Its about to get hot in here…
Cases for discussion:

1. Suspected Child Abuse: 

What would happen if you were wrong?

2. Helping those who don’t help themselves:
The working poor, the entitled poor, the disabled poor.

3. Government Mandated Healthcare:
I won’t let Big Brother force my kids to have sex!!

4. Access to Care:
When Limited Resources make us want to run for president of the United States.

5. Abortion and Emergency Contraception:
Yep, we’re going there…

6. Medical Mistakes:
When to say “I’m sorry”
7. End of Life Care:
Practicing on Newly Dead Bodies, Withdrawing or withholding care, Advanced Planning, Futility…Oh my! 
8. Harvesting Organs, Organ Donation, and Practicing on the Recently Deceased:

Allocation of Precious Resources. 

9. Accepting Gifts from Patients:
Is it ever OK?
Case #1:Johnny

You are a Pediatric Resident working late one night in the Emergency Room.  A parent brings their 2 year old little boy to the ER because he has a burn on his foot.  On further questioning, you learn that the boy obtained the burn because his 12-year old brother was ironing on a bed where he was asleep.  The burn is 5 small circular lesions, but the older brother says he touched his foot with the side part of the iron.  On further questioning, you find out that this event actually happened 5 days ago, and mom just decided to bring her son to the ER tonight because she was worried about an infection developing as one of the bubbles looked like it had some pus in it. She tells you she wished she could have presented sooner, but “You trying squeezing an emergency room visit in with 5 kids.”  On further examination, the 2 year old boy, has a large burn scar across his chest, which his mom reports came from an old iron accident a few months ago, when he pulled the iron off the ironing board onto his chest.  He also has a few scars on his back that look concerning for burns, and multiple scars on his legs and arms, which Mom attributes to his being “an active boy who likes to play outside”.  

· Are you concerned about child abuse in this child?

· What is your legal responsibility to this case?

· What if the family is a poor African American family from Scranton?

· What if the family is a wealthy Caucasian family from Clarks Summit?

· What if Johnny really is just “accident prone”? How will your actions affect the family?

Case #2: Olga

As a family practice resident, you spend countless hours in your program’s inner city clinic, which cares for a mostly under served population with poor or no insurance. Your clinic is the only clinic in the county that accepts all patients, including walk-ins, regardless of insurance status. Over 400 patients a day are seen in your clinic, and there is a high demand to see as many patients as possible per session (up to5 patients per hour!). With 4 other patients waiting, you enter a patient room to find Olga, a 331 lb woman in her mid 50s who suffers from high cholesterol, diabetes, high blood pressure, and osteoarthritis. She is morbidly obese and continues to smoke 1 and ½ packs of cigarettes daily. She refuses all health maintenance, including mammograms, well woman exams, and colonoscopies. She usually forgets to have routine labs checked prior to seeing you.

You are pleasantly surprised when she hands you lab results from this month, but devastated to find her total cholesterol is 304, and at last check it was 240 (Goal = <200) . Further, she has gained 7 pounds since you saw her last month, and today’s blood pressure makes it evident to you that she does not regularly take her blood pressure medicine. She admits that “occasionally” she “forgets” her medicine. Today, Olga’s only request is that you refill and increase the dose of narcotics she takes for her arthritis pain. The emergency room gave her Percocet at her last visit there, and she now reports this is the only medicine that helps her pain. You glance at your watch and now realize you have been with this patient for one half hour…

· How do we help patients who don’t help themselves?

· What is the difference between patients who “won’t” and those who “can’t” help themselves?

· What kind of bargaining tools should we use to serve these patients?

· How will the obesity epidemic change the way you practice medicine?

· At what point should a physician refuse care to a patient? Should a physician ever have the right to refuse care?

· Would your management of this case change if the patient were 18 years old instead of mid 50s?

Case #3-Rosa and Anna

You are a general pediatrician working in the community.  A recent immigrant family from El Salvador presents to your clinic.  At the last visit for a physical exam last year, very healthy 10 year old and 12 year old girls came to clinic with their mother and father.  This year, still very healthy 11 year old and 13 year old girls come to clinic with only their father.  You find out their mother has gone back to El Salvador due to immigration issues.  As is the policy in your clinic, you ask to speak with each of the girls in private.  Each girl denies alcohol, tobacco, or drug use, or sexual activity.  Each report that they are sad that their mom is not able to currently be with them in the United States, however, they report a good relationship with their father.  Each has a clear understanding about the events of puberty, although neither girl has begun her periods yet.  

You bring both girls back into the room with their father to discuss vaccinations.  Your state is now requiring that all girls 11-years old and up have received or are in the process of receiving the HPV vaccine to attend school.  Their father is very frustrated, as he feels that his daughters are raised in a very religious household and will not have sex before marriage; thus, he cannot understand why his daughters should be required to receive the vaccine.  He gets very frustrated and looks as though he is about to break down into tears.  You ask the girls to step out into the waiting room and their father admits that he is having difficulty raising two girls without their mother.  The thought that his daughters might have sex is something that he is not able to deal with at this time.

· What kind of support can you provide to this father and his daughters?

· What kind of continuing education does this family need (in regards to both the vaccine and in general)?

· By delivering the vaccine to this patient are you serving the general public?

· What risks and benefits are of concern to this family as this is a relatively new vaccine?

· Do you believe that is ethical for your state to require this vaccine at such a young age for all girls?

· Would it change your opinion if this were not a vaccine for a sexually transmitted disease?

· Since the vaccine is now licensed for boys, would it change your opinion if this father had two sons? 

· In 2007, the governor of Texas made headlines when attempting to pass a law requiring all girls to receive this vaccine.  24 states have actually passed legislation mandating the HPV vaccine for schools, although most offer an option for parents to opt out of the vaccine.  Most of the common vaccines are required by states for schools.  Do you think it should be different for the HPV vaccine?

Case #4-Jerry

You are an internal medicine physician who volunteers at a free clinic for uninsured patients. Jerry has been your patient for 5 years, but does not follow up regularly. He usually leaves with prescriptions for 3 months of meds, but you know you won’t see him back for 6. You know you only see him when he is “…feeling really bad, Doc. Really bad.” Every time he visits you, you review his diagnoses of high blood pressure, high cholesterol, borderline diabetes, depression, and chronic headaches. There is rarely any improvement. You cannot monitor his blood work or follow routine health screenings because he is uninsured. He has had multiple jobs in the last year; none offer health insurance or much income beyond minimum wage. He makes too much money to qualify for state assistance. If he were unemployed and unable to work, he would qualify for medical assistance and life sustaining medications. Affording his rent and medications is nearly impossible, but Jerry can and wants to work. He tells you “I’m going to be a bum and wait for handouts!” You look at Jerry’s blood pressure today to realize that it is high enough to cause a stroke, and know that this is causing his debilitating headaches.  He declines your recommendation to go to the emergency room, stating “Doc, I can’t handle another hospital bill.” Before he came to your clinic, he used to frequent the hospital emergency room for his medical concerns, and now has outstanding debt and terrible credit. A few times, he admits he has used a friend’s health insurance card to receive care in the emergency room.
· How will your counsel Jerry about the risk he takes by not going to the emergency room for the care he needs? How did his past visits to the emergency room for non-emergent healthcare contribute to today’s healthcare crisis?

· How can you help Jerry to obtain “good” primary care, including screening exams, medications, and routine health maintenance?

· If Jerry has no income, he will be eligible for state assistance. Should you advise him not to work so that you can help him gain control of his medical problems?

· How do you feel about obtaining medications from Jerry from pharmaceutical representatives? Since the regulations on the pharmaceutical industry are much stricter now, you will have to spend quite a bit of “educational time” with the pharma reps in order to obtain the meds. 

· How can this problem of “access” to “good” healthcare be solved on a bigger level? What would you like to tell you congressman about Jerry? Would Jerry’s situation be different if he were the son of the hospital CEO?

· How do you advise Jerry about using his friend’s s insurance card to gain access to care? Do you report the past fraud?

Case #5: Biginette

An 18 year old female presents to your clinic as a new patient. She tells you she just needs some paperwork filled out because of her “spells.” Upon further questioning, you find out that this patient is 4 months (16 weeks) pregnant. She has not had any pre-natal care and is not taking pre-natal vitamins. She admits that this pregnancy was accidental, and between raising her 11 month old, obtaining her GED, and starting school at the local community college to become a nurse, she is not ready to be a mom a second time. She is financially dependent on her parents (who work minimum wage jobs and care for her siblings and daughter as well).  She explains to you that you don’t need to worry about any of that, as she has an appointment with a women’s clinic in Philadelphia, who will perform an elective abortion up to 20 weeks of pregnancy. She just needs you to fill out a pre-operative clearance (the paper work she brought with her to this appointment) form so that she may have surgery. The pre-operative evaluation is for an elective abortion.

She admits that her “spells” were called “seizures” by her last physician, but she stopped taking her anti-seizure medicine when she relocated to Pennsylvania a few months ago. She admits to 2 episodes of seizures over the past week. She again tells you that she does not need you to address the pregnancy; she just needs pre-op clearance and a prescription for her seizure medication. You have no medical records available to you, but you know most anti-seizure medicines are NOT safe to the fetus in pregnancy.

· We all have different opinions on this topic.  Without addressing Pro-Life versus Pro-Choice, how do you balance your own personal beliefs, with the needs of your patient and doing what is best for your patient?

· How do you counsel this patient in terms of this pregnancy and future pregnancies? 

· What if you are an OB/GYN resident at Georgetown Hospital? How do you balance the beliefs of your institution with what is best for your patient and your own personal beliefs?

· What obligation do you have to this patient to treating her seizure disorder? How about her pregnancy? How about her pre-operative clearance? 

Case #6: Elisabeth

A 50 year old woman presents to her gynecologist for her annual exam.  As part of regular routine screening, she gets her first mammogram the next week.  She does not hear from her gynecologist that anything was abnormal on her mammography.  She does not do recommended self-breast exams in the interim.  She comes back to her gynecologist 6 months later, noting that she noticed a lump in her breast when getting dressed one day.  On review of her chart, her gynecologist notes that the radiology report from her mammogram actually showed a small mass that may have been concerning.  The gynecologist realizes that she never reviewed the radiology result, which was just filed by her office staff and that she should have referred this patient for diagnostic imaging and to a surgeon for biopsy 6 months ago, right after the mammogram.  When the patient does have a biopsy, she is found to have Stage 3 breast cancer.  The gynecologist is concerned that there may be legal action taken by this patient, whose husband happens to be a prominent attorney.

· How do you address this mistake with your patient?

· How would your practice’s attorney feel about your apologizing to that patient?

· Did the patient follow the actual guidelines recommended for breast cancer screening? How is she held accountable for her actions as a patient?

· How do you balance your need for disclosure for your patients with your concern for a malpractice claim?

Case #7: Ranvir

Ranvir is an 84 year old gentleman with end stage lung disease from years of working in a chemical factory in India. He is kind, gentle, and compliant with his medical regimens. His son, now in his late 30s, has dedicated his life to caring for his parents. As both of their health started to decline, he even moved back home with them to care for them. The last time Ranvir was admitted to the hospital, you thanked his son for being so available to translate during dad’s hospitalizations. He told you “It’s no problem doctor; my life is for him while he is on earth.” Ranvir’s respiratory failure has been worsening, and his frequency of hospital admissions has been increasing. Each time Ranvir visits the hospital, you approach the topic of end-of-life care. The family-the patient, wife, and his son (the primary care taker) assure you that they want “everything” done to prolong the patient’s life, regardless of quality of life. They have declined hospice consultation. You can see the son is fatigued, but cares for his father with kindness and patience. He often tells you that his father “lights up when his doctor comes into the room” and that “no one helps him feel better like his family doctor.” Each time the patient is admitted, he leaves with more prescriptions for more medicines and medical equipment. His stays at the hospital are lengthy and require extensive multidisciplinary resources. You have never met a more grateful family for the care they receive, but you often wonder if you are doing right by Ranvir. The pulmonologist recently told you “Look, I am washing my hands of this case. If you have to intubate him, make sure it’s a “slow code” if you know what I mean.”

· There are multiple issues in this case. Based on our discussion of medical ethics, discuss the roles of the following: (1) Withholding care (2) Futility (3) Limited Resources (4) Abandonment (5) Advanced Planning (6) End of life care.
· How can you counsel the patient and his family regarding his quality of life as his health declines?

· How can you be sure that the advanced planning is in the interest of the patient instead of the wishes of the family?

· How do you respond to the specialist’s recommendation of a “slow code”? If the patient does become critical-what do you feel is the best plan of care?

· We often hear the statistic that most health care dollars are spent in the last days of life-do you consider this a waste of healthcare funds? Where should these funds be reallocated? How would you address this with the family?

· How would you counsel the family differently if the patient wished for hospice and end of life care but the family pushed for active aggressive care?

· How do you address “caretaker fatigue” for the son?

· Is it appropriate to use a family member to translate for such discussions? 

Case #8: Karen 

Karen is a 46 year old unfortunate patient with a past medical history significant for end stage liver cirrhosis/failure secondary to a history of alcohol and IV drug abuse, and morbid obesity with “slipped discs” of her low back which leads to severe chronic pain. She is well known to the residents in your hospital, as she is occasionally admitted with abdominal ascites (fluid collection in the belly from liver failure) and needs to have the fluid drained. She is cheerful and pleasant and enjoys sharing her story with the residents of how she became and remained sober for the last 8 years. She went back to school, is raising her 3 children as a single mom, works 2 jobs, and volunteers as a sponsor for Alcoholics Anonymous. She is not sure where she is on the national transplant list for a liver.

One night, while you are covering call with the residents, they call to tell you that Karen is being admitted in fulminant liver and kidney failure. She needs to be transferred out to a tertiary care center where they may be able to perform an emergent liver transplant and start her on dialysis for her kidneys. The residents tell you that the patient admitted to smoking marijuana “once” earlier in the month. She reports to the residents that the pain in her back was “the worst it had ever been” and her cousin gave her “one joint” to help alleviate some of her suffering. She swears this is the first time she has used any substance in 8 years. You know she will only qualify for the transplant with 100% sobriety, and the residents want to know if you believe they should check a drug screen before transferring her to the tertiary care center. 

· Should you check a drug screen on this patient before considering transferring her to a higher level of care? What if you know that without this higher level of care, she will not survive the night? What if you suspected that a remote one time use of marijuana would ensure a negative drug screen? And, what if you knew her children would be placed in foster care in the event of her death? 

· If Karen indeed was no longer a candidate for an organ transplant due to her substance abuse,  how would you talk with her about her end of life care issues, especially knowing how critically ill she is?

· Upon Karen’s death, there is no family to speak with, except her children who are bewildered and awaiting the arrival of children and youth to take custody of them. Your surgery intern asks if he can attempt to intubate her newly deceased body before the coroner arrives. How do you respond? 

Case #9: Santa Claus

Ho, ho, ho! During the holidays, the patients are a little less grumpy, even if they have to wait on you because you are chronically running late. They know that each of them is special to you and you have told them in the past: “Yes, you are right, I am always running late. But I promise you, that someday, if you need me to stay a bit longer, I’ll be late for my patient after you.” They each wanted to share some holiday cheer with you…and even though you have told them gifts are unnecessary, each of them wanted to find a way to say thank you.

· Bonnie brought you a cloth covered pin. It’s rusted, dirty, and smells of the smoke you know fills Bonnie’s house. She says she bought it for you because it reminded her of your cheerfulness.

· Yvelise’s daughter brought you a designer purse. The price tag is still on it, indicating that the purse could have cost 100$. You feel better when you find a sticker on the tag indicating it was purchased in a discount store. 

· June brought you a paperclip she bent to make look like an angel and glued some beads and green/red ribbon to. She made it at adult day care for her granddaughter, but wanted you to have it.

· Sister Bernadette brought a huge plate of homemade chocolate chip cookies. She tells you they are “Santa’s favorite.”

· Annie brought you a children’s shawl which she knit herself. She tells you that if you don’t have any kids that it would look nice on the dog. 

· How do you respond to each of these gifts?

· Is it (ever) ok to accept gifts from patients?

· Does this change the sacredness of the physician/patient relationship?

· When does receiving a gift from a patient change the relationship? How?

· How do you deal with declining or giving back a gift from a patient?

