet all are interrelated and work together to sustain life. Each system is described briefly here and then in more detail in later chapters. The organ systems are illustrated and summarized in Table 5-1.




Table 5-1


Organ Systems of the Body










	Integumentary System

	Skeletal System

	Muscular System
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[image: image]












	COMPONENTS: Skin, hair, nails, sweat, sebaceous glands

	COMPONENTS: Bones, cartilage, ligaments

	COMPONENTS: Muscles






	FUNCTIONS: Covers and protects body; regulates temperature

	FUNCTIONS: Provides body framework and support; protects; attaches muscles to bones; provides calcium storage

	FUNCTIONS: Produces movement; maintains posture; provides heat






	Nervous System

	Endocrine System

	Cardiovascular System






	



[image: image]
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	COMPONENTS: Brain, spinal cord, nerves, sense receptors

	COMPONENTS: Pituitary, adrenal, thyroid, other ductless glands

	COMPONENTS: Heart, blood vessels, blood






	FUNCTIONS: Coordinates body activities; receives and transmits stimuli

	FUNCTIONS: Regulates metabolic activities and body chemistry

	FUNCTIONS: Transports material from one part of the body to another; defends against disease






	Lymphatic System

	Digestive System

	Respiratory System






	



[image: image]
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	COMPONENTS: Lymph, lymph vessels, lymphoid organs

	COMPONENTS: Mouth, esophagus, stomach, intestines, liver, pancreas

	COMPONENTS: Air passageways, lungs






	FUNCTIONS: Returns tissue fluid to the blood; defends against disease

	FUNCTIONS: Ingests and digests food; absorbs nutrients into blood

	FUNCTIONS: Exchanges gases between blood and external environment






	Urinary System

	Reproductive System
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	COMPONENTS: Kidneys, ureters, urinary bladder, urethra

	COMPONENTS: Testes, ovaries, accessory structures






	FUNCTIONS: Excretes metabolic wastes; regulates fluid balance and acid-base balance

	FUNCTIONS: Forms new individuals to provide continuation of the human species














[image: image]
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From Applegate E: The anatomy and physiology learning system, ed 4, St Louis, 2011, Saunders.











Integumentary System


Integument means skin. The integumentary (in-teg-yoo-MEN-tar-ee) system consists of the skin and the various accessory organs associated with it. These accessories include hair, nails, sweat glands, and sebaceous (oil) glands. The components of the integumentary system protect the underlying tissues from injury, protect against water loss, contain sense receptors, help in temperature regulation, and synthesize chemicals to be used in other parts of the body.














Skeletal System


The skeletal (SKEL-eh-tull) system forms the framework of the body and protects underlying organs, such as the brain, lungs, and heart. It consists of the bones and joints along with ligaments and cartilage that bind the bones together. Bones serve as attachments for muscles and act with the muscles to produce movement. Tissues within bones produce blood cells and store inorganic salts containing calcium and phosphorus.














Muscular System


Muscles are the organs of the muscular (MUS-kyoo-lar) system. As muscles contract, they create the forces that produce movement and maintain posture. Muscles can store energy in the form of glycogen and are the primary source of heat within the body.














Nervous System


The nervous (NER-vus) system consists of the brain, spinal cord, and associated nerves. These organs work together to coordinate body activities. Nerve cells, or neurons, are specialized to transmit impulses from one point to another. In this way, body parts can communicate with each other and with the outside environment. Some nerve cells have special endings called sense receptors that detect changes in the environment.














Endocrine System


The endocrine (EN-doh-krin) system includes all the glands that secrete chemicals called hormones. These hormones travel through the blood and act as messengers to regulate cellular activities. The endocrine and nervous systems work together to coordinate and regulate body activities to maintain a proper balance. The nervous system typically acts quickly, whereas the endocrine system acts slowly but with a more sustained effect. The endocrine system also regulates reproductive functions in both males and females.














Cardiovascular System


The cardiovascular (kar-dee-oh-VAS-kyoo-lar) system consists of the blood, heart, and blood vessels. The blood transports nutrients, hormones, and oxygen to tissue cells and removes waste products such as carbon dioxide. Certain cells within the blood known as white blood cells defend the body against disease. The heart acts as a pump to create the forces necessary to maintain blood pressure and to circulate the blood. The blood vessels serve as pipes or conduits for the flow of blood.














Lymphatic System


The lymphatic (lim-FAT-ik) system consists of a series of vessels that transport a fluid called lymph from the tissues back into the blood. In addition to lymph, the system includes lymph nodes and lymphoid organs, such as the tonsils, spleen, and thymus, that filter the lymph to remove foreign particles as a protection against disease. Lymphoid organs also function in the body's defense mechanism by enhancing the activities of cells that inactivate specific pathogenic agents. The lymphatic system is sometimes considered to be a part of the cardiovascular system.














Digestive System


The organs of the digestive (dye-JES-tiv) system include the mouth, pharynx, esophagus, stomach, small intestine, and large intestine (colon), which make up the digestive tract. Accessory organs of this system include the teeth, tongue, salivary glands, liver, gallbladder, and pancreas. The functions of this system are to ingest food, process it into molecules that can be used by the body, and then eliminate the residue.














Respiratory System


The respiratory (reh-SPY-rah-tor-ee or res-per-ah-TOR-ee) system brings oxygen, in the form of air, into the lungs; removes the carbon dioxide; and provides a membrane for the exchange of these gases between the blood and lungs. The system consists of the nasal cavities, pharynx, larynx, trachea, bronchi, and lungs.














Urinary System


The kidneys, ureters, urinary bladder, and urethra make up the urinary (YOO-rin-air-ee) system. The kidneys remove various waste materials, especially nitrogenous wastes, from the blood and help to regulate the fluid level and chemical content of the body. The product of kidney function is urine, which is transported through the ureters and urethra. The urinary bladder serves as a reservoir or storage area for the urine.














Reproductive System


The purpose of the reproductive (ree-pro-DUK-tiv) system is the production of new individuals. The primary organs of the system are the gonads, which produce the reproductive cells. These are the ovaries in the female and testes in the male. In addition to gonads, there are accessory glands, supporting structures, and duct systems for the transport of the reproductive cells. In the female the reproductive system produces ova or eggs, receives sperm from the male, and provides for the support and development of the embryo and fetus. The male reproductive system is concerned with the production and maintenance of sperm and the transfer of these cells to the female.




















Homeostasis


Homeostasis refers to the constant internal environment that must be maintained for the cells of the body. The word is derived from two Greek words: homeo, which means “alike” or “the same,” and stasis, which means “always” or “staying.” Putting these together, the word homeostasis means “staying the same.” When the body is healthy, the internal environment always stays the same. It remains stable within limited normal ranges.


Everyone is familiar with aspects of the external environment—whether it is cold or hot, humid or dry, smoggy or clear. The internal environment is not quite as obvious. It involves the tissue fluid that surrounds and bathes every cell of the body. Normal functional activities of the cell depend on the internal environment being maintained within limited normal ranges. The chemical content, volume, temperature, and pressure of the fluid must stay the same (homeostasis), regardless of external conditions, so that the cell can function properly. If the conditions in the tissue fluid deviate from normal, mechanisms respond that try to restore conditions to normal. If the mechanisms are unsuccessful, the cell malfunctions and dies. This leads to illness and disease. Ultimately the goal of medical treatment is to restore homeostasis.








Negative and Positive Feedback


Any condition or stimulus that disrupts the homeostatic balance in the body is a stressor. When a stressor causes internal conditions to deviate from normal, all the body systems work to bring conditions back to the normal range. This is usually accomplished by a negative feedback mechanism in which a stimulus initiates reactions that reduce the stimulus. This mechanism works similarly to a thermostat connected to a furnace and an air conditioner. When the temperature in the room decreases (stressor) below the thermostat setting (normal), the sensing device in the thermostat detects the change and causes the furnace to add heat to the room. When the room becomes too warm, the furnace stops and the air conditioner begins to cool the room. Negative feedback mechanisms do not prevent variation, but they keep variation within a normal range.


An example of a physiologic negative feedback mechanism in the human body involves blood pressure. When blood pressure decreases below normal, body sensors detect the deviation and initiate changes that bring the pressure back within the normal range. When the pressure increases above normal, changes occur to decrease the pressure to normal. Variations in blood pressure occur, but homeostatic mechanisms keep them within the limits of a normal range.


The nervous and endocrine systems work together to control homeostasis, but all the organ systems in the body help maintain the normal conditions of the internal environment. The brain contains centers that monitor temperature, pressure, volume, and the chemical conditions of body fluids. Endocrine glands secrete hormones in response to deviations from normal conditions, and these hormones affect other organs. The changes required to bring conditions back to the normal range are mediated by various organ systems. Good health depends on homeostasis. Illness results when the negative feedback mechanisms that maintain homeostasis are disrupted. Medical therapy attempts to assist the negative feedback process to restore balance, or homeostasis.




















Anatomic Terms


Certain basic terms need to be understood to communicate effectively in the health care profession. In other words, you have to speak the language. This section explains some basic terms that relate to the anatomy of the body. They are used to describe directions and regions of the body.








Anatomic Position


If directional terms are to be meaningful, there must be some knowledge of the beginning position. If you give a person directions to go somewhere, you must have a starting reference point. When using directions in anatomy and physiology, it is assumed that the body is in anatomic position. In this position, the body is standing erect, the face is forward, and the arms are at the sides with the palms and toes directed forward. Figure 5-2 illustrates the body in anatomic position.
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Figure 5-2 The body in anatomic position.




















Directions in the Body


Directional terms are used to describe the relative position of one part to another. Note that in the following list of directional terms, the two items in each pair of terms are opposites.




Superior means that a part is above another part, or closer to the head. The nose is superior to the mouth. Inferior means that a part is below another part, or closer to the feet. The heart is inferior to the neck.


Anterior (or ventral) means toward the front surface. The heart is anterior to the vertebral column. Posterior means that a part is toward the back. The heart is posterior to the sternum.


Medial means toward, or nearer, the midline of the body. The nose is medial to the ears. Lateral means toward, or nearer, the side, away from the midline. The ears are lateral to the eyes.


Proximal means that a part is closer to a point of attachment, or closer to the trunk of the body, than another part. The elbow is proximal to the wrist. The opposite of proximal is distal, which means that a part is farther away from a point of attachment than is another part. The fingers are distal to the wrist.


Superficial means that a part is located on or near the surface. The superficial (or outermost) layer of the skin is the epidermis. The opposite of superficial is deep, which means that a part is away from the surface. Muscles are deep to the skin.


Visceral pertains to internal organs or the covering of the organs. The visceral pericardium covers the heart. Parietal refers to the wall of a body cavity. The parietal peritoneum lines the wall of the abdominal cavity.

















Planes and Sections of the Body


To aid in visualizing the spatial relationships of internal body parts, anatomists use three imaginary planes, each of which is cut through the body in a different direction. Figure 5-3 illustrates these three planes.
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Figure 5-3 Transverse, sagittal, and frontal planes of the body.










The sagittal plane refers to a lengthwise cut that divides the body into right and left portions. This is sometimes called a longitudinal section. If the cut passes through the midline of the body, it is called a midsagittal plane, and it divides the body into right and left halves.


The transverse plane or horizontal plane is perpendicular to the sagittal plane and cuts across the body horizontally to divide it into superior and inferior portions. Sections cut this way are sometimes called cross sections.


The frontal plane divides the body into anterior and posterior portions. It is perpendicular to both the sagittal plane and the transverse plane. This is sometimes called a coronal plane.

















Body Cavities


Spaces within the body that contain the internal organs or viscera are called body cavities. The two main cavities are the dorsal cavity and the larger ventral cavity, which are illustrated in Figure 5-4. The dorsal cavity is divided into the cranial cavity, which contains the brain, and the spinal cavity, which contains the spinal cord. The cranial and spinal cavities join with each other to form a continuous space.
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Figure 5-4 The two major cavities in the body and their subdivisions.








The ventral cavity is much larger than the dorsal cavity and is subdivided into the thoracic (tho-RAS-ik) cavity and the abdominopelvic (ab-dahm-ih-noh-PEL-vik) cavity. The thoracic cavity is superior to the abdominopelvic cavity and contains the heart, lungs, esophagus, and trachea. It is separated from the abdominopelvic cavity by the muscular diaphragm. Although there is no clear-cut partition to divide it, the abdominopelvic cavity is separated into the superior abdominal cavity and the inferior pelvic cavity. The stomach, liver, gallbladder, spleen, and most of the intestines are in the abdominal cavity. The pelvic cavity contains portions of the small and large intestines, the rectum, the urinary bladder, and the internal reproductive organs.


To help describe the location of body organs or pain, health care professionals frequently divide the abdominopelvic cavity into regions using imaginary lines. One such method uses the midsagittal plane and a transverse plane that passes through the umbilicus. This divides the abdominopelvic area into four quadrants, illustrated in Figure 5-5. Another system uses two sagittal planes and two transverse planes to divide the abdominopelvic area into the nine regions illustrated in Figure 5-6. The three central regions are, from superior to inferior, the epigastric (ep-ih-GAS-trik), umbilical (um-BIL-ih-kal), and hypogastric (hye-poh-GAS-trik) regions. Lateral to these, from superior to inferior, are the right and left hypochondriac (hye-poh-KAHN-dree-ak), right and left lumbar, and right and left iliac (ILL-ee-ak) or inguinal (IN-gwih-nal) regions.
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Figure 5-5 Abdominopelvic quadrants that are formed by a midsagittal plane and a transverse plane through the umbilicus.
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Figure 5-6 Nine abdominopelvic regions formed by two sagittal planes and two transverse planes.




















Regions of the Body


The body may be divided into the axial (AK-see-al) portion, which consists of the head, neck, and trunk, and the appendicular (ap-pen-DIK-yoo-lar) portion, which consists of the limbs. The trunk, or torso, includes the thorax, abdomen, and pelvis. In addition to these terms and the nine abdominopelvic regions identified in the previous section, there are numerous other terms that apply to specific body areas. Some of these are listed in Table 5-2 and are identified in Figure 5-7.




Table 5-2


Body Area Terms








	Abdominal (ab-DAHM-ih-nal)

	Portion of the trunk between the thorax and pelvis; celiac region






	Antebrachial (an-te-BRAY-kee-al)

	Region between the elbow and wrist; forearm; cubital region






	Antecubital (an-te-KYOO-bih-tal)

	Space in front of elbow






	Axillary (AK-sih-lair-ee)

	Armpit area






	Brachial (BRAY-kee-al)

	Arm; proximal portion of upper limb






	Buccal (BUK-al)

	Region of cheek






	Buttock (BUT-tuck)

	Posterior aspect of lower trunk; gluteal region






	Carpal (KAR-pal)

	Wrist






	Celiac (SEE-lee-ak)

	Abdomen






	Cephalic (seh-FAL-ik)

	Head






	Cervical (SER-vih-kal)

	Neck region






	Costal (KAHS-tal)

	Ribs






	Cranial (KRAY-nee-al)

	Skull






	Crural (KROO-rahl)

	Portion of lower extremity between knee and foot; leg






	Cubital (KYOO-bih-tal)

	Forearm; region between elbow and wrist; antebrachial






	Cutaneous (kyoo-TAY-nee-us)

	Skin






	Femoral (FEM-or-al)

	Thigh; part of lower extremity between hip and knee






	Frontal (FRUN-tal)

	Forehead






	Gluteal (GLOO-tee-al)

	Buttock region






	Groin (GROYN)

	Depressed region between abdomen and thigh; inguinal






	Inguinal (IN-gwih-nal)

	Depressed region between abdomen and thigh; groin






	Leg (LEG)

	Portion of lower extremity between knee and foot; also called crural region







	Lumbar (LUM-bar)

	Region of lower back and side between lowest rib and pelvis






	Mammary (MAM-ah-ree)

	Pertaining to the breast






	Navel (NAY-vel)

	Middle region of abdomen; umbilical region






	Occipital (ahk-SIP-ih-tal)

	Lower portion of the back of the head






	Ophthalmic (off-THAL-mik)

	Pertaining to the eyes






	Oral (OH-ral) or (AW-ral)

	Pertaining to the mouth






	Otic (OH-tik)

	Ears






	Palmar (PAWL-mar)

	Palm of hand






	Pectoral (PEK-toh-ral)

	Chest region






	Pedal (PED-al)

	Foot






	Pelvic (PEL-vik)

	Inferior region of abdominopelvic cavity






	Perineal (pair-ih-NEE-al)

	Region between anus and pubic symphysis; includes region of external reproductive organs






	Plantar (PLAN-tar)

	Sole of foot






	Popliteal (pop-LIT-ee-al or pop-lih-TEE-al)

	Area behind knee






	Sacral (SAY-kral)

	Posterior region between hip bones






	Sternal (STIR-nal)

	Anterior midline of the thorax






	Tarsal (TAHR-sal)

	Ankle and instep of foot






	Thigh (THIGH)

	Part of lower extremity between hip and knee; femoral region






	Thoracic (tho-RAS-ik)

	Chest; part of trunk inferior to neck and superior to diaphragm






	Umbilical (um-BIL-ih-kal)

	Navel; middle region of abdomen






	Vertebral (ver-TEE-bral or VER-teh-bral)

	Pertaining to spinal column; backbone
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Figure 5-7 Terms for selected regions of the body.

































Cell Structure and Function



Structure of the Generalized Cell





Every individual begins life as a single cell, a fertilized egg. This single cell divides into two cells, then four, eight, 16, and on and on, until the adult human body has an estimated 75 trillion cells. Cells are the structural and functional units of the human body. Homeostasis depends on the interaction between the cell and its environment.


During development, cells become specialized in size, shape, characteristics, and function, resulting in a large variety of cells in the body. For descriptive purposes it is convenient to imagine a typical, generalized cell that contains the components of all the different cell types. Not all the components of a “generalized” cell are present in every cell type, but each component is present in some cells and has its particular function to maintain life. A generalized cell is illustrated in Figure 5-8, and the structure and functions of the cellular components are summarized in Table 5-3.




Table 5-3


Structure and Function of Cellular Components








	Component

	Structure

	Function










	Plasma membrane

	Bilayer of phospholipid and protein molecules

	Maintains integrity of cell; controls passage of materials into and out of cell






	Cytoplasm

	Water; dissolved ions and nutrients; suspended colloids

	Medium for chemical reactions; suspending medium for organelles






	Nucleus

	Spheric body near center of cell; enclosed in a membrane

	Contains genetic material; regulates activities of cell






	Nuclear membrane

	Double-layered membrane around nucleus; has pores

	Separates cytoplasm from nucleoplasm; pores allow passage of material as needed






	Chromatin

	Strands of DNA in nucleus

	Genetic material of cell; becomes chromosomes during cell division






	Nucleolus

	Dense, nonmembranous body in nucleus; composed of RNA and protein molecules

	Forms ribosomes






	Mitochondria

	Rod-shaped bodies enclosed by a double-layered membrane in cytoplasm; folds of inner membrane form cristae

	Major site of adenosine triphosphate synthesis; convert energy from nutrients into a form that is usable by body






	Ribosomes

	Granules of RNA in cytoplasm

	Protein synthesis






	Endoplasmic reticulum

	Interconnected membranous channels and sacs in cytoplasm

	Transports material through cytoplasm; rough endoplasmic reticulum aids in synthesis of protein; smooth endoplasmic reticulum involved in lipid synthesis






	Golgi apparatus

	Group of flattened membranous sacs usually near nucleus

	Packages products for secretion; forms lysosomes






	Lysosomes

	Membranous sacs of digestive enzymes in cytoplasm

	Digest material taken into cell, debris from damaged cells, worn-out cell components






	Cytoskeleton

	Protein microfilaments and microtubules in cytoplasm

	Provides support for cytoplasm; helps in movement of organelles






	Centrioles

	Pair of rod-shaped bodies composed of microtubules; located near nucleus at right angles to each other

	Distribute chromosomes to daughter cells during cell division






	Cilia

	Membrane-enclosed bundles of microtubules that extend outward from cell membrane; short and numerous

	Move substances across surface of cell






	Flagella

	Similar to cilia, except usually long and single

	Cell locomotion
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Figure 5-8 Generalized cell.














Plasma Membrane


Every cell in the body is enclosed by a plasma (cell) membrane. The plasma membrane separates the material outside the cell (extracellular) from the material inside the cell (intracellular). If the membrane breaks, the cell dies. The plasma membrane determines what can go into, or out of, the cell. It is selectively permeable, which means that some substances can pass through the membrane but others cannot. The main structural components of the plasma membrane are phospholipids and proteins.














Cytoplasm


The cytoplasm (SYE-toh-plazm) is the gel-like fluid inside the cell. The cytoplasm has numerous small structures, called organelles, suspended in it. These organelles (or-guh-NELZ), or “little organs,” are the functional machinery of the cell, and each organelle type has a specific role in the metabolic reactions that take place in the cytoplasm.


The cytoplasm is primarily water known as the intracellular fluid. About two thirds of the water in the body is in the cytoplasm of cells. The intracellular fluid contains dissolved electrolytes, metabolic waste products, and nutrients such as amino acids and simple sugars.














Nucleus


The nucleus (NOO-klee-us) is the control center that directs the activities of the cell. All cells have at least one nucleus at some time during their existence; some, however, such as red blood cells, lose their nucleus as they mature. Other cells, such as skeletal muscle cells, have multiple nuclei.


The nucleus is a relatively large, spheric body that is usually located near the center of the cell (see Figure 5-8). It is enclosed by a double-layered nuclear membrane that separates the cytoplasm of the cell from the nucleoplasm, the fluid portion inside the nucleus.


The nucleus contains the genetic material of the cell. In the nondividing cell, the genetic material, deoxyribonucleic acid (DNA), is present as long, slender, filamentous threads called chromatin (see Figure 5-8). When the cell starts to divide or replicate, the chromatin condenses and becomes tightly coiled to form short, rodlike chromosomes. Each chromosome, composed of DNA with some protein, contains several hundred genes arranged in a specific linear order. Human cells have 23 pairs of chromosomes that together contain all the information necessary to direct the synthesis of more than 100,000 different proteins.


The nucleolus (noo-KLEE-oh-lus) (“little nucleus”) appears as a dark-staining, discrete, dense body within the nucleus (see Figure 5-1). It has no enclosing membrane, and the number of nucleoli may vary from one to four in any given cell. The function of the nucleolus is to produce ribonucleic acid (RNA) and combine it with protein to form ribosomes. Ribosomes function in protein synthesis, as described later in this section. In growing cells and other cells that are making large amounts of protein, the nucleoli are large and distinct.














Cytoplasmic Organelles


Cytoplasmic organelles are “little organs” that are suspended in the cytoplasm of the cell. Each type of organelle has a definite structure and a specific role in the function of the cell.








Mitochondria


Mitochondria (mye-toh-KON-dree-ah) are elongated, oval, fluid-filled sacs in the cytoplasm that contain their own DNA and can reproduce themselves (see Figure 5-8). Enzymes necessary for the production of adenosine triphosphate (ATP) are located inside the mitochondria. ATP is a chemical that stores chemical energy within the cell and provides energy for use by the body cells. Mitochondria could be called the “power plant” of the cell because they convert energy from nutrients into ATP.














Ribosomes


Ribosomes (RYE-boh-sohmz) consist of small granules of RNA located in the cytoplasm. The RNA in the ribosomes is from the nucleolus, and when fully assembled, ribosomes function in protein synthesis. Some ribosomes are found free in the cytoplasm. These ribosomes function in the synthesis of proteins for use within that same cell. Other ribosomes are attached to the membranes of the endoplasmic reticulum (ER) and function in the synthesis of proteins that are exported from the cell and used elsewhere.














Endoplasmic Reticulum


The endoplasmic reticulum (ER) (end-oh-PLAZ-mik reh-TICK-yoo-lum) is a complex series of membranous channels extending throughout the cytoplasm. The interconnected membranes form fluid-filled flattened sacs and tubular canals. The membranes are connected to the outer layer of the nuclear membrane, to the inner layer of the cell membrane, and to certain other organelles. The ER provides a path to transport materials from one part of the cell to another.


Some of the membranes of the ER have granular ribosomes attached to the outer surface (see Figure 5-8). This is called rough endoplasmic reticulum (RER) and, because of the ribosomes, it functions in the synthesis and transport of protein molecules. Other portions of the ER lack the ribosomes and appear smooth. This is the smooth endoplasmic reticulum (SER), which functions in the synthesis of certain lipid molecules, such as steroids.














Golgi Apparatus


The Golgi apparatus (GOL-jee ap-ah-RAT-us) is a series of four to six flattened membranous sacs, usually located near the nucleus, and is connected to the ER (see Figure 5-8). It is the “packaging and shipping plant” of the cell.


Proteins and lipids are carried through the channels of the ER to the Golgi apparatus. Within the Golgi apparatus, the proteins become surrounded by a piece of the Golgi membrane. Then they are pinched off the end of the apparatus to become a secretory vesicle, a temporary inclusion in the cytoplasm. The secretory vesicles move to the cell membrane and release their contents to the exterior of the cell.


The Golgi apparatus are especially abundant and well developed in glandular cells that secrete a product, but they also function in nonsecretory cells. In these cells they appear to package intracellular enzymes in the form of lysosomes. Because of the vesicles pinching off the ends of the flattened membranous sacs, the Golgi apparatus is sometimes described as looking like a stack of pancakes with syrup dripping off the edge.














Lysosomes


Lysosomes (LYE-soh-sohmz) are membrane-enclosed sacs of various enzymes that have been packaged by the Golgi apparatus. When cells are damaged, these enzymes destroy the cellular debris. They also function in the destruction of worn-out cell parts. The enzymes break down particles, such as bacteria, that have been taken into the cell. When a white blood cell phagocytizes or engulfs bacteria, the enzymes from the lysosomes destroy the bacteria. Lysosomal activity also seems to be responsible for decreasing the size of some body organs at certain periods. Atrophy of muscle because of lack of use, reduction in breast size after breastfeeding, and decrease in the size of the uterus after parturition all seem to be caused by lysosomal function.




















Filamentous Protein Organelles


Several types of protein filaments are considered to be cellular organelles. The cytoskeleton and centrioles are in the cytoplasm, but the cilia and flagella project outward, away from the cell surface.








Cytoskeleton


The cytoskeleton helps to maintain the shape of the cell. At times it anchors certain organelles in position, but it may also move organelles from one position to another. Some parts of the cytoskeleton may move a portion of the cell membrane, whereas others may move the entire cell. The cytoskeleton also plays a role in muscle contraction.


The cytoskeleton is made up of protein microfilaments and microtubules. Microfilaments are long, slender rods of protein that support small projections of the cell membrane called microvilli. Microtubules are thin cylinders, larger than the microfilaments. In addition to their role as part of the cytoskeleton, microtubules are also found in centrioles, cilia, and flagella.














Centrioles


A dense area called the centrosome (SEN-troh-sohm), located near the nucleus, contains a pair of centrioles (SEN-tree-ohlz) (see Figure 5-8). Each centriole is a nonmembranous rod-shaped structure composed of microtubules. The two members of the pair are at right angles to each other. Centrioles function in cell reproduction by aiding in the distribution of chromosomes to the new daughter cells.














Cilia


Cilia (SIL-ee-ah) are short, cylindric, hairlike processes that project outward from the cell membrane. Each cilium consists of specialized microtubules surrounded by a membrane and anchored under the cell membrane. Cilia have an organized pattern of movement that creates a wavelike motion to move substances across the surface of the cell. They are found in large quantities on the surfaces of cells that line the respiratory tract. Their motion moves mucus, in which particles of dust are embedded, upward and away from the lungs.














Flagella


Similar in structure to cilia, flagella (fluh-JELL-ah) are much longer and fewer. In contrast to cilia, which move substances across the surface of the cell, flagella beat with a whiplike motion to move the cell itself. In the human, the tail of the spermatozoon, or sperm cell, is a single flagellum that causes the swimming motion of the cell.




















Cell Functions


The structural and functional characteristics of different types of cells are determined by the nature of the proteins present. Cells of various types have different functions because cell structure and function are closely related. A very thin cell is not well suited for a protective function. Bone cells do not have an appropriate structure for nerve impulse conduction. Just as there are many cell types, there are varied cell functions. The specific functions of cells will become more apparent as the tissues, organs, and systems are studied. This section deals with the more generalized cell functions—the functions that relate to the sustained viability and continuation of the cell itself. These functions include movement of substances across the cell membrane, cell division to make new cells, and protein synthesis.








Movement of Substances across the Cell Membrane


The cell membrane provides a surface through which substances enter and leave the cell. The cell membrane controls the composition of the cell's cytoplasm by regulating the passage of substances through the membrane. If the membrane breaks, this control is removed and the cell dies. The survival of the cell depends on maintaining the difference between extracellular and intracellular material. Mechanisms of movement across the cell membrane include diffusion, osmosis, filtration, active transport, endocytosis, and exocytosis. These are summarized in Table 5-4.




Table 5-4


Summary of Membrane Transport Mechanisms










	Mechanism

	Description










	Passive






	Simple diffusion

	Molecular movement down a concentration gradient






	Osmosis

	Movement of solvent toward high solute (low solvent) concentration; requires membrane






	Filtration

	Movement of solvent using hydrostatic pressure; requires membrane filter






	Active






	Active transport

	Movement of ions or molecules against a concentration gradient; requires carrier molecule and ATP






	Phagocytosis

	Ingestion of solid particles by creating vesicles; requires ATP






	Pinocytosis

	Ingestion of fluid by creating vesicles; requires ATP






	Exocytosis

	Secretion of cellular products by creating vesicles, then liberating contents to outside of cell; requires ATP
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Diffusion


Simple diffusion is the movement of substances from a region of high concentration to a region of low concentration. Odors permeate a room because the aromatic molecules diffuse through the air. A crystal of dye will color a whole beaker of water because the dye particles diffuse from the region of high concentration in the dye crystal to regions of low concentration in the water (Figure 5-9).
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Figure 5-9 Simple diffusion. Molecules of solute diffuse throughout the solvent until equilibrium exists.








In the examples of diffusion cited, there has been no membrane involved. Diffusion can also occur across a membrane as long as the membrane is permeable to the substances involved. For example, oxygen and carbon dioxide are able to diffuse through the cell membrane. When carbon dioxide builds up in the capillaries to a concentration that is higher than in the lungs, the carbon dioxide diffuses into the lungs to be exhaled. Similarly, when the level of oxygen in the capillaries is lower than the level of oxygen in the lungs, oxygen diffuses into the capillaries for distribution to the body cells. In this way, the gases are exchanged between the air and the blood in the lungs, and between the blood and the cells of the various tissues (Figure 5-10).
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Figure 5-10 Diffusion of oxygen and carbon dioxide in the lungs. Oxygen moves from the higher concentration in the lung into the lower concentration in the capillary. Carbon dioxide moves in the opposite direction.




















Osmosis


Osmosis (os-MOH-sis) involves the movement of solvent (water) molecules through a selectively permeable membrane from a region of higher concentration of water molecules (where the solute concentration is lower) to a region of lower concentration of water molecules (where the solute concentration is higher). Figure 5-11 illustrates osmosis. When equilibrium is reached, the solutions on both sides of the membrane have the same concentration but the solution that was more concentrated at the start (had more solute) will now have a greater volume. Water molecules continue to pass through the membrane after equilibrium, but because they move in both directions at the same rate there is no change in concentration or volume.
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Figure 5-11 Osmosis. Solvent molecules move across the membrane but solute molecules do not because the membrane is selectively permeable.








If a red blood cell, which contains 5% glucose, is placed in a container of 5% glucose solution, water will move in both directions at the same rate because the glucose concentrations inside and outside the cell are the same. Solutions that have the same solute concentration are isotonic (Figure 5-12, A).
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Figure 5-12 A, Isotonic solution. The extracellular concentration equals the intracellular concentration and there is no net movement of solvent. B, Hypertonic solution. The extracellular concentration is greater than the intracellular concentration and fluid moves from the cell into the surrounding fluid. The cell shrinks (crenates). C, Hypotonic solution. The extracellular concentration is less than the intracellular concentration and the solvent moves into the cell. The cell expands.








When a red blood cell is placed in a 10% glucose solution, water will leave the cell (where there are more water molecules) and enter the surrounding fluid (where there are fewer water molecules). When fluid leaves the cells, they will shrink or crenate. The 10% glucose solution is hypertonic (greater solute concentration) in relation to the cell (Figure 5-12, B).


When a red blood cell is placed in distilled water, water will enter the cell because there are more water molecules outside the cell than inside. The distilled water is hypotonic (lower solute concentration) in relation to the cell. As water enters the cell, it will swell because of the increased volume. If enough water goes into the cell, it may rupture. This is called lysis. When this happens to a red blood cell, it is called hemolysis (hee-MAHL-ih-sis) (Figure 5-12, C).


The terms isotonic, hypotonic, and hypertonic are relative. They are used to compare two solutions. A 5% glucose solution is hypertonic in relation to distilled water but hypotonic in relation to a 10% glucose solution.














Filtration


In diffusion and osmosis, particles (whether solute, solvent, or both) pass through a membrane by virtue of their own random movement, which is directed by a difference in concentration. In filtration, however, pressure pushes the particles through a membrane. Drip coffee makers, for example, use this principle. Water drips first through the coffee and then the water, and small particles pass through a filter. The large granules of coffee are too big to go through the pores in the filter. The size of the pores determines the size of the particles that can pass through the filter. The pressure is created by the weight of the water on the paper filter.


Contraction of the heart creates pressure in the blood. This fluid pressure or hydrostatic pressure, which is greater inside the blood vessels, pushes fluid, dissolved nutrients, and small ions through the capillary walls to form tissue fluid. The large protein molecules and blood cells are unable to pass through the pores in the capillary membrane. Blood is filtered through specialized membranes in the kidney as the initial step in urine formation. Water and small molecules and ions pass through the filtration membrane while blood cells and protein molecules remain in the blood.














Active Transport


In the transport mechanisms discussed thus far, no cellular energy has been involved and the molecules and/or ions have moved from a region of high concentration to one of low concentration. Active transport differs from these processes in that it moves molecules and ions “uphill” from an area of lower concentration to an area of higher concentration. To accomplish this, cellular energy is required in the form of ATP. If ATP is not available, active transport ceases immediately. Active transport also uses a carrier molecule. Amino acids and glucose are transported from the small intestine into the blood by active transport.


As a result of active transport, substances such as electrolytes are present in significantly higher concentrations on one side of the cell membrane than on the other. For example, sodium ions are more concentrated outside the plasma membrane than inside the cell. Potassium is just the opposite; its concentration is higher inside the cell. Normal passive transport, such as diffusion and osmosis, tends to equalize the concentrations on the two sides of the membrane. Active transport, in this case known as the sodium-potassium pump, moves the electrolytes against concentration gradients to maintain a high sodium concentration outside the cell and a high potassium concentration inside the cell. The process requires ATP and a protein carrier molecule.














Endocytosis


Endocytosis (en-doh-sye-TOH-sis) refers to the formation of vesicles to transfer particles and droplets from outside to inside the cell. In this case, the material is too large to enter the cell by diffusion or active transport. The process requires energy in the form of ATP. Phagocytosis, which means “cell eating,” is a form of endocytosis that involves solid material. The cell membrane engulfs a particle to form a vesicle in the cytoplasm. Lysosomes fuse with the vesicle and the enzymes digest the particle. Certain white blood cells are called phagocytes because they engulf and destroy bacteria in this manner. Another form of endocytosis is pinocytosis or “cell drinking.” It differs from phagocytosis in that the vesicles that are formed are much smaller and their contents are fluids. Pinocytosis is important in cells that function in absorption.














Exocytosis


In certain cells, secretory products are packaged into vesicles by the Golgi apparatus and are then released from the cell by a process called exocytosis (eck-soh-sye-TOH-sis). The secretory vesicle moves to the cell membrane, where the vesicle membrane fuses with the cell membrane and the contents are discharged to the outside of the cell. Secretion of digestive enzymes from the pancreas and secretion of milk from the mammary glands are examples of exocytosis. Exocytosis and endocytosis are similar except for working in opposite directions. They are both active processes that require cellular energy (ATP). Exocytosis releases substances to the outside of the cell, and endocytosis transports substances to the inside of the cell.




















Cell Division


Cell division is the process by which new cells are formed for growth, repair, and replacement in the body. This process includes division of the nuclear material and division of the cytoplasm. Periods of growth and repair are special periods in the life of an individual when it is obvious that new cells are needed either to increase the number of cells or to repair tissues after an injury. General maintenance and replacement needs of the body may not be quite as obvious. More than 2 million red blood cells are worn out and replaced in the body every second of every day. Skin cells are continually sloughed off the body's surface and must be replaced. The lining of the stomach is replaced every few days. All cells in the body (somatic cells), except those that give rise to the eggs and sperm (gametes), reproduce by mitosis. Egg and sperm cells are produced by a special type of nuclear division called meiosis, in which the number of chromosomes is halved. Division of the cytoplasm is called cytokinesis.








Mitosis


All somatic cells reproduce by mitosis, in which a single cell divides to form two new “daughter cells,” each identical to the parent cell. Humans have 23 pairs of chromosomes (or 46 chromosomes) in their cells. Each new cell that forms must also have that same number. For this to occur, events must proceed in an organized manner, chromosome material must replicate exactly, and then the chromosomes must separate precisely so that each new cell receives a set of chromosomes that is a carbon copy of the parent cells. For descriptive purposes, it is convenient to divide the events of mitosis into stages, as illustrated in Figure 5-13. It is important to remember that the process is a continual one and that there are no starting and stopping points along the way.
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Figure 5-13 Mitosis. Interphase is the period between active cell divisions. Prophase is the first stage of mitosis. The process continues through metaphase, anaphase, and telophase. Cytokinesis occurs in telophase. With the division of nuclear material and cytoplasm, two exact copies of the parent cell are produced.













Interphase


The period between active cell divisions is called interphase. This is a time of growth and metabolism and is usually the longest period of the cell cycle. In cells that are rapidly dividing it may last for as little as a few hours, but in other cells it may take days, weeks, or even months. Some highly specialized cells, such as nerve and muscle cells, may never divide and spend their whole life in interphase.


During interphase the cell increases in size and synthesizes an exact copy of the DNA in its nucleus so that when the cell begins to divide it has identical sets of genetic information. In addition, just before division the cell synthesizes an additional pair of centrioles and some new mitochondria. In addition to these synthetic activities, which are a preparation for division, normal cellular function takes place during interphase.













Prophase


After interphase, the cell begins mitosis. The first stage of mitosis is prophase. During prophase, the chromatin shortens, thickens, and becomes tightly coiled to form chromosomes. As a result of the replication in interphase, each chromosome has two identical parts, called chromatids, that are joined by a special region on each called the centromere. The two pairs of centrioles separate and go to opposite ends of the cytoplasm. Microtubules called spindle fibers form and extend from the centromeres to the centrioles. The nucleolus and nuclear membrane disappear during the latter part of prophase.













Metaphase


Prophase ends when the nuclear membrane disintegrates, and this signals the beginning of the next stage, metaphase. The chromosomes align themselves along the center of the cell during metaphase. This is the time when the chromosomes are most clearly visible and distinguishable.













Anaphase


The third stage of mitosis is anaphase. After the chromosomes are aligned along the center of the cell, the centromeres separate so that each chromatid now becomes a chromosome. At this time, there are actually two sets of chromosomes in the cell. The two chromatids (now chromosomes) from each pair migrate to the centrioles at opposite ends of the cell. The microtubules that are attached to the centrioles and centromeres shorten and pull the chromosomes toward the centrioles. At the end of anaphase, the cytoplasm begins to divide.













Telophase


The final stage of mitosis is telophase. This stage is almost the reverse of prophase. After the chromosomes reach the centrioles at the ends of the cell, a new nuclear membrane forms around them. The spindle fibers disappear. The chromosomes start to uncoil to become long, slender strands of chromatin, and nucleoli appear in the newly formed nucleus. During this time the cell membrane constricts in the middle to divide the cytoplasm and organelles into two parts that are approximately equal. Division of the cytoplasm is called cytokinesis (sye-toh-kih-NEE-sis). Except for size, the two newly formed daughter cells are exact copies of the parent cell. The two daughter cells now become interphase cells to carry out designated cellular functions and to undergo mitosis as needed.


Normally, body cells divide at a rate required to replace the dying ones. Normal cells are subject to control mechanisms that prevent overpopulation and competition for nutrients and space. Occasionally, a series of events occurs that alters some cells, so they lack the control mechanisms that tell them when to stop dividing. When the cells do not stop their mitotic activity, they form an abnormal growth called a tumor, or neoplasm.




















Meiosis


Meiosis is a special type of cell division that occurs in the production of the gametes, or eggs and sperm. These cells have only 23 chromosomes, one half the number found in somatic cells, so that when fertilization takes place the resulting cell will again have 46 chromosomes, 23 from the egg and 23 from the sperm. Meiosis is discussed in greater detail in Chapter 16. In brief, meiosis consists of two divisions, but DNA is replicated only once. The result is four cells, but each one has only 23 chromosomes. Figure 5-14 compares mitosis and meiosis.
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Figure 5-14 Comparison of mitosis and meiosis. The result of mitosis in humans is two cells, each with 46 chromosomes (23 pairs). Meiosis results in four cells, each with 23 chromosomes.


























DNA Replication and Protein Synthesis


Proteins that are synthesized in the cytoplasm function as structural materials, enzymes that regulate chemical reactions, hormones, and other vital substances. Because DNA in the nucleus directs the synthesis of the proteins in the cytoplasm, it ultimately determines the structural and functional characteristics of an individual. Whether a person has blue or brown eyes, brown or blond hair, or light or dark skin is determined by the types of proteins synthesized in response to the genetic information contained in the DNA in the nucleus. The portion of a DNA molecule that contains the genetic information for making one particular protein molecule is called a gene. If a cell produced for replacement or repair is to function exactly as its predecessor, then it must have the same genes, a carbon copy of the DNA. This is the purpose of DNA replication in cell division.


























Tissues and Membranes


A tissue is a group of cells that have similar structure and that function together as a unit. The microscopic study of tissues is called histology. A nonliving material called the intercellular matrix fills the spaces between cells. This may be abundant in some tissues and scarce in others. The intercellular matrix may contain special substances, such as salts and fibers, that are unique to a specific tissue and give that tissue distinctive characteristics.








Body Tissues


Four main tissue types are found in the body: epithelial, connective, muscle, and nervous. Each is designed for specific functions.








Epithelial Tissue


Epithelial (ep-ih-THEE-lee-al) tissues are widespread throughout the body. They form the covering of all body surfaces, line body cavities and hollow organs, and are the major tissue in glands. They perform a variety of functions that include protection, secretion, absorption, excretion, filtration, diffusion, and sensory reception.


The cells in epithelial tissue are tightly packed with little intercellular matrix. Because the tissues form coverings and linings, the cells have one free surface that is not in contact with other cells. Opposite the free surface, the cells are attached to underlying connective tissue by a noncellular basement membrane. Because epithelial tissues are typically avascular (without blood vessels), they must receive their nutrients and oxygen supply by diffusion from the blood vessels in the underlying tissues. Another characteristic of epithelial tissues is that they regenerate, or reproduce, quickly. For example, the cells of the skin and stomach are continually damaged and replaced, and skin abrasions heal quite rapidly.


Epithelia are classified according to cell shape and the number of layers in the tissue. Classified according to shape, the cells are squamous, cuboidal, or columnar, and the shape of the nucleus corresponds to the cell shape. Squamous cells are flat and the nuclei are usually broad and thin. Cuboidal cells are cubelike, as tall as they are wide, and the nuclei are spheric and centrally located. Columnar cells are tall and narrow, resembling columns, and the nuclei are usually in the lower portion of the cell near the basement membrane. According to the number of layers, epithelia are simple if they have only one layer of cells and stratified if they have multiple layers. Stratified epithelia are named according to the type of cells at the free surface of the tissue.





Highlight on Anatomy and Physiology





Congenital Abnormalities


Often, congenital anatomic abnormalities must be surgically repaired so that disruptions in physiology are corrected. For example, a cleft palate (anatomy) is repaired so that food will enter (physiology) the pharynx instead of the nasal cavity. Broken bones (anatomy) are reset so that function (physiology) is restored.








Cystic Fibrosis


Cystic fibrosis is an inherited disorder that affects 1 in every 2000 Caucasian live births. In cystic fibrosis the cell membrane proteins that function as channels for transporting chloride ions out of the cell are defective. Because chloride ion transport is altered, secretions such as mucus, sweat, and pancreatic juice are salty and thick. Thick mucus in the lungs leads to impaired breathing and increased infections. The ducts in the pancreas become plugged, which stops the flow of digestive enzymes. Life expectancy, with therapy, is about 27 years.








Kidney Dialysis


Normally functioning kidneys remove waste products from the blood. When the kidneys do not function properly, waste molecules can be removed from the blood artificially by a process called dialysis. Dialysis is a form of diffusion in which the size of the pores in a selectively permeable membrane separates smaller solute particles from larger solutes. In kidney dialysis, small waste molecules pass through the membrane and are removed from the blood. The protein molecules, which are needed in the blood, are too large to pass through the pores and thus are retained.








Neoplasms


A benign neoplasm consists of highly organized cells that closely resemble normal tissue. In contrast, a malignant neoplasm, or cancer, consists of unorganized and immature cells that are incapable of normal function. These cells may detach from the tumor site and travel in the blood or lymph to another site and establish a new tumor. This is called metastasis and is probably the most devastating property of malignant cells. A benign tumor of glandular epithelial cells is called an adenoma. An adenocarcinoma is a cancerous tumor arising from glandular cells. Carcinomas are solid cancerous tumors that are derived from epithelial tissue. Approximately 85% of all malignant neoplasms are carcinomas. Sarcomas are cancerous tumors that are derived from connective tissue. These account for approximately 10% of all malignant neoplasms.








Genetic Disorders


Genetic disorders are pathologic conditions caused by mistakes, or mutations, in a cell's genetic code. Mutations may occur naturally, or they may be induced by mutagens, such as radiation and certain chemicals. If the mutations occur in the gametes, the faulty code is passed from one generation to the next. Errors in the genes (DNA) cause the production of abnormal proteins, which result in abnormal cellular function. For example, in sickle cell anemia, a genetic blood disorder, red blood cells have abnormal hemoglobin because there is an “error” in the gene that directs hemoglobin synthesis.








Peritonitis


An inflammation of the serous membranes in the abdominal cavity is called peritonitis. This is sometimes a serious complication of an infected appendix. [image: image]














Simple Squamous Epithelium


Simple squamous epithelium (Figure 5-15) consists of a single layer of thin, flat cells that fit closely together with little intercellular matrix. Because it is so thin, simple squamous epithelium is well suited for areas in which diffusion and filtration take place. The alveoli or air sacs of the lungs, where diffusion of oxygen and carbon dioxide gases occurs, are made of simple squamous epithelium. This tissue is also found in the kidney, where the blood is filtered. Capillary walls, where oxygen and carbon dioxide diffuse between the blood and tissues, are made of simple squamous epithelium. Because it is so thin and delicate, this tissue is damaged easily and offers little protective function.
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Figure 5-15 Simple squamous epithelium in the alveoli of the lungs. It is also found in capillary walls and in renal corpuscles of the kidney.




















Simple Cuboidal Epithelium


Simple cuboidal epithelium (Figure 5-16) consists of a single layer of cube-shaped cells. These cells have more volume than squamous cells and also have more organelles. Simple cuboidal epithelium is found as a covering of the ovary, as a lining of kidney tubules, and in many glands, such as the thyroid, pancreas, and salivary glands. In the kidney tubules, the tissue functions in absorption and secretion. In glands, simple cuboidal cells form the secretory portions and the ducts that deliver the products to their destination.
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Figure 5-16 Simple cuboidal epithelium in the kidney tubules. It is also found in many glands and as a covering of the ovary.




















Simple Columnar Epithelium


A single layer of cells that are taller than they are wide makes up simple columnar epithelium (Figure 5-17). The nuclei are in the bottom portion of the cell near the basement membrane. Simple columnar epithelium is found lining the stomach and intestines, where it secretes digestive enzymes and absorbs nutrients. Because the cells are taller (or thicker) than either squamous or cuboidal cells, this tissue offers some protection to underlying tissues.
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Figure 5-17 Simple columnar epithelium in the lining of the stomach and intestines.








In regions where absorption is of primary importance, such as in parts of the digestive tract, the cell membrane on the free surface has numerous small projections called microvilli. Microvilli increase the surface area that is available for absorption of nutrients. Goblet cells are frequently interspersed among the simple columnar cells. Goblet cells are flask- or goblet-shaped cells that secrete mucus onto the free surface of the tissue. Cilia may be present to move secretions along the surface.














Pseudostratified Columnar Epithelium


Pseudostratified columnar epithelium (Figure 5-18) appears to have multiple layers (stratified), but it really does not. This is because the cells are not all the same height. Some cells are short and some are tall, and the nuclei are at different levels. Close examination reveals that all the cells are attached to the basement membrane but that not all cells reach the free surface of the tissue. Cilia and goblet cells are often associated with pseudostratified columnar epithelium. This tissue lines portions of the respiratory tract in which the mucus, produced by the goblet cells, traps dust particles and is then moved upward by the cilia. Pseudostratified columnar epithelium also lines some of the tubes of the male reproductive system. Here the cilia help propel the sperm from one region to another.
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Figure 5-18 Pseudostratified columnar epithelium in the respiratory tract. It also lines some of the male reproductive system.




















Stratified Squamous Epithelium


Stratified squamous epithelium, the most widespread stratified epithelium, is thick because it consists of many layers of cells (Figure 5-19). The cells on the bottom layer, next to the basement membrane, are usually cuboidal or columnar, and these are the cells that undergo mitosis. As the cells are pushed toward the surface, they become thinner, so the surface cells are squamous. As the cells are pushed farther away from the basement membrane, it is more difficult for them to receive oxygen and nutrients from underlying connective tissue, and the cells die. As cells on the surface are damaged and die, they are sloughed off and replaced by cells from the deeper layers. Because this tissue is thick, it is found in areas in which protection is a primary function. Stratified squamous epithelium forms the outer layer of the skin and extends a short distance into every body opening that is continuous with the skin.
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Figure 5-19 Stratified squamous epithelium from the outer layer of the skin. Note the numerous cell layers and the flattened cells at the surface.




















Transitional Epithelium


Transitional epithelium is a specialized type of tissue that has several layers but can be stretched in response to tension. The lining of the urinary bladder is a good example of this type of tissue. When the bladder is empty and contracted, the epithelial lining has several layers of cuboidal cells. As the bladder fills and is distended or stretched, the cells become thinner and the number of layers decreases.














Glandular Epithelium


Glandular epithelium consists of cells that are specialized to produce and secrete substances. Glandular epithelium normally lies deep to the epithelia that cover and line parts of the body. If the gland secretes its product onto a free surface via a duct, it is called an exocrine gland. Examples of exocrine glands include sebaceous glands, mammary glands, and salivary glands. If the gland secretes its product directly into the blood, it is a ductless gland, or endocrine gland. Endocrine glands are discussed in Chapter 11.




















Connective Tissue


Connective tissues bind structures together, form a framework and support for organs and the body as a whole, store fat, transport substances, protect against disease, and help repair tissue damage. They occur throughout the body. Connective tissues are characterized by an abundance of intercellular matrix with relatively few cells. Connective tissue cells are able to reproduce but not as rapidly as epithelial cells. Most connective tissues have a good blood supply, but some do not. Examples of connective tissue include adipose tissue, cartilage, and bone.


The intercellular matrix in connective tissue has a gel-like base of water, nonfibrous protein, and other molecules. Various mineral salts in the matrix of some connective tissues, such as bone, make them hard. Two types of fibers, collagenous and elastic, are frequently embedded in the matrix. Collagenous fibers, composed of the protein collagen, are strong and flexible but are only slightly elastic. They are able to withstand considerable pulling force and are found in areas in which this is important, such as in tendons and ligaments. When collagenous fibers are grouped together in parallel bundles, the tissue appears white, so they are sometimes called white fibers. Elastic fibers, composed of the protein elastin, are not very strong, but they are elastic. They can be stretched and will return to their original shape and length when released. Elastic fibers, also called yellow fibers, are located where structures are stretched and released, such as the vocal cords.


Numerous cell types are found in connective tissue. Three of the most common are the fibroblast, macrophage, and mast cell. As the name implies, fibroblasts produce the fibers that are in the intercellular matrix. Macrophages are large phagocytic cells that are able to move about and clean up cellular debris and foreign particles from the tissues. Mast cells contain heparin, an anticoagulant, and histamine, a substance that promotes inflammation and that is active in allergies.








Loose Connective Tissue


Loose connective tissue, also called areolar (ah-REE-oh-lar) connective tissue, is one of the most widely distributed tissues in the body. It is the packing material in the body. It attaches the skin to the underlying tissues and fills the spaces between muscles. Most epithelial tissue is anchored to this tissue by the basement membrane, and the blood vessels in the loose connective tissue supply nutrients to the epithelium above. The matrix is characterized by a loose network of collagenous and elastic fibers. The predominant cell is the fibroblast, but other connective tissue cells are also present (Figure 5-20).
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Figure 5-20 Loose (areolar) connective tissue. Note the fibroblasts and the two types of fibers embedded in a gel-like matrix.




















Adipose Tissue


Commonly called fat, adipose (ADD-ih-pose) tissue is really a specialized form of loose connective tissue in which there is little intercellular matrix. Some of the cells accumulate liquid triglyceride, or fat, droplets. When this happens, the cytoplasm and nucleus are pushed off to one side, and the cells swell and become closely packed together. Fat cells have the ability to take up fat and then release it at a later time. Adipose tissue forms a protective cushion around the kidneys, heart, eyeballs, and various joints. It also accumulates under the skin, where it provides insulation for heat. Adipose tissue is an efficient energy storage material for excess calories.














Dense Fibrous Connective Tissue


Dense fibrous connective tissue is characterized by closely packed parallel bundles of collagenous fibers in the intercellular matrix. There are relatively few cells, and the ones that are present are fibroblasts to produce the collagenous fibers. This is the tissue that makes up tendons, which connect muscles to bones, and ligaments, which connect bones to bones. Dense fibrous connective tissue has a poor blood supply, and this, along with the relatively few cells, accounts for the slow healing of this tissue.














Elastic Connective Tissue


Elastic connective tissue has closely packed elastic fibers in the intercellular matrix. This type of tissue yields easily to a pulling force and then returns to its original length as soon as the force is released. The vocal cords and the ligaments that connect adjacent vertebrae are composed of elastic connective tissue.














Cartilage


Cartilage has an abundant matrix that is solid, yet flexible, with fibers embedded in it. The matrix contains the protein chondrin (KON-drihn). Cartilage cells, or chondrocytes, are located in spaces called lacunae (lah-KOO-nee) that are scattered throughout the matrix. Typically, cartilage is surrounded by a dense fibrous connective tissue covering called the perichondrium. The perichondrium has blood vessels, but they do not penetrate the cartilage itself, and the cells obtain their nutrients by diffusion through the solid matrix. Cartilage heals slowly because there is no direct blood supply, and this also contributes to slow cellular reproduction. Cartilage protects underlying tissues, supports other structures, and provides a framework for attachments.


Hyaline cartilage (Figure 5-21) is the most common type of cartilage. It has fine collagenous fibers in the matrix and a shiny, white, opaque appearance. It is found at the ends of long bones, in the costal cartilage that connects the ribs to the sternum, and in the supporting rings of the trachea. Most of the fetal skeleton is formed of hyaline cartilage before it is replaced by bone.
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Figure 5-21 Hyaline cartilage. Note the chondrocytes within the lacunae.








Fibrocartilage has an abundance of strong collagenous fibers embedded in the matrix. This allows it to withstand compression, act as a shock absorber, and resist pulling forces. It is found in the intervertebral discs, or pads between the vertebrae; in the symphysis pubis, or pad between the two pubic bones; and between the bones in the knee joint.


Elastic cartilage has numerous yellow elastic fibers embedded in the matrix, which makes it more flexible than hyaline cartilage or fibrocartilage. It is found in the framework of the external ear, the epiglottis, and the auditory tubes.














Bone


Osseous tissue or bone is the most rigid of all the connective tissues. Collagenous fibers in the matrix give strength to bone, and its hardness is derived from the mineral salts, particularly calcium, that are deposited around the fibers. Bones form the framework for the body and help protect underlying tissues. They serve as attachments for muscles and act as mechanical levers in producing movement. Bone also contributes to the formation of blood cells and functions as a storage area for mineral salts.


Cylindric structural units, called osteons or haversian (hah-VER-shun) systems, are packed together to form the substance of compact bone (Figure 5-22). The center or hub of the osteon is a tubular osteonic or haversian canal that contains a blood vessel. The matrix is deposited in concentric rings called lamellae (lah-MEL-ee) around the canal. Osteocytes, or bone cells, are located in lacunae between the lamellae so that they are also arranged in concentric rings. Slender processes from the bone cells extend through tiny tubes in the matrix called canaliculi (kan-ah-LIK-yoo-lye) to other cells or to the osteonic canals. This provides a readily available blood supply for the bone cells, which allows a faster repair process for bone than for cartilage.




[image: image]


Figure 5-22 Compact bone (osseous tissue). Note the osteons with a central haversian canal and concentric lamellae of matrix. Canaliculi extend from the osteocytes, which are located within lacunae.




















Blood


Blood is a unique connective tissue because it is the only one that has a liquid matrix. It is a vehicle for transport of substances throughout the body. Erythrocytes, or red blood cells, and leukocytes, or white blood cells, are suspended in a liquid matrix called plasma (Figure 5-23). The red blood cells transport oxygen from the lungs to the tissues. White blood cells are important in fighting disease. Another formed element in the blood is the platelet, or thrombocyte, which is not actually a cell but a fragment of a giant cell in the bone marrow. Platelets are important in initiating the blood clotting process. Blood is discussed in more detail in Chapter 12.
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Figure 5-23 Blood. Note the blood cells and platelets, which are suspended in a liquid plasma.


























Muscle Tissue


Muscle tissue is composed of cells that have the special ability to shorten or contract in order to produce movement of body parts. The tissue is highly cellular and is well supplied with blood vessels. The cells are long and slender, so they are sometimes called muscle fibers, and these are usually arranged in bundles or layers that are surrounded by connective tissue. Muscle tissue is of three types: skeletal muscle, smooth muscle, and cardiac muscle.








Skeletal Muscle


Skeletal muscle tissue (Figure 5-24) is what is commonly thought of as “muscle.” It is the meat of animals, and it constitutes about 40% of an individual's body weight. Skeletal muscle cells (fibers) are long and cylindric with many nuclei (multinucleated) peripherally located next to the cell membrane. The cells have alternating light and dark bands that are perpendicular to the long axis of the cell. These bands are a result of the organized arrangement of the contractile proteins in the cytoplasm and give the cell a striated appearance. Skeletal muscle fibers are collected into bundles and wrapped in connective tissue to form the muscles, which are attached to the skeleton and which cause body movements when they contract in response to nerve stimulation. Skeletal muscle action is under conscious or voluntary control. Chapter 8 describes skeletal muscles in more detail.
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Figure 5-24 Skeletal muscle. Note the long cylindric fibers with striations.




















Smooth Muscle


Smooth muscle tissue (Figure 5-25) is found in the walls of hollow body organs, such as the stomach, intestines, urinary bladder, uterus, and blood vessels. It normally acts to propel substances through the organ by contracting and relaxing. It is called smooth muscle because it lacks the striations evident in skeletal muscle. Because it is found in the viscera or body organs, it is sometimes called visceral muscle. Smooth muscle cells are shorter than skeletal muscle cells, are spindle-shaped and tapered at the ends, and have a single, centrally located nucleus. Smooth muscle usually cannot be stimulated to contract by conscious or voluntary effort, so it is called involuntary muscle.
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Figure 5-25 Smooth muscle. Note the spindle-shaped cells with tapered ends.




















Cardiac Muscle


Cardiac muscle tissue (Figure 5-26) is found only in the wall of the heart. The cardiac muscle cells are cylindric and appear striated, similar to skeletal muscle cells. Cardiac muscle cells are shorter than skeletal muscle cells and have only one nucleus per cell. The cells branch and interconnect to form complex networks. At the point where one cell attaches to another, there is a specialized intercellular connection called an intercalated (in-TER-kuh-lay-ted) disc. Cardiac muscle appears striated like skeletal muscle, but its contraction is involuntary. It is responsible for pumping the blood through the heart and into the blood vessels.
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Figure 5-26 Cardiac muscle. Note the branching striated cells and intercalated disks.


























Nervous Tissue


Nervous tissue is found in the brain, spinal cord, and nerves. It is responsible for coordinating and controlling many body activities. It stimulates muscle contraction, creates an awareness of the environment, and plays a major role in emotions, memory, and reasoning. To do all of these things, cells in nervous tissue need to be able to communicate with each other by way of electrical nerve impulses.


The cells in nervous tissue that generate and conduct impulses are called neurons or nerve cells. These cells have three principal parts: the dendrites, the cell body, and one axon (Figure 5-27). The main part of the cell, the part that carries on the general functions, is the neuron cell body. Dendrites are extensions, or processes, of the cytoplasm that carry impulses to the cell body. An extension or process called an axon carries impulses away from the cell body.
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Figure 5-27 Neuron (nervous tissue). Note the dendrites, axon, and cell body.








Nervous tissue also includes cells that do not transmit impulses but instead support the activities of the neurons. These are the glial (GLEE-al) cells (or neuroglial cells), together termed the neuroglia. Supporting, or glial, cells bind neurons together and insulate the neurons. Some are phagocytic and protect against bacterial invasion, whereas others provide nutrients by binding blood vessels to the neurons. Further detail on nerve tissue is presented in Chapter 9.





Highlight on Conditions Affecting Tissues







Adhesion (add-HEE-shun) Abnormal joining of tissues by fibrous scar tissue


Carcinoma (kar-sih-NOH-mah) A malignant growth derived from epithelial cells


Lipoma (lih-POH-mah) Benign tumor derived from fat cells


Marfan syndrome (mahr-FAHN SIN-drohm) A congenital disorder of connective tissue characterized by abnormal length of the extremities and cardiovascular abnormalities


Myoma (mye-OH-mah) Benign tumor formed of muscle tissue


Papilloma (pap-ih-LOH-mah) Benign epithelial tumor; may occur on any epithelial surface or lining


Sarcoma (sar-KOH-mah) A malignant growth derived from connective tissue cells


Scurvy (SKUR-vee) A condition caused by a deficiency of vitamin C in the diet, which results in abnormal collagen synthesis


Systemic lupus erythematosus (sih-STEM-ik LOO-pus air-ith-eh-mah-TOH-sis) Chronic autoimmune connective tissue disease characterized by injury to the skin, joints, kidneys, nervous system, and mucous membranes, but can affect any organ of the body [image: image]


























Body Membranes


Body membranes are thin sheets of tissue that cover the body, line body cavities, cover organs within the cavities, and line the cavities in hollow organs. By this definition, the skin is a membrane because it covers the body, and indeed, the skin, or integument, is sometimes called the cutaneous membrane. This membrane is discussed in Chapter 6. This section examines two epithelial membranes and two connective tissue membranes. Epithelial membranes consist of epithelial tissue and the connective tissue to which it is attached. The two main types of epithelial membranes are the mucous membranes and serous membranes. Connective tissue membranes contain only connective tissue. Synovial membranes and meninges belong to this category.








Mucous Membranes


Mucous membranes are epithelial membranes that consist of epithelial tissue attached to underlying loose connective tissue. These membranes (sometimes called mucosae) line the body cavities that open to the outside. The entire digestive tract is lined with mucous membranes. Other examples include the respiratory, urinary, and reproductive tracts. The type of epithelium varies depending on its function. In the mouth, the epithelium is stratified squamous for its protection function, but the stomach and intestines are lined with simple columnar epithelium for absorption and secretion. The mucosa of the urinary bladder is transitional epithelium so that it can expand. Mucous membranes get their name from the fact that the epithelial cells secrete mucus for lubrication and protection.














Serous Membranes


Serous membranes line body cavities that do not open directly to the outside, and they cover the organs located in those cavities. A serous membrane, or serosa, consists of a thin layer of loose connective tissue covered by a layer of simple squamous epithelium called mesothelium. These membranes always have two parts. The part that lines a cavity wall is the parietal layer, and the part that covers the organs in the cavity is the visceral layer (Figure 5-28). Serous membranes are covered by a thin layer of serous fluid that is secreted by the epithelium. Serous fluid lubricates the membrane and reduces friction and abrasion when organs in the thoracic or abdominopelvic cavity move against one another or the cavity wall.
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Figure 5-28 Body membranes.








Serous membranes have special names according to their location. The serous membrane that lines the thoracic cavity and covers the lungs is the pleura, with the parietal pleura lining the cavity and the visceral pleura covering the lungs. The pericardium (pair-ih-KAR-dee-um) lines the pericardial cavity and covers the heart. The serous membrane in the abdominopelvic cavity is the peritoneum (pair-ih-toh-NEE-um).














Synovial Membranes


Synovial (sih-NOH-vee-al) membranes are connective tissue membranes that line the cavities of the freely movable joints such as the shoulder, elbow, and knee. Similar to serous membranes, they line cavities that do not open to the outside. Unlike serous membranes, they do not have a layer of epithelium. Synovial membranes secrete synovial fluid into the joint cavity, and this lubricates the cartilage on the ends of the bones so that they can move freely and without friction. In certain types of arthritis, these membranes become inflamed and the fluid becomes viscous. This reduces lubrication and increases friction, and movement becomes difficult and painful.














Meninges


The connective tissue coverings around the brain and spinal cord, within the dorsal cavity, are called meninges (meh-NIN-jeez). They provide protection for these vital structures. The outermost layer of the meninges is the toughest and is called the dura mater (DOO-rah MAY-ter). The middle layer, the arachnoid (ah-RAK-noyd), is quite fragile. The pia mater (PEE-ah MAY-ter), the innermost layer, is delicate and closely adherent to the surface of the brain and spinal cord. Inflammation of the meninges is meningitis. Further discussion of the meninges appears in Chapter 9.
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	Medical Term

	Word Parts

	Definition










	Active transport

	
trans-: across, through

	Process that moves substances across or through a membrane and requires cellular energy.






	Anatomic position

	 

	Standard reference position for the body.






	Chondrocyte

	
chondr/o: cartilage
-cyte: cell

	Cartilage cell.






	Collagenous fibers

	
-ous: pertaining to

	Strong and flexible connective tissue fibers that contain the protein collagen.






	Cytokinesis

	
cyt/o: cell
-kinesis: movement

	Division of the cell at the end of mitosis to form two separate daughter cells.






	Diffusion

	 

	Movement of substances from a region of high concentration to a region of low concentration.






	Elastic fibers

	 

	Yellow connective tissue fibers that are not particularly strong but can be stretched and will return to their normal shape when released.






	Fibroblast

	
fibr/o: fiber
-blast: to form, immature cell

	Connective tissue cell that produces fibers.






	Histology

	
-hist/o: tissues
-logy: study

	Branch of microscopic anatomy that studies tissues.






	Homeostasis

	
home/o: sameness, unchanging, constant
-stasis: to stop, control, place

	A normal stable condition in which the body's internal environment remains the same; constant internal environment.






	Human anatomy

	
anatomy: structure

	Study of human body shape and structure and the relationships of its parts.






	Human physiology

	
physi/o: nature, function
-logy: study

	Study of the functions of humans and their separate parts.






	Macrophage

	
macro-: large
-phage: eat, swallow

	Large phagocytic connective tissue cell that functions in the immune response.






	Mast cell

	 

	A connective tissue cell that produces heparin and histamine.






	Meiosis

	 

	Type of nuclear division in which the number of chromosomes is reduced to one half the number found in a body cell; results in the formation of egg or sperm.






	Metabolism

	 

	The total of all biochemical reactions that take place in the body; includes anabolism and catabolism.






	Mitosis

	 

	Process by which the nucleus of a body cell divides to form two new cells, each identical to the parent cell.






	Negative feedback

	 

	A mechanism of response in which a stimulus initiates reactions that reduce the stimulus.






	Neuroglia

	
neur/o: nerve
-glia: glue

	Supporting cells of nervous tissue; cells in nervous tissue that do not conduct impulses; nerve glue.






	Neuron

	
neur/o: nerve

	Nerve cell, including its processes; conducting cell of nervous tissue.






	Osmosis

	 

	Diffusion of water through a selectively permeable membrane.






	Osteocyte

	
oste/o: bone
-cyte: cell

	Mature bone cell.






	Passive transport

	trans-:

	Process that moves substances across or through a membrane and does not require cellular energy.






	Phagocytosis

	
phag/o: eat, swallow
-cyt-: cell
-osis: condition

	Condition of cell eating; a form of endocytosis in which solid particles are taken into the cell.






	Pinocytosis

	
pin/o: to drink
-cyt-: cell
-osis: condition

	Condition of cell drinking; a form of endocytosis in which fluid droplets are taken into the cell.






	Tissue

	 

	Group of similar cells specialized to perform a certain function.





















[image: image] On the Web


For information on the human body:




American Medical Association: www.ama-assn.org


Cell Biology: www.cytochemistry.net/cell-biology


Cells Alive: www.cellsalive.com


Healthfinder: www.healthfinder.gov


Inner Body: Human Anatomy Online: www.innerbody.com


Loyola University Medical Education Network: www.lumen.luc.edu/lumen/meded/histo/frames/histo_frames.html


MadSci Network: www.madsci.org


MedlinePlus Tutorials: www.nlm.nih.gov/medlineplus/tutorials


Medscape: www.medscape.com


Medtropolis: The Virtual Body: www.medtropolis.com


The Virtual Cell Web Page: www.ibiblio.org/virtualcell


The Visible Human Project: www.nlm.nih.gov/research/visible


University of Utah Health Sciences Center: library.med.utah.edu
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Body Temperature

Oral Method of Measuring Body Temperature: Procedure
Follow these guideiines for measuring the body
temperature orally.

Placement: The tip i placed under the tongue.

Length of time needed to reach temperature: Approximately
1 minute is required for an accurate reading. Wait unti the.
temperature is displayed or the unit beeps.

cont : 00 not use the oral method i the patent:
i< ot able o holdthe op Uncer the tonaue for

ot na pats & b accontant for Shkpen under
the age of 2 years old.

View the following for details about taking and documenting an oral temperature.
[ 3 T2king 2n Oral Temper:
LY wmarion

=]

L woeo

Click Next to continue.

casors | Provious
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Integumentary System

Skeletal System

Muscular System

j

COMPONENTS: Skin, hir, nals, swea,
sebaceots glands

COMPONENTS: Bores, cartage, ligaments

‘COMPONENTS: Miscles

FUNCTIONS: Cavers and protects body;
roguiss temperatire

FUNCTIONS: Provides body framework and support, protects;
attaches muscles to bones; provides caleium storage

FUNCTIONS: Prodices movement; maintirs,
posture; provides heat

Nervous Sysiem

Endocrine Sysiem

Cardiovascular System

j

‘COMPONENTS: Bri sinalcord,nerves,
serse receptors

COMPONENTS: Piary, adreral, thy roid, other ductiess glands

COMPONENTS: Heart blood vessels, blood

FUNCTIONS: Coordinates body activities;
receives and trnsis stimuli

FUNCTIONS: Regulates metabolic activities and body chermisry

FUNCTIONS: Transports muteral fom ane pat of the
body to another defends against disease

Lymphutic System

Digestive System

Respiratory System.
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[Technique Description Example
Ofering filse “Telling the patient that every thing will be al right implies thatthe patient should not feel amvety or concem. “Dantworry; your husband will
reassurance Especially insppropriate when the medical ssisant does not know what will happen. come through this with fiying
colors.”
Disapproving, Making a negative value judgment about he patients thinking or behavior; by imply ng or stting that a patient s | “You shouldsit be smoking, you
blaming responsible for his or her health problem, the medical ssistant encourages the patient to defend againstatiack. | know. No wonder you have
ther than establishing tst. rouble breathing.”

Challenging Insisting that the patient prove a sttement or belik. “Justshow me something in writing
that says people should never
take aboth”

Defending Protecting oneself or someone else from criicism which implies that the patient does nothave a ight o have a | “Dr. Lawler's patients never have to

diffeent opinion. waitvery long.”

Asking for Because patients often donit know why they feel or act s they do, asking why may be fstzating and cause them | “Why don't youstick o your diet?”

explnations of | 1o become defersive. ETTe———
feelings or Why are youngey
behavior

Belitling or Acting as if eelings are less intense than they are oF not even presen; this implis thatthe patient’s feelings are | “You ae really making a big deal

negating ot real or not justfied outofalitle cut”

feelings
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For information on hypercnsion:
American Here Aociion: wvamercanhesrorg

Naonsl Her, Lung, nd Blood st vl i o

Candiclogy Channel: wi cardislogychannel.com

Hypercnsion Educaion Foundation: wwowhypercnsonfoundation org

Ameica Sociey of Hypetesion wawash-usorg

WEbMD on Hpertension: e comhypetension high-blod.presureHdfl b
MelicineNec Hypertcnson: o meliinenceconhigh.bood_presurclaride b,

Mayo Clinc Hyperinsion: wawmayoliniccom/heskhigh bood-presure 0100

For information on lung discssc:

American Lung Asocision: wewlunguss.org

Pulmonology Channc: wpulmonalogychannclcom
Lung Cancer Online: wwlungesnceronlneors
‘Womens Holdh—Lung Discic: wewswomensheskh gov/FAQlung-dsssci
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[Technique ~ Deseription Euample
Using open | Asking questions that o not expecta partcular answer, especially a yes or no answer. “What' been going on hiely?”
questions “How would you describe your stomach pin?”
Repeating or | Saying the same thing = the patent either 2 a salement 0. question o encourage agreement, | Pufen: I fecls ik someone is siabbing me in he side.”
rephrsing | disagreement or larfication

Miical assisont: “Like a ke i your s,

Trarslating a

“Trarslating the putent's nonverbal expression of emofion info a verbal expression.

Putient:“All he doctor visss, the medication, the pain—

ol s elly o0 mch”
message Medical assistant: “You sound like you feel
o words overwhelmed”

Refiocting | Reflecting s bmin, quesion orsaementarourel 0 reflectbock i o atiet, i ives | Puient Wouldyouhave s surgery f youwere me?”

et codence 2 contre Nt st “Whot o o hink st bving e
sugey?”

Forptvaing | Farapheasing s e poents sement o o mecied ooionts v ol samarizing | Mofialastont 5 o o stk o e o e
wd e e meaning but ey leave ot some of e i, The paposs are o vl ot | | eting seady more ineree nd more heguent
Summriing | the mical sisnt s ndersood and o encouge clafcaton S tis mormig ittt upatall”

Troviding | Syl waitg fo e ptet o contine: allows e ptent o choose whether 0 conties 1| STknce)

Steree Choose anew fopc

[ S P —————— it Ul 1o i <oming 0 see D g
implied Madical assistant. But you didh't want o come today...”

ki or | Aokig o7 more il o clarr seen e e etk ot e il st b | Matial it s ot clear o e how ofeyoutane
ctcaion | ot undersood vt may show e posiré how o ke e message clerer, cen ki s medicaon. Do you ke itbeore

every meal, arjust when you are at home?”






