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Learning Objectives:

At the end of this case, students will be able to: 
· Obtain a detailed medical history, including psychosocial aspects of the history
· Develop tools for enhancing treatment adherence using the NIC portion of the ETHNIC
 mnemonic
· Help patients cope with negative medical outcomes
· Recognize their own response to patients who are non-adherent (counter-transference)
· Utilize new skills in facilitating a triadic interview
· Demonstrate the ability to initiate and respond to discussions of advance directives with patients
Completed before case begins:

· Lecture delivered on the NIC of ETHNIC 
For completion before the second session:

· Lectures delivered on advance directives and the triadic interview 
Recommended Readings:
· Slater, D.I., Curtin, S.A., Johns, J.S.J., Schmidt, C., (2010 April). Middle Cerebral Artery Stroke. Retrieved July 14, 2010 from the eMedicine website: http://emedicine.medscape.com/article/323120-overview (Facilitators Only)

Facilitator Notes:  Overview

This is designed to be the second case of the Advanced Communication Skills course. As with all Problem Based Learning (PBL) cases, there will be opportunities to develop hypotheses for learning issues about a variety of medical illnesses, as this patient presents with a variety of symptoms. We do want to focus attention to details of the doctor-patient relationship.

This case is intended to be completed in two sessions.  A student should be selected (volunteer or chosen) to assume the patient role if a Standardized/Simulated Patient (SP) is not assigned for that session. If a student is selected, s/he should be given the script that is included in the facilitator guide in advance. 
Standardized Patient Vitals:

· A male patient (40-55 years old) – both sessions
· A wife (40-55 years old) – second session only
Symbols to help you navigate the facilitator guide:



1.   No symbol before the bolded question means the question is for small 

       group discussions.

 2. Student must interview the patient.  (Different sections of the history can be performed be different students if the group has more than 5 or 6 students.)


  
  3.  Standardized Patient’s script

There will be learning issues as the case unfolds.  Please have the students keep track of their own learning issues as they will need to research them and present their findings at the next small group session.
Overview of Case:
Carlson Cavanaugh is a 46 year old obese lawyer with a past medical history of high blood pressure, mildly elevated LDL, and allergies.  He is non-adherent with his treatment plan, resulting in a stroke. Ultimately, Mr. Cavanaugh, his wife, and the physicians work collectively to determine the best course of action for Mr. Cavanaugh’s health.
Overview of First Session:

The goals of this session are to have the students obtain a full history from a standardized patient, and to learn how to manage a patient who is non adherent with his treatment plan.  It is expected that the students will develop learning issues relating to the case.  
Standardized Patient’s Instructions:
Standardized patients are told that the facilitators will let them know how they will be used during the session(s).  For example, you may choose to ask the SP to enter the room only when the students are instructed to interview him/her.  You may ask the SP to leave the room and sit on a chair by the door for the remainder of the case.  You may also choose to keep the SP in the room through the entire session, only asking him/her to speak during the SP activities.  In addition, the SP should be encouraged to provide direct feedback to the students at the end of each session.  The bottom line is the SP will play his/her role as instructed by the facilitator.  
DISTRIBUTE STUDENT CASE PAGES 1-2
Scenario

You are a student rotating at a local Family Practice office.  Dr. Baskin asks you to see a patient, Carlson Cavanaugh.  He asks you to obtain a complete history, because the patient has never had a full H&P performed at the practice.  He has scheduled twice for a complete physical in the past, but the patient cancelled both times citing demands at work as his reason for not coming.  Dr. Baskin hands you the patient’s chart and goes into another exam room.

You quickly go through the chart. Mr. Cavanaugh is a 46 year old prosecutor for the township.  He was seen three times in the past. The first time was three years ago.  He was mildly overweight, had mildly elevated blood pressure, and mildly elevated LDL.  He was advised to follow a low fat diet and exercise regularly.  Mr. Cavanaugh was next seen for fatigue, sneezing and runny nose symptoms.  He was diagnosed with allergic rhinitis and treated with fexofenadine (Allegra().  His last visit was three months ago.  He was switched to fluticasone (Flonase() because the fexofenadine was not working.  His blood pressure was still elevated at that visit.  Mr. Cavanaugh was sent for lab work and given a prescription for hydrochlorothiazide.  He was told to return to have his blood pressure rechecked in two weeks.  He did not keep an appointment until today.    

Before you go in the room, you review the chart and see his vitals taken by the medical assistant: 
Ht. 6 ft 4 inches   Wt. 295 lbs.   BP 160/98   Pulse 90   RR 16
His labs drawn 3 months ago revealed:

Chemistry: 
             Patient’s Results    

Reference Range
Glucose, Serum                   87 mg/dL                   

65-99            

BUN                                    16 mg/dL                    
5-26             

Creatinine, Serum               0.9 mg/dL                   
0.5-1.5          

BUN/Creatinine Ratio        18                                
8-27             

Sodium, Serum                   139 mmol/L                
135-148          

Potassium, Serum               4.1 mmol/L                 
3.5-5.5          

Chloride, Serum                 104 mmol/L                 
96-109           

Carbon Dioxide, Total
     25 mmol/L                  
20-32            

Urinalysis:  
Specific Gravity                 1.020                          

1.005-1.030

pH                                       7.0                               
5.0-7.5

Urine-Color                        Yellow                        
Yellow

Appearance                         Clear                          
Clear

WBC Esterase                     Negative                     
Negative

Protein                                Trace                          
Negative/Trace

Glucose                               Negative                     
Negative

Ketones                               Negative                     
Negative

Occult Blood                       Negative                     
Negative

Bilirubin                              Negative                     
Negative

Urobilinogen,Semi-Qn       0.2 EU/dL                    
0.0-1.9

Nitrite, Urine                       Negative                     
Negative

Lipid Panel:

Cholesterol, Total               [H] 266 mg/dL            
100-199

Triglycerides                       [H] 170 mg/dL            
0-149

HDL Cholesterol                [L] 34 mg/dL               
40-59

VLDL Cholesterol Cal       [H] 62 mg/dL              
5-40

LDL Cholesterol Calc        [H] 180 mg/dL            

0-99

LDL/HDL Ratio                 [H] 5.3 ratio units        
0.0-3.6

                         LDL/HDL          Men   Women

                         1/2 Avg.Risk     1.0      1.5

                               Avg.Risk     3.6      3.2

                         2X Avg.Risk     6.3      5.0

                         3X Avg.Risk     8.0      6.1

What do you do now?

Facilitator Notes:
Students might discuss reviewing chart, ways of entering the exam room and starting the interviewing process.

Prompting Questions which can be used to facilitate this discussion include:

1. What is the most efficient way of reviewing a patient’s chart?

2. How and when do you introduce the information you already know about the patient into your history taking?

3. Would you ask about his previous problems?

Students might discuss the importance of the Past Medical History and how it relates to the current chief complaint or not, and how consistent he is with his complaints.


Select a student to take the history of present illness from the “patient” (SP).
Facilitator Notes:

Arrange the room so the SP can sit at the front of the room and have one other chair for students to take turns as they assume the role of the health care professional asking questions. 

Only the SPs and the facilitators have the full history information. The students should not get this information until later unless they specifically ask for it during their history-taking.

SP Notes: (SP can make up answers to questions that are not covered). 

Carlson Cavanaugh is a 46 year old gentleman. 

Simulated patient: You are a very self-confident and busy attorney who does not often find the time to come to the doctor. You try to minimize your symptoms and say “not really” a lot.  Your wife kept insisting that you should come back for your follow-up visit to the doctor. You respond better to open-ended questions and volunteer little additional information.

Chief Complaint: “I need refills on Flonase® because my allergies are acting up.”
History of Present Illness:  

[Give brief answers, which are specific to any question asked.  Stop until asked more questions.   Do not volunteer any information regarding anything not asked by the person interviewing you.   Make it difficult, but not impossible.  Look at your watch a couple of times, as though time is of the essence.]

You have wanted to come in for a while but could not because you were too busy at work. Your wife has been insisting that you come for a follow-up on your blood pressure which was high at the last visit. You also ran out of your Flonase®, which really helped your allergies and you need a refill.

You took the hydrochlorothiazide (water pill) for a couple of days, but it made you go to the bathroom a lot. This was particularly inconvenient while in court, so you stopped. Work is very stressful. The city cut the number of prosecutors and your caseload has increased.

More recently you have been getting headaches.  You tend to ignore them but now they are almost daily.  They are dull and throbbing in nature, and you rate them a 3 or 4 on 1 -10 scale.  No radiation of pain. You have not taken anything except Tylenol® to make them better.  Tylenol® takes the edge off, but doesn’t relieve them completely. Did not go to work today and headache is a bit better.

If you are asked where the pain is, say you never thought about it. Then say all over the head.

Facilitator Notes: 

1. The students should be a lot better at history taking than in the Lynn Jenkins case. They should not have to be prompted too much.

2.   Have the student who obtained the history of present illness, present it as though   

      presenting to his/her preceptor. He/she should be accurate and concise.

      3.   Have the rest of the group give feedback on the presentation.

      4.   Encourage the students to identify any missing questions.
DISTRIBUTE STUDENT CASE PAGE 3
Now select another student to obtain the rest of the history from the patient.  

Past Medical History  
Hospitalizations:   

Secondary to knee surgery in 11th grade. 

Surgeries:               

Arthroscopic surgery for torn anterior cruciate ligament of 




right knee due to a football injury.      

Childhood Illnesses:

None 

Injuries:
            
Broke arm in Service. Marine boot camp age 20. Fell while 
doing obstacle course.

Past Illnesses:

Headaches which is partially relieved by Tylenol®.  Had 
the flu 3 months ago

Psych:                       

Never had any psychiatric illness. Never saw a therapist 

or  psychiatrist. 

Transfusions:
         
 None

Meds:
         

Takes Flonase® for allergies.
Tylenol®, Excedrin® & Advil® for headaches in the past

Allergies:


Seasonal allergies. 

Facilitator Notes:
At any point in the history taking, stop and ask:
1. Why did you ask this question?

2. Why did you ask it now?

3. How does this question help you to develop the differential diagnosis?

Family History 
 

Mother has hypertension and diabetes.  She is 65, lives on her own.    

Father died 10 years ago of a stroke at age 58. He smoked and had coronary artery      

disease and high cholesterol                         

Has 3 healthy kids, ages 18, 15, 13. Your oldest just started college. Youngest is of some concern because he found him with marijuana a couple months ago.

Maternal Grandfather (MGF) died of a stroke, doesn’t know what age

Paternal Grandfather (PGF) died of stroke, doesn’t know age of death

Maternal Grandmother (MGM) has Alzheimer’s Dementia, 

Paternal Grandmother (PGM) has arthritis and DM. They are both eighty something and live in a nursing home.  

You are the oldest of 4 children. You have 3 younger sisters. They all went to college. One is a teacher, one is a psychologist, one is a graphic artist. Nieces and nephews are all OK, except one nephew diagnosed with ADHD, on Ritalin®.

CURRENT HEALTH/RISK FACTORS:
Exercise:


Walks the dog when his kids won’t

Nutrition:


Coffee for breakfast. Orders out at lunch – whatever the 

group is getting. Eats dinner with family when he makes it home in time, otherwise take-out at work.




Smoking:


A little in college, then stopped

Alcohol:

Drank a lot as a young man 18 to 22. After you got married 
all you would have is an occasional beer with friends 
maybe at a BBQ. Answer no to all CAGE
 questions if 
asked.

Drugs:

Marijuana and cocaine during college, none now.

Sleep pattern:

Gets 5-6 hours per night. Always tired. 

Recent health exams:
Has not had a complete physical in many years.
Immunizations:    

Up to date

Injury prevention:

Uses seat belts, no risky hobbies.

SOCIAL HISTORY:

Personal Status:

You were born and grew up in Florida. Attended public 
school. Did well in high school. Was in NJ for college and  

                                               law school.  Lives with wife and 3 children.         


Culture and Religion:
Raised Protestant, but not very religious. Only attends 
church occasionally on holidays. 
Support system:

Married for 20 years.  3 kids.  Wife works as an investment
                                               banker and makes more than you do.  She started as a 

                                               bank teller, went to school while you were in the service.

                                               Your relationship is good but rarely see each other during 

                                               the week.  Try to do things with the kids together on the

                                               weekends.
Socioeconomic:

Has good health insurance

Domestic Violence:

Denies.

Occupation:
            
Prosecutor for the local township. 
Sexual Behavior:       
First intercourse at age 16. Had a “few” female partners 




before meeting your wife.  Monogamous relationship with 




wife for the past 20 yrs.                                                                            

Military:

Entered the marines in 1978 after two years of junior 
college. Your father was also a marine in WWII. You were 
in the marines for 16 yrs. Ended as Captain. Was in the 
Gulf  War for one year. Did well in the service. matured a 
lot, became very independent and self-reliant. 
                                               Left the service in 1994. Finished college and  

                                               law school at Rutgers by doing night school. 1999  

graduated from law school. Passed the state bar exam on your first attempt. (Say with pride)
Travel:
           Went to Jamaica for a family vacation 6 months ago.


Facilitator Notes:
Ask the students how they would respond to a patient reporting an accomplishment they are proud of. [This can be an opportunity to build rapport.]
Review of Systems (info given only if you are asked about each system)
General: 
Has had some recent weight gain

HEENT:
Occasional stuffy nose 

Pulmonary:
Negative

Heart:
Negative 

GI:
Negative

GU:
Occasional urinary frequency  

Neuro:
Right handed. Had an episode a few weeks ago when he could not open a jar because his hand was weak. It seemed to improve after a few hours so he didn’t pay much attention to it after that.

Musc-Skel:
Per history of present illness.   Denies sensory loss

Psych:
Stressed at work. Gets no breaks and has very little time with family and wife. Often has to work on weekends.
Now that you have taken the complete history, what problems have you identified with this patient?

What are the hypotheses/ differential diagnoses for the problems that you have identified?

Facilitator Notes:

Use the VINDICATE SLEEP
 mnemonic for use with generating hypotheses.

Some of the diagnoses the students may be considering at this time are:

· Allergic rhinitis
· Hyperlipidemia

      
· Hypertension 

      
· Anxiety



      
· Tension headache
· Migraine headache
· Stress (chronic)
· Depression
· Urinary symptoms may also raise prostate enlargement, UTI, and Type II diabetes mellitus as possible diagnoses

Prioritize the hypotheses based on what problems you know so far.

DISTRIBUTE STUDENT CASE PAGE 4
You have completed the history and you present to Dr. Baskin.  You have discussed possible causes for his complaints with your preceptor. 
He suggests that you both go back in and perform the physical exam together.

Vitals:
Height 6’4”, Weight 295 lbs

BP 170/110 (taken by student), BP repeated after ½ hour 164/100 (taken by Dr. Baskin) 
Pulse 94    Respiratory Rate 16
General appearance: 
Large muscular man with truncal obesity who is mildly restless. 

HEENT: 
Pupils equal, round and reactive to light. Tympanic membranes are normal, good dentition, pharynx normal with no exudates.  Thyroid palpable with no enlargement, nodules, or tenderness.  No cervical nodes palpable
Heart:
Regular rate and rhythm without murmurs, rubs or gallops (+) S4 present

Lungs:

Clear to auscultation 

Abdomen:  
Soft, normoactive bowel sounds x 4 quadrants, no tenderness, no masses



Extremities: 
Full range of motion, no swelling, no erythema or deformities, (+) scar on anterior right knee

Mental-Status: Oriented x 3, memory intact
Neuro: 
Patient is right handed.     



Cranial Nerves I-XII intact                    

                        Muscle strength + 5 upper and lower extremities bilaterally
                        Reflexes +2/4 upper and lower extremities bilaterally
Gait is normal
What problems did you identify during his physical?


Facilitator Note:
· Hypertension

· Obesity (patient’s BMI = 36, and his ideal weight for his height is 179 pounds)

· S4

What are your Differential Diagnoses (hypotheses) now?

What lab tests or other diagnostic studies would you like to order? (You must give justification for each test.)


Facilitator Notes:
The following lab tests might be ordered (make sure the students justify why they want to order each test):

Lipid profile – as part of adult health screening (should be fasting) 
TSH (thyroid stimulating hormone) – to rule out thyroid disease, esp. hypothyroidism
ECG to evaluate left ventricular hypertrophy

Liver function tests before starting statins
Urinalysis and/or urine culture – to rule out infection or renal disease
Fasting blood sugar – to rule out diabetes, glucose tolerance issues 

DISTRIBUTE STUDENT CASE PAGE 5
Dr. Baskin gives Mr. Cavanaugh a prescription for lisinopril (Prinivil( or Zestril() 10 mg daily.  He instructs the patient to return to see him the following week.  He also educates him about the risks of hypertension and the need for treatment.

What should be included in the education of patients with hypertension and started on a new medication?


Facilitator Notes:

Prompting Questions:
How would you instruct the patient to take medications?
Why didn’t the doctor give the same medication again (hydrochlorothiazide)?

DISTRIBUTE STUDENT CASE PAGE 6
Mr. Cavanaugh does not return the next week.  Dr. Baskin’s nurse calls him at home and leaves a message asking him to return the call as soon as possible. Mr. Cavanaugh’s wife calls two weeks later to say she has taken her husband to the ER.  She awoke at 7am and found he had trouble speaking and could not move the right side of his body.  They are admitting him to the hospital for an acute stroke.  He never took the antihypertensive medication.  His wife states that he didn’t return for his BP check because he got busy at work with a case and was working long hours.


Facilitator Notes:

Prompting Question:

1.  Do you think Dr. Baskin is responsible for Mr. Cavanaugh’s stroke?
Why would a patient not take his prescribed medication?

If a patient of yours did not come back for an important appointment how would you handle it?

How can you work with patients resistant to accepting the need for changes, including taking medication, losing weight, dietary changes?

How do you assess a patient’s readiness to change their behavior?


Facilitator Notes:
The facilitator should introduce the “NIC” part of the ETHNIC
 mnemonic to discuss the proper approach to interacting with this patient. 
N-Negotiation: Ask the patient: “What results do you hope to get from treatment?”  Take the patient’s response into account as you work to negotiate a mutually acceptable plan.  Both physician and patient may need to be flexible to achieve success.

I-Intervention: Whenever possible, incorporate the patient’s beliefs and non-detrimental remedies into your intervention plan. By doing so, you will likely increase adherence.

C-Collaboration:  You must be willing to adopt a “team effort."  You could find yourself working with several others, including interpreters, family members, social workers, patient advocates, traditional healers, and alternative medicine practitioners.
Learning issues can include expanding knowledge of the group about each illness listed in the differential diagnosis to further guide the evaluation of this patient at the next session.  Use of multiple information sources is encouraged.  Consult senior students, residents, attendings, as well as reference materials.  Students should document their sources on the grid provided to them.

END OF SESSION 1
Carlson Cavanaugh - SESSION 2 
Overview of Second Session:

During this session, the students will need to elicit a focused history, facilitate a triadic interview, and discuss advance directives with the patient and his wife.

Facilitator Notes – Overview and Student Presentations

1.  Have each student give a 2-3 minute presentation on their learning issues.  Remind students to keep track of which resources they use each week on their PBL grid.
2.  After the learning issues are presented, have one student summarize the case. 

DISTRIBUTE STUDENT CASE PAGE 7
One month later, Mr. Cavanaugh returns to Dr. Baskin’s office accompanied by his wife. You check his chart and find that he has refused admission to a rehabilitation hospital, insisting on outpatient rehabilitation.

Facilitator Notes:

Prompting Question:
1.  If Dr. Baskin did not take care of Mr. Cavanaugh in the hospital, how would he get information about what happened?

What do you do now? What sort of questions would you ask?

Select a student to take a focused history.
Facilitator Notes:
Students should also talk about the presence of the wife in the room and the appropriate ways to address her concerns during the interview. (triadic interview)

Prompting Questions:

1.  How do you want to handle his wife being in the room?
2.  How do you want to set up the room?
Arrange the room so the SP and his wife can sit at the front of the room and have one other chair for students to take turns as they assume the role of student doctor asking questions. 

Only the SPs and the facilitators have the full history information. The students should not get this information until later unless they specifically ask for it during their history-taking.
SP Notes:
You and your wife have come in for a return visit. Your symptoms of weakness and fatigue are somewhat better. Your speech had been a little difficult in the first days after the stroke, but now it is better. You have weakness on the right side but have been starting to walk a little in therapy with assistive devices.

Wife:  You are very concerned about your husband’s symptoms.  You keep asking the student about when your husband will get better.
DISTRIBUTE STUDENT CASE PAGE 8
The student checks the patient’s weight and does a neurological exam. He weighs 285 pounds (last visit 295 lbs.)
Mental-Status: oriented x 3, memory intact, slightly anxious mood/affect. 

Neuro: 
Pt. is right handed.                         

                        Pupils are equal and round and reactive to light.  
                        Can clench his teeth and move his lower jaw laterally

       

Facial movements are intact



(+) Gag reflex

                        Appears to swallow with no difficulty

                        Able to shrug shoulders against resistance left >> right
                        Tongue protrusion is midline 



Left brachioradialis, biceps, triceps, knee, and ankle reflexes all +2/4.

                           Right brachioradialis, biceps, triceps, knee, and ankle reflexes all +1/4

                        Babinski absent bilaterally.

                        Left upper extremity - muscle strength +5, tone and bulk appear normal

Right upper extremity - muscle strength of hand grasp is decreased compared to the left at +4.  No atrophy noticeable. Right arm edema.

Left lower extremity - muscle strength +5, tone and bulk appear normal.  Leg extension, abduction and adduction against resistance at hip all normal                 

Right lower extremity - tone and bulk appear minimally decreased.  Leg extension, abduction and adduction against resistance at hip decreased with muscle strength at +4.  Right leg with +2 edema

Gait:  Walks with compensatory gait, swinging his right leg to the right with forward motion. Ambulating with walker in the office (though wife reports that he often refuses to use it at home)

How has the physical exam changed from his last visit?

What are your diagnoses now?

DISTRIBUTE STUDENT CASE PAGE 9
The student should tell the patient and his wife that he/she is going to present his/her findings to Dr. Baskin.  

Wife [as student is leaving the room]: Do you know how long before my husband will be back to normal?

How would you answer the patient’s wife?
After you leave the room and present today’s findings to Dr. Baskin, he decides he wants to repeat the physical exam himself.  Dr.  Baskin tells you that he is pretty sure that the patient has some permanent damage.  You and your preceptor return to the patient’s room together. Dr. Baskin quickly confirms your neurological findings.

Facilitator Notes:
Brainstorm with the group about how you will talk with the patient about his disability. 


Select a student to talk to the patient and his wife about the findings.

Patient: What’s going on? I thought I would be okay by now. Am I going to be like this forever?

 Let the student respond.

Patient: There is no way I am going to allow myself to be so helpless. I refuse to live like this. You have to help me, or I will just use my service revolver.

Wife (very upset): What are we going to tell our kids? They are already asking questions.  
[If the student doctor addresses the comment about your husband killing himself with his service revolver, then you can suggest that you have your brother (who is a cop) take the gun.]

What questions would you address first and why?

How would you respond to Mr. Cavanaugh’s request to help him?

How would you respond to his statement regarding his service revolver?


What types of rehabilitation services does this patient need?

Is this an appropriate time to talk about Advance Directives?


DISTRIBUTE STUDENT CASE PAGE 10
Mr. Cavanaugh and his wife come in six months later.  He went to the neurologist at the local VA Hospital, who informs the patient that he has made good progress.  Speech is almost normal.  Patient has mild residual weakness on the right and has no restrictions of his usual activities. Dr. Baskin received the consultation letter and recommendations from the neurologist. Mr. Cavanaugh has been receiving physical therapy for the past 6 months.  He has been compliant with his antihypertensive medications and is doing well.  Mr. Cavanaugh is back at work.

Dr. Baskin and the student go in to see him together. Dr Baskin instructs you to do the interview.


 Select a student to find out how the patient is doing.

SP Notes:

You and your wife have come back to see Dr. Baskin. You are coming to see the doctor because of nasal congestion in the mornings, for the past week. You want to make sure you do not have an infection.  You have no fever, chills, sore throat, or cough. Just a little sneezing and runny nose in the morning. 

You’re back to work full-time and have started studying tai chi to improve coordination and balance.  You have been able to resume fairly normal functioning. Your handwriting is worse than ever, so you try to use the computer more than before. You feel like you have been given a second chance and are using it wisely, setting limits at job, eating right, and spending more time with your kids.
The wife tells Dr. Baskin that her husband is much stronger and happier.

DISTRIBUTE STUDENT CASE PAGE 11
Dr Baskin observes as you do the physical exam.
Mental-Status: Oriented x 3, memory intact 

Weight:            255 pounds (previous visit 285 lbs)
BP:                  124/84

HEENT:          Nasal mucosa is boggy with some clear discharge. Pharynx is clear, no 
  
            adenopathy, 
Lungs:
            Lungs are clear to auscultation, no wheezing, rales, or rhonchi.

Neuro: 
Patient is right handed with minimal decrease in handgrip on the right                       

                        Pupils equal round and reactive to light.
                        Gait has a barely noticeable right-sided foot drop

Right and left extremities grossly normal with minimal decrease in strength in right upper extremity and right lower extremity
Speech clear

Dr. Baskin is confident that the patient’s nasal congestion is simply allergic rhinitis, and gives him another prescription for fluticasone (Flonase(). 
The patient came in for an acute problem – is it necessary to inquire about his chronic problem?

Was it necessary to do a neurological exam?  What changes in the physical examination have you noticed? 

Would you bring up Advance Directives at this point?  Before this?  Later on?

Facilitator Notes:

1.  After discussion of whether it is the appropriate time or not to discuss 
                 advance directives with the group, hand out your local institution’s advance 
 directives sheets.


Select a student to discuss the form with the SP
SP Notes:
Wife:  You get very upset by the student bringing up end-of-life wishes.  You tell the student that this is the last discussion you want to have after all you’ve just been through with your husband.  You do mention, though, that you would want everything done for your husband.
[Student should properly address the wife’s concerns, but shift the focus and questioning back to the patient]

Patient:  You are more at ease with this conversation than your wife, as this has been something you’ve been thinking about.  You want everything done unless you are brain dead.


Facilitator Notes:

Prompting Question:
1.  How do you navigate this difficult discussion when the wife’s wishes are clearly different from the patient?
The student should address the wife’s concerns, but facilitate the discussion in order to help her understand that her husband’s wishes must be followed.  In addition, the student should encourage the patient to discuss his feelings with his wife and family at home so that everyone is on the same page.  
It is important for the students to understand that these conversations should be held 

when the patient is feeling relatively well and has his full mental capabilities.  All too often end-of-life discussions occur with distraught families in ICU settings when the patient is critically ill.
END OF CASE
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Facilitator Notes:





It is very important that the students address the need to remove the gun from the home immediately based on the patient’s apparent state of mind.  





The student might say something like: 





“I realize that this very serious diagnosis.  I would like you to see a neurologist ASAP.


      Your comments about your service revolver are of concern to me.  I think for your safety


      at this difficult time, we should remove the service revolver from your home.”


“I understand your distress.  My primary responsibility is your well-being.  I can have  


you committed today for suicidal ideation and have a psychiatrist evaluate you.  Or you can agree to let your brother-in-law keep the gun.”








Student Task





Facilitator’s Notes: 





Probably not an appropriate time to discuss advance directives as the patient is too distraught. Students may recommend a return visit after the patient sees the neurologist and more recovery time has passed.





Students will have an opportunity to talk about advance directives.  By the end of this session, they should come to terms with the fact that as a physician, you will not be able to cure all your patients and sometimes your contribution may be only supportive. 





At the end of this discussion, the SP and wife should leave the room to prepare for their final “visit.”
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SPPP
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SPPP
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