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			Abstract

			Pharmacy is regarded as one of the most trusted professions in the world. Doctors are very important part of our society. They diagnose the disease and prescribe the medicines for the treatment of the diseases. Like Doctors, Pharmacist is also very important personality because he formulates the medicines, which are prescribed by doctors. So, we can say that without pharmacist, doctors cannot improve the public health and cannot cure the disease. Now, in 1948, the Universal Declaration of Human Rights recognizes “the inherent dignity” and the “equal and unalienable rights of all members of the human family”. And it is on the basis of this concept of the person, and the fundamental dignity and equality of all human beings, that the notion of patient rights was developed. In other words, what is owed to the patient as a human being, by physicians and by the state, took shape in large part thanks to this understanding of the basic rights of the person.

			Purpose of the study: Discussion and projection about pharmacy profession and its characteristics, professional behavior and ethical aspects. The pharmacists have a vital role to play with patient rights.

			Findings: As a human being, patient have several rights to be followed during treatment intervention. Pharmacists are yet to get their status as a healthcare provider to follow and honor those rights. 

			Materials and Methods: Research conducted a comprehensive year-round literature search, which included books, technical newsletters, newspapers, journals, and many other sources. Medicine and technical experts, pharma company executives and representatives were interviewed. Projections were based on all ethical and professional aspects pharmacists need to cover, including patient rights.

			Research limitations: Very few areas in Asian countries, the patient rights are recognized or followed. Very few providers like to talk about patient rights because of their commercialism and busy schedule. Pharmacists as healthcare professionals are yet to be explored in this arena. Patient literacy and understanding is also a factor why these rights are merely discussed and followed.

			Practical Implication: The soul of this article was to detail pharmacy profession and ethics towards patient rights, in simple words. Along with students, researchers and professionals of different background and disciplines, eg. Pharmacists, marketers, doctors, nurses, hospital authorities, public representatives, policy makers and regulatory authorities have to acquire much from this article.

			Social Implication: Pharmacists have several scopes to work in healthcare system in a country like Bangladesh as there is a scarcity of resources, fewer access to general people for adequate and better treatment. The article should contribute an integrated discussion about the importance of pharmacy professionals at different levels of healthcare settings in detailing the patient rights.

			Keywords: Ethics; Consumerism Vs paternalism; Partnership; Patientr; Provider patient Relationship; Healthcare policy

		

		
			Introduction

			There is a lack of interaction between pharmacist and patient in our society, which worsens the public health because when pharmacist does not know about the problems of the patient, he will not be able to formulate those medicines, which can cure the patient, and which are effective against patient’s disease. We need to enhance the interaction between pharmacist and patient. From conversation with a patient, a pharmacist must be able to identify and evaluate important health aspects which may need attention. Government restricts the practice of Pharmacy to those who qualify under regulatory requirements and grant them privileges necessarily denied to others. In return Government 

expects the Pharmacist to recognize his responsibilities and to fulfill his professional obligations honorably and with due regard for the well-being of society. Standards of professional conduct for pharmacy are necessary in the public interest to ensure an efficient pharmaceutical service. 

			An understanding of patient rights and practice is a completion approach in pharmacists’ healthcare service. Also, the code of ethics [1] covers the area of patient rights. “A pharmacist respects the autonomy and dignity of each patient…A pharmacist respects the values and abilities of colleagues and other health professionals…. A pharmacist seeks justice in the distribution of health resources”

			Patient rights determination in professional characteristics

			Health professional-patient relationship: consumerism vs paternalism: It was not long ago that when a patient was instructed by their physician or pharmacist to take a medication, they did so without question. Medical paternalism-the belief that the health care professional knew best-was accepted as standard practice by most health care professionals and their patients. 

			Relationship with the patient: Pharmacists are primarily visible in the healthcare chain. Pharmacists are employed throughout the pharmaceutical chain, from design and production to the dispensing of a medicine and counselling. Regardless of where each pharmacist works, however, his professional actions take place in a context in which:

			A.	The patient is at the center of the practice;

			B.	A confidential relationship between pharmacist and patient is essential;

			C.	Decisions are taken bearing in mind the patient’s expectations and experiences;

			D.	Success is determined by the outcome achieved for the patient;

			E.	The patient’s needs determine the place of practice

			F.	Each patient receives access to the medicine in the same way and to the same extent;

			G.	Patient care is supported by the product, the documentation and the administration (Charter Professionalism of the pharmacists).

			Partnership: A good partnership between a practitioner and the person they are caring for requires high standards of personal conduct. This involves:

			A.	Being courteous, respectful, compassionate and honest

			B.	Treating each patient or client as an individual

			C.	Protecting the privacy and right to confidentiality of patients or clients, unless release of information is required by law or by public interest considerations

			D.	Encouraging and supporting patients or clients and, when relevant, their career/s or family in caring for themselves and managing their health

			E.	Encouraging and supporting patients or clients to be well-informed about their health and assisting patients or clients to make informed decisions about their healthcare activities and treatments by providing information and advice to the best of a practitioner’s ability and according to the stated needs of patients or clients

			F.	Respecting the right of the patient or client to choose whether or not they participate in any

			treatment or accept advice, and Recognizing that there is a power imbalance in the practitioner-patient/client relationship and not exploiting patients or clients physically, emotionally, sexually or financially (Code of conduct for registered health practitioners)

			Patient’s rights 

			Patients generally choose their own physician, pharmacy, and hospital. Patients are allowed to choose from multiple options of treatment when they exist. Patients must give their approval, through the process of informed consent, prior to the initiation of care. All the preceding presupposes that treatment is available and that the patient has the economic wherewithal to pay for that treatment. For patients who are uninsured or lack the ability to pay, the right to choose the nature of their health care is meaningless. Patients also have a right to treatment that is both safe and effective within given parameters. 

			Ethical principles and moral rules

			The code of conduct to guide decision making for pharmacist and maintain ethical integrity varies according to the country and professional body that creates the guidelines. However, the ethical principles are similar and can be separated into five main categories: the responsibility for the consumer, the community, the profession, the business and the wider healthcare team. The ethical responsibilities of a pharmacist that relate to the consumer include:

			A.	To recognize the consumer’s health and wellbeing as their first priority and utilize knowledge and provide compassionate care in an appropriate and professional manner.

			B.	To respect the consumer’s autonomy and rights and assist them in making informed decisions about their health. This should include respecting the dignity, privacy, confidentiality, individuality and choice of the consumer.

			Ethical principles and moral rules provide guidance for practitioners about what the commitments of patient care entail:

			Autonomy 

			The principle of autonomy states that an individual’s liberty of choice, action, and thought is not to be interfered with. In health care, we think of autonomy as the right of individuals to make decisions about what will happen to their bodies, what choices will be made among competing options, and what they choose to take, or not take, into their bodies. We also allude to questions of autonomy when we refer to choose among health care providers, and the choice of refusing medical treatment. One controversy involves mature minors, argument is the cognitive development of those who are 15 to 17 years of age qualifies them to make their own medical decisions. Another area of controversy involves those in the early and middle stages of Alzheimer’s disease [2]. 

			Informed consent 

			The principle of autonomy is a vital component of informed consent. The rule of informed consent directs that patients must be fully informed about the benefits and risks of their participation in a clinical trial, taking a medication, or electing to have surgery, and this disclosure must be followed by their autonomous consent. The phrase “informed consent” has become firmly established in the clinical field, and it seems that physicians spend more time than previously explaining to patients about their health condition [3]. Consent is invalid when it is given under pressure or coercion. Therefore, it is important that consent is obtained for each act and not assumed because this is a routine assessment or procedure and therefore can be carried out automatically. It is essential the patient understands their diagnosis, the benefit and rationale of the proposed treatment and the likelihood of its success together with the associated risks and consequences, for example side effects. Therefore, a prescriber needs to discuss these aspects with the patient. In addition, potential alternative treatments should also be discussed to allow the patient to make a comparison with the proposed plan. The prognosis if no treatment is prescribed should also be discussed. Such a wide-ranging discussion may require more than one appointment and reinforces the necessity for an ongoing patient-professional relationship focused on the needs of the patient. The information disclosed should include:

			A.	The condition/disorder/disease that the patient is having/suffering from

			B.	Necessity for further testing

			C.	Natural course of the condition and possible complications

			D.	Consequences of non-treatment

			E.	Treatment options available

			F.	Potential risks and benefits of treatment options

			G.	Duration and approximate cost of treatment

			H.	Expected outcome

			I.	Follow-up required [4].

			Table 1: 

			
				
					
				
				
					
							
							Exhibit 1. Advice on Patient Consent

						
					

					
							
							
									Take care when obtaining consent.

									Give the patient understandable information about all significant possible adverse outcomes.

									Ensure the patient has the opportunity to ask to questions/ consider his/her options.

									Document the advice/warnings provided in the patient’s notes.

									Invite the patient to sign to say that he/she understands, and accepts the risks explained.

									Record in the patient’s notes if they decline to undergo a treatment/procedure.

							

						
					

				
			

			(Table 1) It is important to communicate the risks and benefits of treatment in relation to medicines. This is because many medicines are used long term to treat or prevent chronic diseases, but we know they are often not taken as intended. Sometimes these medicines do not appear to have any appreciable beneficial effect on patients’ symptoms, for example medicines to treat hypertension. Most patients want to be involved in decisions about their treatment and would like to be able to understand the risks of side effects versus the likely benefits of treatment, before they commit to the inconvenience of taking regular medication. An informed patient is more likely to be concordant with treatment, reducing waste of health care resources including professional time and the waste of medicines which are dispensed but not taken [5].

			Communicating risk is not simple. Many different dimensions and inherent uncertainties need to be considered, and patients’ assessment of risk is primarily determined by emotions, beliefs and values, not facts. This is important, because patients and health care professionals may ascribe different values to the same level of risk. Health care professionals need to be able to discuss risks and benefits with patients in a context that would enable the patient to have the best chance of understanding those risks. It is also prudent to inform the patient that virtually all treatments are associated with some harm and that there is almost always a trade-off between benefit and harm. How health care professionals present risk and benefit can affect the patient’s perception of risk [6].

			Confidentiality 

			Medical confidentiality need not be requested explicitly by patients; all medical information, by nature, is generally considered to be confidential, unless the patient grants approval for its release. Confidentiality in medicine involves a careful balance of respecting patient autonomy, the duty to warn, protecting confidential patient information, and soliciting appropriate disclosures [7]. Confidentiality in relation to genetic information is likely to present a common ethical dilemma as it becomes possible to screen for gene mutations linked to an increasing number and type of diseases [8]. Confidentiality and privacy have received a great deal of attention recently with the passage and implementation of the Health Insurance Portability and Accountability (HIPAA) Act. Good practice involves:

			A.	Treating information about patients or clients as confidential and applying appropriate security to electronic and hard copy information.

			B.	Seeking consent from patients or clients before disclosing information, where practicable.

			C.	Being aware of the requirements of the privacy and/or health records legislation that operates in relevant states and territories and applying these requirements to information held in all formats, including electronic information.

			D.	Sharing information appropriately about patients or clients for their healthcare while remaining consistent with privacy legislation and professional guidelines about confidentiality.

			E.	Where relevant, being aware that there are complex issues relating to genetic information and seeking appropriate advice about disclosure of such information.

			F.	Providing appropriate surroundings to enable private and confidential consultations and discussions to take place.

			G.	Ensuring that all staff are aware of the need to respect the confidentiality and privacy of patients or clients and refrain from discussing patients or clients in a non-professional context.

			H.	Complying with relevant legislation, policies and procedures relating to consent.

			I.	Using consent processes, including formal documentation if required, for the release and exchange of health and medical information, and

			J.	Ensuring that use of social media and e-health is consistent with the practitioner’s ethical and legal obligations to protect privacy [9]. 

			Beneficence/Nonmaleficence 

			Beneficence and nonmaleficence are ethical principles that are, in a sense, complimentary to one another. Beneficence indicates that you act in a manner to do good. Nonmaleficence refers to taking due care or avoiding harm. Beauchamp and Childress compare these related principles. Public health professionals are frequently called upon in their daily practice to make both explicit and implicit choices that extend beyond the objective and practical and into the contested and ethical [10]. The obligation to provide net benefit to patients also requires us to be clear about risk and probability when we make our assessments of harm and benefit. Clearly, a low probability of great harm such as death or severe disability is of less moral importance in the context of non-maleficence than is a high probability of such harm, and a high probability of great benefit such as cure of a life threatening dis ease is of more moral importance in the context of beneficence than is a low probability of such benefit [11]. The word nonmaleficence is sometimes used more broadly to include the prevention of harm and the removal of harmful conditions. However, because prevention and removal require positive acts to assist others, we include them under beneficence along with the provision of benefit. Nonmaleficence is restricted to the no infliction of harm. 

			Fidelity 

			Fidelity requires that pharmacists act in such a way as to demonstrate loyalty to their patients. A type of bond or promise is established between the practitioner and the patient. This professional relationship places on the pharmacist the burden of acting in the best interest of the patient. Pharmacists have an obligation of fidelity to all their patients, regardless of the length of the professional relationship. In community pharmacy, for example, practitioners have the same obligation to show fidelity to an occasional patient as they have for a regular customer. It is a two-way process with researchers needing to trust research participants as much as participants need to trust researchers. If there is a breakdown in this trusting relationship, there will inevitably be consequences for the quality of the research [12].

			Veracity 

			Veracity is the ethical principle that instructs pharmacists to be honest in their dealings with patients. There may be times when the violation of veracity may be ethically justifiable (as with the use of placebos), but the violation of this principle for non-patient-centered reasons would appear to be unethical. In a professional relationship based upon professional fidelity, patients have a right to expect that their pharmacist will be forthright in dealings with them. Ideally, patients should be asked how much information they wish to know, whether they want others present when test results are disclosed, and what framework they use when they make important decisions. An equal but opposite error to insisting that all patients remain radically autonomous is the assumption that older patients do not object to having their medical information discussed with adult children and other family members [13].

			Distributive justice 

			Distributive justice refers to the equal distribution of the benefits and burdens of society among all members of this society. We often think of distributive justice in terms of our health care delivery system. Even though justice instructs that pharmacists demonstrate an equivalent amount of care, pharmacists do not always provide care with equal fervor to all patients [14]. Sadly, issues such as the patient’s socioeconomic status often impact the level and intensity of care provided by health care professionals. Medicaid patients are sometimes provided a much lower quality of care than a patient who is a cash-paying customer or who has a full-coverage drug benefits plan. All too often, the care provided by a health care professional is viewed in terms of the personal reward for the professional, such as the level of reimbursement the care is likely to reap. Justice demands that the focus be on patients and their medical needs, not on the financial impact on the health care professional. Serious moral criticisms of for-profit health care have been voiced, both within and outside of the medical profession. Before they can be evaluated, these criticisms must be more carefully articulated than has usually been done. The most serious ethical criticisms of for-profit health care can be grouped under six headings. For-profit health care institutions are said to (1) exacerbate the problem of access to health care, (2) constitute unfair competition against nonprofit institutions, (3) treat health care as a commodity rather than a right, (4) include incentives and organizational controls that adversely affect the physician-patient relationship, creating conflicts of interest that can diminish the quality of care and erode the patient’s trust in his physician and the public’s trust in the medical profession, (5) undermine medical education, and (6) constitute a “medical-industrial complex” that threatens to use its great economic power to exert undue influence on public policy concerning health care. Each of these criticisms will be examined in turn [15].

			Patient rights varies with culture and social norms

			In North America and Europe, for instance, there are at least four models which depict this relationship:

			A.	Paternalistic model: The best interests of the patient as judged by the clinical expert are valued above the provision of comprehensive medical information and decision-making power to the patient.

			B.	Informative model: By contrast, it sees the patient as a consumer who is in the best position to judge what is in her own interest, and thus views the doctor as chiefly a provider of information.

			C.	Interpretive model: The aim of the physician-patient interaction is to elucidate the patient’s values and what he or she actually wants, and to help the patient select the available medical interventions that realize these values.

			Deliberative model: The aim of the physician-patient interaction is to help the patient determine and choose the best health-related values that can be realized in the clinical situation. To this end, the physician must delineate information on the patient’s clinical situation and then help elucidate the types of values embodied in the available options. The Table 2 compares the four models on essential points. Importantly, all models have a role for patient autonomy; a main factor that differentiates the models is their particular conceptions of patient autonomy. Therefore, no single model can be endorsed because it alone promotes patient autonomy. Instead the models must be compared and evaluated, at least in part, by evaluating the adequacy of their particular conceptions of patient autonomy. The four models are not exhaustive. At a minimum there might be added a fifth: the instrumental model. In this model, the patient’s values are irrelevant; the physician aims for some goal independent of the patient, such as the good of society or furtherance of scientific knowledge [16].

			Table 2: Comparison between Physician-Patient Relationship Models.

			
				
					
					
					
					
					
				
				
					
							
							Points

						
							
							Informative

						
							
							Interpretive

						
							
							Deliberative

						
							
							Paternalistic

						
					

					
							
							Patient values

						
							
							Defined, fixed, and known to the
patient

						
							
							Inchoate and conflicting, requiring elucidation

						
							
							Open to development and revision through moral discussion

						
							
							Objective and shared by physician and patient

						
					

					
							
							Physician’s obligation

						
							
							Providing relevant factual information and implementing patient’s selected intervention

						
							
							Elucidating and interpreting relevant patient values as well as informing the patient and implementing the patients selected intervention

						
							
							Articulating and persuading the patient of the most admirable values as well as informing the patient and implementing the patient’s selected intervention

						
							
							Promoting the patient’s wellbeing independent of the patient’s current preferences

						
					

					
							
							Conception of patient’s autonomy

						
							
							Choice of, and control over, medical care

						
							
							Self-understanding relevant to medical care

						
							
							Moral self-development relevant to medical care

						
							
							Assenting to objective values

						
					

					
							
							Conception of physician’s role

						
							
							Competent technical expert

						
							
							Counselor or adviser

						
							
							Friend or teacher

						
							
							Guardian

						
					

				
			

			Special about physician patient relationship

			A physician-patient relationship-based paternalism is still deeply rooted in today’s Japan. However, it is also true that “patient-oriented healthcare” is beginning to be emphasized in the clinical field here. Demand by patients for the disclosure of medical information is growing year by year. It is expected that physicians have two types of relational skills, namely: instrumental, or the conducts related to the task, and socio-emotional conduct. In the first, questions are made, and information is provided; while in the latter, feelings are addressed, and empathy and commitment are shown. Affective communication between physicians and their patients is characterized by a balance between instrumental conducts and affective conducts, depending on the patient’s specific needs. In recent times, a great deal of factors has been found impacting on the physician-patient communication [17]. The most basic of these have to do with the physician’s gender, given that with the increased number of women in the medical profession, it has been found that women have their patients in mind when making decisions, and they also bear in mind the psychosocial aspects involving their patients. It has been proven that men are more likely to seek direct consultation, to use the medical jargon, and to focus more on physician- type discussions; while women like to talk more with their patients, obtaining better results and diminishing costs [18]. While males speak with a higher, stronger, tone of voice, dominating and competitive, interrupting others, communication from women is more emotional, subjective, and cordial, showing more commitment with the sentiments of others; additionally, the verbal conducts of women are reflected in the non-verbal communication. There is evidence revealing that female medical professionals for the most part express and interpret emotions through non-verbal clues, more precisely than males for example through a smile although there are exceptions.

			Ending relationship

			The AMA Code of Ethics recognizes that the physician-patient relationship works best when it is a mutually respectful alliance. Termination of the physician-patient relationship is a twostep process. First, identify the behaviors or patterns of behavior that trigger termination. Then provide the appropriate notice of termination to the patient. All decisions affecting the care and treatment of patients are taken within the context of this legal and ethical framework. Pharmacists have the authority to exercise professional and clinical judgment, including the choice to terminate a pharmacist/patient relationship where warranted. Patients are entitled to dignity and respect when interacting with health professionals. The decision to terminate a pharmacist/patient relationship is a serious one, most often taken because a therapeutic relationship has been compromised and/or there are issues that cannot be resolved and which impact on the ability to provide appropriate pharmaceutical care to the patient. In the language of ethics and the law, a physician may not abandon a patient. Abandonment has been defined as the physician’s unilateral withdrawal from the relationship without formal transfer of care to another qualified physician [19]. However, the ethical obligation of the physician to maintain a relationship with a patient is not without limits. A written communication to the patient regarding a termination of the pharmacist/patient relationship contains the patient’s name [20], the pharmacist’s name and the name of the pharmacy; and additional information including, for example:

			A.	Affirmation and rationale for the decision to terminate the relationship and date chosen as the last day of care;

			B.	Direction to the patient to obtain services at another pharmacy and offer to transfer prescriptions;

			C.	Confirmation that prescriber(s) will be informed of the decision in the event that verbal prescriptions are received, if relevant, and/or a recommendation that the patient inform his/her prescriber(s) directly;

			D.	Acknowledge attachment of patient profile/medication history (if applicable); and

			E.	Any other information considered relevant.

			Conclusion

			The modern world treatment becoming more patient oriented. an individual’s specific health needs and desired health outcomes are the driving force behind all health care decisions and quality measurements [21]. Patients are partners with their health care providers, and providers treat patients not only from a clinical perspective, but also from an emotional, mental, spiritual, social, and financial perspective. The todays literature about patient care is telling many more things, like facts of patient care benefits, role of pharmacists or other caregivers to a more patient centric approach. But the very basic lies with the provider patient relationship where professionalism and ethics plays massive role. If any the conduct is uncared or overlooked, the total effort will be in vain.
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