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1) In “Standards of Competence” by Allen E. Buchanan and Dan W. Brock, how is it that the authors conclude that a patient could be competent to consent to treatment but not competent to refuse treatment? Do you agree with their assessment? Defend your answer.

Just because a patient is competent to consent to a treatment does not mean that the patient is competent enough to refuse the treatment. For example, a patient who  has consented to a low risk lifesaving treatment requires minimal level of competence but refusal for the low risk treatment will require the highest level of competence. Patients who are competent to making rational decision may have certain limitations when it comes to refusing the treatment the consented to. These limitations that hinder the patient from making rational choices can include, severe pain, cognitive understanding, severe pain, medication, or mental competence etc. When a patient refuses treatment the physician must ask the patient questions to help them understand the reasoning behind the refusal of treatment and understand whether the patient’s choice of refusal reasonable. Some have viewed that this is an interference with a patient “deep down” choice. When assessing a patient’s choice for refusal the assessment should be objective. Determining an individual’s reasoning for refusal can be difficult in many different circumstances. For example, when a patient who suffers from chronic severe depression refuses a treatment it is difficult to objectively see if the patients reasoning for refusal is reasonable with their actual aims and values. I agree with their assessment because I believe that it is rational. A patient who needs an emergency surgery who consented earlier cannot refuse treatment because they are in too much pain. For a patient to refuse treatment they must be able to give the physician clear, concise, and a reasonable reasoning for refusal. 
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What is clinical equipoise and why do some theorists assume clinical equipoise must be maintained for clinical trials to be ethical?

2) Clinical equipoise is the assumption that there is not one “better” intervention present (for either the control or experimental group) during the design of a randomized controlled trial. A true state of equipoise exists when one has no good basis for a choice between two or more care options. Clinical equipoise  and other forms of equipoise make sense as a normative requirement based on the assumption that investigators have a therapuetic obligation to the research participant in the clinical trial. When there is a clinical trial being run there is usually the trial medication given and a placebo medication given. For a trial to be ethical under clinical equipoise, if it is proven that the trial medication is proven to be effective then there should not be a placebo version in the trial because this makes the trial unethical. A randomized trial is only considered ethical only in circumstances of clinical equipoise of there is an honest uncertainty within the medical community as to whether the treatment is effective or not. 
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3) Drawing on the content of Modules 3 and 4, identify and briefly explain two problems that arise because young children are not yet competent to consent to participate in clinical research trials.


Depending on age, children may or may not be able to make decisions. Therefore, beneficence and non-maleficence rather than respect for autonomy must be guiding principles in making decisions for the child. The approach should be child-centred, and age appropriate languages should be used when explaining the trial. Guidance decisions should be guided by the child’s best interest. Two problems that arise because children are not yet competent to consent is the safety of the child and the parent consenting for a child with a neurological deficit. One problem is the saftey of the child. Some trials are non-therapuetic which means that the outcome of the trial is unknown and could potentially put the child’s life at risk. An example is in the video “Drug Testing on Children” a patient had a heart condition and was enrolled in a clinical trial that inserted a pacemaker. The patient continued this trial for four out of five years before the patient’s condition worsened. The patient was refused and discouraged from seeking other forms of treatment by the clinical investigator and the patient ended up having a cardiac arrest a few days after being refused to seek treatment elsewhere. Another issue is obtaining the consent for a child who is not old enough or has a neurological deficit. In most cases it is the parent that consents to the clinical trials depending on the child’s age and it is not always known whether the parent has the best interest for the child. This is a huge issue especially when it comes to the child’s saftey is the trial is a high-risk trial. 
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