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1. Actually of theme.
Acceptability of use different medicines during pregnancy is a very important question, as setting pregnant potentially dangerous medication can harm a fetus. Also it is important, as exactly presence at many preparations of contra-indications in relation to application during pregnancy considerably limits possibilities of high-quality valuable treatment in this period. It is necessary to remember that graviora quadem sunt remedia persculis (some medications worse illnesses – lat.)
2.       Goal of the lecture.

- Academical:

Acquaint the students with the pharmacotherapy in obstetrics, the question of medical ethics and deontology, pharmacokinetics and pharmacodynamics of medical drugs.
- Educational:

In the process of teaching of material for students clinical thought is formed within the limits of this theme which in future will allow to decide a question  related to setting of medicinal preparations during pregnancy.
3.       Plan and organizational structure of the lecture.
	№
	The basic stages of the lecture and their contents
	Type of lecture, methods and ways of activating the students, equipment
	Division of time

	1
	2
	4
	5

	1

	Preparatory stage

Defining the educational purposes
	
	2%

2 min.



	2
	Providing positive motivation
	
	3 %

3 min.

	3
	Basic stage

Teaching of the lecture material, plan:
1. Introduction.

2. Pharmacotherapy in obstetrics.

3. The question of medical ethics and deontology.

4. Pharmacokinetics of medical drugs.
5. Pharmacodynamics of medical drugs
6. Medical Ethics

	Clinic 
tables

codograms
presentation

	85-90%
75 min.



	4
	Final stage:

Resume of the lecture, general summary
	
	10%

10 min.

	
	Answer any possible questions
	
	

	
	Problems for student self-preparation
	
	


4.      Contents of the lecture.

1. Introduction.

2. Pharmacotherapy in obstetrics: drugs and pregnancy.
3. Pharmacotherapy in obstetrics: drugs and lactation.

4. The question of medical ethics and deontology.

5. Pharmacokinetics of medical drugs.

6. Pharmacodynamics of medical drugs.
7. Medical Ethics.
-   5.    Contents of the lecture:
PART I. Pharmacotherapy in obstetrics
I. Objectives

1.
Recognize factors which determine drug passage across the placenta and into breast milk.

2.
Identify aspects of medications that determine safety during lactation.

3.
Review anti-infectives and migraine meds in pregnancy and lactation

II. Teratogens

·          A substance, organism, physical agents or deficiency state capable of inducing abnormal structure or function such as: 

· Gross structural abnormalities

· Functional deficiencies

· Intrauterine growth restriction

· Behavioral aberrations

· Demise

III. Teratogenic Factors

· Timing of exposure

· Developmental stage during exposure

· Maternal dose and duration

· Maternal pharmacokinetics

· Genetic factors/phenotypes

· Interactions between agents

IV. FDA Pregnancy Categories

· Category not required if:

· Drug not absorbed systemically

AND

· No potential for indirect fetal harm

· Otherwise, in addition to the pregnancy category, information on teratogenicity, effects on reproduction, and when available, effects on later growth, development and functional maturation of the child should be included
V. FDA Pregnancy Categories

· Major problems exist

· Established in 1979

· Lack of data in humans

· What does a “C” drug really mean

· Difficult to assign an “A” to any drug

· Does not address lactation safety
VI. FDA Labeling Changes

· 3 categories – fertility, pregnancy, and lactation

· Clinical considerations provides risks and possible alternatives

· Summary risk assessment evaluates human and animal data

· Discussion of underlying data used to formulate risk

VII. Drug Transfer to the Fetus

· Placental transfer may occur by:

· Passive diffusion

· Facilitated diffusion

· Active transport

· Placental surface area

· Placental metabolism

VIII. Drug Passage into Breast Milk

· Diffusion from maternal plasma into milk

· Higher maternal plasma levels mean higher breast milk concentrations

· Equilibrium will be established with most drugs between milk and plasma

IX. Drug Transfer

· Across Placenta

· Molecular weight

· Lipid solubility

· Ionization

· Protein binding

· Chemical Structure

· Into Breast Milk

· Molecular weight

· Lipid solubility

· Ionization

· Protein binding

· Drug concentration

· Drug equilibrium

X. Other Factors

· Across Placenta

· Size < 400 daltons

· High blood concentration

· Similar configuration

· Into Breast Milk

· Size < 200 daltons

· Drug pKa

· Equilibration speed

· High blood concentration
XI. Fetal Drug Disposition

· 60 – 80% passes through liver, the rest travels through ductus venosus to heart and brain

· Hepatic drug metabolism

· Adrenal gland metabolism

· Recirculation through amniotic fluid

XII. Drug Concentration in Breast Milk

· Lower pH than serum

· Varying degrees of fat concentrations

· Foremilk

· Hindmilk

· Milk/Plasma ratio

XIII. Calculating Drug Exposure

· Milk consumption – 150 ml/kg/d

· Milk concentration – either Cpmax or random sample

· Maximum exposure will be at Cpmax

· Relative infant dose - < 10% better

Infant dose/maternal dose using mg/kg/d

XIV. Neonatal Factors

· Volume of milk consumed

· Higher gastric pH

· Differences in GI flora

· GI transit time

· Higher concentrations of free drug

· Higher percentage of body water 

· Lower rates of metabolism and excretion

XV. Infant Adverse Effects

· GI – diarrhea, constipation, vomiting, feeding intolerance, hypoglycemia

· CNS – lethargy, sedation, poor suckling, muscle hypotonia, tremors, restlessness, withdrawal upon discontinuation

· Other – possible sensitization or allergic reaction, culture results if needed may be difficult to interpret 

XVI. Anti-infectives 

· Penicillins

· Cephalosporins

· Carbapenems

· Fluoroquinolones

· Macrolides

· Aminoglycosides

· Sulfonamides

· Miscellaneous Antibiotics

· Antivirals

· Antiretrovirals

· Antifungals

XVII. Penicillins

· Category B in pregnancy

· Cross the placenta easily and rapidly

· Concentrations equal maternal levels

· Lactation

· Crosses in low concentrations

· Compatible with breastfeeding

XVIII. Cephalosporins

· Category B in pregnancy

· Cross the placenta during pregnancy

· Some reports of increased anomalies with specific cephalosporins (cefaclor, cephalexin, cephradrine)

· Primarily cardiac and oral cleft defects

· Lactation

· Excreted into breastmilk in low concentrations

· Considered compatible with breastfeeding

XIX. Carbapenems
(ertapenem, imipenem, meropenem)

· Category B/C/B in pregnancy

· Likely cross the placenta

· Very little human data

· Lactation 

· Excreted into breastmilk in low amounts

· Unknown effects but likely low clinical significance

XX. Fluoroquinolones
(floxins)

· Pregnancy Category C

· Not recommended in pregnancy

· Cartilage damage in animals

· Safer alternatives usually exist

· Lactation

· Excreted into breastmilk

· Limited human data

· AAP says compatible with breastfeeding

XXI. Macrolides
(azithromycin, clarithromycin, erythromycin)

· Pregnancy Categories B/C/B

· Cross the placenta in low amounts

· Limited data with azithromycin and clarithromycin

· Lactation

· Erythromycin compatible

· Others probably compatible

XXII. Aminoglycosides
(amikacin, gentamicin, tobramycin)

· Pregnancy Category C

· Rapidly cross placenta 

· Enter amniotic fluid through fetal circulation

· Lactation

· Compatible with breastfeeding

· Not absorbed through GI tract

XXIII. Sulfonamides

· Pregnancy Category C

· Readily cross the placenta

· Concerns of use at term

· Lactation

· Excreted into breastmilk in low levels

· Use should be avoided in premature infants

XXIV. Tetracyclines 
(doxycycline, minocycline, tetracycline)

· Pregnancy Category D

· Can cause problems with teeth and bone and other defects/effects

· Have been linked to maternal liver toxicity

· Lactation

· Compatible with breastfeeding

· Serum levels in infants undetectable

XXV. Miscellaneous Antibiotics

· Aztreonam

· Pregnancy Category B, likely safe in pregnancy, little human data

· Lactation – Compatible per AAP

· Clindamycin

· Pregnancy Category B, commonly used

· Lactation – Compatible per AAP

XXVI. Miscellaneous Antibiotics

· Linezolid

· Pregnancy Category C, no human data available

· Lactation – unknown, myelosuppression in animals

· Metronidazole

· Pregnancy Category B, carcinogenic in animals, avoid in 1st trimester if possible

· Lactation – hold feeds for 12-24hrs afterward

XXVII. Miscellaneous Antibiotics

· Nitrofurantoin

· Pregnancy Category B, possible hemolytic anemia with use at term

· Lactation – Compatible, avoid with G-6-PD deficiency

· Trimethoprim 

· Pregnancy Category C, potentially problematic early in pregnancy

· Lactation – Compatible as combination drug

XXVIII. Miscellaneous Antibiotics

· Vancomycin 

· Pregnancy Category B, compatible

· Lactation – likely compatible, not absorbed

XXIX. Antivirals
(acyclovir, famciclovir, valacyclovir)

· Pregnancy Category B

· Acyclovir and valacyclovir readily cross the placenta

· Can be used for HSV treatment and suppression

· Lactation

· Acyclovir and valacyclovir are compatible

· Famciclovir should be avoided

XXX. Antiretrovirals/NRTI
(abacavir, didanosine (ddI), emtricitabine (FTC))

· Pregnancy Categories C/B/B 

· Maternal benefit usually outweighs fetal risk

· Cross the placenta 

· Limited data with each do not show increased risk of anomalies

· Didanosine has been associated with severe lactic acidosis w/ or w/o pancreatitis  

Antiretrovirals/NRTI
(lamuvidine (3TC), stavudine (d4T))

· Pregnancy Category C

· Maternal benefit usually outweighs fetal risk

· Cross the placenta by simple diffusion

· Data with lamivudine show no increased risk of anomalies

· Stavudine has been associated with severe lactic acidosis w/ or w/o pancreatitis

· All NRTIs have been possibly linked to mitochondrial dysfunction postnatally

Antiretrovirals/NRTI
(tenofivir, zalcitabine (ddC), zidovudine (AZT))

· Pregnancy Category B/C/C

· Maternal benefit usually outweighs fetal risk

· Cross the placenta by simple diffusion

· Limited data with zalcitabine do not show increased risk of anomalies

· Zidovudine is commonly used, but may cause neonatal anemia

· Limited data with tenofivir show low risk of teratogenicity

Antiretrovirals/NNRTI
(delavirdine, efavirenz, nevirapine)

· Pregnancy Category C

· Maternal risk usually outweighs fetal risk

· Likely cross into fetus (nevirapine readily)

· Delavirdine has possible VSD risk, but limited human data

· Efavirenz is associated with anomalies in monkeys, limited human data, possible NTD

· Nevirapine can cause hepatotoxicity and rash

· Nevirapine can be used as a single dose in labor to prevent HIV transmission

Antiretrovirals/PI

· Pregnancy Category B/C

· Maternal benefit usually outweighs fetal risk

· Likely cross the placenta

· All PIs can cause hyperglycemia (( GDM?)

· Atazanavir can cause hyperbilirubinemia

· Indinavir can cause nephrolithiasis

Antiretrovirals/Fusion Inhibitor
(enfuvirtide)

· Pregnancy Category B 

· Maternal benefit usually outweighs fetal risk

· Very large molecule (4492 daltons), likely does not cross placenta

· Animal data does not show risk

· No human data available

· Hold during first trimester if possible

Antiretroviral Combinations

· Atripla  (1 tab daily)

· Efavirenz, emtricitabine, tenofovir

· Trizivir (1 tab BID)

· Abacavir, lamivudine, zidovudine

· Combivir (1 tab BID)

· Lamivudine, zidovudine

· Truvada (1 tab daily)

· Emtricitabine, tenofovir

· Epzicom (1 tab daily)

· Abacavir, lamivudine
XXXI. Antifungals/Azoles 
(fluconazole, itraconazole, ketoconazole, posaconazole, voriconazole)

· Pregnancy Categories C/C/C/D

· Likely cross placenta

· Fluconazole > 400mg/day seems to be associated with cranio-facial abnormalities

· Itraconazole appears to have low risk

· Ketoconazole can impair testosterone and cortisol synthesis

· No data in humans is available for voriconazole, increased risk in animals

Antifungals/Azoles
(fluconazole, itraconazole, ketoconazole, posaconazole, voriconazole)

· Lactation

· Fluconazole is compatible per AAP

· Itraconazole could concentrate in milk and body tissues, not recommended

· Ketoconazole is compatible per AAP

· No data with voriconazole, not recommended

Antifungals/Echinocandins
(anidulofungin, caspofungin, micafungin)

· Pregnancy Category C

· No data with anidulofungin

· No human data with caspofungin, single case at UVA, animal data suggests risk 

· Lactation

· No human data, but probably compatible

Antifungals/Polyenes

· Amphotericin B

· Pregnancy Category B, compatible, lipid complexes also compatible

· Lactation – no data available

XXXII. Migraine Headache Therapy

· Triptans

· Ergots

· Butalbital

· Caffeine

· Dichloralphenazone

· Isometheptene 

Triptans (5-HT1 agonists)

· Pregnancy Category C

· Limited human data exists, sumatriptan has been associated with VSDs in several cases

· No data available in humans for almotriptan, eletriptan, frovatriptan, or zolmitriptan

· Limited human data exists with naratriptan and rizatriptan, although animal data indicates moderate risks

· Pregnancy registry available for exposures

Triptans (5-HT1 agonists)

· Lactation

· Cross into breastmilk and may concentrate

· No reports of human lactation with almotriptan,  frovotriptan, naratriptan, rizatriptan, or zolmitriptan

· Sumatriptan is compatible per AAP

· Eletriptan is likely compatible with low concentrations

Ergots
(Dihydroergotamine, ergotamine)

· Pregnancy Category X

· Oxytocic properties could cause IUGR by vascular disruption or increased uterine tone

· Early exposure appears safe, not teratogens

· Chronic exposure is contraindicated

· Lactation

· Contraindicated

Butalbital and Caffeine

· Butalbital

· Pregnancy Category C, can see neonatal withdrawal symptoms with long-term use

· Lactation – not recommended

· Caffeine

· Pregnancy Category B, doses generally lower than that in coffee

· Lactation – compatible

Dichloralphenazone and Isometheptene (Midrin)

· Dichloralphenazone

· Pregnancy Category B

· Lactation – similar agent considered compatible

· Isometheptene

· Pregnancy Category C, extremely limited data

· Lactation – potentially compatible

Questions to Ask:
· Are there alternative therapies?

· Can treatment wait until postpartum?

· Is the disease worse than the therapy?

· What does the available literature say?

Questions to Ask:
· Is this drug used in neonates?

· How old is the infant?

· What is the duration of therapy?

· What are the pharmacokinetics of the agent?

· What is the risk/benefit for the mother?

· Does this medicine cause problems in G6PD deficiency?

Considerations in Breastfeeding:
· Withhold or delay therapy if possible

· Use a drug with poor penetration into milk

· Use an alternate route of administration

· Avoid nursing at peak drug concentrations

· Give drug before infants longest sleep

· Pump and dump milk 

· Discontinue breastfeeding
PART II.  Medical Ethics
	1. Four Ethical Principles 

2.Confidentiality 

3. Relationships with Patients 

4. The Rings of Uncertainty - an ethical analysis tool 

5. The IFS Model - an ethical analysis tool 

6. The Ethical Grid - an ethical analysis tool 

7. Duty 

8. Hippocratic Oath 


Four Bioethical Principles 

The four bioethical principles have been described as:

Autonomy - respect for the individual and their ability to make decisions with regard to their own health and future. Actions that enhance autonomy are thought of as desirable and actions that 'dwarf' an individual and their autonomy are undesirable. 

Beneficence - actions intended to benefit the patient or others 

Non-maleficence - actions intended not to harm or bring harm to the patient and others 

Justice being fair or just to the wider community in terms of the consequences of an action 

Summary Points

Four bioethical principles that are often used in medical ethics analyses are autonomy, beneficence, non-maleficence and justice.

Where these principles are invoked they must be correctly used and defined. 

Other methods of analysis can produce a more holistic and three-dimensional approach to problems 

Confidentiality
Confidentiality is not a single ethical principle in itself, rather it is linked in to several bioethical principles.

Confidentiality shows a respect for an individual's autonomy and their right to control the information relating to their own health. In keeping information about the patient secret the doctor is acting beneficently. Disclosing information without the patient's consent can damage the patient. For instance if a doctor were to reveal privileged information about a celebrity patient to the newspapers then this would be the very reverse of beneficent i.e. malificent Maintaining confidentiality can therefore also be seen as non-maleficent.
Breaking confidentiality
Confidentiality may be broken in certain circumstances. For instance if there is a risk to a third party this may overrule the necessity to maintain confidentiality. Examples of this conflict of duty may be seen in psychiatry. A patient may, for instance, disclose to his doctor that he believes his sister is an evil witch. His delusion is also linked to a plan to kill her. The doctor must weigh up his duty to his patient to maintain confidentiality against a duty to protect the unknown sister. This dilemma involves a conflict between the principles of autonomy and non-maleficence outlined above.

The breaking of the confidence in the example above would be seen as reasonable at the time of writing in the UK and in the USA. However you could envisage a change in the prevailing ethos of the day, where the concept of confidentiality became more or less important or more or less restrictive. The details of the doctor-patient consultation might be seen as absolutely sacrosanct and so no details could ever be revealed to another individual. Conversely the consultation might be seen as transparent, and details might be shared without let or hindrance between healthy professionals and state officials.

In some cases the doctor may, at their own discretion, decide to disclose information. Examples could include:

where serious harm may occur to a third party, whether or not a criminal offence, e.g. threat of serious harm to a named person 

where a doctor believes a patient to be the victim of abuse and the patient is unable to give or withhold consent to disclose 

where, without disclosure a doctor would not be acting in the overall best interests of a child or young person who is his/her patient and incapable of consenting to disclosure 

when, without disclosure the task of preventing or detecting a serious crime by the police would be prejudiced or delayed 

when, without disclosure the task of prosecuting a serious crime would be prejudiced or delayed (e.g. a patient tells you that he killed someone several years ago) 

where a doctor has a patient who is a health professional and has concerns over that person’s fitness to practice and posing a serious danger to patients in his or her care 

where a doctor has concerns over a patient’s fitness to drive. 
Relationships with Patients
Most ethical codes forbid doctors and nurses to have sexual relationships with patients. Professional bodies view these relationships as 'serious misconduct' and erstwhile professionals may be expelled from professional bodies and thus stopped from practicing their profession. The untoward consequences of sexual relationships therefore deter most practitioners from 'unprofessional' conduct.

Why are such relationships frowned upon? The professionals is in a privileged position and there is a profound power differential between the patient and the doctor. Although current 'politically correct' thinking dictates that the doctor and patient are 'partners' in diagnosis and treatment, in reality the patient is very dependent and vulnerable. Although it would be politically incorrect of me to say so, in this aspect the professional is responsible for the conduct of the relationship, in something almost of a parental role.

A sexual relationship based on this power differential could be viewed as abusive, in which there is ill-informed consent leading to a lack of autonomy. The doctor would not be respecting the patient's autonomy is proceeding with the relationship, however they chose to frame their behaviour. 

In avoiding such relationships the professional is acting non-maleficently.
Summary Points

Maintaining the professional relationship shows a respect for autonomy, beneficence towards the patient and a desire to act non-maleficently 

Sexual relationships with patients cannot be justified, are abusive and inherently harmful for the patient involved. 
Ethics Tools: The Rings of Uncertainty
Medicine abounds with uncertainty. When does intrinsic asthma become extrinsic asthma? If diabetes is diagnosed at a blood glucose over 8mmol/l, where does this leave a patient with a glucose level of 7.98mmol/l? If a patient has a high Prostate Specific Antigen level how likely is he to have cancer? If a boy is unruly at 15 he may attract a diagnosis of conduct disorder, but if he is 16 he might be diagnosed instead as a personality disorder...so why does the diagnosis change when all that has changed is the patient's age?

At a personal level how certain are we that we ourselves know a set of facts (e.g. after revising for an exam) or how certain are we that we can perform a standard procedure. For instance a house officer might be very assured that they can take blood, but that would be very uncertain about whether they could perform a lumbar puncture without supervision. A Specialist Register in surgery might feel competent to perform an appendicectomy as an emergency procedure, but would feel extremely uncertain about performing a cardiac bypass operation alone.

The rings of uncertainty is a model which can be used to analyse this uncertainty and suggest ethical action. 
Ethics Tools: The IFS Model

The IFS model is a visual tool to help analyse the consequences of an action on various levels and areas. The model is reproduced below:
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An act is defined as an interaction between two individuals. The interaction may be so subtle that neither individual is aware of any action. This would for instance include unconscious interactions such as the transference and counter transference between patient and doctor. Conscious interactions might include a transaction such as a doctor examining and diagnosing a patient, a private broker buying healthcare from a specialist, or the referral of a patient between a GP and a consultant.

The interaction links both individuals and may have present and future ramifications for both. Effects may ripple outwards from the interaction.

The diagnosis of a disease in an individual will probably have consequences for the family of friends, or the F subset of the Venn Diagram. Unless the two individuals are of the same family or group of friends there will probably be no overlap between these subsets. In small communities though this may not be the case. In a small island community, say, the doctor may well be part of the same group of friends or even family, in which case the above diagram would have to be amended.

The two individuals will usually be of the same society and so an overlap is presented here between sets. In a global community though it is possible that the interaction may be remote. For instance an important email consultation may occur between an international specialist and a distant patient. In this case the overlap in the above diagram would have to be amended.

Generally the individuals though will be of the same society and the same environment. The environment envelops individuals, families and their society.

An interaction may well seem at first analysis to involve only two individuals and extending this to the family and the society may seem initially pointless. However, even a circumscribed interaction may well ethically extend beyond the individuals. For instance a specialist may prescribe radiotherapy for a patient. The radiotherapy involves hazardous radioisotopes, which present risks to the radiotherapy technicians and to the staff who maintain radiotherapy machines (society) and those who must dispose of unused or unwanted radioactive waste in turn presenting certain risks to the environment. The prescription of antibiotics to an ill child with an upper respiratory tract infection may seem ethically to be an interaction purely between doctor and patient (and parent). However, an unwanted effect of the transaction may be a rise in the likelihood of the development of antibiotic resistant bacteria in the environment.

Let us see how the model works in a specific example. 

Dr White is a doctor who must impart some bad news to a patient, Mr. Clitheroe. The patient is seen at the end of a clinic and given adequate time to discuss the diagnosis of bronchial cancer and the proposed treatment of chemotherapy. The appointment is an emotional one. Dr White leaves the clinic tired and emotionally drained. Mr. Clitheroe waits some time and then takes a taxi home and thinks over what he must tell his wife and children.

Dr White arrives home out of sorts and pours himself a drink. His wife notices that he is somewhat preoccupied and asks what the matter is. Dr White does not appreciate the sympathy and begins an argument about some irrelevant matter.

Mr. Clitheroe arrives home and after having a bath and a mug of tea tells his wife the unhappy news. Later on he tells his children and his best friend, John Marks. He begins to think about taking sick leave. 

In this case we can see implications of the diagnostic transaction that only hours afterwards extend beyond the individuals (I). Both families are affected. Mrs. White has to bear the brunt of Dr White's ill humour after a fraught appointment(F). The Clitheroe family has to absorb the impact of the diagnosis(F). The implications ripple outwards as time progresses, washing over Mr. Clitheroe's friend Mr. Marks(F), and beginning to affect society as Mr. Clitheroe considers taking time off work (S).
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Ethics Tools: The Ethical Grid
The Ethical Grid by David Seedhouse - you either love it or loathe it. But perhaps to love it or loathe it you first have to understand it before you can respond to it emotionally, and some people just find it difficult to get their heads round. The small diagram below is reproduced from Seedhouse's book and if clicked on will lead you to a larger and legible version. A forthcoming version of these notes will attempt to unravel its complexities. 





Duty

It has been argued that the only ethical acts are ones of 'duty'. Many answers referred to a duty to protect third parties, a duty to act in the patient's interests and a duty of confidentiality. The emphasis on duty is part of an area of ethics called deontology.

The question about Mr. Cousins and his seeking information about his wife was intended to cover the issue of confidentiality, but also two other duties - the duty to protect third parties and the duty to provide healthcare.

You will remember that Mrs. Cousins had a history of mental illness in her records and had assaulted her son and threatened Mr. Cousins with scissors.

A minority of answers did not pick up on these points and blithely told Mr. Cousins that he was not a patient and could not be helped. The response seemed almost like that of an automaton.

Most answers referred in some way to the risk that Mrs. Cousins might assault the son again and suggested that the father move away with the son or suggested a referral to police or social services. They at least had picked up the concept of a duty to protect others. There were several references to appropriate legislation such as the Children's Act.

Only a minority, (a disappointingly small minority), picked upon the fact that Mrs. Cousins could be relapsing and deserved treatment. Only one or two answers suggested that a psychiatrist might be involved or treatment of Mrs. Cousins attempted. There were one or two references to appropriate legislation such as the Mental Health Act.

The question about Mrs. Cousins was therefore only answered correctly by a small minority.

Summary points
· The emphasis on duty is part of an area of ethics called deontology.

· Doctors' duties are commonly held to include a duty to protect third parties, a duty to act in the patient's best interests and a duty of confidentiality

· Professional ethical duties are sometimes enshrined in legislation such as Mental Health Act and the Children's Act in the UK. No single Act of Parliament covers all of a doctor's duties.
· Professional statutory bodies such as the General Medical Council may list duties as they see them. There is something of an obligation for doctors to act ethically according to these codes of conduct.

Hippocratic Oath
The Hippocratic Oath was an oath supposedly originating with the ancient physician Hippocrates who founded a school of medicine in Kos. The oath was taken on graduation from medical school. The oath prescribed certain behaviours to protect the professional and their patients. Medical graduates no longer automatically swear the oath. Reference to modern ethical behaviours against the standards of this past code of conduct can be made, but only if the reference is clearly set in a historical setting or as part of descriptive ethics (where the ethos of past civilisations or the ethics pertaining to another country are considered).

7. GENERAL FINANCIAL AND METHODICAL PROVIDING OF LECTURE:
Educational apartment: audience.

Equipment of audience.

Equipment: grafproektor, slaydproektor, screen

of Ilyustrativniy material: codegrams, sliding seats, tables
6. Material FOR INDEPENDENT STUDENT'S WORK:

 For Pregnancy:
· Briggs – Drugs in Pregnancy and Lactation

· Shepard – Catalog of Teratogenic Agents

· Primary literature

· Registries for specific drugs or drug classes

· Databases such as ReproTox or Teris

For Lactation:

· Briggs – Drugs in Pregnancy and Lactation

· Hale – Medications and Mothers’ Milk

· American Academy of Pediatrics

· Micromedex

· Primary literature

· Infant’s pediatrician 

· Pediatric dosing handbooks
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