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(Can casual use of medical evidence cause
harm and erode bioethical values?

)CASE

Ms. M. is a 19-year-old African-
American female, presenting to the
emergency department (ED) with bi-
lateral leg and back pain that has been
present for 3 months but has worsened
over the past week. She is not able to
sleep and has recently had recurrence
of suicidal ideation. Ms. M. is with-
drawn with a flat affect, and she has the
hood of her sweatshirt pulled over her
eyes. She is wearing headphones and
1s singing along to the music. Ms. M.
states that attempts to manage her pain
at home with ibuprofen and alcohol
have been unsuccessful. She smells

of alcohol and of urine, and her wet
clothes appear to indicate she has been
incontinent of urine. She describes her
pain as a 9 on a 10-point scale.

The PA providing the triage evalua-
tion sends Ms. M. to the waiting room,
where she sits for several hours before
being seen by another PA, who elicits a
medical history of depression, suicidal
ideation, and psychiatric care. Ms. M.
also requests a prescription for Vicodin.
Unemployed, she lives with her female
partner and their two children, who are
also present. Ms. M!s partner is upset
about what she perceives to be a delay in
care. On examination, Ms. M. has a BP
of 136/95 mm Hg. The PA also notes
that none of the patient’s other vital signs
are elevated, demonstrating an absence
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of uncontrolled pain, and therefore rec-
ommends ibuprofen or acetaminophen.
The PA then presents his findings
to his supervising physician. To sup-
port his view that the patient is drunk
and seeking drugs, he cites the odor of
ethyl alcohol, the incontinence, and the
flat affect—all of which the PA feels are
inconsistent with uncontrolled pain.
"The supervising physician notes that
there has been no neurologic examina-
tion and shares her concern that the
history and symptoms may be con-
sistent with cauda equina syndrome.
Subsequent examination and testing
affirm this diagnosis, indicating a lum-
bar plexus tumor compression.

)THE ETHICAL QUANDARY
"This case raises several key questions.
Can PAs be made aware of stereotypes
and unconscious biases that may impair
clinical decision-making? Will the use of
evidence-based medicine and guidelines
fully eliminate these factors? What con-
stitutes reliable evidence? Do evidence-
based medicine checklists provide for
the contextual issues unique to each
patient? Can PAs integrate evidence
while ignoring contextual issues and
still practice within ethical guidelines?
Does selective utilization of medical
evidence violate ethical principles and
harm patients? Is there an ethical re-
sponsibility to address the evidence that
clinicians are not value-neutral? Finally,
can disparities in care be reduced more
quickly by looking outside the exam-
ination room? Although we will not
resolve all of these conundrums in this
column, we propose that resolution will
be facilitated by consideration.

}DISCUSSION

Medical indications (beneficence and
nonmaleficence) Ms. M. had a severe
spine injury and presented promptly to
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anearby ED. Cauda equina syndrome
1s a neurologic condition that requires
prompt decompression of the spinal
cord. It can be caused by trauma or

a tumor and is often characterized by
saddle anesthesia, severe bilateral leg
pain, and incontinence.'

Patient preference (autonomy) Ms.
M. and her partner felt that the denial
of pain medication was unreason-
able, noting that the patient had not
consumed alcohol for 12 hours. Ms.
M's futility in advocating for prompt
care and appropriate pain treatment
appeared to have been made more
difficult by the PA’s belief that people
mn uncontrolled pain will present with
consistent and predictable signs and
symptoms. Pain expression 1s known
to be influenced by cultural factors, and
variations in expression are not reliable
predictors of pain.>?

Quality of life (beneficence, non-
maleficence, autonomy) The patient’s
function had clearly declined in the
past week, noted by increased pain and
other symptoms. The inability to con-
trol this pain with her current regimen
has had a significant negative impact on
Ms. M. and her family’s quality of life.

Contextual features (justice) This
case raises several issues related to
contextual features and the bioethical
principle of justice.

Does the rubber meet the road in or
out of the examination room? Pincus
has noted that the most effective tools
for rapidly decreasing racially influenced
disparities may in fact take place outside
the examination room.*

Physician assistants and other medical
practitioners may get lost in the myriad
of evidence and guidelines presented
to them on an almost daily basis. PAs
may have a tendency to see the specific
treatment guidelines as “real” evidence,
possibly setting aside related social deter-



minants of health. Battling for control of
methodology that defines “reliable” also
confounds the approach to evidence.

Ethical principles suggest that PAs
engage patients beyond the walls of
the examination room. Choosing to
set aside evidence from factors on the
societal scale may place providers at
clear odds with professional and ethical
principles of justice, beneficence, and
nonmaleficence.

Integrating evidence about uncon-
scious bias Data continue to mount
showing that the impact of provider
unconscious bias and stereotyping of
patients negatively impacts patient care.
Nonwhite patients consistently receive
unequal levels of care compared with
white counterparts, even when issues to
which health disparities are commonly
attributed (access, comorbidities, insur-
ance status, patient preferences) are
accounted for.?

think. These efforts consistently point
to one startling conclusion: increasing
provider awareness of clinician bias has
the potential to decrease its frequency
and impact.”® One awareness tool,
called perspective taking, promotes pro-
vider empathy and has been shown to
decrease the impact of bias.’

Are you sure about that? Burgess
has found that lack of certainty increases
dependence on cognitive shortcuts in
the form of unconscious biases and ste-
reotypes.’ The complexity of this case
increases the need for the provider to fill
in the gaps with information generated
from the implicit bias and unconscious
stereotyping, a tendency found to occur
more frequently in complex cases.!!

This case highlights two salient com-
plexities related to the role of evidence
in PA practice. What obligation do PAs
have to integrate evidence related to
social determinants of ill health into their

“The concept of ‘Citzen PA’ explores activism,
whereby shaping societal forces may have more
impact than diagnostic acumen.”

In this case, the patient’s pain went
untreated because of clinician assump-
tions about the validity of her pain
complaints. Todd’s studies on the pain
medication provided to patients in ED
settings show that nonwhite patients are
given less pain medication at discharge.’

The Healthy People 2010 companion
document for lesbian, gay, bisexual, and
transgender (LGBT) health cites a broad
array of bias toward LGBT patients
by providers, consistent with a lack of
appropriate training on caring for these
populations.® These known barriers
complicate the care of LGBT patients.

The ethical conundrum presented by
this case relates to improving case-based
care for patients using awareness of
clinician bias and stereotyping. Much
of the research informing PA under-
standing of unconscious clinician bias
comes from investigating the mechan-
ics of human cognition, or how we

practice? Is it ethical for PAs to focus
on treatment guidelines and set aside
evidence pointing to structural causes
of poor health? Furthermore, how does
the PA determine if evidence offered to
guide PA practice is accurate and applica-
ble to increasingly diverse populations?
We have previously described the
concept of the PA’s responsibility to
participate in the shaping of the societal
context in which patients receive health
care. The concept of “Citizen PA” ex-
plores PA activism, whereby participa-
tion in shaping societal forces may have
more impact on patient health than
diagnostic and procedural acumen.'***
An additional area for consideration
1s how accuracy of evidence can be
brought into question when guidelines
are created by those in a position to
profit from guideline adherence. For
example, what is the proper diagnostic
mterpretation of the patients’ BP reading

of 136/95 mm Hg? Using the Seventh
Report of the Foint National Commattee
on Prevention, Detection, Evaluation,
and Treatment of High Blood Pressure
(JNC 7) guidelines, any systolic reading
above 120 mm Hg is considered pre-
hypertensive. This new category came
with the JNC 7 guidelines of 2003. Nine
of the 11 members of the JNG 7 panel
had direct financial ties to pharmaceuti-
cal companies that could potentially
profit from the prescribing driven by
the new guidelines.!* This connection
between research and profit potentially
impacts the integrity of evidence and
warrants further exploration. Jaapa
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