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Disclaimer

The purpose of this book is to help the reader learn about the principles of medical 
ethics by presenting fictional clinical cases that, in many ways, may mirror cases 
medical practitioners see in their daily practice. The specific cases described in this 
book are fictitious and any resemblance to real persons, living or dead, or real 
events is purely coincidental. The information herein is presented in good faith to 
be accurate and from reliable sources, based on available knowledge and informa-
tion at the time of book publication. However, due to the possibility of human error, 
as well as the constant evolution of medicine and law, neither the authors nor the 
publisher contend that this book is complete in its scope of topical coverage, or 
accurate in every aspect relating to the ethical principles, medical practice, or laws 
described herein. The reader is encouraged to confirm the information in this book 
using available outside resources when possible, particularly when used to guide 
the care of actual patients. The authors and publisher disclaim responsibility for 
errors or omissions within this book, or for the results obtained from using the 
information herein. The laws discussed in this book are for illustrative purposes and 
may vary from state to state, or may have changed by the time of or after this book’s 
publication. Practitioners should seek legal counsel when they are concerned about 
the legal consequences of their medical practice.
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About the Cover

Justitia, the Roman goddess of justice, is often seen carrying a sword and scales and 
symbolizes fair and impartial officiation of the law. She acts without corruption, 
greed, prejudice, or favor. In recent centuries she is sometimes portrayed as 
“blinded” with a blindfold in order to suggest her objectivity more strongly. We 
have opted to use a traditional, unblinded face of Lady Justice for the cover of our 
book, as today’s medical practitioners must face ethical dilemmas with open eyes 
and with consideration of health care justice for their patients. Solving ethical prob-
lems in patient care with a strong knowledge of facts—both medical and legal—and 
an awareness/acknowledgement of existing prejudices is essential in order to break 
down cultural barriers and offer the best possible care to all patients.

(Photo provided by Carlos Sillero with permission.)

vii



Foreword

For more than 25 years I have focused my scholarly work and teaching efforts on 
issues that surface in the area of health care ethics/bioethics/medical ethics. Judging 
from the number of gray hairs on my head, I think it is safe to say that I have read 
nearly every book there is to read on topics such as competency, informed consent, 
end-of-life decision making, difficult patients, advance directives, medical error, dis-
tribution of scarce medical resources, and discharge of patients who have nowhere to 
go. But never have I read a book quite as compelling as John E. Snyder, MS, MD, 
and Candace C. Gauthier, PhD’s book entitled Evidence-Based Medical Ethics: 
Cases for Practice-Based Learning. Although this talented team consisting of a phy-
sician (internal medicine) and health care ethicist have geared their book toward 
young medical trainees, their book — which combines reviews of evidence-based 
medicine, background in federal and state laws, and discussion of basic ethical prin-
ciples — is equally well-suited to help members of institutional ethics committees 
learn how to use their critical reasoning skills and appropriate emotional intuitions to 
resolve common (yet pressing) ethical concerns in the context of practicing clinical 
medicine. Their book is also one that I am very eager to use as a teaching tool in the 
undergraduate and graduate health care ethics and law courses I teach.

What distinguishes Snyder and Gauthier’s textbook from other books of its type is the 
way the authors force the reader to think through hard ethics cases and arrive at a resolu-
tion. So challenging are the cases that Snyder and Gauthier present, I kept hoping they had 
sent me a yet-to-arrive teacher’s manual with the “answers” to the cases. But then I real-
ized I did not want the “answers” to the cases. Instead I wanted to do the hard thinking 
that my new teachers, Snyder and Gauthier, had invited me to do. Congratulations to this 
duo for writing a book that I actually read cover to cover in one marathon session simply 
because each case in it so captivated my interest and imagination.

 Rosemarie Tong, PhD
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Preface

The idea for this textbook was born out of a need for a teaching resource that merges 
medical ethics theory with the practical needs of modern clinical medicine. Our goal 
in writing this book is to provide a method for the reader to learn how to systemati-
cally manage dilemmas seen in the everyday practice of medicine. The reader is 
guided through several “typical” patient scenarios and prompted by various questions 
that should be entertained by the treating health care provider. Then, relevant 
evidence-based medicine, legal precedent, and the ethical theory that applies to the 
situation are revealed. Often, finding the “best” ethical solution for each problem is 
automatic, as the solution often becomes self-evident during information gathering. 
This general method is reinforced throughout the text with multiple cases, using a 
practice-based approach by building on the reader’s developing skills. Additionally, 
we have sought to emphasize a culturally competent manner to resolve these dilem-
mas, respectfully addressing issues of age, gender, and culture whenever possible. 
It is our hope that the reader will enjoy the mystery-solving style that each case offers 
and will subsequently adapt a patient-centered and evidence-based approach to the 
dilemmas they may face in their future practice of medicine or work in the medical 
ethics field.

John E. Snyder
Candace C. Gauthier
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Chapter 1
An Introduction to Modern, 
Evidence-Based Medical Ethics

The Definition and Evolution of Medical Ethics

Ethics is a branch of philosophy centered on the study of the moral principles that 
define a standard of human conduct for an individual, group, or culture. The action 
of an individual or group, the motivation behind that action, and the end result of 
that action is often judged as being “good” or “moral” when scrutinized by the eyes 
of ethical philosophy. The choices of an individual, based on their personal moral 
beliefs, can have a consequential effect on other people or society at large. As a 
result, ethical standards are often applied to the general public in the form of poli-
cies and laws. Ethics can also be applied to various professions in order to define a 
level of responsibility or a standard code of performance for those in the field. The 
study of how the practice of medicine correlates with acceptable conduct is specifi-
cally termed medical ethics. National medical organizations have created ethical 
manuals to suggest guidelines for the ethical practice of medicine. Additionally, 
state medical boards that offer licensing for health care professionals also have reg-
ulations for obtaining and maintaining licensure based on standards of ethical prac-
tice. However, despite written directives for addressing common challenges, the 
practice of clinical medicine inherently will be fraught with unforeseen ethical 
dilemmas, since both the health care practitioner and the patient will bring their 
individual life experience and moral values to the clinical encounter. It is the job of 
the practitioner to find a balance between fundamental ethical principles, the law, 
and respect for the values of the patient.

On Medical Oaths, Codes of Ethics, and the Lessons of History

The Oath of Hippocrates was likely written in the Fifth Century B.C., and set forth 
a code of conduct for physicians to follow. Although still revered within its historical 
context, the Oath is vague regarding most of its implications for ethical clinical 
practice. Exceptions to this ambiguity include its specific support of respect for 
patient confidentiality and its strict prohibition of abortion, euthanasia, and sexual 
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2 1 An Introduction to Modern, Evidence-Based Medical Ethics

relationships between physician and patient. The Oath has been modified numerous 
times over the years and, since the early 1800s, it has been used in various forms 
at many medical school commencement ceremonies.

Some have contended that the Oath holds little relevance in modern medicine and 
that it is politically incorrect as it, for one example, refers to the medical care of 
slaves. It has been additionally argued that a one-time reading aloud of a doctrine, 
without contingent penalties for non-adherence to its principles, does not ensure the 
future ethical practice of any given practitioner. As a result, some institutions, such 
as the University of Massachusetts Medical School, have taken a different approach 
to the concept of the medical oath. The school holds an annual Oath Ceremony 
at the completion of the first two basic science years of training, just prior to entering 
the subsequent two years of clinical rotations. At the event students read an alterna-
tive oath of their own creation that reflects the scientific, ethical, and humanistic 
sides of medicine. Students are encouraged to develop an oath that states, in their 
own words, what “it means to be a physician” and “what sort of person you (sic) 
would like to be as a physician.” The oath is reinforced at commencement exercises 
two years later, when students additionally recite the Oath of Maimonides – an edict 
which encourages physicians in its central theme to “never see in the patient 
anything but a fellow creature in pain.”

The need for greater detail and clarity as to what ethical guidelines a physician 
must follow in practice – beyond a once-recited oath – has generated formalized 
codes of physician conduct. Some 24 centuries after the original Oath of Hippocrates, 
at the first meeting of the American Medical Association (AMA) in 1847, the 
organization’s first Code of Ethics was approved. This Code sought not only to 
establish rules of professional behavior, but also to clarify the training requirements 
necessary to become a practicing physician. The Code of Ethics has since gone 
through several necessary revisions, largely reflecting changes in medical technol-
ogy and in the social climate of this country.

Exactly one century later, in the Doctor’s Trial of 1947 Germany, the indictment 
and prosecution of several Nazi physicians accused of human experimentation 
practices that included torture and murder, resulted in the tribunal’s development 
of the Nuremberg Code. Largely relying on the principles of the Oath of Hippocrates 
and established standards of medical ethics at the time, the Nuremberg Code was a 
landmark document for promoting human rights protection in research. The con-
cept of informed voluntary consent came forth from this document, as well as the 
right of the research subject to electively cease their involvement in a study at any 
time. All in all, the 10 decrees in the Nuremberg Code formed the basis for all 
modern day research regulations that protect the participants.

Since Nuremberg, and paralleling the equal rights movement and the increasing 
diversity of the population in our country, medicine has undergone a significant 
shift from a strictly paternalistic approach to one that embraces the rights of the 
individual as well as the concept of cultural competence. One certainly can argue, 
however, that this metamorphosis has been difficult at times, slow in evolution, and 
is by no means complete. Historical events, such as the Tuskegee Syphilis Study, 
have marred the reputation of health care in, possibly, an irremediable way. In this 



U.S. Public Health Service study, spanning 40 years from 1932 to 1972, 399 
African-American males from rural Alabama were given non-curative antibiotic 
courses for syphilis. The reported purpose of the study was infection control, and 
the prescribed antibiotic courses likely rendered most of the patients noninfectious. 
However, in the opinion of many experts, the study aimed not only to control dis-
ease transmission, but also to document the progression of the disease through its 
stages. Despite objections to the ethical premise of this investigation made as early 
as 1965, the study continued for another seven years before it was eventually 
deemed to have been unethical from the time of its inception by a nine-member 
advisory panel of the Department of Health, Education, and Welfare. The negative 
societal impact of this ruling has been immense. In the words of Dr. Vanessa 
Northington Gamble, the Tuskegee study “has come to symbolize racism in medi-
cine, misconduct in human research, the arrogance of physicians, and government 
abuse of Black people.”

Concerns for the protection of human research subjects, largely based on the 
issues raised by the Tuskegee Study, led to the formation of the National 
Commission for the Protection of Human Subjects in 1974, and its subsequent 
publication of The Belmont Report: Ethical Principles and Guidelines for the 
Protection of Human Subjects of Research. The Belmont Report led to the require-
ment that all research institutions receiving federal funding must form an 
Institutional Review Board (IRB) composed of individuals who review all research 
proposals from within the institution and ensure that the rights of the study subjects 
are protected. Members of IRBs now generally include both researchers and layper-
sons. IRBs review both proposals for research protocols, as well as the means by 
which informed consent is obtained for study subjects.

In 1979 Beauchamp and Childress penned the significant work Principles of 
Biomedical Ethics, now currently in its fifth edition. In this noteworthy and influ-
ential tome, the authors emphasize the importance of four basic ethical principles 
essential to medicine: autonomy, beneficence, non-maleficence, and distributive 
justice. These principles are discussed in greater detail in the following chapter and 
establish an important foundation for the ethical discussions throughout this text.

The fact that protection for research participants was born out of a history of 
human rights abuse must not be forgotten, and the work of physicians and scientists 
towards regaining the trust of minority groups is perhaps a Sisyphean task. 
However, encouraging minority group participation in research is essential so that 
data obtained is generalizable and all persons can reap the benefit of technological 
advances. Progress made in medical science, such as the introduction of hemodialysis 
and mechanical ventilation, have made it possible to prolong life in those who, in 
the past, would have succumbed to organ failure. However, such innovations have 
also created new ethical dilemmas. Questions as to who should receive such life-
sustaining measures are often the most common received by palliative care and 
ethics consultants in the inpatient setting. To address such dilemmas, the American 
College of Physicians (ACP) has independently developed its own Ethics Manual 
that not only reviews basic tenets of medical ethics, but offers guidance on how to 
approach decision making in dilemmas faced in modern medical practice.

On Medical Oaths, Codes of Ethics, and the Lessons of History 3



4 1 An Introduction to Modern, Evidence-Based Medical Ethics

Medicine and the Law

Health care, as it is practiced today, has been influenced by the development of ethi-
cal codes and the lessons learned from egregious historical mistakes, as well as the 
evolution of health care law. Physicians are held ethically and legally accountable for 
maintaining set standards of care for their patients by law enforcement agencies, 
medical licensing authorities, insurance payers, and courts of law during malpractice 
litigation. One unfortunate consequence of the latter is the practice of so-called 
“defensive medicine,” whereby a physician orders unnecessary studies on a patient in 
order to reduce the likelihood of litigation against them. Defensive medicine costs the 
health care system billions of dollars and likely does not help to decrease the number 
of lawsuits filed. The ethics of defensive medicine is dubious at best, considering the 
expense, time, and potential patient harm involved in its practice.

When a physician pursues training or a career in a new state, knowledge of the 
state medical board bylaws, as well as the governmental laws of the state itself, is 
crucial. A health care practitioner may or may not agree with existing policies, 
either for political, philosophic, religious, or other personal reasons. Yet awareness 
of their respective state laws is essential. For one example, elective abortion is cur-
rently legal in the United States, however individual states have varied restrictions 
on the procedure that are important for the practitioner to know. Some states have 
requisite waiting periods, others have mandatory pre-abortion counseling, and others 
have ordinances about parental notification and consent if the pregnant patient is a 
minor. Numerous states have regulations that prohibit insurance plans from covering 
abortion procedures. As of 2007, all but three states (Alabama, New Hampshire, and 
Vermont) allow individuals or health care facilities the choice to refuse a woman 
certain health services, information, or even referrals. A whole separate set of 
individual state regulations exist for providing patients accessibility to so-called 
“emergency contraception.”

Health care law is in a state of constant evolution. Take, for example, the well-
known case of Theresa Marie (‘Terri’) Schiavo [for an excellent review on the 
topic, please see Perry, et al.]. In 1990, at the age of 26, Mrs. Schiavo was deter-
mined to be in a persistent vegetative state (PVS) as a result of a cardiac arrest event 
and the associated hypoxemic brain injury. The cause of the cardiac arrest, although 
attributed by some to be due to electrolyte imbalances in the setting of an eating 
disorder such as bulimia, has never been officially confirmed. After exploring treat-
ment options and pursuing aggressive rehabilitation therapies, Terri’s husband 
came to the realization that his wife’s condition was irreversible and that she would 
not want to continue living in a PVS. Terri’s parents disagreed with this supposi-
tion, and felt that she showed outward signs of behavior that were not consistent 
with a PVS diagnosis. Years of trials and appeals in the Schiavo’s home state of 
Florida ensued, ultimately resulting in the decision to withdraw supportive care. 
However, in the setting of widespread media attention and public interest, Florida 
governor Jeb Bush intervened by signing a policy known as Terri’s Law – emergency 
legislation that resulted in the reinstitution of nutrition and other supportive 



care for Terri. When the Supreme Court of Florida deemed Terri’s Law unconstitutional 
nearly a year later, her feeding tube was removed and she subsequently passed 
away at the age of 41. A postmortem examination was performed after Terri’s 
death, and the brain pathology results were consistent with extensive past ischemic 
brain injury that included cortical blindness. Despite continued debate about 
whether the “right” decision was made for Terri, the Schiavo case clearly provides 
evidence that medicine, ethics, and law are closely intertwined and that significant 
fluidity of their interactions exists. Needless to say, strong knowledge of existing 
health care law, and the use of legal counsel when necessary, is becoming increas-
ingly necessary in the practice of medicine.

Ethics in Medical Education Today

Ethics education is increasingly recognized as a crucial component in the training of 
medical professionals in the United States to teach health care practitioners to practice 
their trade and meet the obligations of an evolving ethical code in an increasingly 
complex practice environment. There has been a noticeable trend of increased 
emphasis on incorporating training in cultural competence in medical education as 
seen in the current accreditation guidelines of professional training programs. Take, 
for example, the education of an allopathic physician in medical school and residency. 
Since 1965, the Association of American Medical Colleges (AAMC), along with the 
Council on Medical Education of the AMA, have co-sponsored the Liaison 
Committee on Medical Education (LCME) which accredits the 125 United States and 
17 Canadian allopathic medical schools. The following is excerpted from the 
LCME’s guide to Functions and Structure of A Medical School:

“The faculty and students must demonstrate an understanding of the manner in which 
people of diverse cultures and belief systems perceive health and illness and respond to 
various symptoms, diseases, and treatments. Medical students must learn to recognize and 
appropriately address gender and cultural biases in themselves and others, and in the proc-
ess of health care delivery. A medical school must teach medical ethics and human values, 
and require its students to exhibit scrupulous ethical principles in caring for patients, and 
in relating to patients’ families and to others involved in patient care.”

Although education in ethics and professionalism is mandated by accrediting 
bodies, the manner in which this education is performed is left up to the school, and 
many different approaches exist. It is, perhaps, naïve to presume that, when a stu-
dent of medicine proceeds through their professional education, the fundamental 
knowledge and skill in medicine they gain in school and postgraduate training is 
based solely on sound, unbiased science. The reality is that the training practitioner 
develops their clinical repertoire largely under the influence of role-modeling 
behaviors, both good and bad, that they observe by preceptors, colleagues, and other 
staff they interact with during their education. Medical school and residency pro-
grams increasingly recognize that education in medical professionalism and ethics, 
although classically taught through lectures, is perhaps better cultivated through 

Ethics in Medical Education Today 5



6 1 An Introduction to Modern, Evidence-Based Medical Ethics

mentoring relationships in the clinical setting by faculty role models. The University 
of Washington School of Medicine’s Colleges Program is one example of a curric-
ulum promoting the self-described “ecology of professionalism.” The philosophy 
of this method is that strategic role modeling should occur throughout the duration 
of a UW student’s medical school education.

Emphasis on formalized professionalism education is not limited to organiza-
tions overseeing the training of physicians. The National League of Nursing 
Accrediting Commission (NLNAC) and the Commission on Collegiate Nursing 
Education (CCNE) both emphasize ethics and cultural competence as major tenets 
of nursing education. Likewise, the American Council on Pharmaceutical Education 
(ACPE) sets professional standard education as a key paradigm of training for 
pharmacists. There is uniform recognition that respect for the patient and commit-
ment to education of the fundamental ethical principles is paramount to the training 
and licensure of all health care professionals.

Cultural Competency, Personal Belief Systems, 
and the Practice of Ethical Care

The term culture best embodies the belief systems, attitudes, and behaviors that are 
characteristic of social, ethnic, age, geographic, religious, or other groups. In refer-
ence to clinical medicine, the term cultural competence reflects an ability to effec-
tively integrate knowledge about cultural beliefs into positive therapeutic 
relationships, and to translate that into high quality comprehensive medical care. 
Instruction aimed at achieving cultural competence is increasingly being recog-
nized as vital in medical education today as many students in medical professions 
may not have been previously exposed to persons of diverse backgrounds. Breaking 
down cultural barriers and increasing patient accessibility are essential to establish 
effective communication with, and provide overall care for, all patients. The health 
care practitioner must be aware of racial, ethnic, and other cultural differences 
when assisting patients and families through medical decision-making processes.

For example, a white physician caring for a terminally ill black patient with 
cancer may believe that the use of life-sustaining interventions such as mechanical 
ventilation would be futile, given the irreversibility of the patient’s underlying 
medical condition. However, studies have shown that historical inequity in the care 
of black patients, such as what occurred in the Tuskegee experiments, has resulted 
in a perception among some black patients that limiting them from certain treat-
ment options, such as a mechanical ventilator, is equivalent to an injustice by the 
medical system. An understanding on the physician’s part that black patients may 
share such a cultural belief, and that this belief is a valid one, is crucial to maintaining 
open and effective communication with the patient and their family, and creating a 
successful therapeutic plan together.

It is equally important for the health care provider to self-reflect and recognize 
their own inherent cultural beliefs and how these may affect their ability to fulfill 



their clinical responsibilities. The topic of abortion, already discussed above, is one 
example of a politically charged topic that many health care practitioners are 
exposed to in training or thereafter. If a physician’s religious views strictly forbid 
the practice of elective abortion, should that affect their ability to at least refer a 
woman to a physician that can perform the procedure? Should pharmacists with the 
same beliefs be allowed to not dispense the “morning after pill” to patients? Should 
a nurse provide a patient with unsolicited information about other options related 
to pregnancy, such as adoption? In addition to abortion, there are countless other 
examples of health care issues where a practitioner may have strong personal 
beliefs that may potentially influence their judgment. Attitudes towards assisted 
suicide, mandatory HIV testing in pregnancy, use of alternative therapies, and 
aggressive treatment in patients at the end of their life are just a few of such topics. 
Despite a diversity of cultural beliefs in health care workers themselves, their obli-
gation must always be to their patients. Bridging differences across belief systems 
to provide patients with the best possible care remains the fundamental theme.

Health Care Providers and Conflicts of Interest

Influences beyond those related to culture can affect the choices made by a health 
care practitioner. One classic example is conflicts of interest created by relationships 
between providers and pharmaceutical companies. Clearly, these companies need to 
use marketing tools to maintain their profitability to further fund the research that 
may provide novel treatment options for the future. Billions of dollars are spent annu-
ally on advertising efforts by pharmaceutical companies. This includes both direct-to-
consumer and direct-to-provider advertising. In a 2000 study by the National Institute 
for Health Care Management (NIHCM), about $2.5 billion was spent on direct-to-
consumer advertising alone over the prior year. During this same period, the retail 
sales of the 50 medications most heavily advertised directly to consumers rose 32 
percent (a $10 billion increase in retail spending), compared to a 13.6 percent sales 
increase for all other drugs combined. These top 50 drugs accounted for a total of 
$41.3 billion in sales in the year 2000, which comprised approximately 31.3 percent 
of the $131.9 billion spent overall on retail prescription drugs in that year.

Direct-to-physician marketing at medical offices, also termed “detailing,” totaled 
$4 billion in this same 2000 study, which does not include the money spent on pro-
viding sample medications ($7.9 billion), hospital detailing ($765.3 million) and 
journal advertising ($484.4 million). Direct-to-physician promotions can include 
small gifts such as pens and notepads, but may also include dinners, travel funds, 
speakers and continuing education seminars, among other items. Worse yet, publi-
cations may be ghostwritten for physicians by compensated pharmaceutical com-
pany employees or consultants. One survey-based study by Blake and Early of 
patient attitudes toward gift giving by pharmaceutical companies to physicians sug-
gests that, in general, patients disapprove of gifts that have nontrivial monetary 
value or do not benefit patients in some way.

Health Care Providers and Conflicts of Interest 7
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It has been shown that direct commonplace marketing to medical students and 
residents by pharmaceutical sales representatives can influence their prescribing 
habits. Training these medical professionals to critically appraise information from 
pharmaceutical company representatives is essential to minimize prescribing biases 
and strengthen evidence-based practices. Interestingly, a study of internal medicine 
residents at the University of Toronto suggested that by implementing a policy that 
limits contact between them and pharmaceutical company representatives during 
training, residents were less likely to maintain a high level of contact with repre-
sentatives in subsequent practice or to perceive information provided to them from 
representatives as beneficial.

In response to an increasing belief that the marketing by pharmaceutical compa-
nies influences the prescribing practices of physicians and physicians-in-training in 
a manner that is not based on empiric evidence alone, organizations such as No 
Free Lunch have formed to encourage health care providers to refuse promotional 
gifts. The American Medical Student Association (AMSA) has a similar campaign, 
titled Pharm-Free.

Ethics and Evidence-Based Medicine

Evidence-based medicine involves the thoughtful use of available and sound data 
from relevant clinical research to offer the best possible care for a patient during a 
specific encounter. The evidence-based practice of medicine offers more informed 
choices by both practitioner and patient, using the most studied diagnostic and thera-
peutic options available. However, such practice does not necessarily ensure that 
“better” choices, with regard to outcome or cost, are made. Additionally, the reality 
of decision making in medicine is perhaps best described in a paper by Kerridge, et al. 
and paraphrased here, as the culmination of knowledge from existing evidence and 
several other facets such as past experience, personal values, financial considerations, 
and concern for the relevant ethical principles. This interplay is just one example of 
the ways in which medicine is both a science and an art.

The above-referenced relationship between evidence and ethics in medical deci-
sion making is a bidirectional one. As much as depending on the fundamental prin-
ciples of ethics can assist in making clinical determinations, evidence can help 
determine what decisions are most ethically sound. For example, the family of a 
patient with acute respiratory distress syndrome (ARDS) on a mechanical ventilator 
in an intensive care unit, is considering withdrawal of life-sustaining care. Based 
on the patient’s previously stated wishes to withdraw life support in the setting of 
medical futility, knowing as much as possible about ARDS is essential. What is the 
usual mortality rate? In which patient population was this determined? What factors 
most affect mortality? What are the potential morbidities from the illness or treatments? 
What interventions have the most benefit? Would further aggressive measures truly 
be futile? What are the costs, potential benefits, and possible harms of these interven-
tions? Avid use of the medical literature can assist the clinician in effectively guiding 



the patient’s family through a very difficult decision. This recurrent theme, of using 
solid evidence-based medicine to help navigate through ethical decision making, 
with reliance on the basic ethical principles and established legal precedent, is 
strongly emphasized throughout this text.
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Chapter 2
The Underlying Principles of Ethical 
Patient Care

Medical ethics is based on a series of ethical principles that are particularly relevant to 
medical practice and patient care. The principles were first developed by Tom 
Beauchamp and James Childress in their 1979 book, Principles of Biomedical Ethics, 
now in its fifth edition. Since then they have become recognized and used by those 
who work in medical ethics, training medical students and residents, working as eth-
ics consultants in health care institutions, and serving on hospital ethics committees. 
These principles are included in the “common morality,” so they will be accepted by 
most members of the society. They are derived from classical ethical theories and are 
presupposed by traditional codes of medical ethics.

The principles of medical ethics make several contributions to patient care and 
decision making in the medical context. They offer a way to approach ethical 
dilemmas that arise in the course of practicing medicine, making difficult health 
care decisions, and interacting with patients and their families. The principles pro-
vide a way to organize our thinking about ethical issues in patient care and a shared 
language for health care providers to discuss these issues. Finally, the principles 
call attention to aspects of a medical situation that might be overlooked, and remind 
us that medicine is, ultimately, an ethical enterprise.

Beauchamp and Childress introduced four basic principles of medical ethics: 
Principles of 1) Beneficence, 2) Non-Maleficence, 3) Respect for Autonomy, and 
4) Justice. In this book we have expanded the original list of four principles to 
include the Principle of Respect for Dignity and the Principle of Veracity to 
include elements of patient care and medical decision making that are not explicitly 
covered by the original four principles, such as emotions and relationships; privacy 
and bodily integrity; religious, social, and cultural differences; and the importance 
of good communication skills.

The Principle of Beneficence

Medical practitioners should act in the best interests of the patient. 
More specifically, they should prevent harm, remove harm, and promote good 

for the patient. In the delivery of health care, the relevant harms to be prevented or 
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removed may include pain and suffering, disease, disability, and death. Similarly, 
the relevant goods to be promoted may include well-being, health, proper function-
ing, and life. When applying this principle, it must be determined whether a pro-
posed medical treatment will prevent or remove harm, or promote good for the 
patient. However, there may be disagreement about this. For example, while death 
is normally considered a harm to be prevented and life a good to be promoted, there 
may be medical situations in which this description is questioned. Family members 
may believe that the good for their loved one in a persistent vegetative state is con-
tinued life, even if this requires long-term artificial nutrition and hydration, and that 
death is the harm to be prevented. Health care providers, however, may believe that 
continued life, artificially maintained, is the harm to be prevented, while a natural 
death may be good for this patient.

The Principle of Non-Maleficence

Medical practitioners must not harm the patient.
This principle is based on the ancient maxim “First, do no harm” (primum 

non nocere). With the addition of this principle, the requirement to act in the 
best interests of the patient becomes more complicated. Again, disagreements 
may arise over the identification of harms for individual patients and specific 
medical interventions. In addition, medical interventions normally involve both 
harms and goods, often described as risks and benefits. This means that the 
Principle of Beneficence and the Principle of Non-Maleficence will often need 
to be applied together. Combining these two principles requires both an identi-
fication of the risks and benefits of a particular intervention and a comparison 
of the harms done, the harms prevented or removed, and the goods promoted for 
the patient. The result of these considerations will determine what is in the 
patient’s best interests.

For example, when practitioners consider prescribing a particular medication, they 
must weigh the expected beneficial effects with the potential harmful side effects. As 
a result, providers can recommend the medication as being in the best interests of the 
patient, considering both the potential risks and the expected benefits.

In another example, a physician who writes a Do Not Resuscitate order for a 
frail elderly patient in the process of a natural death knows that this will result in 
the death of the patient. The physician in this case may believe that a natural 
death will not actually harm the patient but is, instead, a good to be promoted. 
Even if death is considered to be a harm, the practitioner has determined that CPR 
would cause more harm than the harm of death for this patient. Other health care 
providers, as well as family members, may disagree, considering the risk of 
broken ribs and other results of aggressive and invasive interventions to be less 
harmful than death.



The Principle of Respect for Autonomy

Capable patients must be allowed to accept or refuse recommended medical 
interventions.

“Autonomy” is defined as the capacity for self-determination or the capacity to 
make one’s own decisions. In the health care context, this capacity involves the 
ability to make and communicate health care decisions. Respect for patient auton-
omy requires that those with this capacity be permitted to accept or refuse treatment 
alternatives recommended by their physicians. Of vital importance to the applica-
tion of this principle is the requirement of voluntary informed consent. Capable 
patients must be provided with full, relevant, and truthful information about 
recommended treatments and any reasonable alternatives, including expected ben-
efits, potential risks, and the results of refusing treatment altogether. They must 
understand this information and make a voluntary decision without coercion or 
undue influence.

Controversies arise here over the determination of who is capable of making 
these decisions. For many patients this will be obvious, based on their age or medi-
cal condition. One controversy involves mature minors, young people below the 
legal age of consent (18 years). Some have argued that 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.

One solution is to evaluate the individual patient’s capacity to make medical 
decisions, recognizing that these patients may be able to make some decisions and 
not be able to make others, depending upon the amount and difficulty of the infor-
mation involved and the consequences of that decision. Those whose decision-making 
capacity is questionable should still be provided with information they can under-
stand and be allowed to make age- and capacity-appropriate decisions.

The Principle of Respect for Dignity

Patients, their families and surrogate decision makers, as well as health care providers, 
all have the right to dignity.

The Principle of Respect for Dignity is meant to apply to everyone involved in 
the medical encounter. It is based on the fundamental idea that all persons should 
be treated with respect and dignity. Respect for persons and respect for their dignity 
applies whether or not health care decisions are being made, and even to those who 
are not capable of making their own decisions. Respect for people’s dignity 
includes respect for their emotions, relationships, reasonable goals, privacy, and 
bodily integrity. Respecting these personal characteristics requires that they be 
acknowledged and taken into consideration in all medical encounters and in all 
aspects of patient care.

The Principle of Respect for Dignity 13



14 2 The Underlying Principles of Ethical Patient Care

The Principle of Respect for Dignity applies to the relationships between practi-
tioners and patients. It also applies to practitioners in their interactions with family 
members and surrogate decision makers. It requires respect for the social, cultural, 
and religious background of patients, their families, and surrogate decision makers. 
The principle reminds physicians that medical decisions are often made in the con-
text of family and community background and history.

More specifically, this principle requires good communication skills, including 
active listening and the willingness to provide information, even when decisions are 
not being made. According to this principle, when family members and intimate 
friends accompany and support the patient, their emotions and their relationships 
with the patient should be acknowledged as valuable contributions to the patient’s 
care. When surrogate decision makers are making decisions about medical treat-
ment for a loved one, they need to receive the information necessary to make an 
informed decision, as detailed earlier. They should also be treated with the same 
respect for their emotions, their relationships, and their reasonable goals.

The Principle of Respect for Dignity also applies to patients who have not attained, 
are gradually losing, or have completely lost the capacity to make health care deci-
sions. For example, children, the mentally disabled, and those with advancing 
Alzheimer’s disease will experience emotions, participate in relationships, and have 
goals for themselves. All of these aspects of their lives should be acknowledged and 
taken into consideration in every encounter with them and in making treatment deci-
sions. Their privacy and bodily integrity must also be protected to the extent possible, 
consistent with appropriate medical care and the need for decision making by others.

This principle also applies to those with severe dementia, comatose patients, and 
even those in a persistent vegetative state. They must always be treated with respect 
for their privacy and bodily integrity, as far as this is possible. Their inability to make 
decisions and even their inability to experience emotions and relationships must not 
allow medical practitioners to ignore their basic dignity as human beings.

The Principle of Respect for Dignity also requires confidentiality for patients’ 
medical conditions and the treatments they are receiving.

This is an important element in the maintenance of the patient’s privacy. 
Medical information about a patient must not be revealed to anyone who is not 
involved in the care of that patient. When patients are incapable of making their 
own medical decisions, information may be revealed to those who are legally 
authorized to make these decisions.

Medical practitioners must also preserve their own dignity in their encounters 
with patients, their families, and surrogate decision makers. They must approach 
these encounters with an expectation of respect and acknowledgement of their 
expertise. One of the ways in which this approach can be maintained is for practi-
tioners to offer only those treatments they believe will be effective in meeting 
reasonable goals for the patient. For example, when family members request or 
demand that “everything be done,” physicians need to be very clear, in their own 
minds, about what interventions will actually benefit the patient and what interventions 
will not. They should only offer those interventions they believe will be beneficial 
and explain why others, requested or demanded by the family, will not offer 



any benefit. Professional responsibility requires that physicians practice medicine 
according to their own judgment based on their training and experience, and not 
based solely on what family members want for their loved one.

The Principle of Veracity

The capable patient must be provided with the complete truth about his or her 
medical condition.

Capable patients must be provided with the complete truth about their medical 
conditions, both at the point of diagnosis and as their condition progresses. This is 
the only way that a patient can make a truly informed decision about accepting or 
rejecting recommended medical interventions. Patients must also be informed 
about their conditions in case experimental treatments were to become available. 
Similarly, surrogate decision makers must be provided with this information so that 
they can make an informed decision about the incapable patient’s treatment.

Controversy arises when no medical treatment is available. Some argue that the 
diagnosis of a terminal illness or traumatic injury, with no available treatment, 
should be kept from the patient. Concerns about premature suicide or the loss of 
hope are often expressed. What is neglected in these arguments is that patients, as 
persons, have more to worry about than medical treatments. They have to consider 
their loved ones and what they can do for them now, before they die, and they have 
numerous other plans to make and see through before the end of their lives. 
Knowing the truth about what they can expect in terms of their illness or injury 
allows patients to make plans and live their lives with a purpose they may not have 
embraced before. Patients and surrogate decision makers also need to know what 
to expect as a terminal illness progresses so that informed decisions may be made 
about end-of-life treatment.

Both the Principle of Respect for Autonomy and the Principle of Respect for 
Dignity support the need for capable patients to be informed about their conditions, 
even if they are considered to be terminal, with no effective treatment. This is the only 
way that patients can make meaningful decisions about their medical treatment, how 
to respond to their emotions and relationships, meet their reasonable goals, and protect 
their privacy and bodily integrity as they make decisions about end-of-life care.

The Principle of Distributive Justice

Health care resources should be distributed in a fair way among the members of 
society.

The Principle of Distributive Justice is applicable when resources are expensive 
or scarce and decisions must be made about who will receive these resources. 

The Principle of Distributive Justice 15
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The controversy with the Principle of Distributive Justice concerns what criteria 
will be used to distribute health care resources, so that the distribution is fair. 
Different theories of justice recommend different criteria for distribution, including 
ability to pay, merit, contribution to society, need, and first come, first served.

Our society seems to have adopted a combination of criteria for distributing 
health care resources. Patients must be treated in an emergency department for an 
acute illness or trauma. However, they may be released, once they are stabilized, if 
they do not have insurance or are unable to pay. Similarly, organ recipients must 
be on a list, using a first come, first served criterion, but must also be able to pay 
for the procedure and have adequate social support for the recovery process.

The Principle of Distributive Justice applies most readily on the governmental 
and institutional levels, in determining how much of our tax dollars will go to 
health care and in deciding how an institution’s resources will be allocated. Yet, 
questions about the use of expensive and scarce medical resources may also occur 
to practitioners as they decide how to treat individual patients. Physicians may 
consult hospital administrators concerning these questions, but should not refuse 
medical treatment based on their own determination of the best use of resources.

Most of the principles presented above raise questions as they are applied to indi-
vidual cases of patient care. Questions of what is harmful and what is beneficial, 
when harms outweigh benefits, benefits outweigh harms, or certain harms outweigh 
other harms, who is capable of making medical decisions, and when requested 
medical interventions are ineffective, must be answered by individual practitioners 
on a case-by-case basis. The principles may also conflict as they are applied to par-
ticular cases. For example, a capable patient may refuse a treatment that a physician 
judges to be more beneficial than harmful. On the other hand, legally authorized 
surrogate decision makers may demand medical interventions that physicians 
believe are ineffective and may even be harmful for the patient at the end of life.

Sometimes, when principles conflict, it is obvious which principle is most 
important and must take priority. At other times, however, practitioners are faced 
with an “ethical dilemma” in which the force of the conflicting principles seems to 
be equal. In these cases, it may be helpful to consult with the hospital ethics com-
mittee. This committee will consider the interests of everyone involved in the situ-
ation, as well as the relevant ethical principles, and may be able to recommend 
courses of action aimed at resolving the conflict. When conflicts seem intractable 
and involve legal concerns – for example, if practitioners are reluctant to provide 
clearly ineffective interventions demanded by surrogate decision makers – it may 
be necessary to include hospital administrators, risk management personnel, and 
hospital legal counsel in these discussions.

Annotated References/Further Information
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When patients are conscious and capable, they must be permitted to make their own 
health care decisions, based on the Principle of Respect for Autonomy. However, 
the most difficult decisions are often made when a patient is no longer conscious or 
capable of participating in the decision-making process. This will be the case with 
most decisions about how patients’ lives will end.

In 1976 California passed the Natural Death Act and became the first state to 
offer its citizens a way to make their wishes for end-of-life care known in advance. 
Adult patients suffering from terminal illness or mortal injury can execute a written 
document that authorizes withholding or withdrawing life-sustaining procedures. If 
physicians honor this “directive,” they cannot be charged with criminal liability or 
unprofessional conduct. Other states followed with their own statutes authorizing 
what came to be known as the “Living Will.”

The United States Supreme Court case Cruzan v. Director, Missouri Department 
of Health concerned the efforts of Nancy Cruzan’s parents to have her feeding 
tubes removed after she had been maintained in a persistent vegetative state for 
seven years. The majority of the court decided that the parents would need “clear 
and convincing evidence” of Nancy’s wishes before the feeding tubes could be 
removed. A Living Will, for example, would provide written evidence of a patient’s 
wishes about end-of-life medical treatment. Justice O’Connor, writing in a concur-
ring opinion, suggested that states consider authorizing “the patient’s appointment 
of a proxy to make health care decisions on her behalf.”

Following the Cruzan decision, many states added “persistent vegetative state” 
and “withholding and withdrawing artificial nutrition and hydration” to their Living 
Will statutes. Many states also allowed citizens to appoint someone to make medical 
decisions for them when they could no longer do so, often termed a “health care 
agent.” Together the Living Will and the document used to appoint a health care 
agent have come to be known as “advance directives.”

“Advance Directive” is the term used to refer to any document that makes the 
wishes of a capable patient clear for a time in the future when the patient is no 
longer able to make or communicate health care decisions.

When the patient is not capable of making health care decisions, as is often the 
case at the end of life, the Principles of Respect for Autonomy and Respect for 
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Dignity may still be honored in the way these decisions are made and who is permitted 
to make them. Surrogate decision makers will be needed, for example, for those 
who are in a persistent vegetative state and those suffering from advanced dementia 
or the effects of a devastating stroke. The ideal surrogate decision maker would be 
a close family member, someone in a position to know or be able to make a reason-
able determination of the patient’s wishes.

It is possible to respect the wishes of a patient who can no longer make or 
communicate desires about medical treatment with the highest degree of certainty 
when the patient has an advanced directive that was completed when he or she was 
capable of doing so. The most common advance directives are the Living Will and 
the Power of Attorney for Health Care.

The Living Will expresses a patient’s wishes that medical technology not be used 
to prolong the dying process.

The Living Will is a legally executed document authorizing physicians to 
withhold or withdraw life-sustaining medical treatment when the patient lacks 
the capacity to make health care decisions. Under most state laws the Living 
Will applies when the patient has a terminal condition or is permanently 
unconscious, as in a persistent vegetative state. However, some states limit the 
use of a Living Will to terminal conditions only, while others include condi-
tions such as “serious disease or damage” to the brain (Maine), “seriously 
incapacitating illness or condition” (Missouri), and “end-stage conditions” 
including Alzheimer’s and other types of dementia (District of Columbia, 
Maryland, and Virginia).

This first kind of advance directive is supported by the Principle of Respect for 
Autonomy. Based on a Living Will, practitioners can be reasonably confident that 
they are honoring their patients’ wishes regarding life-sustaining interventions for 
certain medical conditions.

The Power of Attorney for Health Care is another form of advance directive.
The Power of Attorney for Health Care – in some states the “Durable Power of 

Attorney for Health Care” or “Health Care Power of Attorney” – is a legal document 
that a capable patient uses to appoint a health care agent (also termed “representa-
tive,” “surrogate,” or “proxy”) to make medical decisions when he or she is no longer 
able to make or communicate such decisions. In most states the health care agent is 
authorized to request, receive, and review any medical information about the 
patient, including medical and hospital records; to employ and discharge health care 
providers; to consent to admission and discharge from health care institutions; and to 
give, withdraw, or withhold consent for diagnostic and treatment procedures.

Finally, the health care agent may legally authorize withholding or withdrawing 
life-sustaining medical interventions. The Power of Attorney for Health Care may 
also include a statement of specific desires for treatment at the end of life.

This second type of advance directive is supported by the Principle of Respect 
for Dignity and the Principle of Respect for Autonomy. With the Power of Attorney 
for Health Care, practitioners know who the patient appointed to make these 
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decisions and, with the statement noted above, they will also know what the 
patient’s wishes were regarding life-sustaining medical interventions.

Given the differences in advance directives from state to state, practitioners should 
familiarize themselves with the legally-authorized advance directives in the states 
where they practice medicine. Practitioners should also discuss advance directives 
with their patients before there is a need for end-of-life decision making.

End-of-life treatment decisions may also be made by legal guardians and family 
members in the absence of a Living Will or Power of Attorney for Health Care. 
When patients have not executed a Living Will or Power Attorney for Health Care, 
common law and state statutes permit these decisions to be made by family members. 
In most states the hierarchy for surrogate decision making, without a Power of 
Attorney for Health Care, is: legal guardian, spouse, and a majority of first degree 
relatives (parents and children). In 12 states, however, no priority is specified.

These legally-authorized surrogate decision makers must be fully informed of 
the patient’s diagnosis and prognosis. They should also be encouraged to consider 
what the patient would want in terms of end-of-life treatment. Family members, in 
particular, may know what their loved one would want, even without an advance 
directive, based on conversations about these issues and verbally-stated desires. 
However, even without this kind of evidence, close family members may be able to 
reasonably determine what treatment would be desired based on the patient’s val-
ues and beliefs (e.g., quality of life versus length of life and spending one’s last 
days at home versus spending them in the hospital).

Surrogate decisions that rely on verbally expressed wishes or relevant values and 
beliefs are said to be based on “substituted judgment.” This means that the surro-
gate is making a reasonable judgment intended to reflect, as closely as possible, the 
judgment the patient would make. The use of “substituted judgment” in surrogate 
decision making is justified by the Principle of Respect for Autonomy.

When surrogate decision makers have no basis on which to make a reasonable 
judgment about what the patient would want in terms of end-of-life medical treat-
ment, they should be encouraged to consider the best interests of the patient. At this 
point, medical practitioners must fully inform family members about what the 
patient is experiencing and will experience as the relevant medical condition 
progresses. Family members may, again, be very helpful in making this kind of 
determination. For example, they are in the best position to know about the patient’s 
tolerance for pain and total dependence on others. When end-of-life decisions are 
made in this way they are said to be made on the basis of the “best interests stand-
ard.” Surrogate decision making that relies on the “best interests standard” is justi-
fied by the Principles of Beneficence and Non-Maleficence.

Advance directives are authorized by individual state legislatures, and physi-
cians must educate themselves about the advance directives that are legally availa-
ble in the states in which they are practicing medicine. It is also important that 
physicians discuss end-of-life treatment wishes with their patients when they are 
capable of considering them. Physicians should suggest that patients prepare whatever 
advance directives are legally authorized in their states, particularly if patients do 
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not want their lives sustained in the event of certain medical conditions. In states 
where a Power of Attorney for Health Care is available, patients should be encouraged 
to appoint a health care agent to make medical decisions when they are no longer 
able to do so, and to discuss their wishes for end-of-life treatment with that person. 
This may reduce the conflicts that often arise between family members when no 
health care agent has been named.

Annotated References/Further Information

Cruzan, Natural Death Act, California Health and Safety Code, 1976. Part I, Division 7, Chapter 
3.9, Sections 7185–7195. The California Natural Death Act was the first state law to authorize 
an advance directive. 

Cruzan v. Director, Missouri Department of Health. United States [Supreme Court] Reports 497 
(1990) 261–357. In this case, Justice O’Connor recommended that states allow patients to 
appoint a proxy to make medical decisions on their behalf.

Living Will Registry Website: http://www.uslivingwillregistry.com. Accessed October 15, 2007.
The Living Will Registry website provides links to the Living Will and Power of Attorney for 

Health Care for every state that has these advance directives.
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Chapter 4
Case-Based Ethical Dilemmas

Learning Through Case-Based Teaching

In the university hospital, it is medical teaching round dogma that the best learning 
occurs when a student reads about a topic relevant to one of the patients they are 
caring for – reading it and seeing it shall permanently imprint the knowledge in the 
student’s memory. David Irby, in his noteworthy article “Three exemplary models 
of case-based teaching” asserts that “building instruction around cases on the ward 
enables students and residents to see the direct relevance of the information to be 
learned, so that they are [sic] more highly motivated to learn it and are more likely 
to remember it.”

In the spirit of this claim, the purpose of this book is to help the reader 
learn about medical ethics principles by presenting common clinical scenarios. 
Whether the reader is a graduate student of philosophy and ethics, a medical 
student or resident, a student in nursing or pharmacy school, or an active practi-
tioner hoping to refresh or bolster their knowledge of medical ethics, it is the 
authors’ hope that illustrating the principles of medical ethics with realistic 
cases of patient care will help solidify the reader’s knowledge of ethics funda-
mentals, as well as provide a framework for approaching other ethical dilemmas 
they might encounter in the future. We also hope that seeing ethical decision 
making in action will instill an appreciation for the principles of ethics, and an 
enjoyment for finding ethical solutions to common challenges faced by health 
care practitioners.

How to Approach the Cases

Each of the following 25 cases is a fictionalized account of a common ethical 
dilemma seen by the health care practitioner in their daily work. Each case presentation 
is organized as follows:
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The Patient

The case is introduced with the patient’s initial presentation to the practitioner, followed 
by a narrative account of their subsequent clinical course.

The Ethical Dilemma

The practitioner’s ethical dilemma is presented. ‘Questions for thought and discussion’ 
are occasionally interjected, prompting the reader to pause and contemplate aspects 
of the ethical dilemma. These questions are particularly relevant for lecture-based 
discussions about the case.

The Medicine

A concise review of relevant medical literature is presented to offer a better under-
standing of the underlying data that supports different decision pathways in the case. 
Clearly the book does not seek to cover all of the evidence-based medicine behind the 
underlying diagnoses. However, information regarding standards of care, risk-benefit 
ratios, epidemiology, and cost-effective practices is presented to assist the reader in 
making determinations about the ethical dilemma at hand. The reference sources for 
the reviewed statistics, evidence-based medicine, and other information provided in 
each case are located in the Annotated References/Further Reading subsection. To 
learn more about each medical topic, seek the original articles as they are good learn-
ing resources. Newer information may be available since the publication date of this 
book, and the reader is encouraged to perform medical literature searches to ensure 
that they have the most up-to-date information at hand.

The Law

Some of the legal precedent relevant to the case, if established, is discussed. Note 
that laws vary state by state and are in constant evolution. The laws and rulings 
discussed in this book are for illustrative purposes only and the reader should 
seek legal counsel when they are concerned about the legal consequences of their 
medical practice.

The Ethics

The ethical principles of the case are discussed. Special emphasis is placed on the 
basic tenets of medical ethics: beneficence, non-maleficence, autonomy, justice, 
dignity, and veracity. Conflicts between legal precedent and ethically-appropriate 
choices are often highlighted.



The Formulation

In this subsection the reader is challenged to use the information from the previous 
subsections to create a therapeutic plan that is medically-sound, ethical, and follows 
existing legal precedent. With each case presented, a uniform framework of directions 
assists the reader in determining an appropriate patient care strategy. The goal of 
this subsection is to allow the reader to further develop and strengthen skills in 
solving ethical dilemmas. In ‘The Formulation’, a strong emphasis is placed on 
how to relate each case with the six “core competencies” of medical education 
(practice-based learning, medical knowledge, patient care, interpersonal skills and 
communication, systems-based practice, and professionalism).

Afterthoughts

Since patients with the same disease may present in infinitely different ways with 
regard to their symptom complex, so also can ethical dilemmas display variability. 
The ‘Afterthoughts’ subsection encourages the reader to consider additional dimen-
sions of the ethical principles at hand by proposing alternative patient presentations. 
Additionally, the reader is often challenged to consider how patient characteristics 
such as culture, gender, race, ethnicity, and religious beliefs, among other factors, 
may affect practitioner decision making in the case.

Annotated References/Further Information

In every clinical case and associated dilemma presented, the reader is encouraged 
to seek further information, and there is a plethora of resources available in both 
written materials and via the internet. A select number of these resources, including 
those used to gather the data and information from the previous subsections, are 
provided at the end of each case.

Annotated References/Further Information

Irby, DM. Three exemplary models of case-based teaching. Academic Medicine. 69(12):947–953. 
December 1994.
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Case 1
When Consent and Capacity Collide

The Patient

Mary B. is a 79-year-old female recently diagnosed with mild vascular dementia, 
who was living at home with her daughter, Audrey, and attending an adult day care 
program until she suffered a fall at home and was admitted to the hospital. Mary’s 
past history also included hypertension, elevated cholesterol, and Type II diabetes 
mellitus – all of which were well-controlled by oral medications prescribed by her 
primary physician and that were administered by her daughter. Prior to her diagno-
sis of dementia two years prior to admission, Mary had lived by herself and func-
tioned independently since being widowed at age 65. Most recently Mary was able 
to ambulate well at baseline, as well as bathe, dress, and feed herself. She had 
occasional episodes of mild confusion, particularly at night, but was for the most 
part oriented to person, place, and time. She did, however, have limitations with 
short-term memory, documented in prior mental status examinations. Mary had 
previously acknowledged in a Living Will that she did not wish to be resuscitated 
or intubated if she suffered a cardiopulmonary arrest, nor did she want a feeding 
tube placed if she became unable to support herself with oral nutrition. Mary had 
also designated Audrey as her health care agent in a prior Power of Attorney for 
Health Care document.

At the time of the current hospitalization, Mary had an unwitnessed fall at 
home while her daughter was in another room. When Audrey heard a commo-
tion, she rushed to find her mother on the floor, with a small table turned over. 
Mary was, by Audrey’s report, conscious at the time but slightly confused. 
Paramedics were called and Mary was brought to the emergency room. Upon 
arrival, Mary was no longer confused, but also had no recollection of the event. 
A medical evaluation done by the emergency room physicians determined that 
Mary had an intertrochanteric fracture of her right femur and a urinary tract 
infection. Additionally, a 12-lead electrocardiogram showed that Mary had 
developed third-degree heart block. She was admitted to the inpatient medical 
service for further evaluation and treatment, and the cardiology and orthopedic 
surgery teams were consulted.
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The Ethical Dilemma

The medical team caring for Mary, along with the respective consult teams from 
orthopedics and cardiology, recommended that Mary undergo surgical interven-
tion for her hip fracture. Additionally, it was believed that Mary’s fall was likely 
due to syncope from her heart block and that placement of a pacemaker was indi-
cated to prevent further syncopal events. Mary stated to her medical team that she 
did not want hip surgery or a pacemaker. When the medical team attempted to 
illicit her reasons for refusing care, Mary became angry, refused to elaborate, and 
asked to be left alone. Mary’s daughter, Audrey, tried unsuccessfully to convince 
her mother to undergo these procedures. Then, acting as Mary’s health care 
agent, Audrey asked the medical team to proceed with both interventions despite 
her mother’s protest, asserting that her mother was not competent to refuse 
treatment.

Question for thought and discussion: How does one assess competency of 
this patient?

Question for thought and discussion: Who should make the decision for 
performing the interventions in this case – the patient or her health care agent?

Question for thought and discussion: When does forcing an incompetent 
patient to undergo treatment limit their right to dignity and go against the princi-
ple of non-maleficence?

The Medicine

Data presented after a congressional study in the matter (United States Congress 
OTA-BP-H-120) suggest that, among the over 300,000 persons admitted to United 
States hospitals for hip fractures annually, 94 percent are in people over the age of 
50, and 55 percent are in people over the age of 80. Approximately 24 percent of 
patients over age 50 who have a hip fracture will die within one year after their 
fracture (all-cause mortality), with the highest rates of death occurring in males and 
in older patients. In females aged 75- to 84-years-old (like the patient in this case) 
all-cause mortality is 12 percent higher in those with a hip fracture in the previous 
year than those not sustaining a fracture. The majority of patients with hip fracture 
will undergo surgical interventions such as a pinning procedure or hip replacement 
surgery. About 10 percent of patients over 65-years-old will receive nonsurgical 
treatment of their hip fracture, and this approach is associated with worse overall 
patient outcomes, perhaps in part because these patients may be poor operative 
candidates. Even amongst patients who do undergo surgical intervention, most 
experience at least some degree of functional impairment, compared to their pre-
fracture state.



Placing a dual-chamber pacemaker in a patient such as Mary (one with acquired, 
symptomatic third-degree atrioventricular block) is a Class I recommendation by ACC/
AHA/NASPE 2002 guidelines (there is evidence and/or general agreement that a given 
procedure or treatment is useful and effective). One study (Rinfret, et al.) estimated that 
a 74-year-old patient undergoing implantation of a DDDR pacemaker would incur 
$59,104 in lifetime costs, and would have a life expectancy of 6.49 years.

The Law

The Power of Attorney for Health Care goes into effect when the patient is unable 
to make health care decisions. This is variously described as being “incapacitated,” 
“incapable” of making these decisions or “lacking the capacity” to make them, in 
different state laws. Some states also include the inability to communicate health 
care decisions in this description.

The physicians in this case need to determine whether or not Mary is capable of 
deciding whether to accept or refuse the recommended procedures. It would make sense 
to ask Mary’s primary care physician to talk with her and provide an opinion on her 
capacity to make this decision. Her own physician is likely to have insights based on 
their ongoing relationship that may be helpful in assessing her present capacity.

The medical team should keep in mind that a patient may be capable of making 
some decisions, but not capable of making others. This may depend, in part, on the 
complexity of the information needed to make a particular decision. In determining 
Mary’s capacity to make the treatment decision in question, it will be important to 
ensure that Mary is fully informed about the recommended procedures and that she has 
understood this information. After Mary has been fully informed, questions should be 
asked about the information provided. If she is unable to demonstrate sufficient under-
standing with her answers, then she is probably not capable of making this decision.

If Mary understands the risks and benefits of these interventions and what her 
quality of life will be without them and still refuses, this should not be taken as 
definitive of her incapacity. At this point, efforts should be taken to elicit her rea-
sons for refusing recommended treatment, including calling upon other hospital 
resources. For example, Mary may feel more comfortable having this conversation 
with a social worker or a chaplain.

Mary’s reasons for refusing hip surgery and the pacemaker will be very important 
in determining her capacity to make this decision. Her reasons may make sense and 
may be convincing, leading the medical team to believe she is capable of decision 
making in this case. If not, they may indicate her lack of capacity to decide about 
these procedures. Finally, if the attending physician cannot determine capacity, a 
psychiatric consult could be called to provide another level of expertise.

If Mary is ultimately found to be incapable of making this particular health care 
decision, her daughter, as health care agent, would have the legal authority to con-
sent to the recommended procedures. Mary’s Living Will would not apply in this 
case because it refers to life-sustaining procedures when the patient is terminally ill 
or permanently unconscious.
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The Ethics

According to the Principle of Beneficence, physicians should act in the patient’s 
best interests. In this case the medical team believes the recommended procedures 
are in Mary’s best interests. Certainly, repairing the hip fracture is necessary for the 
benefit of Mary’s continued mobility, and the pacemaker is necessary to prevent 
the harm of more blackouts and traumatic falls. The patient’s quality of life is also 
relevant here. Not repairing the hip fracture would likely condemn Mary to life in 
a wheelchair.

When the Principle of Non-Maleficence is considered along with the Principle 
of Beneficence, the risks and benefits of a particular medical intervention should be 
compared. In this case, the medical team believes that the benefits of hip surgery 
and the pacemaker outweigh the risks of these procedures.

According to the Principle of Veracity, Mary should be given complete and 
truthful information about her condition, regarding her hip fracture and heart block, 
in language she can understand. She needs to be told what these conditions mean 
for her future health, well-being, and quality of life.

Based on the Principle of Respect for Autonomy, capable patients must give their 
voluntary informed consent for medical treatment before it is undertaken, and they 
are also allowed to refuse recommended treatment. Because of this, an initial 
refusal of recommended interventions should not be taken as indicative of incapacity, 
as Mary’s daughter has suggested. If a patient’s capacity is questioned, as in this 
case, the consent process should still be attempted as part of the effort to determine 
that capacity. The consent process involves providing information, checking for 
comprehension, and seeking agreement from the patient, without coercion or undue 
pressure.

In this case, the medical team should present the risks and benefits of the recom-
mended procedures and explain why they believe the benefits outweigh the risks. 
They should also describe any viable alternatives and the expected outcome if Mary 
refuses these procedures. She needs to know what her quality of life will be without 
these interventions: not being mobile, with more blackouts due to her heart block, 
and possibly future falls and physical injuries. These descriptions and explanations 
should be in language appropriate to Mary’s level of understanding. By asking rel-
evant questions the medical team should determine whether or not Mary has under-
stood the information presented to her and the reasoning behind it.

The “voluntary” element of informed consent may be questioned in cases like 
Mary’s since the risks of refusing the recommended procedures may create emo-
tions of fear and anxiety in the patient that could be perceived as “undue pressure.” 
However, as long as the information provided is accurate and presented in a calm, 
professional manner, without efforts to heighten the emotional reaction, this 
requirement can be satisfied.

After the informed consent process, if Mary refuses the recommended proce-
dures, her reasons for refusing should be explored to determine if she truly compre-
hends the information provided. Her reasons for refusing may also be indicative of 



her capacity to make this decision, if they are understandable reasons, or her incapacity, 
if they are not.

According to the Principle of Respect for Autonomy, if Mary is found to be 
capable of decision making in this situation, she should be permitted to refuse the 
recommended procedures. If this occurs, alternatives that could reduce the harmful 
consequences of forgoing these interventions and improve her quality of life should 
be explored.

Whether Mary is capable or incapable of making her own medical decisions, she 
must be treated with dignity. The Principle of Respect for Dignity requires the 
medical team to consider Mary’s history, belief system (for example, religious 
background), and her own goals for medical treatment. These may be learned from 
eliciting her reasons for refusing the recommended procedures. If her reasons are 
based on her history or religious beliefs, that would help the medical team in under-
standing her decision. If Mary’s goals for treatment are reasonable, such as avoid-
ing pain and dependence on others, they should be considered in determining her 
capacity and in making treatment decisions for her, if needed.

Mary’s emotional response to this medical crisis must also be acknowledged and 
considered. Her initial refusal and anger may need to be explored, perhaps by a 
social worker or chaplain. Her anger may be a response to fear and anxiety in the 
face of a future of debilitation and dependence. There may also be relationship 
issues in this case. Mary may feel that she is a burden on her daughter and this feel-
ing may be motivating her refusal of medical treatment.

Privacy will be hard to protect in this situation, as the circle of those who are 
involved in this case expands. However, one way to safeguard Mary’s privacy 
would be to hold conversations with the medical team members, social worker, 
chaplain, and psychiatrist in a private setting, without the daughter present, at least 
while her capacity is being determined. This may also allow Mary to express rela-
tionship concerns that may be influencing her refusal of the recommended proce-
dures. If Mary is found to be incapable of making her own decisions, her privacy 
and bodily integrity must be respected as far as possible, consistent with fully 
informed decision making by her daughter and recommended medical interven-
tions to which the daughter consents.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
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is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case, ethical conflict arose because a patient refused treatment that others 
thought was in her best interest, and there was a claim that the patient was not 
competent to decide to refuse this care. Competency becomes a complex issue 
when a patient has a high level of functioning overall, but is limited in certain skills 
required for advanced decision making. Would this case have been different if the 
patient was diagnosed with a mental illness other than dementia, such as major 
depression or schizophrenia? What if the patient was an adolescent? A young 
child?
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Case 2
When a Patient’s Health Care Agent Does Not 

The Patient

Henry C. is an 84-year-old male with severe Alzheimer’s disease and multiple other 
chronic medical problems who was living in the dementia unit of a nursing facility 
when he was admitted to the hospital with fever, cough, and labored breathing. 
Henry was a widower without living children, who was functioning independently 
at home until his diagnosis of Alzheimer’s dementia eight years prior to admission. 
His only known next of kin was a nephew who lived distantly, and with whom Henry 
had infrequent contact.

When Henry had had only early signs of mild cognitive impairment, he had 
completed legal paperwork to assign a health care agent – and chose a neighbor and 
friend, Jean H., to fulfill this role. Jean was also designated as Henry’s agent in his 
Power of Attorney, charging her with managing his finances and other non-medical 
affairs were he to become incapable of doing so himself. As Henry’s cognition 
declined and he became incapable of living safely on his own, he was admitted to 
the nursing facility for his long-term care needs. It was at this time that Jean began 
to manage Henry’s finances and other non-medical needs. In the subsequent years 
Henry only had intermittent, mild acute illnesses at the nursing facility. All of these 
were managed without hospitalization until the current illness. However, his 
 neurological status continued to decline to the point where he became minimally 
conversive, had significant memory impairment, and became chronically  incontinent 
of urine and stool.

At the time of the current admission, a nurse had come into Henry’s room at the 
nursing facility and noted he had labored breathing, a deep cough, worsening of 
baseline confusion, and a temperature of 102.3°F. He was brought by ambulance 
to the hospital where he was found to be in mild respiratory distress. A reliable 
medical history could not be obtained from Henry himself as he was confused and 
answered all questions with the word “yes.” By exam, laboratory data, and radiog-
raphy he was diagnosed with severe pneumonia and mild renal failure, the latter 
likely from volume depletion. He was admitted and started on routine treatment 
that included broad antibiotic coverage and IV fluids.
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The Ethical Dilemma

The medical team attempted to contact Jean by phone several times on the night of 
admission to give her an update on Henry’s medical condition and to determine if 
Henry had completed a Living Will that specifically addressed his wishes were he to 
clinically decline or have a cardiopulmonary arrest. Two days after admission 
Henry’s condition showed little improvement, and Jean had not been successfully 
contacted. On the third day of admission Henry’s condition worsened. His breathing 
became more difficult and he required greater amounts of supplemental oxygen. 
Additionally he was noted to have mildly elevated serum troponin levels, suggestive 
of myocardial strain. He was transferred to the medical intensive care unit (MICU) 
for closer observation. The MICU team successfully reached Jean by phone later that 
evening, who reported that Henry had not specifically communicated his desire for 
or against heroic efforts in the setting of terminal illness or cardiopulmonary arrest 
with her. She told the physicians that she was “too old” to come to the hospital to visit 
Henry and to “just keep doing what you’re doing.” She denied knowledge of Henry’s 
health problems other than “dementia.” She also stated that she did not know if Henry 
had any living relatives that may want to be notified of his poor clinical status.

Question for thought and discussion: As Henry’s designated health care 
agent, is Jean adequately fulfilling her role?

The MICU team called Henry’s nursing facility to determine if he had any other 
emergency contacts and received the contact information for Henry’s nephew, Jim. 
Additionally they learned that Jean had not submitted payment for some of Henry’s 
expenses at the nursing facility for several months and that this matter was now in 
the hands of the facility’s legal department. Henry’s nephew was called and was 
surprised to hear of Henry’s poor medical condition. Jim stated that he had met Jean 
on several occasions and had concerns that she did not have Henry’s best interests 
in mind. He felt that Jean was “only interested in my uncle’s money.” Although Jim 
admitted not having seen Henry in person in almost three years, he felt strongly that 
if Henry were able to express his wishes himself, that he would not want his life 
prolonged by mechanical ventilation or other means of Advanced Cardiovascular 
Life Support (ACLS) in the event of a cardiopulmonary arrest. He stated that Jean 
“probably wants to keep him alive so she can still collect his checks.”

Questions for thought and discussion: What is the obligation of the medical 
team to investigate Jean’s capacity to act in Henry’s best interest as his health 
care agent? Is there already enough information to determine that she is not 
doing so?

Questions for thought and discussion: If Jean is determined to not be acting 
in Henry’s best interest, who becomes Henry’s surrogate decision maker? Is 
Jim an appropriate choice? Who determines this?
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Question for thought and discussion: What happens if Henry has a cardi-
opulmonary arrest before it is determined who is best to act as his surrogate 
decision maker – is the medical team obligated to perform ACLS protocols, 
including placing Henry on a mechanical ventilator?

The Medicine

Using a Pneumonia Severity Index Calculator, an 84 year old male nursing home 
resident with cerebrovascular disease, renal failure, altered mental status, and 
hypoxemia is considered a “high risk” patient and has an estimated 30-day mortal-
ity of at least 26.7% on admission. Kaplan et al., in a study of 150,000 elderly 
Medicare patients with an inpatient diagnosis of pneumonia, determined that one-
third who survive initial hospitalization will die within one year of discharge (all-
cause mortality), most of these within the first three months.

Data regarding the effectiveness of in-hospital resuscitation of patients with 
cardiac arrest show variable results. In one ten year study of 732 consecutive VA 
patients with cardiac arrest (Bloom HL et al.), only 6.6% survived until hospital 
discharge. Those surviving until discharge had a 41% survival rate at three years; 
however this number was 77% in patients with implanted cardioverter-defibrilla-
tors. The American Heart Association states on their website “Early CPR and defi-
brillation [sic] within the first 3–5 minutes after collapse, plus early advanced care 
can result in high (greater than 50 percent) long-term survival rates for witnessed 
ventricular fibrillation.” 

In a study of older patient’s views on resuscitation at the end of life (Somogyi-
Zalud et al.), the majority (66%) of study patients preferred comfort care in the last 
six months of their life, and desired a Do Not Resuscitate (DNR) order in the last 
month of their life. Interestingly, another study of 70 patients (Seckler et al.) sug-
gested that substituted judgment by a surrogate decision maker often did not accu-
rately reflect a patient’s wishes regarding desire for resuscitation. Although the 
majority of patients in this study predicted that their family members (87%) or their 
physician (90%) would accurately guess their preferences for resuscitative efforts, 
only 16% of family members and 7% of physicians were actually able to do so.

The Law

Henry’s health care agent, Jean, is not willing (or able) to come to the hospital to 
receive complete information about his medical condition and recommended treat-
ment options so that she can participate in decision making for him. For this reason 
she cannot act as Henry’s health care agent.

Most state advance directives include a statement to the effect that if the person 
who is appointed as the health care agent is unwilling or unable to serve or is 
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unavailable, an alternative can be named in the document. Thus, in these states, the 
law recognizes that a person may be appointed as health care agent, but may not be 
able to act in that capacity when the time comes.

In this case Henry did not name an alternative. However, according to common 
law, one of the patient’s family members could act as surrogate decision maker. 
Since there are no other living relatives, Henry’s nephew, Jim, would be the natural 
choice to become his surrogate decision maker. It would be best, however, for the 
medical team to consult with the hospital’s legal department before dismissing Jean 
as health care agent.

If Jean had been willing to come to the hospital and participate in making treat-
ment decisions for Henry, she may have made decisions the medical team believed 
were not in Henry’s best interests, perhaps for financial reasons of her own. In this 
case, the medical team would need to consult the legal department of the hospital 
for advice on how to override Henry’s Power of Attorney for Health Care. Different 
states and health care institutions are likely to have different policies about this.

If Jim does replace Jean as surrogate decision maker for Henry, Jim needs to 
come to the hospital to meet with the medical team and become fully informed 
about his uncle’s diagnosis and prognosis, as well as the recommendations the 
medical team has for his treatment.

The question of whether or not Henry should be resuscitated and placed on a 
ventilator, if he has a cardiopulmonary arrest before the determination can be made 
about a surrogate decision maker, is a difficult one. Henry does have a legally- 
appointed health care agent who, ideally, should make this decision. However, Jean 
claimed not to know what Henry’s wishes were for a case like this and she did not 
specifically request that he be resuscitated. The only other person available to make 
this decision (Jim) said his uncle would not want his life prolonged in this way. 
It could be argued that, based on the responses given by both of the possible surro-
gates, Henry should not be resuscitated and placed on the ventilator.

The Ethics

First, the physicians on the medical team need to decide what treatment they would 
recommend for Henry, given his deteriorating condition and advanced Alzheimer’s 
disease. They may believe that, in the case of a cardiopulmonary arrest, it would be 
in Henry’s best interests not to be resuscitated and placed on a ventilator. If so, they 
should be prepared to explain their recommendations to Henry’s surrogate decision 
maker, in terms of risks and benefits for Henry, using the Principles of Beneficence 
and Non-Maleficence.

Jean has a legal claim to be Henry’s surrogate decision maker, since she was 
appointed as his health care agent. Allowing her to make decisions about Henry’s 
treatment would appear, on first consideration, to honor the Principle of Respect for 
Autonomy. However, Jean is unable or unwilling to serve in this role. For example, 
she doesn’t seem able to make decisions for Henry based on “substituted judgment,” 
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since she doesn’t appear to know much about what Henry would want. She also 
doesn’t seem capable of making these decisions in his best interests, since she is 
either unable or unwilling to come to the hospital to be fully informed and partici-
pate in the decision-making process.

Henry’s nephew, Jim, seems better suited to serve as the surrogate decision 
maker, in this case. He believes that his uncle would not want life-sustaining 
procedures, so he is thinking about what his uncle would want in this situation. 
He also seems to care about his uncle more than the health care agent does, so 
he may be more willing to consider what would be in his uncle’s best interests. 
If the medical team decides that Jim is a more appropriate surrogate, he should 
be asked to come to the hospital to receive detailed information about his 
uncle’s diagnosis and prognosis, as well as the recommendations of the medical 
team. That way he can actively participate in the decision-making process for 
his uncle.

If the medical team determines that CPR and a ventilator would not be effec-
tive in meeting any reasonable goals for Henry (for example, because they will 
only prolong life without restoring his cognitive capacity) they should not offer 
to initiate these procedures. They should explain to Henry’s surrogate decision 
maker why they believe these interventions would be ineffective for Henry’s 
condition. They should explain what measures they are willing to take to make 
Henry comfortable and to relieve any pain he may be experiencing. Based on 
the Principle of Respect for Dignity, physicians should not be pressured into 
providing medical interventions they believe provide no overall benefit to their 
patients.

The Principle of Respect for Dignity also applies to Henry. Even if he cannot 
make his own health care decisions or communicate effectively, Henry must still be 
treated with respect for his privacy and bodily integrity, as far as this is possible. 
For example, in their conversations with his surrogate decision maker, the medical 
team could point out that CPR and mechanical ventilation are both invasive proce-
dures that will not stop Henry’s physical and mental decline.

Because a health care agent was appointed and there is also a relative willing to 
make medical decisions for him, it could be argued that the medical team should 
resuscitate Henry and place him on a ventilator, if necessary, until a surrogate deci-
sion maker can be identified. This would allow the surrogate time to make a well-
informed and well-considered decision. It would then to be possible to remove the 
ventilator, if that was the surrogate’s decision.

However, the medical team may believe CPR and other life-support meas-
ures would be futile for Henry, and may cause him harm without providing 
any overriding benefit. If so, the medical team would not offer these proce-
dures to Henry’s surrogate decision maker, so they will not be options for the 
surrogate to consider. If this is the case, Henry would not be resuscitated or 
placed on the ventilator, even with a surrogate available and involved in mak-
ing decisions about Henry’s end-of-life care. For this reason, it may not be 
necessary to employ these procedures before a surrogate decision maker is 
identified.
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The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case, Henry became unable to express his wishes with regard to supportive 
medical care at the time of critical illness due to cognitive impairment. Although 
he had appointed a health care agent to assist with these decisions early in the 
course of his dementia, he did not explicitly describe his wishes in a Living Will 
document. Additionally, the primary medical team had concerns that his chosen 
health care agent was not working in his best interests. To complicate matters, 
Henry’s only surviving family member had minimal contact with him in the preced-
ing years. Would this case have been different if Henry had no surviving family 
members? In how much depth do you feel a medical team needs to investigate the 
ulterior motives of any patient’s health care agent or surrogate decision maker? Do 
questions need to be asked about these motivations even when there are no obvious 
conflicts of interest?
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Case 3
When Coercion Dictates Care

The Patient

Arthur D. is a 78-year-old male with a history of diabetes, hypertension, elevated 
cholesterol, and remote past tobacco abuse, who presented to the hospital after sus-
taining three falls at home over the week prior to admission. Arthur’s two adult 
daughters, Brenda and Nancy, accompanied him to the Emergency Department and 
reported that Arthur had been complaining of dizziness for the last week and they had 
noticed he had developed an unsteady gait. Although Arthur lived with his elderly 
wife, Bea, his daughters lived in close proximity to them and saw their parents on a 
nearly daily basis. Arthur himself offered little in the way of complaints, and often 
deferred to his daughters to answer questions by the admitting medical residents. His 
falls resulted in some minor bruising and abrasions, but otherwise he denied any con-
cerning injuries. He denied palpitations, vertigo, light-headedness on standing, head-
ache, blurred vision, or focal weakness. Initial physical and neurological exam was 
unremarkable, except for some mild gait instability. He was admitted as a 23-Hour 
Observation Status patient to further evaluate the etiology of his dizziness.

Overnight Arthur was monitored on telemetry, which revealed no noteworthy 
cardiac events. An orthostatic blood pressure check demonstrated no significant 
drop in blood pressure or elevation in heart rate with standing. A non-contrast CT 
scan of his brain showed some nonspecific changes consistent with mild atrophy, 
but no focal lesions suggesting stroke, mass, or other pathology. A hematological 
and basic metabolic laboratory work-up was also unrevealing. The Physical 
Therapy team was consulted to evaluate the patient’s gait, and recommended use of 
a walker as an assist device.

The Ethical Dilemma

After the above evaluation, the medical team planned to discharge the patient with 
a walker and a referral for outpatient physical therapy. The medical team was 
paged on rounds by the nurse caring for Arthur, who told the team that Brenda and 
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Nancy were in Arthur’s room and “very upset” about his planned discharge. They 
were requesting to talk to the team “immediately” to discuss his case. Arriving in 
Arthur’s room, the team noted his daughters had an angry stance, and wanted to 
know the results of Arthur’s testing to date. After reviewing the findings to date 
Brenda stated “So, basically, you don’t know why my father is falling, and you 
want to discharge him home?” The senior medical resident replied that the team 
had ruled out major problems with Arthur’s brain and heart that would require 
prolonged hospitalization, and that further evaluation of his problems could be 
completed on an outpatient basis with the primary care physician. Nancy stated 
“There is no way that my father is being discharged before an MRI is done and a 
neurologist has fully evaluated him.” She then added that “I think the hospital CEO 
would be very interested in knowing that you want to discharge my father without 
doing this.”

Questions for thought and discussion: Do you think that the medical team 
is obligated to order an MRI and consult a neurologist while Arthur is admit-
ted to the hospital, simply to fulfill the request of his daughter? Does her sub-
sequent threat to involve the hospital CEO change their obligations? Would a 
threat of litigation?

Question for thought and discussion: Should this particular patient receive 
further inpatient testing when other patients with similar complaints would 
undergo their evaluation on an outpatient basis?

To placate Arthur’s family a neurology consult was obtained to further eval-
uate Arthur’s gait instability and to determine if an MRI was warranted. 
Although the neurologist was hesitant to become involved with the case, stating 
there was “no need” to consult him on the matter, he came to evaluate the 
patient later that day. His note was brief and offered little additional informa-
tion to the case. However, he recommended that a brain MRI be performed. The 
patient, who had now been admitted for more than 24 hours, was changed to 
Full Admission status and the MRI was ordered. It confirmed the prior findings 
of the brain CT. The following day, the team reported the results of the neurolo-
gist’s consultation and MRI to Arthur and his daughters. Nancy demanded that 
the team consult an otolaryngologist since “maybe my father has an inner ear 
problem.”

Questions for thought and discussion: Should the team continue to comply 
with the demands of this patient’s family? What do you feel are the conse-
quences of not doing so?

Questions for thought and discussion: Does agreeing to the initial demands 
of a neurology consult and an MRI obligate the medical team to now request 
inpatient otolaryngology consultation?



The Medicine

Dizziness, vertigo, and gait instability are among the most common complaints of 
patients seeing a physician, and particularly so in older patients. These complaints 
are estimated to be present in about 30% or more in those over 65 years old. The 
yield of radiological tests to determine a diagnosis is generally considered low. In 
a 2002 case-control study of 211 patients (Colledge et al.), it was shown that the 
only statistically significant structural abnormality seen in brain/neck MRIs of 
patients complaining of dizziness is a higher incidence of midbrain white matter 
lesions. Overall, routine MRI was considered by the study investigators not to be a 
useful modality for determining etiology of this complaint.

The Law

Although there are no specific federal or state laws to address the ethical issues at 
hand in this case, there are rules and regulations pertaining to billing for hospital 
services that must be considered. This patient is 78–years-old and the costs of his 
initial hospitalization are likely covered by Medicare Part A, which is insurance 
coverage for medical needs such as inpatient hospitalization, stay at skilled nursing 
facilities (SNFs), hospice care, and some other situations. Medicare Part A is a sys-
tem that generally covers patients over 65 years of age, patients with end-stage 
renal disease requiring hemodialysis or kidney transplantation, and patients with 
certain disabilities. Medicare Part B, which is insurance coverage for outpatient 
services, also includes coverage for services and supplies such as those associated 
with this patient’s physical therapy needs.

When a patient is admitted to the hospital, the hospital’s utilization review 
committee will evaluate the patient’s level of care based on specific and well-established 
criteria. By this, the need for initial evaluation and treatment on an inpatient basis, 
based on medical necessity, must be determined and documented in the patient 
chart. If the patient does not meet the requirements for inpatient admission, or in 
other words the entire hospitalization could have been avoided and the patient care 
completed entirely on an outpatient basis, then hospitalization is considered 
“Medically Unnecessary Services” and there will likely be no Medicare reimburse-
ment for the hospitalization.

If a patient has, in fact, met criteria for hospitalization, then Medicare will reim-
burse the hospital for appropriate care. Once the patient has been medically stabi-
lized and is ready for discharge, there will be no reimbursement for further inpatient 
services. At this point, if a safe discharge plan has been made for the patient and 
they refuse to accept it, the hospital can give the patient a letter telling them that 
they may be personally responsible for all costs of their care from that point for-
ward. The patient can appeal this decision with Medicare, but only if they win their 
appeal will they not be responsible for these medical expenses.
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In this case, as soon as the primary physician caring for Arthur determines that 
the medically necessary inpatient observation period – including diagnostic evalua-
tion and medical intervention – is completed, there will be no reimbursement for 
further inpatient testing, evaluation, and care. If Arthur remains hospitalized beyond 
this period, he can be presented with a letter stating that all medical expenses related 
to his hospital stay from that point forward may become his fiscal responsibility. 
If he appeals this decision and loses, he can potentially receive a bill for thousands 
of dollars’ worth of medical services rendered. If he is unable to pay for these 
services, the hospital will assume a financial loss for his medical care. Hospitals can 
acquire significant debts from such reimbursement denials. Public hospitals, in par-
ticular, suffer significant financial pressures by these accumulating debts, in addition 
to shortfalls from the unpaid medical bills of uninsured patients.

The Ethics

Based on the Principle of Veracity, Arthur should have been given complete 
information about the results of the tests performed during the observation period, 
the conclusions drawn from these, and the medical team’s recommendations for a 
walker and outpatient physical therapy. If Arthur had agreed, his daughters 
could have been given the same information. In this case Arthur and his family 
seem to have been told he was being discharged, without being given this 
information. It was not until the daughters confronted the medical team that they 
received the results of their father’s tests. They may have felt that they were 
being dismissed by the medical team without being given this important information. 
This may have contributed to their feelings of anger and their demands for 
further tests.

The daughters’ concern about their father’s recent falls and the fear that he 
would suffer more serious consequences if he returned home and fell again may 
also have contributed to their hostility and demanding attitude. The medical team 
might have avoided this confrontation with the family by making sure that they 
were all well-informed about the tests results and why Arthur was being discharged. 
They could have reassured Arthur and his daughters about the future with their rec-
ommendation for a walker and the referral to physical therapy.

However, the medical team is not obligated to order an MRI, a neurology con-
sult, or full hospital admission for Arthur. The only justification for these actions 
would be based on the Principles of Beneficence and Non-Maleficence, if the medi-
cal team believed these tests would benefit the patient and that the benefits out-
weighed the possible risks. Hospital admission, for example, exposes patients to 
hospital-borne infections, so there must be a good reason to admit a patient to the 
hospital. In this case the medical team did not believe these interventions would be 
in the best interests of their patient.

Moreover, neither the patient nor the family has the moral right to demand spe-
cific medical interventions. The Principle of Respect for Autonomy requires that 



capable patients be permitted to accept or refuse treatment alternatives recom-
mended by their physicians. This does not mean that patients or families can 
demand whatever procedures or consults they want.

When the daughters demanded an MRI and a neurologist’s evaluation for their 
father, the senior medical resident should have explained why these steps were not 
warranted in their father’s case. This may have helped them to better understand 
and accept the judgment of the medical team. Arthur and his family could also have 
been told that the costs of further testing and extended hospitalization would be 
their responsibility and may not be covered by Medicare.

Whatever the outcome of these efforts to communicate rationally with Arthur’s 
daughters, no threat could change the actual obligation of the medical team toward 
their patient, although they may be concerned about involving the hospital admin-
istration and facing a lawsuit. In response to situations like this, physicians should 
take responsibility for practicing medicine according to their training, experience, 
and medical judgment. Physicians can preserve their own dignity by resisting the 
temptation to order tests and procedures simply because patients or families 
demand them and back up those demands with threats, like that of litigation. If the 
medical team members agree on what procedures the patient needs and what pro-
cedures are not necessary, they should be confident that they can justify their 
judgment to the administration and in a court of law.

Another concern is the fairness of ordering further inpatient testing for Arthur, 
based on his daughters’ threats, when other patients with similar conditions undergo 
their evaluations on an outpatient basis. The Principle of Distributive Justice 
requires that health care resources be distributed in a fair way. Using this principle 
the medical team might think about why the hospital resources needed for inpatient 
testing should be used for this patient, while they will not be used for other 
similar patients. Two good reasons for providing an individual patient with health 
care resources are that the patient needs them and that they are the best use of those 
resources. An example is the system in place for allocation of donated organs to 
persons in need who are deemed to be suitable candidates for this limited resource. 
Threats are not a good reason to provide resources to one patient and not to 
another.

The medical team should not continue to comply with the demands of this patient’s 
family, once the neurology consult and MRI have been done. The daughters should 
be told to ask their father’s primary care physician to refer him to an inner ear specialist 
once he has been discharged. What are the possible consequences of this? The daughters 
may become so angry that they seek care elsewhere, which might be better for all 
concerned. They may threaten to involve the hospital administration, but this may 
work to the advantage of the medical team. The administration is likely to support the 
medical team if they are in agreement on their decisions and confident in their 
judgments. The threat of a lawsuit is not really viable in this case. It is doubtful that 
any reputable lawyer would take the case since the patient has been given an extensive 
battery of tests and has not been harmed in any way.

Agreeing to the initial demands of the MRI and the neurology consult does not 
obligate the medical team to request inpatient otolaryngology consultation. 
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Although the medical team had no moral obligation to order an MRI, a neurology 
consult, or admit the patient to the hospital, they may have done so to assure the 
family that everything possible had been tried to further diagnose the patient’s 
problem before discharge. They have done as much as they are morally required to 
do and they should refuse this latest demand to preserve their own dignity and 
authority as medical practitioners.

At this point, the medical team should offer to send a copy of Arthur’s medical 
record, including test results and consults, to his primary care physician, and provide 
Arthur with a referral for outpatient physical therapy, as planned. They might also 
advise the family to make an appointment with Arthur’s primary care physician to 
pursue any further tests and consults that may be warranted, on an outpatient 
basis.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case the medical team caring for Arthur felt coerced into prolonging the 
hospitalization of the patient, as well as ordering inpatient consults and testing that 
they did not feel were medically necessary. A fear of reprimand from the hospital 
administration, perhaps combined with a fear of litigation, led this team to question 
their initial best judgment and alter their course of care. How would this case have 
been different if Arthur himself were making the demands, as opposed to just being 
complicit with his daughters’ demands? How much do you think fear of litigation 



drives physicians to go against their better judgment? Do you think that this 
contributes significantly to the rising national debt that is due to medical expenses?
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Case 4
When a Spouse Is Estranged

The Patient

Sharon M. is a 49-year-old female who was diagnosed with Stage IIA cancer of the 
left breast three years prior to admission. At the time of diagnosis she opted to 
undergo surgical lumpectomy, but declined postoperative radiation therapy. As she 
was pre-menopausal at the time and the tumor was estrogen receptor-positive, she 
was started on tamoxifen therapy and followed thereafter with regular clinical 
examinations and surveillance mammography. In the ensuing months Sharon felt 
well and had no significant medical problems.

Sharon came to the Emergency Department because her best friend, Jane, 
encouraged her to do so. At the time of admission Sharon presented with complaints 
of progressive shortness of breath over two months’ time. She denied chest pain, 
palpitations, lower extremity swelling, fevers, chills, or diaphoresis. She did note 
that her appetite had recently been poor, and that she had an unintentional 20-pound 
weight loss over the past few months. Additionally, she had a mild persistent head-
ache for the past several weeks. On physical exam she was noted by auscultation 
to have absent breath sounds at the base of her left lung. On neurological examina-
tion there was a slight deficit in her mental status examination and the admitting 
medical team also noted a mild facial asymmetry. Chest radiography demonstrated 
a large left-sided pleural effusion and several soft tissue masses consistent with 
metastatic cancer. CT of the brain demonstrated several small densities consistent 
with metastatic lesions, with mild edema and a slight mass effect. An MRI of the 
brain additionally showed leptomeningeal involvement. She was started on supple-
mental oxygen and morphine for her breathing discomfort, dexamethasone for the 
brain metastases, and a radiation oncology consultation was obtained.

The Ethical Dilemma

Unfortunately, as Sharon began to undergo whole brain radiation therapy for treatment 
of her metastases, she became increasingly confused, somnolent, and minimally verbal. 
Her friend, Jane, vigilantly remained at her bedside to offer her comfort and often 
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assisted Sharon’s nurses with her bathing and other care. Jane told the medical team that 
Sharon had been married at one time to a physically- and verbally-abusive alcoholic 
man named Walter, and that she had left him about 10 years prior to admission. 
Although they had not ever been formally divorced, Sharon had clearly stated to Jane on 
a number of occasions in the past that she did not want Walter to “know anything about 
me or my health.” Jane also believed that if Sharon could say so herself, she would most 
likely only want her medical care to focus on comfort and noninvasive measures, given 
the futility of treating her underlying illness. During a brief, but more lucid, moment in 
her care Sharon confirmed both these facts by nodding yes to the medical team.

The hospice team was consulted to assist with Sharon’s care and for possible trans-
fer to an inpatient hospice facility. Although willing to accept Sharon to the facility 
based on her medical needs and purported wishes, Sharon had become unable to give 
verbal or written consent to the transfer. She had not pre-arranged to legally have Jane 
or anyone else become her health care agent prior to the current illness, and had never 
filled out a Living Will. Sharon’s parents were no longer alive and she didn’t have 
children. The hospice team stated that only Sharon’s husband could give consent to 
admit her to the inpatient hospice facility since they were technically still married.

Questions for thought and discussion: Who can give consent for Sharon in 
this situation? Should the medical team contact Sharon’s husband, Walter, even 
if she expressed a strong desire to exclude him from her life and medical care?

Question for thought and discussion: Would this situation change if Sharon 
still had living parents or if she had adult children?

The Medicine

According to the Centers for Disease Control and Prevention (CDC), breast cancer 
is the most common form of cancer in women aside from non-melanoma skin can-
cer, and the second most common cause of cancer death. In 2003, there were 
181,646 women diagnosed with breast cancer in the United States and 41,619 
deaths from the disease. In other terms, a woman dies from breast cancer every 13 
minutes in the U.S. The best chance for survival from breast cancer is early detec-
tion and treatment. When breast cancer recurs, treatment is rarely curative.  In stage 
IV disease, where the cancer has spread to other organs, treatment is palliative only, 
with the goal of maximizing quality and duration of life.

The Law

If the medical team believes Sharon was capable of making her own medical deci-
sions during her lucid periods, then her wishes not to involve her estranged husband 
and to receive only comfort care, expressed nonverbally, should be written in her 
medical chart and honored.



Medical confidentiality is legally protected in most states. Contacting this 
patient’s husband would definitely violate medical confidentiality. The husband 
would need to be given detailed information about Sharon’s medical condition, her 
diagnosis and her prognosis if he were the correct person to give informed consent 
for her admission to hospice. However, the patient’s specific desire that her hus-
band not be given this information further strengthens the legal protection of her 
medical privacy.

Under the federal Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Rule, “individually identifiable health information” may not be released by 
health care providers without the patient’s consent. There are a number of excep-
tions to this rule, including release to a friend or family member involved in the 
patient’s care (unless the patients objects), or when health care providers believe 
the release of information would be in the patient’s best interests.

The medical team is legally authorized to limit Sharon’s care to comfort measures, 
based on her own wishes expressed in response to their questions. However, Sharon 
was not asked specifically about transfer to the hospice facility. In most states, if a 
patient has not appointed a health care agent, the patient’s spouse would become 
her surrogate decision maker. This may be the basis for the hospice team’s statement 
that only Sharon’s husband can give consent for her admission to hospice. In this 
case, however, Sharon’s express wishes not to involve her estranged husband rule 
him out as her surrogate decision maker.

Legally, no one is presently authorized to give consent for this transfer and 
Sharon may have to receive end-of-life comfort care in the hospital. One alternative 
solution would be for the medical team to approach the hospital attorney about asking 
a court to appoint Jane as Sharon’s legal guardian, if Jane is willing to take on the 
responsibility of making medical decisions for her friend.

If Sharon had living parents or adult children, the situation would be very different. 
In most states, parents and children follow the spouse in priority as surrogate decision 
makers. Once Sharon had refused to have her husband involved, one of her parents 
or one of her adult children would have become the legally-authorized decision 
maker and would have been able to give consent for her transfer to the inpatient 
hospice facility.

The Ethics

Since the medical team has consulted the hospice care team, it is clear that they 
believe comfort care would be best for Sharon at this stage of her illness. They will 
have compared the harmful side effects and possible benefits of continued aggres-
sive treatment, using the Principles of Beneficence and Non-Maleficence. They will 
have decided that such treatment would not be effective in meeting any reasonable 
goals for their patient and would not be in her best interests.

The medical team may have shared this information with Jane, since she seems 
to understand that further aggressive treatment would be futile. In that case, it could 
be argued that the medical team has violated Sharon’s confidentiality.
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On the other hand, Sharon obviously trusts her friend, since she came to the 
Emergency Department because Jane encouraged her to do so. Jane is clearly 
concerned about Sharon and has remained in the hospital with her and helped 
with her personal care. It was also very important that the medical team commu-
nicate honestly with Jane to learn as much as possible about Sharon, including 
her family situation and her wishes regarding medical treatment at the end of life. 
Finally, being at Sharon’s bedside and observing her deterioration, Jane may have 
independently come to the conclusion that continued cancer treatment for Sharon 
would be futile.

Based on the Principle of Respect for Autonomy and the Principle of Respect for 
Dignity, the medical team should not contact Sharon’s estranged husband. Sharon 
has expressed her desire that he not be involved in her medical care. Her wishes on 
this issue should be respected. Moreover, to contact Walter against her wishes 
would violate Sharon’s privacy, an important aspect of human dignity.

It appears that no one is able to give consent for Sharon to be transferred to the 
inpatient hospice facility, unless a guardian is appointed for her by the court. However, 
the medical team knows what her wishes are: she wants to be given comfort care 
instead of aggressive treatment. They may also believe that this sort of care is best 
provided in a hospice facility. If so, they may be able to convince the hospice team, 
using the Principle of Beneficence and the Principle of Respect for Autonomy, to 
accept the transfer based on Sharon’s best interests and her own desires.

Ethically, a parent or adult child would be the natural choice to be Sharon’s 
surrogate decision maker, once she had expressly excluded her estranged husband. 
Ideally, these close family members would have Sharon’s best interests in mind and 
would want her to receive the care she wanted in the best possible setting. Of course, 
whoever served as her decision maker would need to be fully informed about her 
diagnosis and prognosis, and the reasons the medical team has recommended trans-
fer to the inpatient hospice facility.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical conflicts in 
this case. If necessary, perform additional research into local and state laws and hospital 
regulations. Consider delving further into the background medical literature to assist with 
making sound therapeutic decisions. Devise a treatment approach that addresses the 
needs of the patient, her friend Jane, and her family, that is both ethically and medically 
sound, and that is culturally competent. Ensure that the strategy employs fair and appro-
priate utilization of medical resources, and that the approach is practical and feasible 
within the limits of the medical system at large. Work out a clear and professional way 
to communicate the proposal to the patient, her friend Jane, and (if necessary) Walter. 
Attempt to foresee challenges that may arise in conveying or implementing the 
plan. Determine what follow-up will be necessary to ensure that the chosen strategy 



remains successful for the patient in the long-term. Reflect on how the knowledge and 
skills learned from this case can be used to improve the care of patients that may be 
encountered in future practice.

Afterthoughts

In this case, Sharon had not completed a Living Will or Health Care Power of 
Attorney and legally had no one, but her estranged husband, to legally speak on her 
behalf when she became incapacitated. Ultimately it was clear what she would have 
wanted to have done, but it was an an ethical challenge to obtain this for her. It is 
not uncommon for patients to have no official documentation of their wishes in 
such situations. How would this case have been different if the medical team had 
determined that Sharon’s husband Walter had been sober for five years and felt 
repentant about his past abusive relationship with Sharon? What if they found out 
that Walter had passed away two years previously – who would have been Sharon’s 
surrogate decision maker then? Would the case have been different if Sharon and 
Walter were still together, but the team found out that he was an active alcoholic 
and physically abusive to Sharon – would he be qualified to speak for her in this case?
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Case 5
When a Patient Is Behaving Badly

The Patient

Jeffrey T. is a 25-year-old male with an extensive history of ongoing intravenous 
heroin and cocaine use, a bioprosthetic tricuspid valve replacement for infective 
endocarditis three years prior to admission, and subsequent prosthetic valve infec-
tive endocarditis one year prior to admission that was managed medically with 
antibiotic therapy. He presented to the hospital with fevers, chest pain, shortness of 
breath, and the chief complaint, “I think I have endocarditis again.” Review of his 
medical record found documentation of past hospitalizations for two drug over-
doses, a diagnosis of substance-induced mood disorder, and a “likely” diagnosis of 
antisocial personality disorder. In the Emergency Department, Jeffrey’s physical 
exam was notable for a temperature of 103.2°F and a loud murmur on cardiac aus-
cultation. There were no obvious peripheral manifestations of endocarditis on 
physical exam. An electrocardiogram was within normal limits. Chest radiography 
demonstrated two small, nodular lesions in the right middle lobe concerning for 
septic emboli. A urine toxicology screen was positive for cocaine and opiates.

Jeffrey was admitted to the telemetry floor for work-up of his fevers and likely 
recurrent endocarditis. Three sets of blood cultures were drawn per protocol and 
empiric antibiotic therapy for infective endocarditis was started due to high suspicion 
for this diagnosis. A transthoracic echocardiogram showed no obvious valvular 
vegetations. The cardiology team was consulted to assist with the management of 
his case, and to perform a transesophageal echocardiogram the next morning.

The Ethical Dilemma

On the evening of admission, the medical team was paged several times by Jeffrey’s 
nurse as he was demanding analgesic medication for his chest pain beyond what was 
originally ordered by the medical team. Once pain medication was given, he would 
leave his hospital room for up to 90 minutes at a time without telling his nurse where 
he was going or when he would return. His absences from his hospital room made 
it difficult for the nurse to administer the empiric antibiotics ordered by the medical 
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team. At one point in the middle of the night, hospital security was called to Jeffrey’s 
room as he had six visitors in his room, past hospital visiting hours, who were loud 
and disturbing other patients. Additionally, Jeffrey’s nurse was concerned that drug 
deals were being made in the hospital room at that time. The security guards 
escorted the visitors from the hospital. Two hours later Jeffrey’s nurse found him in 
his hospital bed, poorly responsive and barely breathing. The medical team quickly 
responded to the patient and administered intravenous narcan with good response. 
Jeffrey’s nurse complained to the medical team that Jeffrey had been keeping her so 
busy that she barely had time to care for her other patients. A nursing assistant was 
assigned to sit in Jeffrey’s room and closely observe him the rest of the evening.

Question for thought and discussion: If Jeffrey has a fatal drug overdose 
while on hospital premises, are the hospital and the medical team caring for 
him liable for legal action against them?

The next morning the team approached Jeffrey on rounds to obtain his verbal 
agreement to comply with his caregivers’ needs to diagnose and treat his condition, 
and to be less disruptive to other patients. He agreed and expressed remorse for his 
behavior overnight. However, an hour later, when the nursing assistant observing 
him momentarily had stepped out of his room, Jeffrey left the hospital floor for over 
an hour and missed the assigned time for his transesophageal echocardiogram.

Question for thought and discussion: How should the medical team react 
to Jeffrey’s continued behavior?

Questions for thought and discussion: Would a written behavioral contract 
with Jeffrey, with explicit rules for him to follow, be of use? If so, can the medi-
cal team discharge him from the hospital if he breaks the rules in such a con-
tract, knowing that he could potentially die if he were not treated for his medical 
condition? Are such contracts ethical, and do they stand up to legal scrutiny?

Questions for thought and discussion: Is confining Jeffrey to his hospital 
room and denying him visitors a violation of his rights? Is assigning someone 
to constantly observe Jeffrey in his hospital room a violation of his privacy?

Question for thought and discussion: Do you think Jeffrey can be involuntar-
ily committed to the hospital by the psychiatry team if he is deemed unsafe to 
himself or others?

The Medicine

Among cases of infective endocarditis, 10 to 15 percent involve prosthetic heart 
valves. Due to small vegetation sizes and postoperative changes, transesophageal 
echocardiography is often needed to make the diagnosis. Mortality rates can be 



high (40–50%) due to the frequency of complications, the long duration of antibi-
otic treatment needed for cure, and technically difficult surgeries required in some 
cases. Intravenous drug users have a higher incidence of recurrent disease due to 
continued injection behaviors, and have higher mortality rates from endocarditis 
than non-drug users. Ongoing substance abuse and poor adherence with recom-
mendations may prolong length of hospital stays for these patients, and may make 
cardiac surgeons less eager to operatively intervene on complicated cases.

The Law

The hospital at large may have been liable if Jeffrey had died from a drug overdose 
while admitted as a patient there. It is doubtful, however, that the medical team 
themselves would also be liable, since they would not be continually present on the 
patient’s floor and could not be held responsible for his behavior in the hospital.

Hospital discharge as a potential consequence for noncompliance with the 
behavioral contract would be legally risky in this case. The patient has sought medi-
cal treatment and should not be discharged, against his will, with a life-threatening 
condition. If the hospital had ever received federal money for construction or reno-
vation under the Public Health Service Act (1975), it must make services available 
to all those who reside in the service area, without discrimination on any basis 
unrelated to the patient’s need or the availability of the service. Discharging Jeffrey 
without making plans for his continued care may also be considered a form of 
patient abandonment. On the other hand, Jeffrey’s actions (leaving his room and 
missing scheduled tests and antibiotic therapy) could be interpreted as refusal of 
recommended treatment.

Confining Jeffrey to his room may also violate the Conditions of Participation for 
hospitals receiving Medicare and Medicaid funds, established by the federal Health 
Care Financing Administration. Under a list of Patients’ Rights, these conditions 
include a standard on restraint or seclusion. Seclusion is defined as “involuntary 
confinement of a patient alone in a room or area from which the patient is physically 
prevented from leaving” (42 Code of Federal Regulations Part 482.13 (e) ). Seclusion 
“may only be used for the management of violent or self-destructive behavior” 
(42 Code of Federal Regulations Part 482.13 (e) ). The medical team needs to 
decide if Jeffrey’s behavior meets this standard. They should also consult hospital 
policies on confinement before including this as a consequence in a written 
behavioral contract.

The Ethics

Jeffrey cannot be permitted to continue with this behavior. For his own safety and 
that of the hospital staff and other patients, he should not be allowed to leave his 
room for long periods of time. It is particularly worrisome that Jeffrey is wandering 
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around the hospital unsupervised and may pose a threat to other patients, particu-
larly if he is under the influence of illegal drugs.

Based on the Principle of Beneficence, the medical team should consider the 
good to be promoted for this patient and the harm to be prevented. The patient was 
admitted to the hospital for further diagnostic tests and antibiotic therapy for a 
possible life-threatening condition. By leaving his room and missing scheduled 
tests and treatments Jeffrey is preventing the hospital staff from accomplishing 
these purposes and jeopardizing his own health.

Based on the Principle of Distributive Justice, the medical team must also consider 
the effects of Jeffrey’s behavior on other patients, including the disturbance caused by 
his unruly visitors. Dealing with Jeffrey is also taking time away from the care of 
other patients on his floor. The care provided to one patient in the hospital should not 
threaten the care that other patients receive, without some convincing justification.

The Principle of Respect for Autonomy would allow Jeffrey to make his own 
decisions about what tests and treatments to accept, and allow him to refuse these 
as well. However, once he has agreed to the hospital admission and consented to 
the recommended diagnostic tests and antibiotic therapy, he should not be permitted 
to waste hospital resources by missing his scheduled tests and treatments. In this 
case the fair distribution of medical resources may place a limit on respect for the 
patient’s autonomy.

The medical team must take charge of the situation by setting limits on Jeffrey’s 
actions while he is a patient in the hospital. They should also meet with the nursing 
staff caring for Jeffrey so that they also understand these limits. Now that a verbal 
contract has proved ineffective, a written behavioral contract may be a good option.

Before Jeffrey is asked to sign a written contract, a psychiatric consult might be 
ordered to confirm that he is capable of understanding the consequences of non-
compliance with the contract. Also, someone on the medical team should have a 
conversation with Jeffrey to establish goals for his medical treatment that he can 
accept and to which he agrees. Based on the Principle of Respect for Dignity, this 
conversation should begin with Jeffrey’s own goals for treatment and may also 
include inquiries about family relationships that could provide him with support 
during his hospital stay. It will also be important to confirm that he understands the 
risks to his life and health if he avoids the recommended tests and therapy.

A written behavioral contract could include these agreed-upon treatment goals and 
rules for Jeffrey’s behavior. It should also include consequences of noncompliance, 
such as limits on when he can leave his room and where he can go in the hospital, and 
restricting his visitors to responsible adult family members. These actions would not 
constitute “seclusion” and would not violate any of Jeffrey’s rights, within the hospital 
context. All rights have limits, based on preventing harm to others and, in some cases, 
preventing harm to the individual concerned as well. Restricting his movements 
within the hospital and limiting those who visit him may be necessary to protect other 
patients from being disturbed by Jeffrey or his visitors.

Limiting his visitors may also be necessary to keep Jeffrey from obtaining illegal 
drugs. Controlling the times he can leave his room may be necessary for the diag-
nosis and treatment of his condition, averting the harm of further damage to his 



heart and possible death. Interference with Jeffrey’s choices and actions for his own 
good would be an example of paternalism. However, this may be justified by the 
Principle of Beneficence, similar to the use of restraints to prevent a patient from 
pulling out an IV line or feeding tube. The use of 24-hour patient monitoring with 
a nursing assistant as a consequence of Jeffrey’s noncompliance might be consid-
ered to be an unnecessary violation of privacy, particularly if Jeffrey’s visitors and 
his movements within the hospital are already restricted.

From an ethical perspective, discharge from the hospital should not be written into 
the behavioral contract as a consequence of noncompliance. Jeffrey should not be 
discharged, against his will, without arrangements for the continuity of his care. His 
condition may be life-threatening, and without further tests and antibiotic therapy his 
life may be in danger. However, Jeffrey must understand that his continued refusal of 
tests and treatments makes it difficult to justify keeping him in the hospital.

As a last resort, the medical team could seek involuntary commitment if a written 
contract proves unsuccessful in controlling Jeffrey’s behavior. Short-term commit-
ment, for evaluative purposes, may be possible. However, long-term commitment 
is unlikely, as long as Jeffrey is determined by a judge to be legally competent.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

Jeffrey’s behavior and possible illegal activity in the hospital limited his medical 
team’s ability to provide appropriate care. Additionally, he had a near fatal drug 
overdose on hospital premises, creating a liability concern. How would this case have 
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been different if Jeffrey’s behavior included angry outbursts and aggressiveness 
toward his caregivers and their personal safety was threatened? At what point can 
health care providers disavow themselves of caring for a difficult patient?
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Case 6
When a Patient Becomes Agitated

The Patient

Kathleen W. is an 82-year-old female with a history of hypertension, elevated 
cholesterol, diabetes mellitus, past myocardial infarction, and congestive heart failure. 
She presented to the Emergency Department with a two-week history of progres-
sively worsening shortness of breath, a 10 pound weight gain during this period and 
worsening lower extremity edema. She denied chest pain, palpitations, fevers, or 
any other complaints. On further review the admitting medical team determined 
that Kathleen could provide only an incomplete list of her home medications 
and did not know any of the correct dosages. Additionally, she did not follow a 
low-sodium diet as is recommended to all patients with congestive heart failure. 
The medical team confirmed her medication information with her pharmacy 
and the pharmacist stated that Kathleen had not refilled some of her medications in 
the preceding two months.

On physical exam, Kathleen was found to have mild hypoxia, a rapid and irregular 
heart rate, diffuse râles on pulmonary examination, and bilateral lower extremity 
pitting edema to the knees. A hematological and basic metabolic laboratory work-up 
was unrevealing. A thyroid-stimulating hormone (TSH) level was within normal 
limits. An electrocardiogram demonstrated a new diagnosis of atrial fibrillation 
with a rapid ventricular response. The patient was started on a diltiazem drip for 
heart rate control, with subsequent stabilization. Chest radiography confirmed a 
diagnosis of congestive heart failure, and the patient was started on diuretics, an 
ACE-inhibitor, and supplemental oxygen. She was admitted to the cardiac teleme-
try floor for further evaluation and management.

The Ethical Dilemma

At 2:00 AM on the night of admission Kathleen’s nurse found that she had pulled 
out her IV. This was the line that her diltiazem drip was running through, and the 
former IV site was bleeding considerably. Kathleen was notably agitated and 
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somewhat combative with the nurse as she attempted to dress the wound. The medical 
team was called to evaluate her agitation and determined that it was most likely due 
to delirium or “sundowning.” They prescribed a benzodiazepine for mild sedation. 
However, Kathleen’s confusion and agitation worsened, likely from a paradoxical 
reaction to the benzodiazepine. Haloperidol was then administered with little effect, 
although a second, higher strength dose was more successful in calming her. Soft 
wrist restraints were placed to control Kathleen’s arm movements so the nurse 
could place a new peripheral IV and restart the diltiazem drip, and to prevent 
Kathleen from pulling the new IV out.

When the medical team rounded on Kathleen the next morning, she was sleeping 
soundly and barely arousable to voice due to residual effect of the benzodiazepine 
and haloperidol. Kathleen’s son, Thomas, was in his mother’s room and demanded, 
“why is my mother sedated and tied to the bed?” The team explained to Thomas 
the concept of “sundowning,” and how it was necessary to calm his mother’s agita-
tion to adequately treat her overnight. Thomas remained perturbed despite the 
explanation and asked that the wrist restraints be removed now since his mother 
was highly sedated. He further stated that no physical or chemical restraints should 
be used in the future without his express consent.

Questions for thought and discussion: Is the use of chemical restraints 
(sedation) ethical in this case? What about the use of physical restraints?

Question for thought and discussion: How could the medical team have man-
aged Kathleen’s case differently to prevent some of Thomas’s frustration?

Question for thought and discussion: Can the medical team continue to use 
chemical or physical restraints in caring for Kathleen if Thomas does not give 
his permission for them to do so?

The Medicine

In a systematic review of delirium superimposed on dementia (Fick et al.), it was 
estimated to complicate at least 24% of hospitalizations of persons living with 
dementia. This phenomenon not only affects the quality of care an individual patient 
receives in the hospital, it impacts patient mortality and morbidity and carries a sig-
nificant financial burden related to increased hospital lengths of stay. As common 
as delirium may occur in this subpopulation, it is always essential to formally evalu-
ate a patient with underlying dementia who develops acute mental status changes 
and not simply label them as “sundowning.” In general, treatment of delirium in the 
person with dementia primarily involves removal of contributing medications or 
other factors, in combination with routine supportive care. For patients at high risk 
for self-harm, the use of psychotropic medications and physical restraints may be 
necessary, although the latter may increase agitation or cause the patient injury.



The Law

The federal Health Care Financing Administration has established standards for the 
use of chemical and physical restraints as part of the Conditions of Participation for 
hospitals that receive Medicare or Medicaid funds. According to these standards, 
restraints, whether physical or chemical, “may only be imposed to ensure the immedi-
ate physical safety of the patient, a staff member, or others and must be discontinued 
at the earliest possible time” (42 Code of Federal Regulations Part 482.13 (e) ). 
Before restraints are used, less restrictive interventions must be shown to be ineffec-
tive to protect the patient, staff, or others from harm. Use of restraints must be ordered 
by the attending physician and the order may only be renewed for four hours at a 
time, up to a total of 24 hours. The physician must see and evaluate the patient one 
hour after initiating restraints. At the end of the 24-hour period the attending physi-
cian must see and assess the patient before a new order may be written. Individual 
hospitals often have additional regulations in place to ensure that a patient’s rights are 
not violated and that safety is maintained in the setting of restraint use.

Use of chemical restraints for Kathleen was necessary for her immediate safety, 
since she had pulled out the IV that was delivering medication to control her atrial 
fibrillation. Without this medication, her condition would have worsened and may 
have in theory resulted in death. Using soft wrist straps as physical restraints may 
also be justified by the need to place a new IV and to keep her from pulling it out.

If the medical team has followed the other guidelines for the use of restraints, 
there should not be a problem with the federal law. However, it might be ques-
tioned why the wrist restraints were not removed once she was adequately sedated. A 
member of the medical team should have evaluated Kathleen one hour after initi-
ating sedation and physical restraints. The restraint orders should also have been 
renewed, if still needed, four hours after they were first written.

The medical team should ensure they are complying with relevant hospital poli-
cies and any applicable state laws in their use of physical and chemical restraints. 
Both hospital policies and state laws may vary and may be more restrictive than the 
federal requirements.

The Ethics

Based on the Principle of Beneficence, chemical restraints could be justified as 
necessary in preventing harm to Kathleen. Pulling out another IV would have 
caused further injury to the site and loss of blood. Kathleen also needs the pre-
scribed medications to regulate her heart rate and treat her congestive heart failure. 
Without them her condition could become life-threatening. The medical team will 
have considered the sedatives’ side effects, using the Principle of Non-Maleficence, 
and compared this harm to the harm that would be prevented if Kathleen was able 
to receive her cardiac medications. It appears that the medical team decided 
Kathleen would suffer more harm if she was not sedated.
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The use of physical restraints might be justified in the same way. On the other 
hand, one might question the further need for wrist straps once Kathleen calmed 
down from the effects of the sedatives. However, the medical team may have been 
uncertain whether she would remain calm for the rest of the night.

Considering the Principle of Respect for Autonomy, Kathleen’s capacity for 
decision making was not questioned by the medical team in the Emergency 
Department. We can assume that she agreed to the hospital admission and the medi-
cations that were recommended. Once Kathleen began to experience delirium, her 
capacity would become questionable. Most likely she was not even consciously 
aware of pulling out her IV. As her agitation and confusion increased, Kathleen was 
clearly not capable of making her own decisions. However, the 2:00 AM decision 
to use chemical and physical restraints could be understood as an emergency deci-
sion, with no time to ask a surrogate decision maker to grant permission.

At the time of her admission to the hospital, the medical team or another hospital 
representative would have inquired about Kathleen’s family members and whether 
or not she had a Living Will or Power of Attorney for Health Care. If Kathleen does 
not have an advance directive, if she is a widow, and if Thomas is her only child, 
then he would automatically become her surrogate decision maker in most states.

With this in mind, it could be argued that one of the physicians on the medical team 
should have called Thomas during the night to explain why restraints were needed and 
to ask for his permission to use them on his mother. This may have prevented his reac-
tion when he saw his mother sedated and physically restrained in the morning. 
Alternatively, a nurse or a member of the medical team could have explained to Thomas 
the reasons for the restraints as soon as he came in. By early morning the medical team 
would need to decide whether or not to renew the order for Kathleen’s chemical and 
physical restraints, based on federal regulations. It may have been possible to remove 
the wrist straps at that time, since Kathleen seemed to be heavily sedated.

Thomas’ statement that his mother should not be restrained without his express per-
mission should not end the discussion. He may see himself as protecting his mother’s 
dignity. His reaction may also stem from fear and anxiety about his mother’s condition 
and uncertainty about her ability to recover. Understanding his emotional response, the 
medical team should have a conversation with Thomas to fully inform him about her 
diagnosis and prognosis, and the possibility that restraints may be needed in the future, 
if she is to be treated appropriately. This will be particularly important if Thomas needs 
to make medical decisions for his mother at some later time.

If Kathleen is considered capable of making her own medical decisions once she 
recovers from the effects of the sedation, she should be informed about the events 
of the previous night and the reasons for the use of restraints. Based on the Principle 
of Veracity, she needs to have complete information about her medical condition, 
the expected outcome, and the various medications she is receiving. Since her 
delirium might return, she should be asked to give consent to sedation and physical 
restraint if these become necessary in the future. Her agreement should be noted in 
her medical chart. Based on the Principle of Respect for Autonomy, her consent 
could then be used to authorize the use of restraints in the future, even if Thomas 
disagrees.



The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case, chemical and physical restraints were used to help prevent a patient 
from self-harm when she was not in a coherent or competent state. Practitioners 
must use restraints in a responsible way and only when other, less restrictive methods 
of maintaining patient safety have been duly considered and deemed inappropriate, 
or if these methods have been implemented and failed. For example, using bedrails 
and verbal redirection to prevent a confused patient from falling out of their hospital 
bed is preferable to using wrist restraints. Additionally, the use of any form of 
restraints should be discontinued as soon as they are no longer necessary to main-
tain patient safety.

Would physical or chemical restraints be ethically justifiable if an oriented 
patient were having a violent outburst in the hospital? What circumstances make 
the use of restraints on patients ethical or not ethical?
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Case 7
When Patient Behavior Constitutes 
Abuse or Neglect

The Patient

Angela G. is a 33-year-old female with a history of tobacco dependence and asthma, 
who presented to the Emergency Department with a three day history of dyspnea, 
wheezing, and productive cough. She additionally noted subjective fevers and chills, 
and reported having sick contacts at home with upper respiratory infections. Her dys-
pnea and wheezing did not improve with use of her bronchodilator inhaler at home, 
prompting her to come to the hospital. The patient reported a 17 pack-year history of 
cigarette smoking, and denied alcohol or illicit drug use. There was no relevant family 
history. She is a single mother to two daughters, aged five- and seven-years old.

Her physical exam was notable for mild respiratory distress, a low-grade fever, 
and diffuse bilateral wheezes. A hematological and basic metabolic laboratory 
work-up was unrevealing. Chest radiography and electrocardiography were within 
normal limits. A urine toxicology screen was positive for cocaine and opiates. She 
was admitted for treatment of her presumed asthma exacerbation.

The Ethical Dilemma

Based on the urine toxicology screen, the admitting medical team asked Angela 
again about illicit drug use. She said she had used drugs only “recreationally” in the 
past, and denied ever using intravenous drugs. However, she said her drug use had 
somewhat increased recently since her new boyfriend occasionally sold drugs to 
“make a living” and, therefore, the drugs “were around more.” After the team left 
Angela’s room, one of the medical residents expressed her concern to the team 
about the presence of illegal drug activity in a home with young children present.

Questions for thought and discussion: Does the presence of illegal drugs in 
Angela’s home constitute a situation of child abuse? What about the presence 
of illegal drug dealing? How are child abuse and neglect defined? Is the drug 
use or dealing in this case “reportable” to authorities?
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Question for thought and discussion: Is the team obligated to share their 
concerns about abuse/neglect with Angela herself, or do they make an anony-
mous report to child protective services?

Question for thought and discussion: Should Angela’s medical team report 
the known illegal drug activity to the local authorities, regardless of the chil-
dren’s presence in the home?

Question for thought and discussion: Is performing a urine toxicology 
screen on Angela without her consent ethical, given the potential implications 
of a positive test?

The Medicine

Urine toxicology screens are not infallible. Several common medications, such as 
NSAIDs, may cause false-positive identification of illicit drugs on urine toxicology 
screens (see Table 7.1). However, such results are relatively uncommon, and 
cocaine is not one of the substances that is normally misidentified. Passively 
inhaled crack cocaine does not generally cause detectable levels in the urine either. 
Positive cocaine results on a urine toxicology screen generally suggest the last use 
was within the preceding 72 hours. It is important to note that a positive urine toxi-
cology screen for cocaine does not differentiate between rare or one-time usage and 
chronic, addictive use. Also, if a patient adds some adulterant substances to urine 
this may also lead to false-negative urine toxicology screens (Table 7.2).

A number of studies have looked at the use of cocaine among patients with asthma. 
In 1996 Levenson, et al. determined that almost one-third of 92 asthma deaths in the 
Chicago area over an 18-month study period were confounded by alcohol or cocaine 

Table 7.1 Some examples of medications causing false-positive urine toxicology screen results

Toxicology screen false positive for: Medications/substances implicated in false result:

Amphetamine, methamphetamine amantadine, bupropion, desipramine, diet-pills (usually 
of non-U.S. origin), ephedrine, fenfluramine, 
ma huang (a Chinese herb), methylphenidate, 
phentermine, phenylephrine, phenylpropanolamine, 
propylhexedrine, pseudoephedrine, ranitidine, sele-
giline, trazadone, Vicks inhaler™ (desoxyephedrine)

Barbiturates NSAIDs (e.g. ibuprofen, naproxen)
Benzodiazepines “black pearls” (tung sheuh, a Chinese herb), oxaprozin
Cannabinoids dronabinol, efavirenz, hemp-containing foods, NSAIDs 

(e.g. ibuprofen, naproxen)
Opiates chlorpromazine, codeine, fluoroquinolones, foods 

containing poppy seeds, quinine, rifampin
Phencyclidine chlorpromazine, dextromethorphan, diphenhydramine, 

doxylamine, meperidine, thioridazine, venlafaxine



use. A later prospective study of adults with asthma exacerbation by Rome, et al. found 
a prevalence rate for cocaine use of 13 percent, and the cocaine users had a statistically 
significant increase in hospital admissions, compared to non-users. However, active 
tobacco smoking was additionally more prevalent in the cocaine users group. Additional 
studies suggest that increases in cocaine use in the United States, and specifically 
among patients with asthma, may be associated with increases in asthma morbidity.

The 2001 Substance Abuse and Mental Health Services Administration (SAMHSA) 
National Household Survey on Drug Abuse estimated that there are over 6 million 
children living with one or more parents that abuse or are dependent on alcohol or 
illicit drugs. A number of deleterious effects have been noted on children whose par-
ents abuse illicit drugs. Although not definitively proven to be teratogenic or affecting 
early development, cocaine use during pregnancy is associated with higher rates of 
spontaneous abortion and abruption. Children of illicit drug-using parents are more 
likely to experience neglect, physical abuse, and sexual abuse in their lives. They tend 
to have poorer academic performance and social adjustment skills, and may struggle 
later in life when they become parents themselves due to the lack of strong role mod-
els in their past. They are also more likely to become substance abusers themselves. 
Exposure to situations of poverty, criminal behavior, parental absence, and parental 
imprisonment may all contribute to these observed phenomena.

The Law

Although reporting abuse or neglect is usually done at the local, county, or state 
level, it is federal and state law that defines these entities. The Child Abuse 
Prevention and Treatment Act (CAPTA) is federal legislation that defines child 
abuse or neglect as “any recent act or failure to act on the part of a parent or care-
taker, which results in death, serious physical or emotional harm, sexual abuse, or 
exploitation, or an act or failure to act which presents an imminent risk of serious 
harm” (42 U.S.C.A. § 5106g(2) (West Supp. 1998) ). Substance abuse by a child’s 
caretakers is considered to be potentially harmful to the child’s mental and physical 
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Table 7.2 Some examples of adulterants that, when added to urine, 
may cause false-negative urine toxicology (enzyme immunoassay) 
screen results

golden-seal tea
household bleach
household drain cleaner (e.g. Liquid Drāno™)
liquid hand soap
sodium chloride
vinegar
Visine™ eye drops

Source adapted from: Mikkelsen SL and Ash KO. Adulterants 
Causing False Negatives in Illicit Drug Testing. Clinical Chemistry. 
34(11):2333–2336. 1 November 1988.
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health, and can additionally threaten their safety. Whereas 45 states and the District 
of Columbia have laws within their child protection statutes that specifically 
address parental abuse of illegal drugs, only 23 states have laws defining substance 
abuse in terms of child abuse or neglect (see Table 7.3). Fifteen states and the 
District of Columbia have reporting procedures in place if there is proof that a 
newborn has been prenatally exposed to drugs, alcohol, or other controlled sub-
stances. Thirteen states and the District of Columbia include prenatal exposure to 
drugs, alcohol, or other controlled substances in their definitions of child abuse or 
neglect.

Anyone who suspects that a child is being abused or neglected is encouraged to 
notify their local law enforcement or child protection authorities, and all states have 

Table 7.3 United States laws relating illegal drugs to child abuse

States where it is a felony to manufacture or possess methamphetamines in the presence of a 
child
 Georgia
 Illinois
 Nebraska
 New Hampshire
 Pennsylvania
 Virginia
 West Virginia
 Wyoming
States where it is a felony to manufacture or possess any controlled substance in the presence of 
a child
 Idaho
 Louisiana
 Ohio
States where additional penalties enhance convictions for the manufacture of methamphetamines 
with a child on the premises
 California
 Mississippi
 Montana
 North Carolina
 Washington (state)
States where it is considered child endangerment to expose children to the manufacture, possession, 
or distribution of illegal drugs
 Alaska
 Iowa
 Kansas
 Minnesota
 Missouri
States where it is a crime to expose a child to illegal drugs or drug-related paraphernalia
 North Dakota
 Utah
States where it is a felony to sell or give illegal drugs to a child
 North Carolina
 Wyoming

Source adapted from: http://www.childwelfare.gov/systemwide/laws_policies/statutes/define.cfm. 
Accessed October 15, 2007.

http://www.childwelfare.gov/systemwide/laws_policies/statutes/define.cfm


some legal statutes that mandate this reporting by certain individuals. For example, 
most states identify persons of certain professions with frequent contact with chil-
dren, including those in the medical and mental health fields, as mandatory reporters 
of abuse. Penalties can be associated with non-reporting of abuse or neglect in 
these states. Confidential protection of the reporting person’s identity is maintained 
in 39 states and the District of Columbia, and this information is generally discover-
able only with the reporter’s consent or in other, very specific circumstances. 
However, these rules can vary from state to state.

Although law enforcement agencies encourage individuals to report any known 
illegal activity, there are no specific laws regarding mandatory reporting of illegal 
drug activity that is not placing children or other vulnerable persons at risk. 
Currently laws about illegal drugs generally focus on their manufacture, importing 
and exporting, distribution, and possession. When a patient admits illegal drug use 
to a medical or mental health professional, it is considered privileged information, 
and patients must feel that they can be forthright with their provider and know that 
such information will be kept confidential. Without complete information, the pro-
vider may be unable to render appropriate care to the patient. Physician-patient 
privilege becomes more legally complicated when a patient threatens bodily harm 
to an individual. In these cases a medical or mental health professional is obligated 
to take appropriate steps to protect the intended victim, by reporting the plan to 
harm to the intended victim or to local law enforcement. The legal precedent for 
this was established by the landmark case of Tarasoff v. Regents of the University of 
California, where a patient of a psychologist at the University of California – Berkeley 
committed murder after telling his psychologist that he planned to do so. The 
Supreme Court of California determined that there was a duty to protect the intended 
victim that superseded the duty to maintain the patient’s right to confidentiality.

In the case of Angela’s positive urine toxicology screen, if Angela admitted 
using illegal drugs in a home without children to her practitioner, then this informa-
tion would be considered privileged and there is no law obligating the medical team 
to report the drug use to law enforcement. Information about the manufacture and 
distribution of illegal drugs in a home without children may be considered a murk-
ier situation as one can argue that “bodily harm” may come to those who are given 
or sold the illegal drugs. Nevertheless, there is not any overt and stated threat by the 
drug dealer to injure a specific individual. However, if illegal drugs are manufac-
tured or distributed in a home where there are small children, this does constitute a 
situation of child abuse/neglect by most legal standards and the medical team 
should report this information to the local child protective services agency. The 
agency will then conduct an investigation into the home situation and determine if 
the children are at risk and need to be removed from the caretaker’s custody.

With regard to the legality of random toxicology screening of patients, there is 
little clear precedent dictating whether or not this is allowable for the purpose of 
providing safe and appropriate medical care. Hence, the general practice of order-
ing urine drug screens for medical purposes is considered legally acceptable. Drug 
screens are frequently performed on patients in the hospital setting, and often with-
out the patient’s consent. It is current opinion that general consent for medical care 
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implies the consent for basic laboratory testing, including the use of toxicology 
screens. However, many experts feel that if the purpose of the toxicology screen is 
to involve child protective services in the case or to prosecute the patient, then the 
patient should provide specific informed consent for the test. The 2001 United 
States Supreme Court case of Ferguson v. City of Charleston illustrated a situation 
where the Medical University of South Carolina had entered an agreement with 
Charleston law enforcement officials whereby pregnant women who had positive 
urine screens for cocaine were subsequently arrested on charges of drug possession, 
distribution to a minor, or child neglect. Thirty women were arrested under this 
program over a five-year period. The Court ruled that, in this case, screening preg-
nant women for cocaine use without consent, warrants, or probable cause consti-
tuted a violation of the Fourth Amendment which protects individuals from 
unwarranted searches and seizures. Although the stated intention of the program, to 
improve prenatal and postnatal care of substance using expectant mothers, may 
have been a noble one, opponents to the concept of the policy state that it may actually 
work to discourage women from seeking perinatal care or treatment of substance 
use disorders.

In 2002, Abel and Kruger surveyed 847 obstetricians, pediatricians, and family 
practice physicians about their thoughts on mandatory reporting of pregnant women 
with active substance abuse to the police or child protection agencies. Of those sur-
veyed, 61 percent felt that fear of prosecution would deter pregnant women with 
substance abuse problems from seeking prenatal care. However, a majority also 
believed that pregnant women have a moral and legal duty to ensure their babies 
were healthy, and that screening for HIV and substance abuse should be mandatory. 
More than half felt that laws about child abuse and neglect should be modified to 
include substance abuse during pregnancy, and that this should be considered as 
grounds for removing the child at birth from maternal custody. Only a minority of 
those surveyed (less than 31%) felt that the women should face criminal prosecu-
tion; however, a vast majority supported obligatory participation in a substance 
treatment program.

The Ethics

An ethical evaluation of urine toxicology screening, performed without patient 
consent, raises several questions. Is this test ordered for all patients who come to 
the Emergency Department or are admitted to the hospital? If not, when is it usually 
ordered? Why was it ordered for this particular patient? Was there reason to suspect 
drug abuse in this case?

If all patients who come to the Emergency Department or are admitted to the 
hospital undergo a toxicology screen, an argument can be made that it is ethical, 
based on the Principles of Beneficence and Non-Maleficence. A hospital policy 
mandating this screening test would allow practitioners to better diagnose their 
patients’ medical conditions and make prescribing medications safer. Practitioners 



will be better able to promote the health of their patients if they are aware of recent 
drug use. Because some illegal drugs interact with prescribed medications, physi-
cians could unintentionally cause harm to their patients by prescribing certain 
medications - a harm that could be avoided with prior knowledge about patients’ 
drug use.

However, such a policy would appear to violate the Principle of Respect for 
Autonomy because patients are not giving voluntary informed consent prior to the 
screening test. Voluntary informed consent is necessary if patients are going to be 
permitted to make decisions about their own health care. Full information about 
recommended medical tests and treatments must be given to capable patients, they 
must understand this information, and they must agree to these medical interven-
tions without coercion or undue pressure. Even if a hospital posted a policy of 
mandatory drug screening for all patients in the Emergency Department, with 
detailed information about the test in easily understandable language, patients in 
dire need of emergency care would literally have no choice but to submit to the 
screening test. This would violate the requirement of voluntary agreement.

If the hospital does not screen all patients for illicit drugs, it will be impor-
tant to justify screening only particular patients. Perhaps the medical team sus-
pected drug abuse and when Angela denied it and they felt justified using the 
drug screen to settle the issue. They may be able to use the Principles of 
Beneficence and Non-Maleficence to argue that they needed this information to 
provide the best medical care to Angela, as noted above. However, performing 
this test on Angela, without her knowledge or consent, violates the Principle of 
Respect for Autonomy.

It might be argued that patients give implied consent for any procedures emer-
gency physicians believe are in the patient’s best interests, simply by seeking medi-
cal care in the Emergency Department. The concept of “implied consent,” however, 
is ethically suspect when it is applied to screening tests that may have negative 
consequences for the patient. This would be true of HIV screening as well as 
screening for illicit drugs. In both cases, although the results of these screening tests 
would help practitioners provide better medical care to their patients, this informa-
tion could also harm their patients in other ways.

By requiring voluntary informed consent for medical tests and treatments, the 
patient can compare the risks of harm to the potential benefit of these procedures. 
Performing HIV and drug screening tests without fully informed, express consent, 
denies patients the opportunity to compare the value of this information for the 
medical care that can be provided to them with the risks of social harm the informa-
tion may pose.

However, patients who use illicit drugs may not seek emergency medical care 
when needed if drug screening is being done without their knowledge and consent 
when they come to the Emergency Department. Such a policy could exclude a 
particularly vulnerable segment of the population from receiving emergency medi-
cal treatment.

There may be a way to provide the medical benefits of drug screening, without vio-
lating the Principle of Respect for Autonomy. Hospital policy could allow emergency 

The Ethics 71



72 Case 7 When Patient Behavior Constitutes Abuse or Neglect

physicians to order a toxicology screen on a routine basis whenever they suspect ille-
gal drug use. When this occurs, the physician could inform the patient of this policy, 
briefly explain the medical benefits of the test results and give the patient the chance 
to “opt out” of screening. Most importantly, it must be made clear that opting out will 
not deny a patient emergency medical treatment. This is necessary to avoid pressuring 
people into submitting to the drug screening to get emergency care.

If a patient opts out of toxicology screening, that means the patient has chosen 
to forgo the benefits that the results of the test would have for that patient’s own 
health care. It will be important for practitioners to remember that the benefits of 
the screening are for the individual patient, not for the society, since individual drug 
use is not a reportable event. This may make it easier for them to accept a patient’s 
decision to opt out of routine drug screening.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a positive urine screen for illicit drugs in a patient presenting to the 
emergency department with an asthma exacerbation could potentially result in her 
losing custody of her children. For this reason, one may ethically question if 
patients should be “screened” for drug use at all, if consent is not obtained first. The 
use of certain illicit substances is important for a health care provider to know since 
patients such as Angela do not always disclose drug use to their provider, and 
knowing about the drug use can be essential to the patient’s care. Illicit drug use 
puts patients at higher risk for infections such as HIV and hepatitis C, and screening 



tests can help quickly identify patients at risk for these and other diseases. 
Additionally, practitioners need to know about the interactions of prescribed medi-
cations and illicit drugs. For example, administering medications such as beta-
blockers can be potentially dangerous to patients with cocaine in their bloodstream. 
If a patient does not admit to illicit drug use, and does not consent to a urine drug 
screen, it can limit the practitioner’s ability to appropriately treat that patient.

What is it about certain diagnostic tests that make it necessary to obtain patient 
consent before ordering them? It is impractical to explain and obtain consent for 
every diagnostic study ordered on a patient (e.g., a serum chloride level), but ethi-
cally necessary to obtain consent for certain ones (e.g., an HIV screen) due to the 
implications of the results. What level of implied consent is there when a patient 
comes to an emergency room for help with a medical problem?
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Case 8

The Patient

Raymond D. is a 36-year-old male who became paraplegic eight years prior to 
admission when, while driving under the influence of alcohol and cocaine, he lost 
control of the vehicle he was driving, crashed into a tree and sustained a lower spinal 
cord injury. He was left wheelchair-bound by the accident and must perform twice-
daily self-catheterization for his neurogenic bladder and resulting urinary retention. 
In the subsequent years Raymond continued to abuse cocaine and was additionally 
diagnosed with major depression and antisocial personality trait. He had multiple 
hospital admissions for urosepsis, and developed a non-healing decubitus ulcer in 
the sacral area.

Raymond’s home situation was tumultuous as well, and he gradually was 
disowned by all his family members. Following his frequent hospitalizations, 
he often had no place to be discharged to. Due to his paraplegia and wound care 
needs he was usually discharged to a skilled nursing facility, but then later 
would sign out of the facility and temporarily move in with an acquaintance or 
into an apartment.

At the time of his current admission, Raymond had been living with a friend 
after being recently evicted from an apartment complex. He presented to the 
Emergency Department after calling Emergency Medical Services with complaints 
of fevers, chills, diaphoresis, generalized weakness, and foul-smelling urine. His 
home medications included muscle relaxants for treating his chronic spasticity, and 
some narcotic analgesic agents for chronic back and lower extremity pain. 
Raymond admitted to smoking one pack of cigarettes per day, but denied active 
alcohol or illicit drug use. On physical exam, he was febrile and had borderline 
hypotension. His sacral decubitus ulcer had clear signs of wound infection. 
Laboratory evaluation revealed an elevated white blood cell count and a urinary 
tract infection. A urine toxicology screen was positive for cocaine. Blood and urine 
cultures were sent, broad-spectrum antibiotics started, and he was admitted to the 
hospital for treatment of both wound and urinary tract infections.
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The Ethical Dilemma

Raymond’s low blood pressure responded quickly and favorably to IV fluid admin-
istration and antibiotics. Plastic surgery was called to debride his ulcer, and appro-
priate wound care was performed. He had become slightly deconditioned with 
regard to his upper extremity strength during the hospitalization, and physical ther-
apy worked with him on a daily basis. When he was ready to be discharged from 
the hospital, Raymond’s friend refused to let him stay at his apartment anymore. 
Several applications were placed by the case management team to skilled nursing 
facilities in the area for post-hospital care. Every application was rejected, with 
facilities unanimously citing past negative interactions with the patient due to 
behavioral problems and ongoing substance abuse. In fact, every facility in a three-
county area refused to accept the patient. Similarly, all the local home health care 
agencies refused to assist with his care, making discharge to an apartment or even 
motel room impossible as well. Despite being medically stable for discharge, the 
patient had no reasonable plans for disposition.

Question for thought and discussion: Is it the hospital’s responsibility to 
ensure a safe discharge plan for a patient that is persona non grata at every 
potential site of disposition?

Raymond remained in the hospital for another two weeks while the case manage-
ment team feverishly worked to find a suitable disposition for him. Eventually, a skilled 
nursing facility 120 miles away from the hospital agreed to accept him on discharge. 
However, Raymond refused to be discharged so far away from his hometown.

Question for thought and discussion: Can Raymond refuse to accept the only 
available option for a safe discharge that the hospital can provide? Is it the hos-
pital’s responsibility to keep caring for him on site if he refuses discharge?

The Medicine

The annual incidence of spinal cord injuries (SCI) in the United States is not defini-
tively known, but excluding those cases where the individual dies at the scene of 
the inciting accident, it is estimated that there are 11,000 new cases annually. There 
are about one-quarter million Americans currently alive with history of SCI. Most 
commonly, SCI injuries occur in men (77.8% of cases), at an average age of 38, and 
motor vehicle accidents account for almost half of the injuries. SCI can occur at any 
level of the spinal cord, with incomplete tetraplegia and complete paraplegia being 
the most common results (34.1% and 23.0% of cases, respectively), followed by 
incomplete paraplegia (18.5%) and complete tetraplegia (18.3%).

The vast majority of patients with SCI who survive their injuries are discharged 
to their home after care for their initial injury, and not an institution. Ten years after 
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the inciting accident, 32.4 percent of individuals with paraplegia and 24.2 percent 
of those with tetraplegia are employed. The lifetime health care and living-related 
costs of sustaining a SCI at age 25 are almost $1 million for individuals with para-
plegia and almost $3 million for those with “high” (C1-C4) tetraplegia. Many 
secondary impairments may affect individuals with SCI, including problems such 
as urinary tract infections, spasticity, hypotension, autonomic dysreflexia, pressure 
ulcers, overuse syndromes, and venous thrombosis. In one study by Proulx, et al. 
urinary tract infection was the most prevalent of these impairments, with 56 percent 
of patients experiencing UTI over the preceding 12 months. The prevalence of 
pressure ulcers in this study was 28 percent.

Life expectancy is lowered after sustaining SCI, often due to developing 
complications such as pneumonia, pulmonary embolism, or septicemia. However, 
this is an area of improvement in recent years. As one example, and based on estimates 
from the National Spinal Cord Injury Statistical Center (NSCISC), a 40-year-old 
who survives one year after the inciting injury may expect to survive, on average, an 
additional 28.6 years with paraplegia or 21.6 years with high tetraplegia.

Data do not support a correlation between physical disabilities such as paraplegia 
or tetraplegia and the development of personality disorders. One study by Bockian, 
et al. determined that the incidence of personality disorders in a population of 
Veterans Administration (VA) patients with SCI was no greater than matched 
controls without SCI. However, this study and several others have in fact noted a 
high incidence of depression among individuals with SCI. Some studies of 
substance abuse among individuals with SCI indicate higher rates of alcohol and 
marijuana usage, as well as more frequent misuse of prescription drugs. The higher 
rate of substance abuse in these studies is often associated with higher rates of 
depressive symptoms. The chronic pain often experienced by individuals with SCI, 
estimated to occur with a prevalence as high as 47 to 96 percent, may also contribute 
to this problem.

The Law

Once a patient like Raymond is medically cleared for discharge by his medical 
team, Medicare and most other insurance carriers will not reimburse for costs 
related to further hospitalization. Therefore, it is in a hospital’s financial best inter-
est to efficiently find a patient a suitable disposition when that patient has been 
declared medically stable. Patients that are medically stable and without special 
nursing, rehabilitation, or other skilled needs can be discharged from the hospital 
at that time, even if they do not agree with the discharge plan. The hospital does 
not need to provide further assistance to them. For patients that do have special 
skilled needs at the time of discharge, a reasonable effort must be made to accom-
modate them and provide a safe disposition. If the patient refuses to accept the dis-
charge plan that the hospital offers them, then the hospital has fulfilled their legal 
obligations to the patient and may proceed with a discharge.
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If a patient is mentally or physically disabled, such as Raymond, reasonable 
accommodations need to be made to ensure a safe disposition. If a disabled patient 
feels that health or human services have been denied to them as a result of their 
disability, they can formally file a complaint with their regional Office of Civil 
Rights, a branch of the U.S. Department of Health and Human Services. However, 
similar to a patient without a disability, if a reasonable effort has been made to 
accomplish a safe disposition and the patient refuses to accept the plan, the hospital 
has probably fulfilled their legal obligations. Issues, such as the ones surrounding 
Raymond’s discharge plan, can be complicated however, and the hospital’s risk 
management and legal counsel should likely be consulted prior to enforcing a dis-
charge plan on any patient who does not accept it.

The Ethics

The case management team’s efforts to find a place for Raymond to go after dis-
charge are admirable. The motivation for these efforts can be found in the 
Principles of Beneficence and Non-Maleficence. The hospital felt responsible for 
providing a safe place for Raymond to receive post-hospital care so that his con-
tinued recovery would be successful. They also wanted to prevent the harm that 
could have come to him if he had not had an appropriate place to go after dis-
charge. The hospital was trying to avoid causing harm to Raymond by discharging 
him into the streets, knowing his condition could worsen and he could die without 
proper care.

The hospital has fulfilled its ethical responsibility to Raymond in two ways. 
First, he was allowed to remain in the hospital for two weeks, after he was medi-
cally stable, while a safe place for discharge was located. In addition, the hospital 
case management team worked tirelessly to find a skilled nursing facility willing to 
accept him for post-hospital care.

Raymond refuses to be discharged to this facility because it is too far away. The 
Principle of Respect for Autonomy allows patients to accept or refuse recommended 
medical procedures. However, it does not mean that patients can demand medical 
treatment, e.g., continued hospital care that they no longer need. According to this 
principle, Raymond can accept or refuse the hospital’s recommendation for place-
ment after discharge. While Raymond can refuse the placement, he needs to understand 
that he can no longer stay at the hospital and that if he refuses this placement, he 
needs to find a place to go following discharge. It is not the hospital’s responsibility 
to continue to look for a placement solution that is more acceptable to Raymond.

The hospital also does not have an ethical responsibility to keep caring for 
Raymond on site now that he is medically stable and an appropriate facility for dis-
charge has been located and is willing to accept him. The Principle of Distributive 
Justice concerns the fair distribution of health care resources. It could be argued 
that Raymond’s continued stay in the hospital is not a fair use of health care 
resources and may be depriving other patients of needed hospital care. If the ideal 
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basis for distribution is need, once Raymond no longer needs the level of care 
provided at the hospital, he should no longer have access to those resources.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical prin-
ciples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case, a patient with a physical disability had “burned bridges” with facilities 
and companies providing out-of-hospital care, which limited the hospital’s ability 
to provide a safe discharge plan for him. How would this case have been different 
if Raymond’s disability had been a cognitive or psychiatric one, instead of physi-
cal? What if the patient was a disabled child, and his or her parents refused to 
accept the hospital’s discharge plan?
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Case 9
When a Patient Is Administratively Discharged

The Patient

Dennis P. is a 27-year-old male with a history of ulcerative colitis that was 
diagnosed at age 17 when he underwent colectomy for acute toxic megacolon and 
bowel perforation. Over the next several years he had recurrent episodes of partial 
small bowel obstruction that required hospitalization, and underwent three explora-
tory laparotomies for lysis of adhesions. Recently, Dennis was coming to the 
Emergency Department up to twice per month with complaints of abdominal pain. 
Each visit resulted in radiographic studies of his abdomen showing postoperative 
changes that were difficult to interpret for acute illness. He would be given a diag-
nosis of recurrent partial small bowel obstruction and admitted to the general sur-
gery service for observation, placement of a nasogastric tube, bowel rest, 
intravenous fluids, and analgesia. His attitude was often belligerent towards hospi-
tal staff, and he loudly and frequently voiced demands and complaints. Two to three 
days into his hospital stay, Dennis’ symptoms would usually spontaneously 
improve and he would be discharged home with a limited amount of pain medica-
tion. He developed a reputation among the surgical residents as a “drug seeker” for 
these repeated similar admissions that required minimal intervention.

At the time of the current presentation, Dennis noted a two-day history of wors-
ening generalized abdominal pain, nausea, and loose bowel movements. He attrib-
uted his symptoms to “another bowel obstruction.” His physical exam was notable 
for normal vital signs and a diffusely tender abdomen with guarding, but no 
rebound. Laboratory evaluation was unremarkable. CT scan of the abdomen was 
unchanged from multiple previous studies.

The Ethical Dilemma

Dennis’ current presentation to the Emergency Department occurred on a particu-
larly busy evening for the admitting surgical resident. The resident told the ED 
physician that Dennis’ complaints were unchanged from any of his previous 
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 admissions and that “we don’t have anything surgical to offer him.” The resident 
refused to admit Dennis to her service, and stated “just have him follow up in 
surgical clinic.”

Questions for thought and discussion: Can a physician refuse to admit a 
patient? Under what circumstances?

Subsequently, Dennis began making frequent “sick visit” appointments at the 
surgical clinic as well as Emergency Department visits. For concern of narcotic 
abuse, the surgical residents had him sign a contract that stated he would only 
receive a specified amount of narcotic medications per month and no further medi-
cation would ever be prescribed. The contract also stated that if he were found to 
be using any illegal street drugs or receiving prescription narcotics from other 
sources, he would no longer receive any prescription narcotic medications from the 
clinic. The contract also required Dennis to have a urine toxicology screen done 
whenever he requested narcotic medications.

Questions for thought and discussion: Are narcotic contracts ethical? If 
pain is a subjective complaint, how can one know that a patient may or may 
not need more pain medication than what is prescribed?

Question for thought and discussion: Is it ethical to require Dennis to give 
a urine sample for toxicology screening with each request for a prescription?

At one of Dennis’ clinic visits where he requested refills for his pain medica-
tions, Dennis’ toxicology screen came back positive for benzodiazepines and 
cocaine. The surgical resident seeing Dennis terminated his pain contract due to his 
illicit drug use. She also asked her supervising attending if they could “administra-
tively discharge” Dennis from the clinic due to his rude attitude, narcotic-seeking 
behavior, and illicit drug use.

Questions for thought and discussion: Can a patient be discharged from a 
medical practice because a physician no longer wants to care for them?

The Medicine

Patients presenting to their health care provider with physical complaints that cor-
relate to no specific organic pathology is common. These symptoms can become 
chronic and result in multiple visits to the provider, eliciting feelings of frustration 
from both parties. Patients may feel rejected by the provider, that not enough time 
is devoted to their care, or they may become frustrated by the lack of a distinct 
diagnosis. They may perceive that they are misunderstood, not taken seriously, or 
not believed. On the other hand, the provider may become frustrated with the 



demands of the patient, perceiving them as difficult or that they over-utilize medical 
resources.

Chronic non-cancer pain is a common problem in the United States, with an 
estimated prevalence among several studies of 20 to 60 percent of general medi-
cal patients. Living with chronic pain is difficult for patients as it impairs their 
ability to sleep, function within their family units, and may have implications for 
other disease states. Patients with chronic pain are also more likely to suffer 
from anxiety and depression. Chronic opioid therapy is often used to treat 
chronic non-cancer pain in an effort to improve a patient’s quality of life. 
Challenges in using narcotics for long-term pain management include develop-
ing tolerance, decreased treatment efficacy, and potential for toxicity and abuse. 
Estimates of addiction risk for prescription opioids vary between 5 and 19 per-
cent with different studies.

Abuse of prescription medications, particularly narcotic painkillers, is a rapidly 
growing problem in the United States. In 2002 there were 43,100 admissions for 
substance abuse treatment related to prescription narcotics. Although this number 
comprises only about 4 percent of all dependence-related admissions, it is more 
than double the number of cases from 10 years prior. Despite narcotic contracts and 
random urine toxicology screens, prescription narcotics are frequently misused. 
One study of 186 patients in a treatment center in West Virginia identified 355 
narcotic contract violations over a period of one year, even though there was a well-
defined protocol for narcotic prescription distribution and careful screening 
methods to protect against abuse. It is, nonetheless, appropriate to establish such 
guidelines for managing patients with chronic pain. Although false-positive and 
false-negative results are possible with urine toxicology screening (please refer back 
to Case 7, Tables 7.1 and 7.2), it may be a practical tool to help the practitioner assess 
inappropriate drug use in their patients.

The Law

The surgical resident’s refusal to admit Dennis to the hospital may be legal under 
the federal Public Health Service Act. In its section on emergency services the act 
states, “A facility may discharge a person that has received emergency services or 
may transfer the person to another facility able to provide necessary services, when 
the appropriate medical personnel determine that discharge or transfer will not subject 
the person to a substantial risk of deterioration in medical condition” (42 Code of 
Federal Regulations Part 124.603 (b) ). In this case emergency service provided 
through a physical exam, lab tests, and a CT scan determined that Dennis was not 
in immediate danger and did not require surgical services.

However, the question may be raised about Dennis’ need for other services. It 
may have been better for an attending physician to review Dennis’ results and 
decide if he should be admitted to the hospital. This would avoid any potential 
controversy over who was the “appropriate medical personnel” in this situation.

 The Law 83
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Physicians can discharge a patient from a medical practice, as long as the discharge 
does not constitute “patient abandonment.” To avoid the charge of abandonment, 
physicians should take steps to ensure continuity of care for the patient. These include 
giving notice, preferably in writing, to the patient or the patient’s family with enough 
time to permit another practitioner to take over the patient’s care. The physician 
should also offer to transfer the patient’s medical records to another practitioner of the 
patient or family’s choice.

Physicians should consult hospital policies on admitting practices and discharging 
a patient from a hospital clinic. Individual state laws on discharge from the 
Emergency Department and on patient abandonment should also be consulted since 
these may vary from state to state.

The Ethics

Narcotics contracts could be justified using the Principle of Non-Maleficence. In this 
case the surgical residents need to limit the amount of narcotic medication that 
Dennis can receive each month, and they need to know that he is not using illegal 
drugs or obtaining drugs elsewhere to avoid harmful, dangerous drug interactions 
or overdose. Requiring a toxicology screening test could be justified in the same 
way. By confirming that Dennis is honoring his contract by testing for drugs in his 
system, the residents may feel more assured that their narcotics prescriptions will 
not cause a life-threatening drug interaction or overdose.

The narcotics contract and the required toxicology screen can also be justified 
based on the Principle of Respect for Autonomy. This principle does not permit 
patients to make demands of their physicians for medical treatments, including medi-
cations. Patients must be permitted, however, to accept or refuse the recommenda-
tions their physicians make. The residents have offered Dennis the option of receiving 
limited narcotic medications under certain conditions designed to protect him from a 
harmful drug overdose or interaction. Dennis is free to accept or refuse this offer.

An argument could be made that Dennis’ consent to the contract is not volun-
tary due to the level of his pain. This may be a persuasive argument because of 
the subjectivity of pain. Although the residents believe that Dennis is asking for 
more narcotics because he is a “drug seeker,” he could be experiencing more pain 
than others with his condition might experience. Because this is impossible to 
objectively determine, the best solution is for the residents to monitor Dennis’ 
condition closely, provide him with a reasonable amount of narcotics, and see 
how he does with the contract. If the residents later feel that the prescribed nar-
cotic dosages are not adequate, they can be adjusted as needed.

A patient may be discharged from a medical practice as long as arrangements 
are made for the continuity of the patient’s care. In this case, the surgical resident 
was correct to ask her supervising attending to consider this, rather than doing it 
herself. She might also have consulted with her fellow residents before making the 
decision to terminate Dennis’ pain contract.



One other avenue that the residents might consider is to ask a hospital social 
worker to meet with them and then Dennis to discuss drug rehabilitation services 
in the community. While the residents seem to be focused on Dennis’ present drug 
seeking behavior and his rude and belligerent attitude, they need to remember that 
his narcotic dependence is the result of his originally being treated for a legitimate 
medical condition.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

Dennis had an underlying diagnosis of ulcerative colitis, but developed narcotic 
dependence as a result of his treatment. His increasingly difficult behavior made it 
both challenging and unpleasant for his physicians to manage his care. For what 
reasons may a physician decide and justify that they no longer want to care for a 
patient – where is the ethical line drawn?
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Case 10
When a Patient Makes Questionable Decisions

The Patient

Stephanie D. is a 39-year-old female with a history of intravenous drug abuse and 
HIV/AIDS, with a most recent CD

4
 count of 9/mL, who presented to the Emergency 

Department with acute onset of upper abdominal pain and bright red hematemesis 
since the morning of admission. She reported noticing easy bruising and gum 
bleeding over the past several weeks, but no overt blood loss until the current episode. 
She also had an increasingly poor appetite and a 20-pound weight loss over the last 
two months.

On physical exam, she was a cachectic female in no apparent distress. Her physi-
cal exam was notable for a mildly decreased blood pressure of 107/51, scattered 
petechiae on her skin and a moderately tender upper abdomen without rebound or 
guarding. Laboratory evaluation was remarkable for a decreased white blood cell 
count of 2,000/mL, a decreased hemoglobin of 6.4 gr/dL and a markedly decreased 
platelet count of 7,000/mL. Additionally, her blood urea nitrogen was 37 mg/dL and 
creatinine 1.1 mg/dL, and coagulation studies were within normal limits. She was 
admitted for further evaluation and treatment of her gastrointestinal bleeding and 
pancytopenia.

The Ethical Dilemma

The medical team consulted the GI and hematology services, and ordered Stephanie 
to be nil per os (nothing by mouth) and to receive IV fluids, transfusion of red blood 
cells for her anemia, and platelets in an attempt to stop further blood loss. When the 
team attempted to obtain informed consent for the transfusion of blood products, 
Stephanie agreed to transfusion of red blood cells, but refused to accept transfusion 
of platelets. The team explained to Stephanie that the units of platelets were neces-
sary to help prevent further bleeding, but she still refused to allow them. When 
pressed for her reasoning behind the decision, she stated “because that’s what 
I want,” and wouldn’t clarify the matter any further. Although bewildered by her 
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decision making on the matter of transfusion, the team determined that Stephanie 
otherwise had the mental capacity to make decisions regarding her medical care.

Questions for thought and discussion: Can a patient be allowed to make 
decisions that don’t make sense to her medical team? What should she dem-
onstrate to the team to prove her capacity to make these decisions if she 
 otherwise seems “competent”?

Since Stephanie was so ill, and because she continued to have a high risk of 
bleeding based on her refusal of platelet transfusion, the medical team discussed 
code status with her. Stephanie told the team that “CPR is okay,” and that they could 
use “one round of medication,” but that they could not intubate her or place her on 
a mechanical ventilator.

Questions for thought and discussion: Can Stephanie continue to dictate 
her care in ways that seem illogical to her health care providers (e.g., no intu-
bation), especially if those decisions potentially render certain treatment 
options (e.g., CPR) less effective or ineffective?

The Medicine

Pancytopenia can be due to numerous reasons. When thrombocytopenia is present, 
data suggests that it can be associated with increased risk for gastrointestinal 
mucosal bleeding. The resulting anemia from gastrointestinal bleeding may cause 
increased morbidity and mortality for a patient, although multiple factors such as 
other underlying disease processes play an important role in this effect. The associ-
ation between the degree of anemia and patient outcomes has been inadequately 
studied and there is conflicting evidence about transfusion thresholds for patients. 
In general many experts recommend basing transfusion decisions for red blood 
cells on the patient’s rate of blood loss, symptomatology, comorbid illnesses, and 
level of hemodynamic instability. Data for platelet transfusion thresholds is even 
more limited. Spontaneous bleeding from thrombocytopenia probably won’t occur 
at levels above 10,000/mm3, although a transfusion threshold of 50,000/mm3 is 
often used. Platelet function can also vary by patient, particularly in the setting of 
certain medications they may be taking, and in chronic liver and kidney disease. 
Hemostasis, as judged by thorough clinical and laboratory evaluation, may be the 
best method to determine if platelet transfusion is necessary.

According to American Heart Association (AHA) guidelines for treating cardiac 
arrest with cardiopulmonary resuscitation (CPR), either bag-mask ventilation or 
ventilatory support through an advanced airway such as an endotracheal tube, are 
both adequate techniques for maintaining oxygenation in the patient. There is no 
prospective data doing a head-to-head comparison between these two methods of 
ventilatory support in a code situation. Retrospective outcomes data is limited, but 



shows no advantage to endotracheal intubation. Bag-mask ventilation does increase 
the likelihood of gastric distention and aspiration, compared to ventilation through 
an advanced airway. Additionally, the provider must seek to prevent air trapping in 
the lungs, particularly in patients with chronic obstructive lung disease. If the bag-mask 
apparatus does not adequately ventilate the patient, then obtaining an advanced airway 
may be necessary. It is essential that proper technique is used, regardless of the 
method chosen to ventilate the patient, to ensure maximal oxygen delivery occurs 
during resuscitation.

Ultimately, if resuscitation is successful in restoring a perfusing rhythm, then 
having an advanced airway in place will be essential and is considered standard 
of care. Placement should be done by an experienced individual to minimize the 
potential for complications. An endotracheal tube helps provide a patent airway, 
allows for suctioning, protects against aspiration, and allows the patient to be 
connected to a mechanical ventilator for delivery of controlled tidal volumes and 
percent inspired oxygen. Additionally, certain emergency medications can be 
administered through the tube, although this is generally considered not to be a 
preferred route.

The Law

If Stephanie is able to make her own medical decisions she should be allowed to 
make decisions that don’t make sense to her medical team, within some very 
important limits. Stephanie has the legal right to accept or refuse medical tests and 
procedures recommended by her physicians. However, she does not have the legal 
right to dictate the specifics of her care. If her decisions make treatment options less 
effective or ineffective, or if her practitioners are not comfortable with her choices, 
they do not need to provide care in the way she has chosen. If initiating CPR without 
permission to intubate Stephanie or place her on the ventilator violates the medical 
team’s understanding of good medical practice, they should tell her they are not 
able to initiate CPR under these conditions.

Stephanie’s seemingly random refusal of platelets, when she will accept red 
blood cells, may raise questions about her capacity to make medical decisions. The 
medical team was right to explain the importance of the platelets to stop Stephanie’s 
bleeding and to ask Stephanie about her reasons for refusing them. Often eliciting 
the patient’s reasons for a decision can assist the medical team in assessing the 
patient’s capacity. However, it is not legally necessary for a patient to explain the 
reasons for a particular decision to demonstrate capacity to make that decision.

The capacity to make a specific medical decision is based, at the least, on an 
understanding of the relevant information and the consequences of accepting or refus-
ing the recommended medical procedures. Most commentators agree that patients 
may have the capacity to make some medical decisions but not others, based on the 
complexity of the decision and the complexity of the relevant information. The medi-
cal team should determine whether or not Stephanie has the capacity to make these 
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particular decisions by ensuring she understands the information they have provided 
and the consequences (e.g., refusing the platelets may be life-threatening).

If the medical team cannot determine the rationale behind Stephanie’s random 
choices and her refusal to explain her reasons, an independent assessment of her 
decision-making capacity may be needed. In that case, the medical team could ask 
for a psychiatric consult to better determine her decision-making capacity.

The Ethics

The recommendations of the medical team were based on the Principles of 
Beneficence and Non-Maleficence. The transfusion of red blood cells was needed 
to promote Stephanie’s health by treating her anemia. The transfusion of platelets 
was needed to prevent further blood loss. The medical team also wanted to avoid 
doing harm to Stephanie by providing less effective treatment in the form of a blood 
transfusion without platelets and attempting CPR without the options of intubation 
and mechanical ventilation.

According to the Principle of Respect for Autonomy, capable patients should be 
allowed to make decisions about their own medical care. Patients need to be given 
relevant information about the treatment options recommended by practitioners in 
language they can understand. Patients may then accept or refuse the recommended 
medical procedures. Stephanie was given information about the transfusion of 
blood products. When she refused the platelets, the medical team explained how 
important they were to stop further bleeding. When she continued to refuse and 
could not or would not explain her reasons, her capacity to make these decisions 
was questioned.

To prove that she is capable of making these decisions, Stephanie needs to show 
she understands the recommended procedures and the consequences of refusing 
them. If Stephanie is determined to be capable of decision making in this situation, 
the medical team should not impose treatment on her that she has refused. In par-
ticular, they should not transfuse her with platelets.

However, this does not mean that she can dictate the details of her medical care. 
In regard to the code status question, Stephanie thinks she can accept CPR and “one 
round of medication,” but refuse intubation and mechanical ventilation. If the medi-
cal team believes that CPR with these restrictions would be ineffective, they proba-
bly should not have asked her about these specific aspects of CPR. Then they could 
explain to Stephanie that they are unwilling to attempt CPR with these limitations 
because this violates their conception of good medical practice and accepted stand-
ards of patient care.

It might also be helpful to inquire about Stephanie’s family support or close 
friends that she might want involved in her medical care and decision making. 
If there were other people Stephanie felt comfortable talking to about these deci-
sions, it might help clarify to the medical team the reasons for her choices. This 
approach would be supported by the Principle of Respect for Dignity.



The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

Stephanie dictated aspects of her care that were medically illogical. This created an 
ethical dilemma for her health care providers who were attempting to reverse her 
poor condition, but were limited in their therapeutic options due to her questionable 
decision making and lack of consent. What qualifies a patient’s choice as based in 
a belief system that should be respected versus one that is based on muddled logic? 
Is capacity all-or-nothing with regard to decision making, or can patients truly have 
the capacity to make some decisions and not others?
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Case 11
When a Partner Is Excluded

The Patient

Doug M. is a 34-year-old male with a history of HIV infection who presented to the 
Emergency Department with a two-month history of cough productive of scant 
yellow sputum, malaise, subjective fevers, and a 15-pound weight loss. In the two 
weeks prior to admission he developed progressively worsening shortness of breath 
and weakness, prompting him to seek medical attention. Doug had been diagnosed 
with HIV five years prior to admission, but had stopped taking his antiretroviral 
medications and had not followed up with his primary physician for the past two 
years due to the financial constraints of changing jobs and losing his health insur-
ance. At his last visit to his physician two years ago, his CD

4
 count was documented 

to be 201/µL. Doug denied the use of tobacco, alcohol, or illicit drugs. He was cur-
rently working at a day care center and owned a home with his longtime partner, 
Justin. Justin was HIV-negative; Doug had acquired HIV through a prior sexual con-
tact. Doug’s family history was noncontributory, although his mother had passed 
away several years prior in a motor vehicle accident.

On physical exam Doug had a low-grade fever, was mildly tachycardic and had 
an oxygen saturation of 86 percent on room air. Chest auscultation revealed 
decreased breath sounds and scattered wheezes. Initial laboratory evaluation was 
unremarkable except for a relative lymphopenia present on his complete blood 
count. Chest radiography was consistent with diffuse, bilateral interstitial infil-
trates. Sputum was collected and sent for gram stain, acid-fast smear for 
Mycobacteria, and methenamine silver stain for Pneumocystis jirovecii, all of 
which had unrevealing results. Doug was admitted to the inpatient medical team 
and started on empiric treatment for both community-acquired and Pneumocystis 
jirovecii pneumonia (PJP), the latter based on strong clinical suspicion for the diag-
nosis. Subsequently, his CD

4
 count was reported to be 12/µL. The infectious disease 

team was consulted and agreed with the primary team’s antibiotic choices. They also 
recommended that Doug be restarted on antiretroviral medications.
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The Ethical Dilemma

Over the first several days of admission Doug’s respiratory status worsened. 
Bronchoscopy revealed the presence of pneumocytes and Pneumocystis jirovecii 
organisms. Doug’s oxygen needs continued to increase, and he was transferred to 
the medical intensive care unit where he was subsequently intubated and placed on 
a mechanical ventilator. Shortly thereafter, chest radiography was consistent with a 
diagnosis of acute respiratory distress syndrome (ARDS). Doug also developed 
acute renal failure, a coagulopathy, and anasarca. As the prognosis became increas-
ingly grim, the medical team continued to inform Doug’s partner, Justin, of his 
condition. Doug and Justin, although partnered for several years, had never filled 
out legal documentation such as a Health Care Power of Attorney and they lived in 
a state where same-sex relationships had no legal recognition. By current state law 
Doug’s father was his next of kin and, hence, his surrogate decision maker. Justin 
reported to the medical team that Doug visited his father frequently, but had never 
divulged his homosexuality or HIV diagnosis to his father or other family members. 
Therefore, Justin had never met Doug’s father. He felt that Doug had decided to 
keep his relationship with another man secret out of concern that his father might 
not have an accepting attitude towards it.

Questions for thought and discussion: Does the medical team need to contact 
Doug’s father about his condition? How much information should be dis-
closed to Doug’s father about his health and life outside the hospital?

The medical team contacted Doug’s father and asked him to come to the ICU to see 
Doug and to have a meeting about his condition. He first visited Doug’s room to spend 
some time with his son, and then met with the medical team. He started the family 
meeting, unprompted, by asking the medical team “does my son have AIDS?” He went 
on to explain that he had suspected his son was gay for years, although they had never 
discussed it previously, and that he “figured he was dying of AIDS” as a result.

Questions for thought and discussion: What, if any, is the role of the medi-
cal team to dispel the perception Doug’s father has that being gay is the same 
as having AIDS? Do his father’s perceptions hinder his ability to act as a 
 surrogate decision maker for Doug?

Concerned that Doug was, in fact, dying and that informed end-of-life decisions 
would need to be made regarding issues such as resuscitation status, the team 
decided to disclose the entire truth about Doug’s sexuality, diagnosis, and condition 
to his father. The team perceived that Doug’s father was able to adequately set aside 
his personal beliefs and feelings, and make competent choices regarding Doug’s 
treatment. As it seemed that Doug’s care was futile despite optimal medical therapy 
and respiratory support, the team proposed terminal extubation and a shift toward 
comfort care only to Doug’s father. He agreed with the concept, but placed the 



stipulation on the decision that “that man,” referring to Justin, not be allowed to 
visit Doug’s room anymore.

Questions for thought and discussion: Can Doug’s father exclude Justin 
from the room at the end of Doug’s life? Does Justin have any rights in this 
situation?

Question for thought and discussion: Would it be ethical or helpful to share 
with Doug’s father that Justin is HIV-negative and that Doug did not acquire 
HIV from him?

The Medicine

According to 2005 data from the Centers for Disease Control and Prevention 
(CDC), the most common route of transmission in AIDS cases to date is via sexual 
contact in men who have sex with men (MSM). This accounts for about 59 per-
cent of cases in adult and adolescent males. Approximately 22 percent of cases 
in males are attributable solely to injection drug use (IDU), 8 percent of cases are in 
MSM with a history of IDU and about 8 percent is due to high risk heterosexual 
contact. In adult and adolescent females approximately 40 percent of cases are 
due to transmission via IDU and 56 percent are via high risk heterosexual contact. 
The CDC estimates that around one-quarter of persons infected with HIV in the 
United States are unaware of their status.

In epidemiologic studies of HIV transmission, MSM refers to any man who has 
sex with a man. MSM is a grouping which includes persons who self-identify as 
gay, bisexual, or heterosexual, and hence includes men that may also have sexual 
relations with women. Sociocultural stigmatization of homosexuality may prevent 
some MSM from self-identifying as gay or bisexual. Actual HIV prevalence data 
among men who self-identify as homosexual is not readily available and it seems 
that high transmission risk seems to be correlated with behaviors more complex 
than just sexual orientation. In one study of 4,998 MSM who were HIV-negative, 
Bartholow, et al. determined that older men with multiple partners, older men using 
nitrate inhalants, and young men using amphetamines and hallucinogenic drugs 
were the most likely MSM subgroups to become infected with HIV. In a report 
from the Centers for Disease Control and Prevention (CDC) that focused on the risk 
for young men (aged 15 to 29) of acquiring HIV and other STDs, those MSM who 
were “non-disclosers” (those who did not publicly reveal themselves to be an MSM, 
commonly referred to as “closeted”) were also less likely to self-identify as homo-
sexual. Of note, “non-disclosing” black men in the study were more likely than 
their “out” counterparts (those who publicly acknowledge their bisexual or homo-
sexual orientation) to not use HIV testing services, to be unaware of their positive 
HIV status, and were more likely to have recently engaged in heterosexual 
intercourse.
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According to United States data from the CDC, 41,897 persons were diagnosed 
with AIDS in 2005 and 17,011 people with AIDS died in 2005. And cumulatively, 
as of 2005, there have been 984,155 diagnoses of AIDS in the United States and 
550,394 deaths. Despite the advent of antiretroviral therapies for HIV infection, 
Pneumocystis jirovecii pneumonia (PCP) is still the most common opportunistic 
infection in HIV-infected persons, and is a major cause of mortality in patients with 
AIDS. Chemoprophylaxis against Pneumocystis infection with a medication such as 
trimethoprim-sulfamethoxazole (TMP-SMX) is indicated in all HIV-infected indi-
viduals with CD

4
+-lymphocyte counts below 200 per milliliter. Many cases of 

PCP still occur due to the high number of persons unaware of their positive HIV 
status. Additional cases occur in others who are poorly- or non-adherent with 
antiretroviral therapy or PCP chemoprophylaxis. Additionally, there is occasionally 
infection with a Pneumocystis strain that develops resistance to TMP-SMX.

Mortality from PCP is reduced in patients with P
a
O

2
 < 70mmHg (or an alveolar-

arterial gradient of > 35 mmHg on room air) when corticosteroids are added to the 
treatment regimen. In a study by Kumar and Krieger the mortality of patients with 
PCP who required mechanical ventilation was 81 percent, with increasing mortality 
rates in subgroups of patients whose CD

4
+-lymphocyte counts approached zero per 

milliliter. The APACHE (acute physiology and chronic health evaluation) scoring 
system, used to predict mortality in critically ill patients, may underestimate mor-
tality in patients with PCP requiring mechanical ventilation. Azoulay, et al. found 
that determinants of increased 90-day mortality in patients with PCP included 
hypoxemia on admission (P

a
O

2
 of 60mmHg on room air), elevated lactate dehydro-

genase levels (>1,000 I.U.), low serum albumin (<30 g/L), neutrophilia in broncho-
alveolar lavage fluid (>10%), development of a pneumothorax, acquisition of a 
nosocomial infection, and the need for mechanical ventilation. When treatment for 
PCP is not effective or initiated with delay, PCP can progress to acute respiratory 
distress syndrome (ARDS) which, on its own, carries a 34 to 58 percent mortality 
rate. Factors that reliably predict futility of care for PCP do not yet exist.

The Law

When a patient has not designated a surrogate decision maker for themselves via a 
written document such as a Health Care Power of Attorney, and they do not have the 
capacity to make their own health care decisions, then the surrogate is generally 
decided by state law. A number of states have designated means to determine, by 
level of priority, who the responsible surrogate should be in such situations (see Table 
11.1), and health care practitioners should familiarize themselves with the law in 
their state of practice before assigning a surrogate to this role. If a person who is 
legally authorized as a surrogate decision maker is unable or declines to accept the 
responsibility of this role, then the person of next highest priority is given authority.

The central theme of these laws is that a patient’s closest biological or legally- 
 recognized family has preferred status. The order of priority is most commonly a 
court-appointed legal guardian, the patient’s legal spouse, the adult children of the 



patient, the patient’s parents, the patient’s adult siblings, or another relative or 
friend of the patient who has had reasonable contact with them and demonstrates 
a good understanding of their beliefs and wishes. Since Doug and Justin live in a state 
where the relationship between same-sex couples is not legally recognized, Doug’s 
father officially has the right to be his surrogate decision maker. Doug’s physicians 
need to decide if Doug’s father has the capacity to fulfill this role. If he does not, 
then an alternative person must be named. By most existing state laws, Justin would 
be considered to be “another friend or relative,” and if Doug has adult siblings or 
children, they would also have higher authority than Justin by law. Although it did 
not happen in this case, Doug’s father could have declined the role of surrogate to 
let Justin assume this role.

Although several states have passed legislation giving same-sex partners the 
legal rights afforded to married heterosexual couples (see Table 11.2), the majority 
of states do not offer such legal protection and most have laws or constitutional 
amendments specifically barring marriage rights from same-sex couples. In order 
for same-sex partners to serve as each others’ surrogate decision makers in most 
states, they need to be named as the health care agent on a legal document, such as 
a Health Care Power of Attorney, with a document completed by each partner.

Doug’s father has chosen to exclude Justin from his dying partner’s hospital 
room. As the surrogate decision maker for Doug, his father can legally control visi-
tation to Doug’s room. However, one may question if the father is acting in Doug’s 
best interest by doing so, since Justin had Doug’s permission to visit him earlier in 
the hospital course. This requires further investigation by the medical team to 
assess Doug’s father’s capacity to make good health care decisions for Doug.

Sharing Justin’s HIV status with Doug’s father is strictly forbidden by laws 
pertaining to confidentiality. The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) gives individuals the right to limit access to their protected 
health information (PHI) to persons of their choosing and certain persons directly 
involved in their own medical care. If Justin consents to disclose his HIV status to 
others, and the medical team feels that this is essential information that could 
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Table 11.1 The hierarchy of possible surrogate decision makers for a patient*

The health care agent listed on a Power of Attorney for Health Care
↓

The patient’s legal guardian
↓

The patient’s legal spouse
↓

The adult child(ren) of the patient
↓

The parent(s) of the patient
↓

The patient’s adult sibling(s)
↓

Other persons (e.g., relatives, friends) well-acquainted with the patient, who have had reasonable 
contact with them and demonstrate a good understanding of their beliefs and wishes

* In 32 states. Please refer to individual state laws for proper determination of the proper surrogate 
decision maker as this varies from state to state and is an area of constantly evolving legislation
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impact Doug’s care, only then can this information be provided to Doug’s father. 
Whether this disclosure would even impact Doug’s care is debatable.

The Ethics

According to the federal Patient Self-Determination Act (1990), when capable 
patients are admitted to the hospital, they should be asked whether or not they have 
an advance directive and this should be documented in their medical chart. Doug 
didn’t have an advance directive. Perhaps, if Doug was conscious and capable when 
he was first admitted, particularly given his diagnosis, someone on the medical team 
should have asked him who he wanted to make decisions for him when he no longer 
could. If Doug had named Justin, the answer could have been documented in Doug’s 
medical chart and this note could have served as evidence of his wishes.

This may have legally allowed Justin to become Doug’s surrogate decision 
maker. In most states, statutory advance directives are not meant to be the only way 
patients can make their wishes known. Written evidence of the patient’s wishes in 
other forms is also acceptable. The medical team must document Doug’s verbal 
wishes in his chart. In this case, the medical team should not contact Doug’s father 
or share any information about his medical condition, without Doug’s permission, 
based on medical confidentiality.

If Doug lost consciousness before he could name Justin as the person he wanted 
to make decisions for him, then Doug’s father must be contacted. At this point, 
someone needs to make decisions about Doug’s medical treatment and his father is, 
in most states, the one legally authorized to do so. When he is contacted, Doug’s 
father should be given complete information about Doug’s diagnosis, his present 
condition and his prognosis, but not about his sexuality.

Table 11.2 Legal recognition of same-sex relationships in the United States

States that issue marriage licenses to same-sex couples
 Massachusetts, 2004
States legally providing same-sex couples with equivalent to spousal rights in-state
 Vermont (offers civil unions since 2001)
 Connecticut (offers civil unions since 2005)
 California (offers domestic partnerships since 2006, marriage licenses approved for 2008)
 New Hampshire (offers civil unions since 2008)
 New Jersey (offers civil unions since 2007)
 Oregon (offers domestic partnerships since 2008)
States legally providing same-sex couples with some spousal right equivalents in-state
 Hawaii (offers reciprocal beneficiaries since 1997)
 Maine (offers domestic partnerships since 2004)
 Washington (offers domestic partnerships since 2007)
 District of Columbia (offers domestic partnerships since 1992, but not effective
  until 2002 due to Congress prohibiting law implementation)

Source adapted from: The Human Rights Campaign (www.hrc.org). Accessed 
October 15, 2007.

www.hrc.org


Doug’s father does not need to be given any information about Doug’s sexuality 
or his relationship with Justin. Doug did not want his father to have this information 
and, more importantly, it is not necessary for any medical decisions that must be 
made for Doug. Based on the Principle of Respect for Dignity, Doug’s confidentiality 
must be protected as far as possible, consistent with good medical care. Similarly, 
the Principle of Veracity does not require that Doug’s father be given this informa-
tion because he doesn’t need to know about Doug’s sexuality or his relationship to 
make medical decisions for him.

The medical team could talk about the difference between being gay and having 
AIDS with Doug’s father, if they thought this would help the father accept Doug’s 
diagnosis. On the other hand, they need to remember that Doug – not his father – is 
their patient and their actions should be focused on Doug’s best interests and not 
those of his father. With this in mind, they should not be discussing Doug’s sexuality 
with his father, since this is totally irrelevant to his medical treatment and would 
violate his confidentiality.

However it is handled, the father’s misconception does not disqualify him as 
Doug’s surrogate decision maker. The relationship between sexuality and AIDS is not 
relevant to treatment decisions that need to be made now for Doug. If Doug’s father 
is able to understand the information provided to him about Doug’s condition, his 
prognosis, the recommendations of the medical team, and the consequences of comfort 
care for Doug, he should be able to serve as Doug’s surrogate decision maker.

Using the Principles of Beneficence and Non-Maleficence, everyone involved in 
this situation appears to be considering what is in the patient’s best interests in 
terms of end-of-life medical treatment. The medical team has recommended that 
Doug be extubated and given comfort care based on promoting good and prevent-
ing/avoiding harm. Doug’s father, as his surrogate decision maker, has agreed and 
Doug’s partner, Justin, has not raised any objections to this decision. There is agree-
ment, then, that a natural death, without life-prolonging interventions, would be 
best for Doug.

The Principle of Respect for Autonomy is going to be very difficult to apply in this 
case. No one asked Doug during his last illness or at his admission to the hospital what 
he wanted in terms of end-of-life treatment, or who he wanted to make treatment deci-
sions if he no longer could. This makes it impossible to know for sure what Doug would 
want. Based on the Principle of Respect for Dignity, however, the medical team has 
considered Doug’s relationship with Justin and has included Justin in conversations 
about Doug’s condition and care. Justin has also been able to provide some insight into 
Doug’s relationship with his father.

Ethically, Justin would be the best choice as surrogate decision maker for Doug, 
based on the Principle of Respect for Dignity, considering the importance of their 
relationship and their emotional connection. This is a case where ethics and the law 
disagree, since Doug’s father is going to be his legally-authorized surrogate, in 
most states. Fortunately, Doug’s father has agreed to the recommendation of the 
medical team and there seems to be no objection from Justin.

Although Justin really has no legal rights in this situation, the father’s demand 
that Justin not be allowed in Doug’s room is cruel, unnecessary, and not in Doug’s 
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best interests. It ignores Doug’s human dignity, in particular his emotions, relation-
ships, and likely goals for the end of his life. It is also questionable whether Doug’s 
father has the right, even as surrogate decision maker, to make this demand. It has 
nothing to do with Doug’s medical treatment. The medical team could explain that 
Justin has been in the room with Doug from the beginning and who is in the room 
is not a treatment issue so this is not up to Doug’s father.

If it was meant as a threat – “I’ll agree to what you recommend as long as you 
keep that man away” – it is a weak one. It is very unlikely that Doug’s father is 
going to demand CPR and life-prolonging procedures for Doug, just because Justin 
is allowed to stay in Doug’s room.

On the other hand, the father’s negative reaction may be in part a result of the 
lack of time he has had to accept both Doug’s illness and his relationship with 
Justin. The father did not know that his son had HIV or that it had progressed to 
AIDS. He did not know that Doug had a long-term partnership with Justin. His 
emotional response at suddenly learning that his son is dying will naturally 
include anger and this is very likely to be directed toward the person who has 
been the closest to his son all the time he has been sick. He may be feeling that 
Doug should have let his father care for him during his illness, rather than some-
one who is, to the father, a “stranger.”

Even while the medical team is making an effort to understand the father’s reac-
tion and explaining their position about Justin being in Doug’s room, they should 
not try to ease the situation by telling Doug’s father that Justin is HIV-negative. 
This would violate Justin’s confidentiality, no matter how the medical team learned 
this information. As Doug’s partner, Justin deserves to be treated with respect for 
his dignity as well.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.



Afterthoughts

A patient’s same-sex partner was excluded from participating in health care decisions 
due to a lack of legal rights. The medical team had to determine if the legal surrogate 
decision maker had the capacity to make appropriate health care decisions for the 
patient, given his own personal belief system. The case emphasizes the importance of 
legal documentation so patients can designate the person they choose to assume the 
role of surrogate, particularly if the law would assign someone else by default.

Could Doug’s medical team have arranged for him to complete legal documen-
tation early in his hospitalization, prior to his deterioration, assigning Justin as his 
surrogate? Should health care practitioners ask all patients admitted to the hospital, 
regardless of age or diagnosis, who their choice for a surrogate would be?

Should a health care provider ever divulge their own sexual orientation to a patient 
or their family? Would this information ever be relevant to the care of a patient? Could 
this information ever be helpful in establishing a stronger therapeutic bond with a 
patient or their loved ones? Could it ever be detrimental? Should a provider’s other 
cultural background information (religious affiliation, for example) ever be shared in 
a therapeutic relationship with a patient?
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Case 12
When a Diagnosis Is Reportable

The Patient

Scott O. is a 37-year-old male with no significant past medical history who presented 
to the Emergency Department with a one week history of worsening dysphagia and 
odynophagia. He reported he was usually in good health until the current symptoms 
began. Scott said that he had been unable to swallow solid foods over the past week, 
largely due to increasing pain on swallowing, and was now unable to swallow liquids 
as well. Although he stated that his appetite was unchanged, he estimated a five-
pound weight loss over the last week due to poor oral intake. He otherwise denied 
fever, respiratory or gastrointestinal symptoms, or any other complaints. He takes 
no medications at home except for rare acetaminophen. He is married, has a two-
year-old son, and works as an attorney. He denied use of tobacco, alcohol, or illicit 
drugs. Family history was noncontributory.

On physical exam, he was afebrile and his vital signs were within normal limits. 
Cardiovascular, respiratory, abdominal, extremity, and neurologic exam were unre-
markable. There was some mild oropharyngeal thrush, palpable bilateral inguinal 
lymphadenopathy, and a 1 cm painless ulceration on the penile shaft. Laboratory 
evaluation was unremarkable.

The Ethical Dilemma

Scott was admitted for further evaluation and treatment by the medical team. His wife 
was asked to step out of the room while the medical resident asked Scott some further 
questions. The resident told Scott that she was concerned that he had primary syphilis 
based on his ulceration and adenopathy and stated he should be tested for that as well 
as for HIV, given his thrush. When she pressed Scott for information about his sexual 
history he initially hesitated, but then acknowledged that he had in fact had sexual 
relations with a female prostitute, “but only once.” He consented to tests for HIV-1 
antibodies and syphilis, but begged the resident “please don’t tell my wife.” Both tests 
came back positive shortly thereafter. When Scott learned the news, he admitted 
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to the medical resident that he has also had sexual relations with a woman at his 
office. He again implored that his test results not be shared with his wife or his other 
sexual partners.

Questions for thought and discussion: What are the obligations of the 
medical resident for reporting the positive HIV and syphilis test results? Who 
do these results get reported to? Who notifies the sexual partners of patients 
who test positive for sexually transmitted infections?

Question for thought and discussion: When should patient confidentiality 
be broken, even if it is against the patient’s wishes?

The Medicine

The advent of antiretroviral therapy has led to improved survival rates for those 
infected with HIV. Despite national campaigns designed to encourage people to get 
tested for HIV, around one-quarter of those infected are unaware of their diagnosis 
and many persons are diagnosed at an advanced stage of disease. In a 2005 report 
from the Centers for Disease Control and Prevention (CDC) it was estimated that 
39 percent of patients diagnosed with HIV are subsequently diagnosed with AIDS 
in less than 12 months. Among AIDS-defining illnesses (see Table 12.1), esopha-
geal Candidiasis is one of relatively high incidence. Identifying patients with HIV 
infection prior to their developing an HIV-related illness would be beneficial and 

Table 12.1 The most common AIDS-defining illnesses, from highest to lowest incidence

Pneumocystis jirovecii pneumonia
Esophageal candidiasis
Kaposi sarcoma
Mycobacterium avium-intracellulare complex
Cytomegalovirus retinitis
Other cytomegalovirus disease
Recurrent pneumonia
Cryptosporidiosis
Lymphoma
HIV wasting syndrome
Toxoplasmosis
HIV encephalopathy
Cryptococcosis
Other AIDS-defining diagnoses (includes histoplasmosis, isosporiasis, progressive multifocal 

leukoencephalopathy, and Salmonella septicemia)
Pulmonary tuberculosis
Recurrent herpes simplex
Extrapulmonary tuberculosis

Source adapted from: Mocroft A et al. The incidence of AIDS-defining illnesses in 4,883 
patients with human immunodeficiency virus infection. Archives of Internal Medicine. 
158:491–497; 9 March 1998.



allow antiretroviral treatment to be initiated earlier. One way in which early diagnosis 
of HIV infection may be better achieved is through more aggressive screening at 
the primary care provider level. In one study by Gao, et al. it was found that only 
28 percent of the over 3,000 patients surveyed were asked about sexually transmit-
ted infections (STIs) at their last routine health visit.

From 1990 to 2000, rates of primary and secondary syphilis declined a sharp 
89.7 percent; however, a resurgence has been seen in the subsequent years. The 
greatest increases have been in men, particularly those having sex with other men 
(MSM). According to one study by Ciesielski and Boghani, MSM who have syphi-
lis are 10 times more likely than heterosexual males with syphilis to be coinfected 
with HIV. The chancres caused by syphilis disrupt the natural barriers against HIV 
infection and increase susceptibility to HIV infection by up to five times. STIs such 
as syphilis are indicative of risk-taking behavior that is associated with increased 
transmission of HIV.

Based on 2005 data, the CDC reports that, in adult and adolescent males, AIDS 
is transmitted via sexual contact in men who have sex with men (MSM) in about 
59 percent of cases. About 8 percent is due to high risk heterosexual contact. 
Although Scott is married to a woman and claims to have had high risk heterosexual 
encounters, he should be specifically questioned about having past sexual relations 
with other men. MSM is a grouping which includes persons who self-identify as 
gay, bisexual, or heterosexual and, hence, includes men that may also have sexual 
relations with women. Sociocultural stigmatization of homosexuality, particularly 
in certain minority groups, may prevent some MSM from self-identifying as gay or 
bisexual. Some men who proclaim themselves to be heterosexual may admit to 
being “on the down low,” an expression referring to those men who occasionally 
also have sex with other men. Nonjudgmentally asking a patient “do you have sex 
with men, women, or both?” is probably the best way to obtain such sexual history 
information during the medical interview.

The Law

By law licensed physicians and other health care providers must report cases, or even 
suspected cases, of certain medical conditions and communicable diseases that they 
come upon in practice to their local health department (for those in North Carolina, 
please see Table 12.2). Cases must be reported in a timely fashion to help prevent 
epidemic spread of infectious diseases or agents of biological warfare. The list of 
reportable diseases, mechanism for reporting, and timing of the filed report are estab-
lished by state and local public health departments, in association with the United 
States Department of Health and Human Services (HHS). Health care practitioners 
are encouraged to familiarize themselves with the individual laws and guidelines in 
their state(s) of practice.

In many states, once the HHS is notified of a reportable disease such as confirmed 
HIV infection, a health investigator representing that state’s HHS will become 
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Table 12.2 Reportable communicable diseases in North Carolina (may vary by state)

AIDS
Anthrax
Botulism
Brucellosis
Campylobacter infection
Chancroid
Chlamydia
Cholera
Cryptosporidiosis
Cyclosporiasis
Dengue
Diphtheria
E. coli, Shiga Toxin-producing infection (including E.coli O157:H7)
Ehrlichiosis, granulocytic
Ehrlichiosis, monocytic (E. chaffeensis)
Encephalitis, Arboviral (CAL, EEE, WNV, other)
Enterococci, Vancomycin-resistant (“VRE”), from normally sterile site
Foodborne Disease (C. perfringens, Staphylococcal, Other/Unknown)
Gonorrhea, all sites
Granuloma Inguinale
Hantavirus infection
Hemolytic Uremic Syndrome
Hemophilus influenzae, invasive disease
Hepatitis A
Hepatitis B, Acute
Hepatitis B, Carrier
Hepatitis B, Perinatal
Hepatitis C, Acute
HIV infection
Legionellosis
Leptospirosis
Listeriosis
Lyme Disease
Lymphogranuloma Venereum
Malaria
Measles
Meningitis, Pneumococcal
Meningococcal Disease
Monkeypox
Mumps
Nongonococcal Urethritis (NGU), other than lab-confirmed Chlamydia
Plague
Pelvic Inflammatory Disease
Polio, paralytic
Psittacosis
Q Fever
Rabies, Human
Rocky Mountain Spotted Fever
Rubella
Rubella, Congenital Syndrome
Salmonellosis
S.A.R.S. (Coronavirus Infection)
Shigellosis

(continued)



involved in the case. The investigator will meet with the patient and encourage them 
to seek medical attention and to use abstinence or barrier methods to help prevent 
spread of the virus. They will also attempt to determine who the patient may have, 
through sufficient contact, exposed to the disease. Although they are strongly 
encouraged to do so, the patient is not required by law to divulge all sexual contacts 
to the investigator. If a patient has not personally notified their partners of their risk 
for HIV infection, the investigator may then contact all divulged sexual partners for 
the need to pursue testing and potential treatment for HIV. This is done in a way that 
does not disclose who may have exposed them to the virus.

Under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), patient confidentiality laws mandate that Scott’s diagnoses of HIV and 
syphilis must be kept confidential, per his request, from all people who are not at 
risk for contracting these diseases from him. However, when a patient’s known 
disease presents an imminent threat to the health or life of others, then confiden-
tiality must be broken. Similar to the precedent established in the case of Tarasoff 
v. Regents of the University of California, there is a duty to protect the safety of 
an intended victim that supersedes the duty to maintain a patient’s right to confi-
dentiality. Anyone who has sexual relations with or engages in other risk behav-
iors with Scott is at risk for contracting HIV and syphilis, and protecting the 
health and welfare of those contact persons takes precedent over maintaining 
Scott’s confidentiality. Additionally, if Scott knowingly exposes others to HIV, 
this may be considered a crime in some states, although individual state laws are 

Smallpox
Streptococcal infection, Group A, invasive disease
Syphilis, all stages
Tetanus
Toxic Shock Syndrome
Toxic Shock Syndrome, Streptococcal
Toxoplasmosis, Congenital
Transmissible Spongiform Encephalopathies (CJD/vCJD)
Trichinosis
Tuberculosis
Tularemia
Typhoid, Acute
Typhoid Carrier
Typhus, Epidemic (louse-borne)
Vaccinia
Vibrio infection, Other
Vibrio vulnificus infection
Viral Hemorrhagic Fever
Whooping Cough (Pertussis)
Yellow Fever

Source adapted from: North Carolina Communicable Disease Report Card. Acquired from:
http://www.epi.state.nc.us/epi/gcdc/manual/CDReportCard.pdf. Accessed October 15, 2007.

Table 12.2 (continued)
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variable regarding what qualifies as criminal activity in this regard. Health care 
practitioners should specifically learn the law of their state of practice regarding 
this issue. Due to variability in state laws regarding mandatory reporting of HIV 
status by patients to persons with occupational exposure to bodily fluids (e.g., 
dental hygienists, nurses, physicians, etc.), the use of universal contact precau-
tions is always prudent.

The Ethics

The Principle of Respect for Dignity requires respect for Scott’s emotions, his rela-
tionships, and his privacy. Scott is naturally upset about the possibility that his 
diagnosis of syphilis and HIV will be shared with his wife and he is worried about 
the effect this knowledge may have on their relationship. To protect Scott’s relation-
ship with his wife and his privacy, it appears that Scott’s diagnosis should remain 
confidential and his wife should not be informed.

However, none of the principles of health care ethics is absolute and there are situ-
ations in which each of the principles may be overridden by more important consid-
erations. In this case the Principle of Respect for Dignity and the medical 
confidentiality that it requires are outweighed by the need to protect others in society 
from grave and foreseeable harm. This conclusion can be justified by comparing the 
harms that would be done and the harms that would be prevented by violating confi-
dentiality in this case. Scott will be harmed emotionally. He may feel angry and 
betrayed. His relationship with his wife may be ruined and may even end. On the 
other hand, if Scott’s wife is informed, then she can get tested for syphilis and HIV, 
seek treatment if she has been infected, and if not infected, she can take steps to pro-
tect herself from becoming so. The harm prevented, then, is the harm of serious and 
life-threatening illness.

The same conclusion may be reached using the Principles of Beneficence and 
Non-Maleficence, considering the harms done and the harms prevented for Scott, 
alone. Informing Scott’s wife of her exposure to syphilis and HIV means the loss of 
Scott’s privacy and possibly his marriage, but it also prevents the emotional pain of 
knowing he has infected his wife with a deadly disease. Comparing these harms, it 
could be argued that notifying Scott’s wife is in his best interests, as well as hers.

The same applies to notifying Scott’s other sexual partners. Communicable 
diseases present a case in which individual privacy and medical confidentiality 
are overridden by public health concerns. This is the moral basis for the current 
reporting, counseling, and notification program carried out by local public health 
departments. Once Scott’s diagnosis is reported, he will meet with a health inves-
tigator who will record the names of his contacts and notify them of their expo-
sure to syphilis and HIV. Most states use “confidential” HIV testing, which 
means that contacts will not be told who has been diagnosed as HIV seropositive 
and has subsequently named them as contacts at risk for infection.



Scott should be informed that his diagnosis will be reported to the public health 
department and that he will be asked to meet with an investigator and give the names 
of his sexual contacts. Ideally, Scott would name his wife as a sexual contact and she 
would be notified along with his other contacts. However, it could be argued that 
it would be better for Scott’s wife (in terms of time for tests and treatment or protection) 
and better for him (in terms of the future of their relationship) if Scott told her himself 
about his diagnosis and her risk. With this in mind, the medical resident could counsel 
Scott to inform his wife as soon as possible. Scott needs to be aware that, if they stay 
together for any length of time, his wife will likely come to know that he is very sick 
and she may guess the cause of his illness based on his symptoms and treatments.

If Scott refuses to tell his wife, the medical resident could intervene on the wife’s 
behalf by informing the public health department that Scott is married, thereby 
guaranteeing she will be notified by the health investigator.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical con-
flicts in this case. If necessary, perform additional research into local and state laws 
and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a patient is diagnosed with two reportable infectious diseases and 
patient confidentiality must be broken to maintain the health and safety of those 
who have come into contact with him. How much does fear of “exposure” via bro-
ken confidentiality impact a patient’s initiative to get tested for diseases such as 
HIV? Should HIV testing ever be anonymous or confidential? Is public health more 
important than an individual’s health and rights?
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Case 13
When Care Becomes Futile

The Patient

Marie S. is a 67-year-old female with a longstanding history of poorly controlled 
hypertension who presented to the Emergency Department with her two adult 
daughters after developing an acute onset of right-sided weakness at home on the 
morning of admission. Her daughters first detected that her speech was abnormal, 
and that she was straining to speak even short sentences. They then noticed she had 
a mild right facial droop and flaccidity in the right upper and lower extremity. 
Paramedics were called and Marie was brought to the Emergency Department. 
History from Marie herself was limited due to her aphasia, although she did seem 
to understand and follow commands appropriately and she did, with some diffi-
culty, state “head hurts” to the admitting physician. Physical exam was notable for 
an elevated blood pressure of 200/115, right-sided neglect, weakness and sensory 
loss, as well as the Broca’s aphasia. Laboratory evaluation and EKG were within 
normal limits. A stat head CT showed ischemic change in the left temporal lobe. 
Due to the relatively large area of stroke on the CT, her elevated blood pressure, and 
duration of symptoms greater than three hours, it was felt that administering a 
thrombolytic agent was probably unsafe due to a high risk for hemorrhagic conver-
sion of her stroke. Therefore, Marie was admitted to the neurology floor for further 
evaluation and medical management.

During frequent checks of her neurological examination over several subsequent 
hours, Marie was noted to have progressively worsening mental status. Her eyes 
were closed, she became completely aphasic, and she did not make any spontane-
ous movements or follow commands. A follow-up head CT showed a greatly 
increased region of ischemia punctated with several small areas of hemorrhage. 
Based on these findings, she was immediately transferred to the intensive care unit 
for closer monitoring.
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The Ethical Dilemma

The medical team met with Marie’s daughters to explain the gravity of her medical 
condition and to discuss her code status. Marie had never completed legal docu-
mentation such as a Power of Attorney for Health Care or a Living Will. As a 
widow, her two daughters were her legal next of kin. When Marie’s condition was 
explained to them, they thanked the doctors for the information and stated that “we 
know Jesus is watching her; He will protect her, and He will save her.” The team 
expressed their sympathy for Marie’s situation and offered to have a hospital chap-
lain become involved in the case, which the daughters accepted.

Over the next several days there was little change in Marie’s status. When the team 
rounded on Marie each day the daughters were always by her bedside, often reading 
passages of the Bible to her. They reported that Marie would smile when they spoke 
to her and would grip their hands, and that “Jesus is healing her.” However, when the 
team did a thorough neurological exam on Marie, these findings of clinical improve-
ment were not objectively observed. The team was concerned that, despite optimal 
medical management, the likelihood of meaningful neurological recovery was slim, 
and there was still a high risk of mortality from the stroke itself or from a complica-
tion such as aspiration pneumonia. Additionally, the team believed that Marie would 
have a very poor chance of surviving a cardiopulmonary arrest, were it to happen, 
even if advanced cardiovascular life support (ACLS) protocols were implemented. 
Nevertheless, the daughters refused to consider these possibilities. They insisted that 
Marie remain a “full code” and that a temporary nasogastric feeding tube be placed 
for nutrition and medication administration “while she recovers.”

Questions for thought and discussion: Do faith or other belief systems ever 
cloud a person’s judgment, or is it the opposite – simply a matter of taking a 
different point of view in a dilemma? How can the medical team balance 
respect for other points of view (religious, cultural, etc.) and their own clini-
cal beliefs for this patient’s outcome?

Question for thought and discussion: How can ‘futility’ be objectively 
defined, if treatment goals and expectations may be different for a health care 
practitioner than for a patient and their family?

Marie began to have episodes of apnea and was subsequently intubated and placed 
on a mechanical ventilator. On the ventilator she was hemodynamically stable, but 
showed no objective signs of neurological improvement, and attempts to wean her from 
the ventilator were unsuccessful. When asked, Marie’s daughters stated that they wanted 
her to undergo tracheostomy and percutaneous endoscopic gastrostomy (PEG) tube 
placement for her long-term support and care. Before these procedures could be per-
formed Marie had a cardiac arrest and was not successfully resuscitated with ACLS.

Question for thought and discussion: Had Marie not had the cardiac arrest, 
should the medical team have endorsed tracheostomy and PEG tube place-
ment for her?



The Medicine

According to statistics from the Centers for Disease Control and Prevention (CDC) 
there are about 700,000 strokes in the United States each year. Over 160,000 people 
die annually from stroke, making stroke the third leading cause of death nationally. 
For unclear reasons the highest stroke incidence and mortality is seen in the south-
eastern U.S., and increased mortality rates are observed in African-American and 
Native American patients.

Mortality is particularly high for patients with stroke that require mechanical 
ventilation, with a 30-day death rate estimated between 46 and 75 percent. Terminal 
extubation is commonly performed in patients with stroke, perhaps due to both the 
observed mortality rates and fundamental patient preferences. In a study of the latter, 
Patrick, et al. surveyed 341 persons about their wishes regarding life-sustaining 
interventions in the setting of a hypothetical severe stroke. Among those studied, 
77 percent stated they would not want prolonged mechanical ventilation and 41 percent 
would not even want this in the short-term. Nearly two-thirds of respondents stated 
they would not want a feeding tube, hemodialysis, or cardiopulmonary resuscitation 
(CPR). In their study examining 105 patients that died of stroke in one neurointen-
sive care unit, Mayer and Kossoff found 48 percent of patients had medical inter-
ventions withheld or withdrawn before dying, and 43 percent of those with cardiac 
(not brain) death had been terminally extubated. Of patients who were terminally 
extubated, the median survival was 7.5 hours and 69 percent died in the first 
24 hours. There was a statistically significant higher frequency of decisions for termi-
nal extubation among white and Hispanic patients than in African-American 
patients. In interviews with the health care agents making the decision to terminally 
extubate the patients, the vast majority were satisfied with their decision, felt that 
the patient had minimal suffering while dying, and would, in retrospect, probably 
make the same decision again.

If stroke-related death in the intensive care unit involves terminal extubation 
with as high a frequency as the Mayer and Kossoff study suggests, then accurately 
determining a futile prognosis is essential in these patients so that appropriate deci-
sions are routinely made regarding withdrawal of support. In a review by Wijdicks 
and Rabinstein, several indicators of futility from various studies were identified 
(note that this is class III or IV evidence) and are summarized in Table 13.1.

The Law

In most states there is no legal protection for physicians who refuse to provide life-
sustaining medical treatments they believe are futile when a patient or family mem-
ber requests them. In the case, In re the conservatorship of Helga M. Wanglie, a 
district court judge appointed Mrs. Wanglie’s husband as her conservator, even 
though he requested medical treatments the hospital staff and medical director 
believed were inappropriate. The judge ruled that Mr. Wanglie could best represent 

The Law 113



114 Case 13 When Care Becomes Futile

Table 13.1 Clinical and radiological indicators, following massive stroke, of futility of care*

Type of stroke

Clinical profiles 
suggesting futility 
of care

Radiological profiles 
suggesting futility 
of care

Mixed clinical and 
radiological profiles 
suggesting futility 
of care

Subarachnoid hemor-
rhage from cerebral 
aneurysm

Coma persisting 
despite attempts 
to lower intracra-
nial pressure

Massive intraven-
tricular hem-
orrhage and 
hydrocephalus

Delayed global 
edema on com-
puted tomography 
(CT)

Intracerebral hemor-
rhage (lobar)

Coma associated 
with extensor 
posturing and loss 
of pontomesen-
cephalic reflexes

Coma associated with 
> 6 mm septum 
pellucidum shift 
on CT

Intracerebral hemor-
rhage (ganglionic)

Coma with > 60 cc 
hematoma volume 
and presence of 
hydrocephalus

Pontine hemorrhage Coma associated with 
hyperthermia and 
tachycardia

Coma with thalamic 
extension of hem-
orrhage and acute 
hydrocephalus

Cerebellar hemorrhage Absent corneal 
reflexes

Absent oculocephalic 
reflex and pres-
ence of hydro-
cephalus

Ischemic infarction 
(hemispheric)

Clinical deterioration 
including coma 
and absent pon-
tomesencephalic 
reflexes

> 4 mm shift of pin-
eal gland on CT 
(that is performed 
within 48 hours)

Ischemic infarction 
(cerebellar)

Persistent coma 
despite decom-
pressive surgery

Source adapted from: Wijdicks EF and Rabinstein AA. Absolutely no hope? Some ambiguity of futility 
of care in devastating acute stroke. Critical Care Medicine. 32(11):2332–42, 2004 November.
* Note that this is largely class III or IV evidence.

his wife’s wishes. This case has sent the message that, when family members and 
other surrogate decision makers request life-sustaining medical treatments, they 
must be provided. Even without this message, physicians and hospitals are under-
standably reluctant to refuse to comply with requests for life-sustaining procedures. 
They are naturally concerned about the threat of a lawsuit and the charge of mal-
practice if they allow a patient to die when family members are asking for proce-
dures that may preserve the patient’s life.



Many hospitals have addressed this problem by formulating futile care or ineffec-
tive intervention policies. Most of these policies offer guidelines for physicians to use 
in determining when medical treatment is futile, information to include in discussions 
with family members, and hospital resources that may be helpful in resolving disa-
greements, such as the hospital ethics committee and risk management departments. 
Other options include transferring the patient to another physician or another hospital 
willing to accept the patient and to provide the disputed treatment.

There have been numerous attempts to define “futile care” (e.g., interventions 
that will not meet any reasonable medical goals for the patient, cannot reasonably 
be expected to bring about the patient’s recovery or merely postpone the moment 
of death artificially). The American Medical Association Council on Ethical and 
Judicial Affairs recommends that denial of treatment should be based on “ethical 
principles and acceptable standards of care,” rather than “the concept of futility, 
which cannot be meaningfully defined” (Code of Medical Ethics, 2.035). Without 
using the term “futile care,” the Ethics Manual of the American College of 
Physicians states that physicians need not provide treatment when there is no evi-
dence that it “will provide any benefit from any perspective.” The more difficult 
situation, however, is when “the treatment will offer some small prospect of benefit 
at a great burden of suffering or financial cost, but the patient or family nevertheless 
desires it” (Snyder and Leffler, 2005).

In 1999 the Texas Advance Directives Act was revised so that physicians may 
refuse to provide life-sustaining medical treatments they believe are “inappropri-
ate,” even when a patient or surrogate decision maker requests them. Once a review 
committee has affirmed the physician’s judgment that the requested treatment is 
inappropriate, the patient or surrogate is given 10 days to transfer the patient to 
another physician, another care setting in the same facility, or another facility. The 
physician and the hospital are “not obligated to provide life-sustaining treatment 
after the tenth day” once the patient or surrogate is notified in writing of the review 
committee’s decision (Texas Statutes, Section 166.046).

The medical team has serious doubts about the benefits of a tracheostomy and 
PEG tube placement for Marie. They should inform Marie’s daughters of these 
doubts and their reluctance to provide these procedures. However, before refusing 
to provide any life-sustaining medical treatment that is being requested by patients, 
their family members, or other legally-authorized surrogate decision makers, the 
medical team should become knowledgeable about the relevant policies in their 
hospital. They might also want to ask for an ethics committee consult or contact the 
risk management or legal department for advice on how to proceed.

The Ethics

It might appear that the Principle of Respect for Autonomy would require the medical 
team to provide any and all medical treatments requested by a patient or a surrogate 
decision maker, based on “substituted judgment,” even if the team believes these 
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treatments would be futile or inappropriate for the patient. However, this principle 
requires that capable patients must be permitted to accept or refuse recommended 
treatments, not that patients or their surrogates must receive any medical treatments 
they request or demand. If the medical team has not recommended a tracheostomy 
and PEG tube placement for Marie, this principle will not apply to the case.

Taken together, the Principle of Beneficence and the Principle of Non-
Maleficence illustrate one of the conflicts created by requests such as those made 
by Marie’s daughters. The American Medical Association Council on Ethical and 
Judicial Affairs writes that, “Physicians are not ethically obligated to deliver care 
that, in their best professional judgment, will not have a reasonable chance of ben-
efiting their patients.” Most practitioners think of benefits for their patients in terms 
of recovery, improvement, and relieving pain and suffering. They may consider 
interventions that merely prolong the dying process to offer no benefit to their 
patients. However, family members may consider continued life for their loved one 
to be a benefit, even when there is no consciousness and no chance of recovery.

The medical team determined that a tracheostomy and a PEG tube will not pro-
vide any benefit to Marie because they cannot bring about her recovery or change 
her medical condition. They may also believe that these interventions would cause 
unnecessary harm, considering the associated risks. On the other hand, Marie’s 
daughters believe that continued life would be a benefit to Marie, while the healing 
they expect to occur can take place. Even if they are made aware of the risks of 
these interventions, they might consider them to be less important than the benefit 
of sustaining their mother’s life. The conflict here concerns the identification of 
benefits and a comparison of benefits and risks of harm.

The Principle of Respect for Dignity points out another conflict that occurs when 
requests for inappropriate treatment are based on religious beliefs. Respecting the 
dignity of patients and their families requires that their religious and cultural back-
grounds be respected. Marie’s daughters want life-sustaining medical procedures 
provided to their mother because they believe she will recover based on their reli-
gious convictions. On the other hand, the dignity of medical practitioners is com-
promised when they are forced to provide medical treatment they have determined 
to be futile or inappropriate, based on their professional training and expertise.

One way to approach this conflict is to recognize that respect for the religious 
convictions of patients or their families does not require practitioners to accept them, 
to believe them, or to act according to them, in violation of their own professional 
judgment. What is required is that these beliefs are acknowledged and their contribu-
tion to decision making in the medical context is recognized. In this case, the medical 
team respected the religious beliefs of Marie’s family by actively listening to the 
daughters and acknowledging the importance of their beliefs by offering the services 
of the hospital chaplain.

Based on the Principle of Respect for Dignity, the medical team should not make 
a judgment about the effects of the daughters’ religious beliefs on their decision-
making capacity. Moreover, these beliefs are not relevant to the question of what 
treatment the medical team should order for Marie. This decision should be based 
solely on the professional judgment of the team members.



According to the Principle of Distributive Justice, health care resources should 
be distributed in a fair way among members of society. This principle may apply 
when practitioners believe medical interventions will not improve the patient’s con-
dition or bring about recovery. Indefinite support on a ventilator and PEG tube, along 
with the total nursing care that is required, is a very expensive undertaking. Thus, 
practitioners may question whether such care for a patient who is neurologically 
devastated and will not recover is a good use of medical resources.

If Marie had not had a cardiac arrest the medical team should have continued their 
conversation with her daughters, emphasizing comfort care and pain relief for their 
mother, rather than medical interventions they would not recommend. Most impor-
tantly, they must be careful not to ask the daughters about procedures they believe are 
futile, ineffective, or inappropriate. In this case, someone asked the daughters about 
tracheostomy and a PEG tube and this may have given them the impression that these 
procedures were being offered or recommended for their mother. If inappropriate 
interventions are requested or demanded by family members, even when practitioners 
do not mention them, practitioners should be honest about their objections and their 
reasons.

Families and patients need the truth about the relevant diagnosis and prognosis, 
and guidance in thinking about reasonable medical goals in terms of benefits and 
risks of harm. Practitioners should also encourage family members to think about 
what their loved one would have wanted and about what would be in the patient’s 
best interests regarding quality of life.

The medical team should also become familiar with the hospital’s policy on 
futile care. This policy may include procedures for transferring the patient to 
another physician or another facility. The team may also consult the hospital ethics 
committee, the risk management department, or the hospital attorney for guidance. 
If hospital policy and/or these consultations advise that the requested treatment be 
provided, the medical team still does not need to “endorse” treatment to which they 
object. They can note in Marie’s medical chart that they are providing the treatment 
under pressure and against their best medical judgment.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethi-
cally and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
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family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case conflict occurred when a medical team felt that medical interventions 
for a patient were futile, but this contradicted the belief of the patient’s family that 
“everything must be done” and that the power of faith was greater than the tools of 
medicine. How does one best balance decisions about quantity of life and quality 
of life? Is a practitioner ever truly able to separate their own personal belief system 
from the care of their patients? How necessary is this?
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Case 14
When Age Is a Factor in Health Care Decisions

The Patient

Robert W. is a 97-year-old male with a history of hypertension and mild congestive 
heart failure who presented to the Emergency Department complaining of the acute 
onset of dizziness on the morning of admission. Robert had been in his usual state of 
health until that morning when, shortly after arising from bed, his son noticed he was 
somewhat pale, weak-appearing, and generally “not himself.” Paramedics were called 
and Robert was brought to the Emergency Department for further evaluation. By his-
tory Robert complained only of mild shortness of breath and generalized weakness. 
He denied any focal weakness or numbness, headache, or any other problems. At 
baseline Robert had, per his son’s report, a relatively active lifestyle. He independ-
ently performed activities of daily living (ADLs) and was cognitively intact. Although 
he was widowed, he enjoyed spending time with his children and grandchildren, and 
frequently played cards with a close friend. His home medications included only an 
ACE inhibitor and a mild diuretic. He had a very remote history of 20-pack-years of 
cigarette smoking, but no alcohol or past illicit drug use.

On physical exam Robert was noted to be bradycardic with a heart rate of 45 
beats per minute, but was normotensive and had an otherwise non-focal exam. 
Laboratory evaluation, head CT, and chest X-ray were all within normal limits. EKG 
showed sinus bradycardia in the 40s, as well as a left bundle branch block. 
Transthoracic echocardiography was notable only for diastolic dysfunction and 
mild, clinically insignificant valvular changes. He was admitted to a medical telem-
etry floor and a cardiology consult was obtained.

The Ethical Dilemma

After thorough evaluation the cardiologist diagnosed Robert with sick sinus syn-
drome, and recommended placement of a permanent dual-chamber pacemaker to 
maintain Robert’s heart rate in the normal range. One of the medical residents 
questioned if a pacemaker should be offered to a 97-year-old.

From: Evidence-Based Medical Ethics 119
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Questions for thought and discussion: How old is “too old” to offer medi-
cal interventions to a patient – is there ever an age cut off? Does the cost of 
the intervention ever matter?

The Medicine

Sick sinus syndrome (SSS), or sinoatrial node dysfunction, is a common cause of 
symptomatic bradycardia, with an estimated prevalence of one in 600 patients over 
age 65. Around 48 percent of all primary pacemaker implantations are performed 
for this condition. Sinoatrial node dysfunction can be a result of idiopathic fibrosis 
of the sinoatrial node, myocarditis, digitalis toxicity, the effects of other medica-
tions (e.g., β–adrenergic blockers, calcium channel blockers), cardiac surgery, 
electrolyte imbalance, hypothermia, hypothyroidism, or high vagal tone. Myocardial 
ischemia and infarction are also potential causes, although uncommon. 
Manifestations on the electrocardiogram include sinus bradycardia, sinus blocks 
and arrest, junctional or ventricular escape rhythms, atrial flutter or fibrillation, and 
the tachycardia-bradycardia syndrome. In patients with intrinsic, nonreversible 
causes of sinoatrial node dysfunction causing symptomatic bradycardia, permanent 
pacemaker implantation is generally considered the standard of care and is by and 
large successful in relieving the patient’s symptoms. The choice of a dual-
 chamber pacemaker, rather than a single-chamber one, is supported in a 2004 
Cochrane Database Systematic Review of the treatment of sick sinus syndrome 
and atrioventricular block.

The Law

There is no legal precedent for an age-based limitation on medical treatment in this 
country. However, financial considerations may be relevant to this case. In 2005 
Rinfret, et al. estimated that the expense of the uncomplicated initial implantation 
of a rate-modulated dual chamber (DDDR) pacemaker – including the cost of the 
pacemaker and leads, the procedure, the hospitalization and physician fees – 
amounted to $11,203 in 2001 United States dollars. Adding the cumulative cost of 
follow-up medical care, medications and other subsequent expenses, the group 
estimated that a 74-year-old patient undergoing implantation of a DDDR pace-
maker would incur $59,104 in lifetime costs, with a life expectancy of 6.49 years.

Given the patient’s age in this case it may also be relevant to consider whether or 
not coverage would be provided by the federal Medicare program. According to the 
Centers for Medicare and Medicaid Services (CMS), cardiac pacemakers are cov-
ered as prosthetic devices, under certain conditions that are related to the patient’s 
specific diagnosis. The CMS publishes a list of “Nationally Covered Indications” for 
use by Medicare contractors and providers for both the single-chamber and 



dual-chamber pacemaker. These indications may be found in the Medicare 
Coverage Database.

It appears that the placement of Robert’s pacemaker would be covered under 
Medicare Part B, with the patient paying an annual deductible and 20 percent of 
the Medicare approved amount. Providers and suppliers may also charge more 
than the Medicare approved amount, adding to the patient’s costs.

The Ethics

When the cardiologist recommended the placement of a pacemaker for Robert, a 
member of the medical team then asked if Robert was too old to receive a pacemaker. 
This is not a question of “futile care” or “ineffective interventions.” The cardiologist 
has made this recommendation because Robert will benefit from the pacemaker as it 
will help maintain his heart rate within the normal range. Thus, the placement of the 
pacemaker is expected to meet reasonable medical goals for Robert.

In deciding about the best treatment to recommend to Robert, practitioners 
must consider the risks and benefits of the pacemaker. Using the Principle of 
Beneficence, the pacemaker is expected to prevent the harm of death from a cardiac 
arrest, to remove the harm caused by Robert’s sick sinus syndrome, and to promote 
the good of proper cardiac functioning. Practitioners would also consider the side 
effects of the placement, operation, and maintenance of the pacemaker to avoid 
doing harm, using the Principle of Non-Maleficence.

The cardiologist has presumably made these calculations and concluded that the 
potential benefits of the pacemaker outweigh the possible side effects for Robert, 
so the pacemaker would be in Robert’s best interests. It seems that the medical team 
is not questioning the cardiologist’s comparison of risks and benefits, but there is a 
concern about Robert’s age.

It might appear, at first glance, that age is a relevant consideration for such an 
invasive medical intervention. The usual image of a 97-year-old man may be to some 
that of a frail, elderly patient suffering from a variety of physical ailments, losing his 
cognitive capacities, and dependent on others for basic personal care. Placing a pace-
maker may be questionable for the “typical” 97-year-old patient, but Robert does not 
have other serious health problems. He is active and independent, able to care for 
himself, and does not have any cognitive deficits. If the sick sinus syndrome is 
Robert’s only serious health problem at this time, and the pacemaker will provide 
clear benefits in treating this problem, it will be difficult to argue against placing it. 
Comparing Robert’s case with that of the “typical” patient in his age group indicates 
that the patient’s quality of life and general health will be much more relevant when 
deciding which medical interventions to offer than will age alone.

Robert is capable of considering the risks and benefits of the pacemaker place-
ment and follow-up medical care, including medications, and he is capable of decid-
ing whether to accept or refuse this intervention. Based on the Principle of Respect 
for Autonomy, unless the medical team has a reason (other than Robert’s age) 
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to question the cardiologist’s recommendation, the choice to undergo the 
pacemaker placement should be left up to Robert.

According to the requirements of voluntary informed consent Robert will need 
to be given full information about the benefits and risks of the pacemaker place-
ment and follow-up care, and any reasonable alternatives, as well as the expected 
outcome of no treatment. This information should be provided in language Robert 
can understand. He should not be pressured or subjected to undue influence to 
accept or refuse the pacemaker or any treatment alternatives.

Under the Principle of Distributive Justice, health care resources should be dis-
tributed in a fair way among the members of society. It may be argued that offering 
a pacemaker to Robert would be a poor use of costly resources because of his rela-
tively short life expectancy at age 97. On the other hand, to deny him the pacemaker 
would surely shorten his life and reduce his quality of life, which is now unusually 
good for a man of his age. It also seems inappropriate for individual practitioners 
to deny their patients clearly beneficial medical interventions based on either age 
or financial considerations. As the Ethics Manual of the American College of 
Physicians points out, “Resource allocation decisions are most appropriately 
made at the policy level rather than entirely in the context of an individual 
patient-physician encounter.” Moreover, our policy makers have determined that 
age will not be a factor in the coverage of cardiac pacemakers by public funds, 
under the federal Medicare program. The conditions and limitations for cardiac 
pacemakers listed in the Medicare Coverage Database concern the results of diag-
nostic tests and the patient’s specific diagnosis.

A final justice question is raised by the fact that patients, or their insurance 
companies, are responsible for 20 percent of the pacemaker’s cost or more if 
providers or suppliers charge more than the Medicare-approved amount for this 
intervention and subsequent follow-up care. If Robert is able to pay these costs, 
but other patients with equal need, in good general health, and with a good 
quality of life are not, is it fair for Robert to get a pacemaker while the other 
patients may not?

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 



family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a question arose about a patient’s age influencing decisions about their 
care. One often observes in medical practice that a patient’s age does not necessar-
ily correlate with their quality of life and the morbidity of their underlying disease 
processes. For example, a very ill 50-year-old may have a worse quality of life than 
a vibrant 80-year-old. These two patients may also have different treatment expec-
tations from their health care providers. Despite this, health care providers may 
make inappropriate assumptions about an older patient’s expectations for health 
care, such as code status or the desire to undergo certain treatments and procedures. 
Moreover, many research studies place age limitations on participants, so the bene-
fit of offering certain interventions for older patients is unclear. As the United 
States population ages, more of these health care concerns will likely come to the 
forefront of ethical debates.

If age is not a determinant for qualifying for certain medical treatments, should 
quality of life be? Should quality of life be determined by an objective scale, calcu-
lated by a health care practitioner, or should it be based on a patient’s perception of 
it alone? How might either of these options create ethical conflicts?
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Case 15
When a Patient Is Unidentifiable

The Patient

John Doe is an approximately 50-year-old male with an unknown past medical history 
who was brought to the Emergency Department after being found unresponsive in 
an alleyway by passersby. The patient was placed on a backboard, intubated, and 
had a hard cervical collar placed prior to E.D. arrival due to outward signs of sig-
nificant physical injury. He was disheveled, had blood- and dirt-stained clothes, and 
had no identifying information on his person. A trauma survey revealed fractures 
to the pelvis and bilateral femurs, splenic and liver lacerations, a left hemothorax, 
and a large left-sided subdural hematoma – findings suggestive that he was likely a 
pedestrian victim of a (hit-and-run) motor vehicle collision. The patient went emer-
gently to the operating room for procedures related to the above injuries, including 
drainage of the subdural hematoma.

After surgical stabilization, the patient was transferred to the surgical-trauma 
intensive care unit for further management. Police investigating the case were una-
ble to identify the patient as he did not match the reports of any known missing 
persons. Due to his general appearance, they suggested that the patient may be 
homeless and that his identification may be difficult or impossible. Fingerprinting 
was done to potentially match existing criminal records in a national database, but 
this endeavor was not successful.

The Ethical Dilemma

Although John Doe was not consented for his initial surgical interventions, these 
were emergency, life-saving procedures done on an unconscious patient, so 
informed consent was waived. However, once the patient was stabilized surgically 
and was not in imminent danger of death, he required various non-emergent proce-
dures, such as obtaining central venous access with a triple lumen catheter. He 
remained unable to consent for these procedures due to poor neurological status and 
inability to be weaned from the mechanical ventilator, and no one had yet come 

From: Evidence-Based Medical Ethics 125
By: J.E. Snyder and C.C. Gauthier © Humana Press, Totowa, NJ



126 Case 15 When a Patient Is Unidentifiable

forward to identify him. The surgical trauma team obtained an ethics consult to 
determine what procedures may be done on the patient without his consent, whether 
to institute nutrition through a percutaneous endoscopic gastrostomy (PEG) tube, 
and how to best make other care decisions for him in the future.

Question for thought and discussion: Under what circumstances is 
informed consent not necessary in the care of a patient?

Questions for thought and discussion: Who becomes the health care agent 
for a patient without an identity? How does a designated health care agent 
make decisions in a patient’s “best interest” when the agent does not know 
anything about the patient or their belief system?

Question for thought and discussion: Can supportive care be withdrawn 
from a patient in this situation if their likelihood of recovery is poor, or are 
they potentially destined for a lifetime of ventilatory and nutritional support?

The Medicine

In patients with insults to the brain or spinal cord, intubation and mechanical ventila-
tion may be necessary for neurological reasons, and not for underlying pulmonary 
disease. Higher rates of reintubation, prolonged courses of mechanical ventilation, 
and greater need for tracheostomy may be observed in these patients. Additionally, 
the usual methods of liberating the patient from the ventilator by checking “weaning 
parameters” using respiratory measurements alone may need to be supplemented by 
assessments of neurological function. In one study of 100 neurosurgical patients by 
Namen, et al., a Glasgow Coma Scale (GCS) of less than eight was associated with 
a 33 percent success rate of extubation. However, a GCS score of greater than eight 
had a 75 percent success rate. In patients requiring long-term mechanical ventilation, 
tracheostomy and placement of a percutaneous endoscopic gastrostomy (PEG) tube 
for nutrition may be necessary.

The Law

The U.S. Court of Appeals’ decision in Canterbury v. Spence set a precedent for the 
legally recognized exceptions to informed consent. The first exception occurs 
“when the patient is unconscious or otherwise incapable of consenting, and harm 
from a failure to treat is imminent and outweighs any harm threatened by the pro-
posed treatment.” It is this exception to informed consent that is applicable in the 
case of John Doe. The harm that would result from a failure to treat the patient 
doesn’t have to be death, but it must outweigh the harm that might be caused by the 



treatment. In this case the central line was required to provide needed medications 
to the patient and to perform blood tests necessary for monitoring his condition. In 
order to determine whether or not they should place a central line, without consent, 
the surgical team needs to compare the harm that might be caused by this procedure 
with the harm that would come to the patient without the procedure.

Whatever decision is made about the central line, the surgical team should con-
tact the hospital legal department immediately so that a formal application for a 
legal guardian for this patient may be initiated. In most states a judge will determine 
the need for a guardian and the department of social services may also be involved. 
In cases such as this the patient is likely to become a “ward of the state.” The guard-
ian will become John Doe’s surrogate decision maker and will be expected to make 
medical decisions that they feel will be in the patient’s best interests. The decision 
about PEG tube placement, for example, should probably be postponed until a 
guardian has been appointed and has met with the medical team about the patient’s 
medical situation.

The Ethics

Based on the Principle of Beneficence, the patient’s injuries have been treated to 
repair the damage caused by the collision, alleviate his pain, and prevent immedi-
ate death. It was also important to sustain his life on the ventilator, while the 
extent of his injuries and his chances for recovery could be determined. Based on 
the Principle of Non-Maleficence the risks of these interventions causing harm 
were also considered and found to be outweighed by the immediate benefits. The 
medical team is now considering further medical procedures that would be neces-
sary for the patient’s on-going treatment and to sustain his life over a longer 
period of time.

Because of John Doe’s poor neurological status, the Principle of Respect for 
Autonomy will not apply to this case. The patient is not able to make his own deci-
sions and, because he cannot be identified, it is not possible to contact his family. 
Without a family member to act as surrogate decision maker, there is no way to 
consider the patient’s wishes regarding medical treatment. Thus, the standard of 
“substituted judgment” cannot be used to make these decisions.

Decisions about treatment for this patient will need to be made using the “best 
interests standard.” A guardian appointed by the court to make medical decisions 
for a complete stranger is at a disadvantage, compared with family members who 
have known the patient for years. However, the basic elements of this standard 
remain the same regardless of who is making these decisions and their relationship 
with the patient.

The “best interests standard” is based on the Principles of Beneficence and Non-
Maleficence. What is in the patient’s best interests will be based on the benefits and 
risks of the treatment under consideration; in particular, the likelihood that the 
patient will recover or improve, with treatment, compared with the possible harmful 
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side effects. Other considerations will include the pain and suffering the patient 
may experience and the quality of life the patient may attain, in terms of consciousness, 
mobility, and dependence.

The medical team should meet with John Doe’s guardian, once a guardian has 
been appointed, and explain his medical situation and any recommended procedures 
and treatments they believe would be in the patient’s long-term best interests, now 
that he is out of immediate danger. The medical team should determine whether 
continued ventilator support and PEG tube placement would be effective in meeting 
any reasonable goals for this patient or would merely artificially postpone the 
moment of death. If they decide that these interventions would be ineffective or inap-
propriate, they should explain their reasoning and their reluctance to provide what 
they believe to be futile treatment.

The Principle of Respect for Dignity is particularly relevant in cases like this, 
where the patient cannot speak for himself and no one is available to speak for 
him. Because of his vulnerability, John Doe’s privacy and bodily integrity should 
be protected as far as possible, while providing appropriate and beneficial medi-
cal care. This means, in part, that invasive life-sustaining medical treatment 
should not be initiated or continued simply because the patient’s own wishes can-
not be known. If the guardian agrees with the recommendations of the medical 
team, for example, not to place a PEG tube or to withdraw the ventilator, the 
patient need not be continued on life support.

On the other hand, the Principle of Distributive Justice should not be used 
to withdraw or withhold medical treatment just because the patient cannot be 
identified. As argued above, when no one knows what the patient would want, 
the standard for medical decision making should always be the “best interests 
standard.”

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical principles 
for this case have been reviewed, formulate a strategy to address the ethical conflicts 
in this case. If necessary, perform additional research into local and state laws and 
hospital regulations. Consider delving further into the background medical literature 
to assist with making sound therapeutic decisions. Devise a treatment approach that 
addresses the needs of the patient, that is both ethically and medically sound, and that 
is culturally competent. Ensure that the strategy employs fair and appropriate utiliza-
tion of medical resources, and that the approach is practical and feasible within the 
limits of the medical system at large. Work out a clear and professional way to com-
municate the proposal to the patient’s legal guardian. Attempt to foresee challenges 
that may arise in conveying or implementing the plan. Determine what follow-up will 
be necessary to ensure that the chosen strategy remains successful for the patient in 
the long-term. Reflect on how the knowledge and skills learned from this case can be 
used to improve the care of patients that may be encountered in future practice.



Afterthoughts

In this case a medical team was challenged in caring for a patient with an unknown 
identity and no one to represent him when he himself did not have the capacity to 
make health care decisions. When patients become “wards of the state,” how do 
their representatives ensure that good decisions are made on their behalf? To what 
extent is the representative going to rely on their own belief system to make impor-
tant decisions? Is this ethically sound?
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Case 16
When Next-of-Kin Disagree

The Patient

Ann C. is a 69-year-old African-American female with a past medical history of 
poorly controlled hypertension, diabetes, atrial fibrillation, and dyslipidemia who 
presented to the Emergency Department after being found unresponsive at home by 
her neighbor. No history could be obtained from Ann on presentation as she was 
only uttering incomprehensible sounds. Ann’s outpatient chart indicated that war-
farin was one of her home medications.

On physical exam she was noted to be hypertensive (210/99), bradycardic (heart 
rate of 50 beats per minute), and to be flaccid in all four extremities. There were 
coarse, wet breath sounds at both lung bases, suggestive of an aspiration event. 
Additionally she did not open her eyes to verbal command, but did withdraw from 
noxious stimuli (i.e., Glasgow Coma Scale of 7 out of 15). Laboratory evaluation 
was notable for a slight leukocytosis, mild acute renal failure consistent with vol-
ume depletion, and an International Normalized Ratio (INR) of 3.4. Electrocardiogram 
was remarkable only for left ventricular hypertrophy and nonspecific T-wave flat-
tening. Non-contrast CT scan of the brain demonstrated that the patient had sus-
tained a devastatingly large intracerebral hemorrhage that was supratentorial and 
extended into the lateral ventricles. There was mass effect from edema, but no evi-
dence of herniation.

Ann’s anticoagulation was quickly reversed with fresh frozen plasma (FFP) 
and a nicardipine drip was started for her hypertension. A neurosurgeon was 
consulted, who determined that the hemorrhage was not amenable to surgical 
intervention, and continued medical management in the intensive care unit was 
recommended. Based on available scoring methods for predicting prognosis, 
the neurosurgeon stated that Ann’s risk of inhospital mortality from the event 
approached 100 percent.
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The Ethical Dilemma

Ann had lived at home for the 10 years prior to admission with her identical 
twin sister, Isabel. Both Ann and Isabel were well-known and liked by the 
medical team, since they always accompanied each other to well visits in the 
outpatient medical clinic and were always very pleasant. At the time of Ann’s 
admission, Isabel stated that Ann would never want “to be kept alive artificially 
using life support” per her own stated wishes in the past. However, Ann had 
never filled out a Living Will or designated anyone as her health care agent on 
a Power of Attorney for Health Care. To complicate matters, Ann had three 
adult children who lived out of state. They only spoke to Ann, on average, once 
a year by phone around the holidays, and none had ever spoken with their 
mother about end-of-life issues. When they were notified of Ann’s condition 
the two oldest children stated that they wished that Ann be kept alive on a 
mechanical ventilator, contrary to what Isabel stated about Ann’s wishes. They 
affirmed that they wanted “everything done” to try and save her life. When the 
youngest child was contacted, she stated that she did not know her mother’s 
wishes on this topic, but affirmed “I know that no one would want to be kept 
alive like that.”

Questions for thought and discussion: Who gets to make the decision for 
life support in this case? How does the law’s definition of next of kin differ 
from what ethically may be the “best” choice?

Question for thought and discussion: As today’s definition of “family” has 
evolved from the definition of family from 50 years ago, do you see laws 
regarding next-of-kin evolving as well?

Questions for thought and discussion: What is in Ann’s best interest with 
regard to artificial life support or being allowed to pass away without such 
medical intervention? How does the practitioner’s own belief system about 
the dying process play a role in how they can act in Ann’s best interest?

Ann’s condition continued to deteriorate. She was placed on a mechanical ven-
tilator and remained a “full code” as per the wishes of her oldest children, since 
they were determined by the medical team to legally be Ann’s next of kin. Repeat 
CT of the brain several hours later showed expansion of the hematoma and new 
evidence of herniation. Despite optimal support Ann had an asystolic cardiac arrest 
shortly afterwards and attempts at resuscitation were unsuccessful.

Question for thought and discussion: Is it possible that race, ethnicity, or 
other cultural factors were influences in how Ann’s condition was viewed by 
her family and how end-of-life decisions were made?



The Medicine

Atrial fibrillation is a common problem seen in clinical practice, and long-term anti-
thrombotic therapy is often employed to reduce the risk of atrial fibrillation-associated 
stroke. However, nearly 12 percent of the 60,000 intracerebral hemorrhages occurring 
annually in the United States are associated with the use of these agents. Of these 
adverse events about 57 percent occur in aspirin users and 43 percent are in patients 
on warfarin. The risk of intracerebral hemorrhage is highest in patients with 
advanced age, history of prior stroke, hypertension, brain neoplasm, vasculitis, 
aneurysms, and other vascular malformations.

Overall, stroke is the third leading cause of death in the United States. The 
Centers for Disease Control and Prevention (CDC) report that there are approxi-
mately 700,000 strokes each year in the United States, with more than 160,000 
annual deaths due to stroke. Nationally, the highest stroke incidence and mortality 
is seen in the southeastern United States, although the reasons for this are unclear. 
Increased mortality rates are also observed in African-American and Native 
American patients.

The 30-day mortality rate for patients with stroke that require mechanical venti-
lation is estimated to be between 46 and 75 percent. In patients with lobar intracer-
ebral hemorrhage, factors such as presence of coma, extensor posturing, absent 
pontomesencephalic reflexes, and septum pellucidum shift > 6 mm on computed 
tomography are all highly predictive of futility of care after devastating stroke. The 
APACHE (acute physiology and chronic health evaluation) scoring system, is an 
additional method of predicting mortality in critically ill patients, such as those 
with multi-system organ failure.

The Law

The hierarchy of possible surrogate decision makers for a patient who is not capa-
ble of making medical decisions is established by state law. In 32 states, when no 
health care agent has been appointed by the patient, the surrogate will be: the 
patient’s legal guardian, spouse, adult child, parent, or adult sibling, in that order 
(see Table 16.1). In 12 states no priority is specified.

In most states, then, Ann’s adult children will have the legal authority to make 
medical decisions for her. When there is disagreement, as in this case, the decision 
to which the majority of children agree will be the controlling decision. However, 
this does not necessarily make Ann’s two oldest daughters the best surrogate deci-
sion makers, particularly if their lack of recent interaction with and knowledge 
about their mother’s wishes are considered.

If this case took place in one of the 12 states where no priority is specified for 
surrogate decision makers, the medical team could argue that Ann’s sister, Isabel, 
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should make these decisions for her, citing that the sisters have lived together for 
the past 10 years, so Isabel knows more about what Ann would want in terms of 
life-sustaining medical treatment. Therefore, Isabel could employ “substituted 
judgment,” making a decision that would be similar to what Ann would decide for 
herself, if she were capable.

There is some evidence that laws regarding surrogate medical decision making 
are changing to reflect an expanded conception of “family.” For example, in 
Arizona, “domestic partner” is on the hierarchy of possible surrogates, after adult 
child and parent. In New Mexico “significant other” is listed after spouse, but 
before adult child and parent in the hierarchy of surrogate decision makers. In 
Colorado and Hawaii medical decisions for those patients who are not capable of 
making them and without a health care agent are made by a consensus of “inter-
ested parties.” As noted above, in 12 states no priority is specified and this may 
allow practitioners to make a case for someone who has not traditionally been con-
sidered a “family member,” but who would know best what the patient would want 
at the end of life.

The Ethics

This is a case where the law and ethics disagree. Ann has lived with her twin sister 
for 10 years. They have been very involved in each other’s health care, routinely 
accompanying each other to clinic visits. Isabel has the intimacy, knowledge, and 
empathy to be the best surrogate decision maker for her sister, Ann. Isabel has 
shared knowledge about what Ann would want with the medical team. If she were 
the surrogate she could make end-of-life decisions for her sister based on “substi-
tuted judgment,” since she knows what her sister would want. In this way, the medi-
cal team would be respecting Ann’s autonomy.

Table 16.1 The hierarchy of possible surrogate decision makers for a patient*

The health care agent listed on a Power of Attorney for Health Care
↓

The patient’s legal guardian
↓

The patient’s legal spouse
↓

The adult child(ren) of the patient
↓

The parent(s) of the patient
↓

The patient’s adult sibling(s)
↓

Other persons (e.g., relatives, friends) well-acquainted with the patient, who have had reasonable 
contact with them and demonstrate a good understanding of their beliefs and wishes

* In 32 states. Please see individual state laws for proper determination of the surrogate decision 
maker as it varies from state to state, and this is an area of constantly evolving legislation.



One disturbing element of this case is that Ann’s daughters are making life and 
death decisions about someone they haven’t seen in years and speak to by phone 
about once a year. They have no way of knowing what their mother would want in 
terms of end-of-life care. The daughters may be asking to have “everything done” 
out of guilt, perhaps because they had not kept in touch with their mother and do 
not visit her regularly. They may be thinking they can make up for years of neglect 
by keeping their mother alive.

Even worse, they are making these decisions from far away, without seeing their 
mother in her present condition. Certainly, before the daughters are permitted to 
make any medical decisions for their mother, they must come to the hospital to see 
her as she is now and become fully informed about her devastating stroke and pros-
pects for the future. The daughters must be educated about this diagnosis and its 
prognosis. They need to hear the medical team’s recommendations and the reasons 
behind them. They may even need counseling to accept their mother’s dire progno-
sis. None of this can be done over the phone.

The medical team will recommend to Ann’s daughters what they believe to be 
in Ann’s best interests, based on the Principles of Beneficence and Non-Maleficence. 
There is no chance for recovery or long-term survival for Ann. The medical team 
may explain that the ventilator and resuscitation will not promote any long-term 
good for Ann and will cause the harm of bodily invasion, while simply prolonging 
the dying process. They could point out that a natural death, without aggressive and 
invasive medical procedures, would actually be in Ann’s best interests.

The Principle of Respect for Autonomy will not apply in this case, unless the 
daughters are willing to consider what their Aunt Isabel said about their mother’s 
own wishes regarding life support. According to the Principle of Respect for 
Dignity, the patient’s relationships, reasonable goals, and bodily integrity should be 
recognized and taken into consideration as decisions are being made. It appears that 
Ann’s relationship with her twin sister was important to her and one of her medical 
goals was to die naturally and without life-sustaining interventions. It is also true 
that these interventions will be invasive to Ann’s body.

The Principle of Respect for Dignity also requires respect for the family’s 
social, religious, and cultural background. What is both interesting and difficult 
about this case, is that the family is divided on what that background means in 
terms of medical decisions for Ann. Isabel and the youngest daughter seem com-
fortable with allowing Ann to die a natural death. Isabel is basing this on what she 
believes Ann would want. The youngest daughter is basing this on what she 
believes most people would want. On the other hand, the two oldest daughters 
want “everything done,” and they offer no reasons for this, other than it is what 
they want.

Members of the medical team should try to set aside their own religious and 
cultural beliefs concerning life and death and practice medicine according to scien-
tific evidence and standards of care established by medical science. According to 
the Principle of Respect for Dignity, the medical team should also resist demands 
by Ann’s daughters for what the team believes are futile or inappropriate 
interventions.
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If Ann’s daughters continue to make these demands, the medical team could ask 
them why they want “everything done,” and what treatments and procedures they 
imagine this to include. They could ask if they think being kept alive is what their 
mother would want and, if so, what reason they have to believe this. These kinds of 
questions may even help the daughters understand their own feelings about their 
mother’s imminent death.

With regard to the influence of race and ethnicity on end-of-life decisions, it is 
important to define these two terms. Race is an arbitrary classification based on 
physical (phenotypic) characteristics and comprises a group of persons related by 
common descent or heredity. Ethnicity is an arbitrary classification based on 
cultural, religious, or linguistic traditions, in addition to ethnic traits, background, 
allegiance, or association. The U.S. Food and Drug Administration (FDA) has 
adopted federal standards for classifying race for practical purposes, and includes 
the following seven groups: American Indian or Alaska Native, Asian, Black or 
African-American, Native Hawaiian or Other Pacific Islander, White, Some Other 
Race, and Two or More Races. Additionally, the following groups of ethnicity are 
classified: Hispanic or Latino; Not Hispanic or Latino. This federal classification 
system stipulates that patients self-designate with a particular racial or ethnic 
group. The term culture best embodies the belief systems, attitudes, and behaviors 
that are characteristic of social, ethnic, age, or other groups. Race and ethnicity 
are often useful markers for identifying the cultural background and belief system 
of a patient.

Ann and her family self-identified as African-American. Studies have shown 
that African-American families expect the death of a functionally impaired 
family member less often than white non-Hispanic and white Hispanic families. 
This may be interpreted as inappropriate optimism by a white health care prac-
titioner, simply due to the different belief systems amongst the two groups. 
Additionally, patients and families belonging to some minority racial and ethnic 
groups may choose more aggressive medical interventions, such as the use of 
life-sustaining machines at the end of life, than white patients and families. One 
study by Blackhall, et al. suggested that although African-Americans felt that 
withholding or withdrawing life support from a given patient was acceptable, 
they were more likely than members of the other ethnic groups studied to per-
sonally want to be kept alive on life support. Reasons for this difference, based 
on interviews with the African-American participants, included a general dis-
trust towards the health care system and a fear that health care choices were 
based on one’s ability to pay. Many other similar papers have shown that black 
patients are less likely to limit the use of life-extending treatments than their 
white counterparts. It has been proposed that the past disenfranchisement of 
blacks, in history and through medical incidents such as the Tuskegee experi-
ments, has created a perception among black patients that limiting them from 
receiving life-sustaining care is equivalent to an injustice. Health care providers 
must be aware of racial, ethnic, and cultural differences when assisting patients 
and families through the medical decision-making process. This is especially 
true in the setting of end-of-life care.



The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case conflict arose because the person who probably knew Ann the best, and 
the longest, did not have legal rights to make decisions on Ann’s behalf. 
Additionally, various family members differed how best to manage Ann’s case. The 
case may also have been further complicated by racial, ethnic, and cultural differ-
ences between the patient’s family and the medical team.

Would this case have been different if Ann had been engaged to be married? 
What rights would her fiancé have? What if Ann had a same-sex partner for many 
years? What if she had married her same-sex partner, but lived in a state where that 
marriage was not legally recognized? As a rule, how can a health care practitioner 
best follow the laws regarding next-of-kin as well as act in their patient’s best interest 
in such situations?

Annotated References/Further Information

Code of Medical Ethics of the American Medical Association: Current Opinions with Annotations, 
2006–2007 Edition. Council on Ethical and Judicial Affairs. Annotations prepared by the 
Southern Illinois University Schools of Medicine and Law.

Snyder L, JD, and Leffler C, JD. Ethics Manual, Fifth Edition. Ethics and Human Rights 
Committee, American College of Physicians. Annals of Internal Medicine. 142(7):560–582, 
5 April 2005.

CDC. Stroke Facts and Statistics. Acquired from: http://www.cdc.gov/stroke/stroke_facts.htm. 
Accessed October 15, 2007.

Annotated References/Further Information 137

http://www.cdc.gov/stroke/stroke_facts.htm


138 Case 16 When Next-of-Kin Disagree

Holloway RG et al. Prognosis and decision making in severe stroke. JAMA. 294(6):725–33, 2005 
Aug 10.

Wijdicks EF and Rabinstein AA. Absolutely no hope? Some ambiguity of futility of care in 
devastating acute stroke. Critical Care Medicine. 32(11):2332–42, 2004 Nov.

Knaus WA et al. The APACHE III prognostic system: Risk prediction of hospital mortality for 
critically ill hospitalized adults. Chest. 1991;100:1619–1636.

Hart RG et al. Avoiding central nervous system bleeding during antithrombotic therapy. Recent 
Data and Ideas. Stroke. 2005;35:1588–1593.

Gorelick PB and Weisman SM. Risk of hemorrhagic stroke with aspirin use. An update. Stroke. 
2005;36:1801–1807.

Ruiz-Sandoval JL et al. Grading scale for prediction of outcome in primary intracerebral hemor-
rhages. Stroke. 2007;38:1641–1644.

Ferdinand KC and Armani, A. Cardiovascular risk and disease in ethnic and racial groups. In 
Gotto/Toth (Eds.) Comprehensive Management of High-Risk.

Cardiovascular Patients. 2006. New York: Informa Health.
Williams BA et al. Functional impairment, race, and family expectations of death. Journal of the 

American Geriatrics Society. 54:1682–1687, 2006.
Blackhall LJ et al. Ethnicity and attitudes towards life sustaining technology. Social Science & 

Medicine. 1999;48:1779–1789.
Degenholtz HB et al. Race and the intensive care unit: Disparities and preferences for end-of-life 

care. Critical Care Medicine. 2003 Vol. 31, No. 5 (Suppl.): S373–S378.
“Culture.” (n.d.). Dictionary.com Unabridged (v 1.1). Retrieved July 29, 2007, from Dictionary.

com website: http://dictionary.reference.com/browse/culture.
The following website features a United States map illustrating the hierarchy for surrogate 

decision making in the different states:
www.time.coma/time/covers/1101050404/schiavo_webguide.html. Accessed October 15, 2007.

http://dictionary.reference.com/browse/culture
www.time.coma/time/covers/1101050404/schiavo_webguide.html


Case 17
When a Mistake Has Been Made

The Patient

Joyce B. is a nulliparous 41-year-old-female with no known past medical history who 
had been in her usual state of good health until approximately a year prior to admis-
sion when she began seeing her primary care physician for various complaints. 
Initially she noted urinary urgency and her primary care physician performed a uri-
nalysis, which was negative, and told her to return to the office if symptoms persisted. 
Over the next few months her symptoms did continue, and Joyce additionally began 
to feel bloated, developed pain in her lower abdomen, and occasionally had loose 
bowel movements. On a return visit to her physician she was told it was probably 
irritable bowel syndrome (IBS) and was encouraged to make dietary changes such as 
increasing her ingestion of soluble fiber and taking smaller, more frequent meals. A 
CT scan of the abdomen was ordered at that time, and her physician stated that he 
would notify her if there were any abnormalities. When Joyce did not hear back from 
her primary care physician, she assumed that her CT results were normal. She tried 
the recommended dietary interventions for several months with no improvement in 
her symptoms, and noted that she was losing the desire to eat. She felt “full” after 
taking even small meals and believed that her abdominal girth was increasing.

Joyce presented to the Emergency Department at the time of the current admission 
after noticing new onset of sharp pain and swelling in her right calf upon awakening in 
the morning. She denied fevers, chills, sweats, chest pain, shortness of breath, or other 
problems. Joyce used no medications at home and had no known medical allergies. She 
had no relevant family history, and had never used tobacco, alcohol, or drugs.

Her physical exam was notable for normal vital signs. She was in no apparent 
distress. Cardiovascular and pulmonary exam were within normal limits. Her 
abdominal exam was notable for mild distention and generalized lower abdominal 
tenderness to deep palpation. Her right calf was notably more swollen than her left, 
and although there was no localized erythema, it was tender to palpation. Laboratory 
evaluation was unremarkable. Venous Doppler examination of the lower extremi-
ties demonstrated bilateral deep venous thrombosis (DVT). CT of the abdomen and 
pelvis demonstrated a complex, calcified right adnexal mass with adherence to the 
omentum, regional lymphadenopathy, and a moderate amount of pelvic free fluid.
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The Ethical Dilemma

Joyce was hospitalized by the admitting medical team for treatment of her DVT 
and further evaluation of her right adnexal mass. The team suspected she had an 
underlying diagnosis of ovarian cancer and the OB-GYN team was consulted for 
assistance. The team obtained the outpatient records from Joyce’s primary care 
physician as part of their routine data collection. When the prior records were 
reviewed by the admitting team, they noted that the report of her abdominal CT 
scan, performed nearly five months prior to admission, indicated evidence of the 
adnexal mass. The last line of the CT report stated that “Beth, RN” at the primary 
care physician’s office was notified of the findings at the time of the study. As 
part of her evaluation in the hospital, Joyce underwent surgical biopsy of her 
adnexal mass and the team confirmed their greatest concern – a diagnosis of ovar-
ian cancer.

Questions for thought and discussion: What are the responsibilities of 
Joyce’s inpatient medical team with regard to revealing the past CT scan 
results to her? How should this information be presented to her?

Questions for thought and discussion: How should the team involve 
Joyce’s primary care physician in this process? How about the radiologist that 
read the CT scan?

The Medicine

According to data from the 2003 report of the United States Cancer Statistics 
Working Group, ovarian cancer is the seventh most common cancer and the 
fifth most common cause of cancer death among women in the United States. 
The U.S. Preventive Services Task Force does not currently recommend any 
particular routine screening test for ovarian cancer in asymptomatic patients 
due to the lack of demonstrated benefit in reducing death rates from the disease, 
when compared to potential harms from the existing screening methods. 
Despite the past belief that symptom clusters do not give early warning signs of 
an ovarian cancer diagnosis, recent studies have shown that the vast majority of 
women with the diagnosis did in fact have preceding symptoms. Most com-
monly women note abdominal, gastrointestinal, constitutional, pelvic, or uri-
nary symptoms, and have these complaints in both the early and late stages of 
the disease. Since these symptoms may be common and appear nonspecific, 
delays in diagnosis often occur. Hence, timely recognition of ovarian cancer 
symptoms in the primary care setting may lead to earlier diagnostic testing, 
OB-GYN referral, and treatment – and potentially improved survival rates from 
the disease.



The Law

Joyce was not informed by her primary care physician that her original CT scan 
showed an adnexal mass, so she was never referred to a specialist for further evalua-
tion. This suggests that Joyce may have a case of medical malpractice against her 
physician. Medical malpractice occurs when a medical professional has caused harm 
or damage to a patient due to negligence in the diagnosis, treatment, or management 
of a disease or illness. In order for negligence to be “actionable” or viable as a legal 
case, four conditions must generally be satisfied. First, there must be a legal duty 
owed to the patient, found in the relevant standard of care; second, there must be a 
breach of that duty, such that the practitioner failed to conform to the standard of 
care; third, the patient must have suffered some harm, damage, or loss; and fourth, 
the breach must have been the “proximate cause” of the harm, damage, or loss.

In this case there was a duty to inform Joyce of the CT results as soon as possi-
ble, and to refer her for further evaluation, based on a standard of care for all pri-
mary care physicians. Joyce’s physician breached that duty by not informing Joyce 
of the CT results, indicating the presence of an adnexal mass, and by not making 
the necessary referral. The delay in diagnosis and treatment of Joyce’s ovarian can-
cer may mean that the cancer will be more difficult to treat. If her cancer is not able 
to be treated, Joyce will suffer the harm of an earlier death and the loss of years of 
life. Finally, the most difficult aspect of medical malpractice to prove is causation. In 
this case it would have to be proven that the physician’s failure to notify Joyce and 
make the relevant referral led to the delay in diagnosis and treatment and, ultimately, 
to her earlier death from ovarian cancer. In other words, if she had been notified five 
months earlier and referred for treatment, she would have lived longer.

Joyce may not be interested in pursuing a medical malpractice suit while she is 
undergoing treatment for ovarian cancer and fighting for her life. However, if she 
dies of the disease, her family may decide to pursue the case. If a lawyer becomes 
involved, he or she will need to obtain a “certificate of merit,” in which another 
physician certifies that the primary care physician in this case violated acceptable 
medical practice and this resulted in Joyce’s earlier death.

One question that may be important to Joyce and her family, even if a case of 
medical malpractice is never initiated, is the question of responsibility. Who is 
responsible for the fact that Joyce was not informed about the adnexal mass and 
was not referred for further evaluation to ensure an earlier diagnosis and treatment 
for her ovarian cancer? Beth, the RN at the primary care physician’s office, appar-
ently was notified of the results as soon as they were available. Did she inform the 
physician of the results? If not, why? What was done with Joyce’s CT report once 
it was received in the office? Did the physician ever review the report?

Even if Beth failed in her responsibility to pass on the CT findings at the time 
of the study, the physician also failed in his responsibility to review the CT report 
once it was received in his office. Since he ordered the scan and told Joyce he would 
let her know about any abnormalities, he had a responsibility to follow up by 
 reading the report and meeting with Joyce about the results. If the primary care 
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physician wants to place full responsibility on Beth because she did not inform him 
of the CT results when she received them, he still will not be able to avoid legal 
responsibility in a medical malpractice case. According to the legal doctrine of 
“respondeat superior,” the physician may be responsible for his employee’s negli-
gence, if that negligence is found to be “actionable”. 

The Ethics

The medical team should contact Joyce’s primary care physician regarding her lat-
est CT and surgical biopsy results. The primary care physician might also be asked 
why Joyce was not informed of the earlier CT findings. Even if he is not able or 
willing to discuss this with the medical team, the primary care physician should be 
encouraged to meet with Joyce to explain why she was not given the results of the 
earlier scan.

The radiologist would not need to be involved at this point because this specialist 
appears to have made no mistakes in Joyce’s case. The CT results were provided to 
the primary care physician’s office immediately and, since the same results were 
found five months later, the reading of the original CT scan appears to have been 
accurate.

Based on the Principle of Veracity a member of the medical team needs to 
inform Joyce about the team’s discovery when they reviewed her medical records, 
including the earlier CT report. They can explain that reviewing her medical 
records was part of the routine data collection necessary for the further evaluation 
of her CT results. Joyce needs as much information as the medical team has about 
what happened in the primary care physician’s office to delay her diagnosis so she 
can decide whether or not to continue as a patient with this doctor, and whether or 
not to contact a lawyer about pursuing a medical malpractice suit.

The Principle of Respect for Dignity also supports providing Joyce with the truth 
for her emotional well-being. She may feel that her symptoms were ignored or not 
taken seriously by her primary care physician, and that her trust has been betrayed. 
The primary care physician can respect Joyce’s dignity, and act on the Principle of 
Veracity and the Principle of Beneficence, by being honest about the mistakes that 
were made, offering a sincere apology, and asking for her forgiveness. Joyce needs 
to have the truth for the reasons noted above. In addition, she may respond better 
to the cancer treatment if she is not also suffering emotionally trying to understand 
why her trusted physician treated her this way.

Both Joyce and her primary care physician may benefit from efforts to repair 
their relationship through a process of reconciliation. This process begins with the 
practitioner acknowledging the mistake, explaining what happened, and taking 
personal responsibility for the error. The next step involves apologizing and 
expressing remorse to the patient, as well as covering the costs of treating injuries 
resulting from the error, when appropriate. In the final step, the patient may come 
to forgive the physician and a reconciliation of their relationship may be possible.



The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a patient’s diagnosis of ovarian cancer was delayed by several months, 
and a report from an earlier CT scan suggesting the presence of ovarian cancer was 
accidentally missed, adding significant time to the delay. The physicians ultimately 
diagnosing the cancer were obliged to share this information with the patient, creat-
ing an uncomfortable position for them and an ethical dilemma as to how best to 
approach the matter.

The financial burden of liberal – and perhaps mostly unnecessary – testing on 
our nation’s health care system often influences providers to recommend a more 
conservative approach to patients with mild and nonspecific symptoms. How much 
delay is acceptable in order to provide cost-effective care without missing the 
timely diagnosis of a potentially serious disease? Should all patients with nonspe-
cific symptoms immediately undergo diagnostic studies? In the reality of practice 
environments today, and an increasingly litigious society, how much does fear of 
missing a diagnosis and getting sued by patients influence a health care practitioner’s 
decision-making process with such patients?

Annotated References/Further Information

Code of Medical Ethics of the American Medical Association: Current Opinions with Annotations, 
2006–2007 Edition. Council on Ethical and Judicial Affairs. Annotations prepared by the 
Southern Illinois University Schools of Medicine and Law.

 Annotated References/Further Information 143



144 Case 17 When a Mistake Has Been Made

Snyder L, JD, and Leffler C, JD. Ethics Manual, Fifth Edition. Ethics and Human Rights 
Committee, American College of Physicians. Annals of Internal Medicine. 142(7):560–582, 
5 April 2005.

U.S. Cancer Statistics Working Group. United States cancer statistics: 2003 incidence and mortality. 
Atlanta (GA): Department of Health and Human Services, Centers for Disease Control and 
Prevention, and National Cancer Institute; 2007.

U.S. Preventive Services Task Force. Screening for ovarian cancer. Recommendations and rationale. 
Rockville, MD: Agency for Health Care Research and Quality 2004.

Goff BA et al. Frequency of symptoms of ovarian cancer in women presenting to primary care 
clinics. JAMA. 291(22), 9 June 2004, pp. 2705–2712.

Goff BA et al. Ovarian cancer diagnosis: results of a national ovarian cancer survey. Cancer. 
2000;89:2068–2075.

Berlinger N. “ ‘Missing the mark’: medical error, forgiveness, and justice,” pp. 119–134, in 
Accountability: Patient Safety and Policy Reform, Virginia A. Sharpe, editor, Washington, 
DC: Georgetown University Press, 2004.

Kohn LT, Corrigan JM and Donaldson MS, editors. To err is human: building a safer health 
system, Institute of Medicine, Washington, DC: National Academy Press, 2000.

The following website provides a useful introduction to medical malpractice:
http://injury.findlaw.com/medical-malpractice/. Accessed October 15, 2007.

http://injury.findlaw.com/medical-malpractice/


Case 18
When a Patient Codes

The Patient

Debra W. is a 45-year-old female with no known past medical history who initially 
noted left leg pain on the evening prior to admission. She took some ibuprofen and 
went to bed, sleeping through the night. Upon awakening and rising, she developed 
sharp, constant chest pain, worse with inspiration, and associated with significant 
shortness of breath. She alerted her husband, Carl, and 23-year-old son, Gregory, to 
call for paramedics, and was brought to the Emergency Department. Upon presenta-
tion, she was notably uncomfortable and tachypneic, and too short of breath to speak 
in full sentences. Her physical exam was notable for a heart rate of 120 beats per 
minute, blood pressure of 90/49, and an oxygen saturation of 82 percent on room 
air. Additionally she had a swollen and exquisitely tender left calf. Arterial blood 
gas testing was consistent with respiratory alkalosis and hypoxemia. An electrocar-
diogram showed a right bundle branch block. Laboratory evaluation was notable for 
mildly elevated troponin I and brain natriuretic peptide (BNP) levels. CT angiogram 
of her chest demonstrated large bilateral pulmonary emboli. Stat echocardiography 
was performed and showed evidence of right ventricular dysfunction.

The Ethical Dilemma

Debra was admitted to the intensive care unit, and she and her family were 
informed of the serious nature of her diagnosis. Based on the severity of her 
embolic burden, thrombolytic therapy was ordered. However, before this could be 
started, she had an asystolic arrest and resuscitation was begun. The resident 
 leading the code asked Debra’s family to step out of the room, but the ICU nurse 
intervened and asked “shouldn’t they be allowed to stay?”

Questions for thought and discussion: Should families be present during 
resuscitation attempts on their loved one? What are the advantages and dis-
advantages of having them present?
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The Medicine

Venous thromboembolism is a common and deadly disease. Almost 25 percent of 
patients with pulmonary embolism present with sudden death. In the remaining 
patients, factors such as right ventricular dysfunction and hypotension predict poor 
long-term survival and acute mortality remains around 65 percent. Thrombolytic 
therapy should be considered in patients with these ominous signs.

The Law

Suggesting that a patient’s family members be present during a resuscitation attempt 
is a fairly recent development. Currently, there are no laws or court cases that would 
either require hospitals to permit family members to be present during a code or 
prohibit hospitals from allowing this. The American College of Physicians includes 
the following statement in their 2005 Ethics Manual: “When clinicians perform 
cardiopulmonary resuscitation, family members should usually have the choice to 
be present.” There is mounting support for this concept, particularly among nursing 
organizations. The Emergency Nurses Association and American Association of 
Critical Care Nurses both have crafted position statements in this regard, and the 
American Heart Association endorses this position as well. A number of surveys 
indicate that most families want to be present during codes, and that health care 
providers who have had experiences with this concept support the idea as well. 
Although this remains a controversial subject, the concept of allowing loved ones to 
be together at the end of life is a valid one to be further studied.

The Ethics

A patient’s bedside, when resuscitation is being initiated, is not the place and time 
to introduce the issue of family presence during a code. The ICU nurse should not 
have intervened at this point, since there was no time for a reasoned discussion of 
this issue among the care providers or with the family. It would have been better for 
the nurse to broach the topic with the director of nursing who could discuss it with 
the appropriate hospital administrators. The hospital may want to develop a policy 
about the presence of family members at resuscitation attempts.

If the hospital chooses to allow this, the policy should include asking patients, if 
possible, whether or not they want members of their family to attend a code and 
asking family members whether or not they want to be present. This could be 
included in the discussion of code status for each patient. If the patient decides to 
be “full code,” then questions about family presence would be appropriate. There 
should probably be an age requirement for family members allowed to witness a 
resuscitation attempt, such as 18- or 21- years-of-age. In addition, before family 



members are asked to make a decision about attending a code, they should be edu-
cated about the interventions that will be employed and the possible outcomes.

The policy should also include procedures to protect the patient from any distur-
bances caused by family presence during resuscitation. This might include guide-
lines for assigning a nurse or a member of the support staff to be with the family 
and for the gentle removal of family members who become overly distraught 
or disruptive.

When deciding whether or not to have a policy allowing family members the 
choice of being present at resuscitation, hospital administrators and medical staff 
could consider a variety of ethical principles and arguments. Applying the 
Principles of Beneficence and Non-Maleficence, the good promoted for the patient 
should be compared with the possibility of harm. Many patients will be uncon-
scious and unaware of who is there during the resuscitation attempt. However, 
some patients may be aware of their surroundings and may be comforted by the 
presence of family members. Notice, too, that as long as the relevant policy is 
formulated to protect the smooth functioning of the resuscitation process, there is 
little harm that could come to the patient from having family members present 
during a code.

Both the Principle of Respect for Autonomy and the Principle of Respect for 
Dignity would support a policy that allows patients, if possible, to decide whether 
or not their family members could be present during a code. With this policy the 
patient would be permitted to accept or reject resuscitation with family members 
present, a treatment option that is being offered by the hospital. This policy would 
also demonstrate respect for the patient’s emotions and important relationships. The 
Principle of Respect for Dignity also supports a policy that allows family members 
the choice of witnessing the resuscitation of their loved one. In this way the emo-
tions of family members and their relationships with the patient are recognized and 
respected.

There are a number of additional arguments that could be used to support family 
members’ attendance at the patient’s code. This would allow family members who 
have been demanding resuscitation against the recommendation of the medical 
team to experience the reality of a code. When resuscitation is considered to be 
futile or inappropriate, actually seeing what happens may persuade family members 
that it is not in the patient’s best interests to be resuscitated in the future. Family 
members who are permitted to witness a code may feel that “everything possible” 
was done and may be less likely to blame care providers if the code is not success-
ful. This policy also allows family members to be with and comfort the patient at 
what may be the end of the patient’s life. Finally, attending the resuscitation may 
also help family members with the grieving process if the patient does not 
survive.

There are also arguments against this kind of policy. Seeing what is done to the 
patient during a resuscitation attempt may be traumatic for family members. They 
may become so distraught that they disrupt the resuscitation efforts. If the code is 
unsuccessful, this may leave family members with a painful and unpleasant last 
memory of their loved one.
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These arguments will not be very persuasive against a policy that permits adult 
family members to make this decision, based on truthful information about what will 
happen during the code and a realistic understanding of the possible outcomes, and 
also includes safeguards to protect the integrity of the resuscitation process. Capable 
adults should be allowed to make their own decisions about their experience of a fam-
ily member’s death, just as capable adult patients should be permitted to make their 
own decisions about recommended medical treatment at the end of their lives.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case an ethical dilemma occurred when a health care team was determining if 
a family should remain present during the resuscitation of a patient. The patient in 
question was young and had a 23–year-old son who witnessed her arrest. How would 
this case have been different if her son had been younger? At what age does someone 
have the emotional strength to handle the stress of witnessing the resuscitation of a 
loved one? Is 18-years-of-age old enough? If family should be present, should other 
close people in the patient’s life? How many people present is too many? Does family 
presence at a resuscitation make it more difficult for health care providers to perform 
their job well? Should providers be concerned that failed attempts at life-saving pro-
cedures (e.g., intubation) that are witnessed by family members could lead to blame 
or even litigation?
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Case 19
When a Patient Places a Practitioner at Risk

The Patient

Kevin B. is a 29-year-old male with a past history of cocaine and alcohol abuse who 
presented to the Emergency Department after having an altercation in a bar and 
sustaining a laceration to his left cheekbone. He had no other known medical his-
tory and took no home medications. Although he reported active use of crack 
cocaine, Kevin had also used intravenous heroin in the past. He generally consumed 
four to six alcoholic beverages on a daily basis. He reported no past testing for HIV 
or viral hepatitis, and refused testing at this time.

On physical exam he was a well developed, well nourished male in no apparent 
distress. There was an open 4 cm laceration on the left face, extending to about 2 cm 
below the eye. Other than the presence of several tattoos, the remainder of his 
physical exam was within normal limits.

The Ethical Dilemma

Due to the size and location of Kevin’s laceration, the emergency physician called 
the on-call surgical resident to suture and dress the wound. Informed consent was 
obtained, and the resident proceeded to clean the wound and suture it together. In 
the process, the resident sustained a needlestick injury that penetrated through his 
surgical gloves and into his skin, drawing a scant amount of blood. He immediately 
stopped the procedure, removed his gloves and thoroughly rinsed the puncture 
wound under the sink with soap and water. He then asked Kevin to give consent for 
HIV and viral hepatitis testing, but Kevin again refused, stating “I don’t have 
those.” When the surgical resident pleaded with him to give consent for the sake of 
his own possible exposure, Kevin replied, “that’s not my problem.”

Question for thought and discussion: Can Kevin be tested for HIV without 
consent in this case? How about for viral hepatitis?
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Question for thought and discussion: If Kevin refuses HIV testing, can a 
surrogate test, such as a CD4+-lymphocyte count, be ordered without his 
consent?

The Medicine

Needlestick injuries in health care personnel are common, with a frequency of 
greater than 600,000 incidents per year in the United States. It is also estimated that 
only half of the true total number of events are reported. Surgical residents are at 
particular risk for this injury for many reasons. They are continuously exposed to 
sharp instruments and blood while trying to develop their surgical skills. Data also 
suggests that their patient population has high prevalence rates of bloodborne 
viruses such as hepatitis B (HBV), hepatitis C (HCV), and human immunodefi-
ciency virus (HIV).

If a health care provider is exposed to a patient’s blood through a needlestick, 
they should immediately and thoroughly cleanse the area with soap and water and 
then notify their facility’s infection control department for advice regarding post-
exposure prophylaxis (PEP) to reduce HBV and HIV transmission. Currently, no 
PEP exists to prevent hepatitis C transmission.

After an occupational exposure with a single needlestick, the risk of hepatitis B 
transmission is extremely low for those health care providers who have been vacci-
nated for the virus. Without vaccination the risk of infection ranges from 6 to 30 
percent. Risks for hepatitis C and HIV infection are 1.8 percent and 0.3 percent, 
respectively. Between 1985 and 2001 the CDC reported a total of 57 documented 
and 138 possible cases of HIV transmission to health care personnel via occupa-
tional exposure.

CD4+-lymphocyte counts, from purely a medical standpoint, are not necessar-
ily an accurate surrogate marker for diagnosing HIV infection. Although the 
CD4+-lymphocyte count must be monitored in patients with known HIV disease 
to assess disease progression, there are persons living with HIV that do not have 
significantly suppressed CD4+-lymphocyte counts. These so-called long-term 
non-progressors (LTNP), accounting for approximately 1 to 5 percent of those 
infected with HIV-1, remain asymptomatic, have low or undetectable viral loads 
and maintain CD4+-lymphocyte counts > 500/µL for several years without the use 
of antiretroviral medications. These individuals are of great research interest for 
obvious reasons.

Additionally, there are persons with low CD4+-lymphocyte counts who do not 
have HIV infection. One study of sexually active, heterosexual women in New 
York, who did not have a history of intravenous drug use and were HIV-1 nega-
tive, estimated that, at any given time, up to 4.1 percent may have a transient 
absolute CD4+-lymphocyte count less than 300/µL. Aside from HIV infection, 
lymphocytopenia may be due to other autoimmune diseases, infections, medica-
tions, and lymphoma. Idiopathic CD4+ lymphocytopenia (ICL) has also been 
described.



The Law

Informed consent is not required to test a patient for viral hepatitis in any state. With 
the exception of HIV tests and certain genetic assays, most patient testing falls into 
the blanket category of general consent for medical care, and this is usually included 
in a document that a patient signs when entering a health care facility for evaluation 
and treatment. Thirty-two states legally require verbal or written informed consent 
from a patient prior to HIV testing (see Table 19.1), and almost all states have some 
form of mandatory pre-test counseling required. However, there are currently no laws 

Table 19.1 States with laws requiring written 
or verbal informed consent prior to testing a 
patient for HIV infection

Alabama
Arizona
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Hawaii
Illinois
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Montana
New Hampshire
New Jersey
New Mexico
New York
North Dakota
Ohio
Oregon
Pennsylvania
Rhode Island
Tennessee
Texas
Vermont
Washington
West Virginia
Wisconsin

Source adapted from: Hodge JG. Advancing 
HIV prevention initiative - a limited legal analy-
sis of state HIV statutes. Initial Assessment for 
the Centers for Disease Control and Prevention. 
As of September 30, 2004. Acquired from:
http://www.publichealthlaw.net/Research/PDF/
AHP%20Report%20-%20Hodge.pdf. Accessed 
October 15, 2007.
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that specifically call for informed consent before performing surrogate tests on a 
patient, such as CD4+-lymphocyte counts or HIV viral loads. Circumventing consent 
laws by using such assays may be considered by many to be deceitful, but legal prec-
edent against this practice has not yet been established. Many states have regulations 
allowing caregivers a waiver to test individuals for HIV without obtaining their con-
sent, but generally this is reserved for circumstances when the patient does not have 
the capacity to provide consent (see Table 19.2).

Based on CDC recommendations for national surveillance of HIV infection, 47 
states and the District of Columbia report new diagnoses to the CDC using a confi-
dential, name-based system. The three other states (Hawaii, Maryland, and Vermont) 
use a confidential code-based system. It is important to note that, in 42 states, there 
are also regulations mandating the reporting of CD4+-lymphocyte count results, and 
43 states require the reporting of HIV viral load test results (see Table 19.3). This 

Table 19.2 States with laws allowing non-consented testing of HIV in 
patients without the capacity to provide consent

States permitting non-consented HIV testing if the treating physician 
believes that test results directly and immediately will improve the 
patient’s medical care:

Alabama
Arizona
Arkansas
Colorado
Connecticut
Delaware
Hawaii
Illinois
Indiana
Kentucky
Mississippi
New Hampshire
Utah

States permitting non-consented HIV testing in emergency situations:
Georgia
Pennsylvania
New Mexico
Ohio
West Virginia
Wisconsin

States permitting non-consented HIV testing if a surrogate individual 
provides consent:

California
Florida
Maryland
Montana
New York
North Carolina
North Dakota
Rhode Island

Source adapted from: Halpern SD. HIV testing without consent in criti-
cally ill patients. JAMA. 2005;294:734–737.



Table 19.3 States requiring reporting of CD4+-lymphocyte 
count and HIV viral load results by the testing laboratory

States requiring CD4+-lymphocyte count results to be reported:
Alabama
Alaska
Arizona
Arkansas
Colorado
Connecticut
Delaware
District of Columbia
Florida
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Minnesota
Mississippi
Missouri
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
Tennessee
Texas
Utah
Washington
West Virginia
Wisconsin
Wyoming

States requiring HIV viral load results to be reported:
Alaska
Arizona
Arkansas
California

(continued)
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reporting is done regardless of whether the patient’s HIV status is known, with the 
purpose of improving surveillance of HIV-related illness. Therefore, someone who 
has not provided informed consent for HIV testing, but is screened by a caregiver 
with a test such as a CD4+-lymphocyte count without their knowledge or consent, 

Table 19.3 (continued)

Colorado
Delaware
District of Columbia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Source adapted from: CDC (www.cdc.org). State listings as of 
January 2005. Threshold laboratory values for which reporting is 
mandated varies with individual states; refer to the CDC website 
for further details.

www.cdc.org


may still have this laboratory information reported to a national, government-
 associated database.

The Ethics

The surgical team should use the Principle of Beneficence and the Principle of Non-
Maleficence to determine if HIV or other surrogate testing would be in Kevin’s best 
interests. It could be argued that, if Kevin does have HIV, it is better for him to 
know this as soon as possible so that he can begin treatment. If the test is positive, 
the practitioners could prevent the harm to Kevin that would come from being 
infected with HIV and going without treatment. This is particularly important now 
that antiviral drugs have proven to be successful in prolonging the lives of those 
with HIV. However, the surgical team must also consider the possibility that testing 
Kevin could cause him harm. Because the confidentiality of positive test results is 
protected under state laws, it is unlikely that any harm would come to Kevin, even 
if he tests positive.

Considering the harm that could be prevented, and the fact that no harm would 
be done by the tests, it appears that ordering an HIV or surrogate test for Kevin 
would be in his best interests. This would be true even if Kevin’s health is not the 
primary motivation for ordering the HIV or surrogate test. In fact, because this is 
not the primary motivation, it is especially important that these principles are used 
to determine the impact on Kevin’s interests if any of these tests are done.

According to the Principle of Respect for Autonomy, Kevin would normally be 
permitted to refuse the HIV test as well as the surrogate tests. However, like all of 
the principles of medical ethics, this is not an absolute principle. It may be out-
weighed by more important considerations in a moral dilemma. In this case, the 
requirement to allow patients to accept or refuse medical interventions is out-
weighed by the importance of preventing harm to the surgical resident from having 
been infected with the AIDS virus and not getting treatment.

We can justify overriding the Principle of Respect for Autonomy by comparing 
what is lost when a patient’s autonomy is violated and what is lost when it is hon-
ored. If Kevin is tested for HIV, against his wishes, he will lose some of his privacy 
in the sense of control over information about his medical status. If he tests positive 
he will be informed of this and several other people will have this information, 
including the surgical resident. On the other hand, if Kevin’s autonomy is honored 
and he is not tested, the surgical resident will not know his own risk for HIV infec-
tion and Kevin, if he is infected with the virus, will lose the opportunity to begin 
antiviral drugs for HIV.

Based on these ethical principles it would be morally justified to order the HIV 
test without Kevin’s consent, even though it is illegal. It is somewhat surprising that 
state laws do not include testing after accidental exposure to a patient’s blood as an 
exception to the informed consent requirement for HIV testing. This seems obvi-
ous, given the success of antiviral drugs in combating HIV. In the case of accidental 
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exposure to HIV, as in this case, practitioners should check with hospital legal 
counsel to determine the current law regarding HIV testing in their individual 
states, as these laws may change over time.

Because it is illegal to perform the HIV test against Kevin’s wishes, it would be 
better to order one of the surrogate tests that can be done without consent, if the 
surgical residents and faculty believe it would be helpful to the resident involved in 
this case. It will be important, however, to inform Kevin that the test will be done 
and the reasons for it and to provide him with the test results when they are availa-
ble. If the results indicate that Kevin may be infected with HIV, he should also 
receive counseling and a referral for follow-up medical care. It would only be 
deceptive if the HIV test or surrogate tests were done without Kevin’s knowledge.

The Principle of Respect for Dignity includes the requirement to respect the 
confidentiality of a patient’s medical condition, including the results of medical 
tests. However, confidentiality may be overridden by the need to prevent harm to 
others. This is a morally justified exception to medical confidentiality and is recog-
nized by law as well. This explains why positive HIV tests, as well as positive tests 
for other communicable diseases, are reportable to the Public Health Department.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a patient declined to consent for HIV testing, even after their physician 
was injured by a needlestick during their care. Why is general consent for medical 
evaluation and treatment inadequate to cover consent for HIV testing and certain 



Case 20
When Patient Non-Adherence Dictates 
Therapeutic Options

The Patient

Samantha R. is a 32-year-old female with a past medical history of end-stage renal 
disease from post-streptococcal rapidly progressive glomerulonephritis (RPGN) at 
age 19, who received a cadaveric renal transplant at age 24. At 28-years-old, her 
fiancé was killed in a motorcycle accident. After this event, she became depressed 
and stopped taking her immunosuppressant medications. Subsequently, her trans-
plant failed and she has since been on hemodialysis. Her depression was well-
controlled after these events on one medication, and this treatment was eventually 
discontinued altogether with no further episodes of depression. She has been adher-
ent with all medical recommendations and treatment since the transplant failure.

At her most recent dialysis treatment she complained of fevers and rigors at 
home. Blood cultures were drawn and it was found that Samantha had gram-
 negative rod bacteremia. She was directly admitted to the hospital for intravenous 
antibiotic therapy. Physical exam was unremarkable on admission. Laboratory 
work-up was notable only for her renal disease and bacteremia. Chest radiography 
and electrocardiogram were within normal limits.

The Ethical Dilemma

Samantha was initially started on broad spectrum antibiotics, which were then 
changed to a narrower spectrum choice based on further blood culture identification 
and sensitivity data. She had excellent response to treatment and her hospital course 
was otherwise uncomplicated. Prior to discharge, she told her primary physician 
that she was tired of the limitations of life on hemodialysis, such as the treatment 
schedule, the symptoms of fatigue, and the complications such as bacteremia. She 
stated that her sister was willing to be a living organ donor for her so that she could 
have a second chance at transplantation.

Questions for thought and discussion: Can Samantha be a transplant recipi-
ent a second time, after non-adherence to therapy caused failure of her first 
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transplant? What if the episode of non-adherence was due to a reversible and 
theoretically non-recurring cause, such as grief reaction?

The Medicine

End-stage renal disease (ESRD) is a common problem in the United States, with a 
point prevalence of 472,099 patients under treatment for this condition as of December 
31, 2004. The most common causes are diabetes and hypertension, but glomerulone-
phritis and cystic kidney disease contribute the majority of the remaining cases. 
In 2004, a total of 335,963 patients in the United States received dialysis and 16,905 
kidney transplants were performed. Of the transplants, approximately 60.5 percent 
were cadaveric, 25.6 percent were from a living related donor and 13.7 percent were 
from a living unrelated donor. Based on Organ Procurement and Transplantation 
Network (OPTN) data, as of August 20, 2007, there are 72,820 active waiting list 
candidates for a renal transplant. The median wait time for patients to receive a donor 
kidney is 38.8 months, according to five years of data from the Scientific Registry of 
Transplant Recipients. Cadaveric renal transplants generally have an average lifespan 
of eight years, whereas living donor kidneys last about 11 years. The 10-year survival 
rates for patients on dialysis, following cadaveric renal transplantation, and following 
living donor renal transplantation are 10 percent, 59.4 percent and 75.6 percent, 
respectively. According to 2004 data the total Medicare cost for patients undergoing 
dialysis therapy that year was $16.3 billion, and just over $1 billion was spent on costs 
related to renal transplantation. The costs per-patient-per-year, however, are greater 
for transplant patients than dialysis patients – $99,000 versus $66,650.

Although receiving a renal transplant mandates that a patient take immunosuppres-
sant medications daily for the life of the transplanted organ, most patients prefer the 
freedom of having a transplant to the requirements of ongoing dialysis therapy and the 
symptoms and dietary restrictions of living with ESRD. Due to the large number of 
patients awaiting donor kidneys and the long wait times associated with receiving one, 
transplant centers do rigorous evaluations before accepting a candidate onto their recipi-
ent waiting list. In addition to thorough medical evaluations to ensure that the transplant 
surgery will be tolerated, patients must meet certain other criteria, established to help 
ensure the highest likelihood of graft success. Although standards may vary at different 
centers, a general consensus is that the patient may not have advanced cardiac or pulmo-
nary disease, severe neurologic or psychiatric illness, metastatic cancer, active infection, 
ongoing substance abuse, or a history of non-adherence to medical therapy. Historically, 
centers have varied on their willingness to transplant solid organs to patients that are 
HIV-positive, although recent data from Qiu, et al. suggests that five-year patient and 
transplant survival rates may be similar for patients with and without HIV infection who 
receive organs from the same donor. HIV seropositivity is generally not considered any 
longer to be an absolute contraindication to receiving an organ transplant.

Patients with a history of treatable, mild depression are generally not excluded 
from organ donation waiting lists. However, it is less likely for a patient who 



rejected a transplanted kidney due to non-adherence with immunosuppressant ther-
apy to be approved for receiving a second transplant. Patients generally undergo the 
same screening process for transplantation, regardless of the source of the donor 
organ (i.e., cadaveric or living related donor). Simply having a relative willing to 
donate a kidney should not make the transplant team more likely to proceed with 
transplantation as much as the encouraging results of a thorough psychiatric evalu-
ation of this patient would.

The Law

In 1968, the Uniform Anatomical Gift Act was passed by the U.S. Congress allowing 
individual 18 years or older to donate organs for medical purposes with a simple wit-
nessed document, such as a donor card. The act was adopted by all 50 states and the 
District of Columbia. The National Organ Transplant Act of 1984 established a grant 
and contract for an organ procurement and transplantation network, which also 
expressly prohibited the buying and selling of organs. In 1986 the United Network for 
Organ Sharing (UNOS) was awarded the federal contract to operate the Organ 
Procurement and Transplantation Network (OPTN). UNOS registers patients for 
transplant, matches donors to recipients, and coordinates the organ sharing process.

According to the UNOS website, living related kidney transplants have been done 
since 1954, with living donors usually related to recipients by blood. Potential living 
donors must be in good health and between 18 and 60 years of age. They must pro-
vide a medical history, have a complete physical exam, and go through a series of 
screening tests, including tissue typing and blood type compatibility tests. With any 
living donation, the donor’s expenses for “travel, housing, and lost wages” may be 
covered without violating the prohibition against buying or selling organs (National 
Organ Transplant Act, section 301).

There is presently no law concerning second transplants. Samantha’s primary care 
physician may send her name and medical record to the transplant center in her area. 
Each individual transplant center determines who is accepted into the transplant pro-
gram and registers accepted patients with UNOS, which places accepted patients on 
the national waiting list. Upon receiving Samantha’s sister’s medical information, the 
transplant center will determine if she is a tissue match for Samantha.

The Ethics

Samantha’s primary physician should use the Principle of Beneficence and the 
Principle of Non-Maleficence to determine whether or not to recommend her for a 
second kidney transplant. Notice, first, that these two principles are focused exclusively 
on the patient, so that the sister’s best interests are not considered, nor are the interests 
of the society, when these principles are applied. A second transplant would promote 
good for Samantha by improving her quality of life in the short-term and, perhaps, by 
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saving her life in the long-term. It would help prevent the harmful consequences of 
ESRD that Samantha is experiencing now (e.g., infections, fatigue, and limitations of 
dialysis). The harm that may come to Samantha includes the risks of the transplant sur-
gery and the side effects of the immunosuppressant medications she must take for the 
rest of her life. Considering these risks and benefits, it could be argued that a second 
transplant would be in Samantha’s best interests.

It might appear that, based on the Principle of Respect for Autonomy, Samantha’s 
physician should submit her name to the transplant program for a second transplant 
simply because she has requested this. However, this principle requires only that 
capable patients be allowed to accept or refuse recommended medical interven-
tions. The principle will only apply, in this case, if Samantha’s physician believes 
a second transplant would be in her best interests and recommends this to her.

Based on the Principle of Respect for Dignity, Samantha’s physician may also 
consider the importance of the family relationships involved, since Samantha’s sis-
ter seems to want to donate her kidney out of love and concern for Samantha.

According to the Principle of Distributive Justice, health care resources should 
be distributed fairly among the members of society. Organs for transplantation are 
among the most valuable and scarce of these resources. This raises the question of 
whether a second kidney transplant for Samantha, after her noncompliance caused 
the failure of her first transplant, would be a fair distribution of transplantable 
organs. However, Samantha’s physician should not make this determination. This 
is up to the transplant center and the United Network for Organ Sharing, whose 
function is to insure the fair and equitable distribution of transplantable organs. 
Samantha’s primary physician should decide whether to recommend her for a sec-
ond transplant based exclusively on her best interests.

If Samantha is recommended for another transplant, the transplant program will 
consider her noncompliance, her depression and its cause, as well as her renewed 
compliance following the successful treatment of her depression. The transplant 
physicians should place a great deal of weight on the reasons for Samantha’s non-
compliance with therapy following her first transplant. Her grief after losing a 
cherished loved one understandably caused a depression that made it difficult for 
her to comply with post-transplant therapy. She may have felt that she had little 
reason to go on living. The fact that her depression was successfully treated and that 
she has been compliant with all medical recommendations since then should indi-
cate a willingness to be compliant in the future. Because her noncompliance can be 
traced to a treatable depression, with an understandable cause, she may still be a 
viable candidate for a second transplant.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 



laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case, a patient desired a second chance at receiving a renal transplant after 
non-adherence with therapy caused the first transplanted organ to fail. Why is it that 
certain medical interventions, such as organ transplantation and the medical treat-
ment of hepatitis C and HIV, require that a patient prove themselves “reliable” 
before treatment is given? What is it about these specific interventions that set them 
apart from other ones that have little or no eligibility criteria to be met? How does 
one objectively determine that a patient is deserving of the treatment opportunity? 
Is the placing of limitations on treatment options overly paternalistic?
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The Patient

Andrew N. is a 47-year-old male with a past medical history of alcohol and 
 intravenous drug use, hepatitis C, and cirrhosis. He was brought to the Emergency 
Department by his parents who had come to his apartment to check on him after 
not hearing from him for several days. He was in an altered mental state on present-
ation; he was lethargic, confused, and disoriented. Minimal verbal history could be 
obtained from Andrew himself. Per his parents, Andrew had an extensive history of 
heroin addiction and had failed multiple past attempts at rehabilitation. He had not 
sought medical care otherwise in several years. He took no medications and had no 
known drug allergies. In addition to his alcohol and drug abuse, Andrew had a 50 
pack-year history of tobacco use. He had been previously married, but was divorced 
and long estranged from his ex-wife. He had no known children.

On physical examination, he had low-grade fever and borderline hypotension. 
He was cachectic, visibly jaundiced, and had marked icterus. Mucous membranes 
were very dry. His neck was supple, and there was no lymphadenopathy. Heart and 
lung exams were unremarkable. His abdomen was mildly distended and tender dif-
fusely to deep palpation. Lower extremities had trace edema bilaterally. His neuro-
logic exam was grossly non-focal, but asterixis was present.

Laboratory evaluation was remarkable for marked transaminitis, hyperbiliru-
binemia, elevated ammonia, and a moderate coagulopathy. In addition, he was 
pancytopenic and had pre-renal azotemia. A urine drugs of abuse screen was posi-
tive for opiates and cocaine. Andrew’s parents consented for him to be tested for 
HIV, which later came back positive. A CT of the abdomen and pelvis demon-
strated a large mass in the head of the pancreas, multiple liver nodules, and exten-
sive  intraabdominal lymphadenopathy – most consistent with a diagnosis of 
pancreatic cancer. Andrew’s parents were notified of the findings to date, and the 
high likelihood that he had a terminal cancer. Subsequent tissue biopsy confirmed 
the diagnosis.

From: Evidence-Based Medical Ethics 167
By: J.E. Snyder and C.C. Gauthier © Humana Press, Totowa, NJ

Case 21
When Family Members Limit Caregiver–Patient 
Communication



168 

The Ethical Dilemma

On admission, Andrew had been started on intravenous fluids and lactulose for 
presumed hepatic encephalopathy. With this intervention he began to show signs of 
slightly improved mental status and became increasingly more alert and conversive. 
However, he remained disoriented to time and date, and only intermittently knew 
he was “in the hospital.” During a family meeting with the health care team, 
Andrew’s parents requested that Andrew not be told of his pancreatic cancer diag-
nosis, even if he were to become more oriented. They argued that “he’s had such a 
hard life” and that he should be spared the devastating news and just be made com-
fortable since his diagnosis was terminal. They also requested that his new HIV 
diagnosis be kept off his death certificate when he died. They stated that they came 
from a small town, and that “word gets out about such things” and they “don’t want 
everyone in town knowing he had AIDS.”

Questions for thought and discussion: Can the medical team follow the 
request of Andrew’s parents and not share the cancer diagnosis with him? 
What are the team’s obligations to Andrew and his parents in this regard?

Questions for thought and discussion: Under what circumstances, if any, 
should a health care provider withhold information from a patient? Is the 
assessment of a patient’s capacity to make health care decisions also the 
determinant of their ability to handle information about their condition?

Question for thought and discussion: Can the medical team agree to the 
other appeal of Andrew’s parents, to not write HIV as a contributing factor 
on his death certificate when he passes away?

The Medicine

According to the CDC, the overall number of patients becoming newly infected 
with hepatitis C is declining, although 4.1 million Americans have been infected 
with the virus and 3.2 million are chronically infected. The most common route of 
transmission is through injection drug use (IDU). For persons with a five year his-
tory or more of IDU, it is estimated that 60 to 80 percent are infected with hepatitis 
C. Up to 10,000 people die annually due to hepatitis C-related liver disease, and 
annual health care costs related to hepatitis C are around $600 million.

Although male-to-male sexual contact remains the most common route of trans-
mission in AIDS cases to date (59% of cases), the CDC reports that, as of 2005, 
approximately 22 percent of cases in adult and adolescent males are attributable to 
IDU alone, and an additional 8 percent is due to high risk heterosexual contact. In 
adult and adolescent females, IDU accounts for 40 percent of cases, whereas 
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56 percent are due to high risk heterosexual contact. About 30 percent of persons 
with five or more years’ history of IDU will become infected with HIV.

The risk factors for developing pancreatic cancer are poorly understood, and there is 
no known correlation between the malignancy and hepatitis C or HIV infection. 
Pancreatic cancer is the tenth most common cancer among men, and ninth among 
women in the United States; however, it is the fifth most common cause of cancer death 
in the combined group. It is estimated that, in 2007, there will be 37,170 new cases of 
pancreatic cancer diagnosed, and 33,370 will die of the disease. The poor survival rates 
seen with pancreatic cancer are due largely to the fact that it is usually diagnosed late in 
its progression to a surgically-incurable, advanced stage, when symptoms first become 
prominent. Median survival after diagnosis is four to six months.

The Law

Until recently it was an accepted part of medical practice to withhold the truth about 
a terminal illness from the patient. Family members would often be informed about a 
dire diagnosis and prognosis, rather than informing the patient themselves. It was 
believed that knowing the truth would eliminate the possibility of hope in the patient, 
that they would give up and no longer fight for life, so that death might come sooner. 
This attitude began to change when the Principle of Respect for Autonomy came into 
prominence. Practitioners realized that patients would not be able to make plans for 
their last days, for their families, or for end-of-life care if they didn’t know the truth 
about their medical conditions.

Although a number of court cases, such as Canterbury v. Spence (1972) and Cobbs 
v. Grant (1972), have established the legal right to information prior to consent for 
medical procedures, a legal right to the truth about a patient’s medical condition has 
not been tested in the courts. Disclosure has usually been discussed in the context of 
voluntary informed consent, rather than disclosure of a patient’s diagnosis and prog-
nosis, when there are no viable treatment options.

According to the American Medical Association’s Code of Medical Ethics, 
“Patients have a right to know their past and present medical status and to be free 
of any mistaken beliefs concerning their conditions.” A new subsection, added in 
2006, includes the following statement: “Withholding medical information from 
patients without their knowledge or consent is ethically unacceptable.” The Ethics 
Manual of the American College of Physicians discusses the disclosure of uncom-
fortable information, as in cases where the “illness is very serious.” Here, the man-
ual recommends that “Upsetting news and information should be presented to the 
patient in a way that minimizes distress.”

All states use a standard format for death certificates that is based on national 
recommendations from the National Center for Health Statistics. In Andrew’s case, 
if the primary cause of death is not related to HIV infection, then it should not be 
listed in this section of the death certificate (Cause of Death, Part I). There is a sec-
ond section on the certificate (Cause of Death, Part II), where other conditions that 
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contribute to a patient’s death – but did not result in the death itself – should be 
listed. It is at the certifying physician’s discretion to list conditions that he or she 
finds to be relevant to the patient’s death. One could argue that Andrew’s HIV was 
not a contributing factor to his death and could potentially be excluded from the 
death certificate. As an official document of public record that will be used for the 
study of national health statistics and that the certifier seals with a signature, it is 
vital that the death certificate be completed with complete honesty and sound judg-
ment, and that all pertinent information is documented.

The Ethics

In deciding whether or not to tell Andrew about his diagnosis, the medical team 
could use the Principle of Beneficence and the Principle of Non-Maleficence. 
Keeping this information from Andrew, as his parents have requested, may tempo-
rarily prevent the fear, anxiety, and other emotional suffering created by knowing 
that he is likely to die soon. However, these emotional reactions will occur later, as 
Andrew’s cancer advances and his symptoms remain unexplained. While there is 
some immediate harm prevented, there is also harm done by withholding this infor-
mation from Andrew.

If he doesn’t know the truth, Andrew cannot make any decisions or plans for the 
end of his life, if he becomes more cognitively aware. Then he will need to decide 
if he wants to die at his parent’s home, in the hospital, or in a hospice facility, and 
whether or not to have a Do Not Resuscitate Order. He is also likely to have finan-
cial decisions to make and even simple choices such as who to see and how to spend 
his last few months.

Even if Andrew is not able to make any of these decisions or be released from 
the hospital, he will be harmed later by the confusion, fear, and anxiety of not 
knowing why his condition is getting worse and he is being kept in the hospital.

Whatever Andrew’s ability is to make health care decisions, it would be in his 
best interests to be told the truth about his illness. Most importantly, it is not up to 
his parents to make this decision. Andrew is the medical team’s patient and it is 
Andrew’s best interests that must determine their actions. Their responsibility, here, 
is to Andrew and not his parents, based on the patient-physician relationship.

According to the Principle of Respect for Dignity, the medical team should treat 
Andrew’s parents with respect for their relationship with him and their emotions in 
this difficult situation. They naturally want to shield him from further suffering. 
However, respect for the parents’ dignity is overridden, in this case, by respect for 
Andrew’s autonomy and his dignity as a person. Andrew may recover his decision-
making capacity so that he is able to make health care decisions for himself, for 
example to refuse or accept treatment, including experimental treatment for the 
pancreatic cancer, and whether or not to have CPR and other life-prolonging inter-
ventions at the end of life. Even if Andrew never regains the capacity to make seri-
ous medical decisions, he still needs to know he is dying so he can decide how and 
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where he wants to spend his last days and make other simple life choices about his 
surroundings and his relationships with others.

According to the Principle of Veracity, Andrew must be told the truth about his 
medical condition while he is conscious, alert, and communicative, even if he is 
unable to make medical decisions or simple life choices. An important part of being 
respected as a person and being treated with respect and dignity is being told the 
truth about one’s own medical situation. Andrew needs to be given the opportunity 
to understand what is wrong with him, the cause of his symptoms, and his ongoing 
medical care as the cancer advances.

There is no reason to withhold this kind of information from an adult patient 
who is conscious and communicating with the medical team. Andrew’s ability to 
handle information about his condition is irrelevant. This is not something that the 
medical team can ever predict accurately and is not up to the team to determine. 
If patients do not understand the information provided to them, they will either ask 
questions or not, as their cognitive abilities permit. They must, at least, be given the 
chance to process this information, whether or not they can do so in the end.

Furthermore, the capacity to make medical decisions is not relevant to the 
patient’s right to the truth. Even a young child or a patient with Alzheimer’s disease 
deserves the respect, based on the Principle of Respect for Dignity, of being 
informed about what is being done to them and why. Although they may not be able 
to make decisions about their own treatment, they can be told, in language they can 
understand, why certain decisions are being made.

It seems clear that HIV should not be listed on Andrew’s death certificate and 
would not be, even without the parents’ request. If Andrew dies from the advancing 
pancreatic cancer, as seems likely, HIV will not have been the primary cause of 
death. It will not even have been a contributing factor. The only reason HIV might 
be put on the death certificate is if state law requires this for the protection of funeral 
home personnel or for the purpose of gathering vital statistics data. To adequately 
answer this question the medical team should ask the hospital legal department 
about relevant state laws concerning the identification of deceased HIV patients.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medical 
literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
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family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a family requested that certain information be kept from a patient to 
“spare him” the bad news. Would this case have been different if the patient were 
a child or an adolescent? What if the patient was elderly and the surrogate decision 
maker was their adult child?
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genetic assays? Is the stigma of HIV infection as relevant an argument now for 
special testing status as it was when the virus was newly discovered? Should testing 
for all reportable conditions require informed consent?
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Case 22
When a Patient Requires Significant 
Medical Resources

The Patient

Pamela B. is a 52-year-old female with a past medical history of alcohol and drug 
abuse, hepatitis C, cirrhosis, hepatic encephalopathy, and two prior episodes of 
upper gastrointestinal bleeding due to gastric ulcer. She presented to the Emergency 
Department with a two-week history of worsening ascites and a one-day history of 
hematemesis. Over the previous two weeks the patient noted worsening abdominal 
distention and, several days later, began to notice she was having black, tarry stools. 
On the morning of admission, she additionally had three episodes of large, frank 
hematemesis, prompting her to seek medical assistance. Pamela reported routine 
adherence with her home medications which included furosemide, spironolactone, 
and lactulose. She had a 30 pack-year history of tobacco use, prior use of heroin by 
injection, and ongoing consumption of up to a pint of hard liquor daily.

On physical examination, Pamela’s vital signs were notable for a blood pressure 
of 92/57. She appeared to be uncomfortable and had mild jaundice. She was ori-
ented to person and place, but not date or time. Her heart was regular and without 
murmurs, rubs, or gallops. Lungs were clear to auscultation bilaterally. Her abdo-
men had normoactive bowel sounds, but was grossly distended with ascites, and 
there was moderate diffuse tenderness to palpation. There was trace bilateral pedal 
edema. Neurological examination was normal. On rectal examination, external 
hemorrhoids were noted. Stool was black in color and strongly hemoccult 
positive.

A nasogastric tube was placed and red blood was aspirated. This did not clear with 
flushing, using 1L of normal saline. Laboratory evaluation was remarkable for a 
slightly elevated blood urea nitrogen (BUN) level, moderate transaminitis, a conju-
gated bilirubin of 4.1 mg/dL, and an international normalized ratio (INR) of 2.7. The 
Model for End-Stage Liver Disease (MELD) score was calculated to be 24. Her com-
plete blood count was notable for a hemoglobin of 7.4 mg/dL, a hematocrit of 22.1 
and a platelet count of 21,000. A urine drugs-of-abuse screen was negative and serum 
alcohol was not detected. Diagnostic paracentesis was consistent with ascites due to 
portal hypertension, and there was no evidence of peritonitis. A blood type and screen 
was sent, and a gastroenterology consult called for endoscopy. Serial hemoglobin/
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hematocrit levels were ordered for every four hours. The patient was started on intra-
venous fluids and a proton pump inhibitor, and was admitted to the hospital.

The Ethical Dilemma

Pamela’s next hemoglobin and hematocrit resulted as 5.1 and 15.4, respectively, 
and so four units packed red blood cells were transfused, along with four units of 
fresh frozen plasma (FFP) and a 10-pack of platelets. Additionally 10 mg of vitamin K 
was administered. She was brought emergently to upper endoscopy where her 
stomach was noted to be full of blood, and an actively bleeding gastric ulcer was 
found. The area was cauterized, clipped in three places, and injected with epine-
phrine. Pamela was transferred to the intensive care unit where she was subse-
quently noted to have a continued drop in her hemoglobin/hematocrit. After more 
transfusions she was brought back to endoscopy and continued bleeding from her 
ulcer site was noted. More cautery, clipping, and epinephrine injections were done, 
but some oozing of blood from the ulcer site was still noted. The surgery team was 
consulted to consider partial gastrectomy, but Pamela was deemed too poor a surgi-
cal candidate due to a high intraoperative risk for mortality. Since reversal of coagu-
lopathy did not occur with the previous vitamin K dose, transfusion with FFP was 
continued along with more red blood cells and platelets.

During her hospital course Pamela’s mental status remained somewhat altered, 
presumably from hepatic encephalopathy. Her family was notified continuously of 
her poor condition. They agreed to a Do Not Resuscitate or Intubate (DNR/DNI) 
code status for her, but still wanted every other medical intervention done to try and 
save her life. A third upper endoscopy was deemed unlikely to be beneficial when 
her blood counts continued to trend down, despite having received a total of 20 
units of packed red blood cells, 12 units of fresh frozen plasma, and six 10-packs 
of platelets. It was at this time that the hospital blood bank called the primary medi-
cal team with their concern about her high transfusion needs.

Questions for thought and discussion: Should a limit be placed on how 
many blood products a patient should receive, based on resource availability? 
If so, how would one determine such a limit? If not, can one justify using 
resources up that may help other patients?

The Medicine

The MELD score is based on an equation that incorporates the serum bilirubin, 
creatinine, and INR, and has been a validated predictor of three-month mortality in 
end-stage liver disease (ESLD). The United Network for Organ Sharing (UNOS) 
uses MELD scoring to assist in allocating liver transplants to waiting list  candidates, 



and helps prioritize recipients by need rather than wait-time. In a patient with a 
MELD score of 24, there is a predicted three-month mortality rate of 50 to 76 
percent.

In 1996 Rockall, et al. developed a risk assessment system to evaluate prognosis 
in patients after upper gastrointestinal bleeding. Based on age, presence of shock, 
comorbid illness, etiology of the bleed, and stigmata of the hemorrhage, the risk of 
rebleeding and death may be estimated. Pamela has the highest possible score 
(eight) using the Rockall method, which is associated with a 41.1 percent mortality 
rate.

Massive blood transfusions may be required to treat certain patients, particularly 
those who have suffered trauma, gastrointestinal bleeding, and leaking abdominal 
aortic aneurysm. One study by Harvey, et al. looked retrospectively at the outcome 
of 43 such patients over a one year time period. Collectively, these patients con-
sumed 16 percent of the medical center’s blood products and had a 60 percent 
overall survival rate. Mortality was notably higher (74%) in those 19 patients who 
developed coagulopathy.

The 2005 Nationwide Blood Collection and Utilization Survey suggests that the 
nation’s blood supply in the prior year was in a surplus status, with 648,000 more 
units of whole blood and packed red blood cells collected than transfused. There 
were 85.6 units of these specific products collected per thousand donor population, 
and 49.6 units transfused per thousand total population. Although the nation’s over-
all transfusion needs were met over the year, shortages at local sites did occur. For 
example, 135 hospitals reported cancelling elective surgeries on a total 546 patients 
due to shortages in their blood product stores. In the survey the mean of the average 
amount paid per unit of red blood cells transfused was $201.07*, per unit of fresh 
frozen plasma was $56.29**, and per unit of whole blood-derived platelets was 
$63.67***. Using these mean per unit values, Pamela has already consumed 
$8,517.08 in blood products alone.

The Law

When Pamela presented to the Emergency Department, the medical team was correct 
to admit her to the hospital and attempt to control her bleeding with transfusions of 
blood products and endoscopy. Her need for blood was emergent and endoscopy 
was unsuccessful in controlling her bleeding, so the use of so many units of blood 
was appropriate at the beginning of her hospital course. However, once the hospital 

* Assumes O-positive blood type, leukocyte-reduced, non-irradiated, not 
cytomegalovirus-negative
** Assumes type AB, with a 250mL volume
*** Assumes not leukocyte-reduced, non-irradiated, and with three days remaining before 
 product expires
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blood bank called to express their concern about Pamela’s high transfusion needs, 
the situation needed to be re-evaluated.

Under the Public Health Service Act (1975) hospitals receiving federal funds for 
building or renovation must provide emergency care to all patients residing in the 
service area, without discrimination on any basis unrelated to the patient’s need or 
the availability of services. In this case, it would not violate federal law to limit the 
further use of the hospital’s store of blood products for Pamela. Services must be 
provided if they are available, and Pamela’s need for blood has begun to threaten 
the availability of blood products for other patients.

Any hospital in a mid-sized or large city must have blood products on hand for 
the emergency care of trauma victims, such as those in car accidents or those with 
gunshot or knife wounds. The hospital blood bank should use their records to deter-
mine how much blood they will need, until more becomes available. Then they 
must make sure they retain at least this amount, even if it means they cannot pro-
vide as much as may be needed by this patient.

Based on federal law, the medical team would have been legally protected had 
they informed Pamela’s family that her blood transfusions would have to be limited 
based on availability and the needs of other patients. The medical team would also 
have been wise, in this case, to consult with the legal department before actually 
stopping Pamela’s transfusions on the basis of availability, since she is very likely 
to die as a result.

The Ethics

Pamela’s family is attempting to promote her best interests by asking that everything 
be done to save her life. The medical team, however, is in a better position to deter-
mine what would really be in Pamela’s best interests, based on their ongoing moni-
toring of her condition. Employing the Principle of Beneficence, it would appear that 
continued blood transfusions would promote good for Pamela, in the sense of saving 
her life, and prevent the suffering and death that will result from her uncontrolled 
loss of blood. Since the attempts at surgical intervention have not been successful, 
continued blood transfusions seem to be the only way to acutely prevent her death.

However, turning to the Principle of Non-Maleficence, if the medical team 
cannot control the bleeding, they may be prolonging Pamela’s suffering with 
continued blood transfusions. With her End-Stage Liver Disease, Pamela is likely 
to decline, even if her bleeding is controlled at this point. The medical team 
should consider her quality of life, as well as the length of her life. Considering 
the harm that may be done, it is not clear that it is in Pamela’s best interests to 
continue the blood transfusions. The medical team may also be coming to the 
realization that the blood transfusions will have to be considered ineffective in 
controlling her bleeding.

The Principle of Respect for Autonomy will not apply directly to this case since 
Pamela is not able to express her wishes. However, the family can be engaged in a 
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discussion about what they think she would want, given her condition and her 
chances for recovery. Thus, they will need to be fully and honestly informed about 
her condition and her prognosis, as the situation unfolds.

Based on the Principle of Respect for Dignity the family must be treated with 
respect for their emotions, their relationships with Pamela, and their reasonable 
goals for her. If they do not know what she would want, they should consider what 
would be in her best interests in the long-term. They should be encouraged to con-
sider her quality of life, now that attempts at controlling her bleeding have proven 
to be unsuccessful. They may also need to know she has End-Stage Liver Disease 
and is not going to be acutely a candidate for a liver transplant since she is continu-
ing to have active bleeding and has a history of ongoing alcohol abuse. This may 
help them realize that their original goals for her treatment are no longer realistic.

At some point the medical team may determine that continued transfusions 
would be futile or ineffective in meeting any reasonable goals for Pamela. The fam-
ily needs to know this and be provided with the reasons for this judgment, in lan-
guage they can understand.

This case raises questions about the distribution of health care resources. The 
Principle of Distributive Justice requires that health care resources be distributed in 
a fair way among the members of society. Although “fairness” is a particularly 
vague concept, one attempt by the federal government to insure fairness was the 
Public Health Service Act which states that all patients deserve emergency treat-
ment as long as the care they need is readily available. Other justice-based federal 
programs include Medicaid and Medicare.

The question in this case is: would using all of the hospital’s blood products for 
one patient be a fair distribution of this medical resource? The medical team should 
not make this determination. As the Ethics Manual of the American College of 
Physicians recommends, “Resource allocation decisions are most appropriately 
made at the policy level rather than entirely in the context of an individual patient-
physician encounter.” The decision about if and when to limit transfusions for 
Pamela should be made by hospital administrators, in consultation with the blood 
bank personnel.

However, the medical team may bring the concerns of the blood bank to the 
attention of Pamela’s family. The family members may want to have this informa-
tion as they continue to make decisions about her care. The fact that Pamela’s 
transfusions are not proving to be effective should be discussed, along with the fact 
that the supply of blood products for other patients is becoming dangerously low.

Notice, too, that if the blood transfusions had been successful in halting Pamela’s 
blood loss, her ability to pay for the blood should be irrelevant. It should also not 
be a question of whether or not Pamela deserves these resources, based on her con-
tribution to society or some measure of her merit as a person.

The hospital administrators should consider two factors in making this decision. 
First, they should consider the effectiveness of the relevant medical resource, based 
on Pamela’s medical condition and prognosis. Can her bleeding be controlled? 
Is her need for blood products expected to end? Is she expected to recover? Second, 
they should consider the availability of the resource in question. Do they now have 
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enough blood products to cover the normally expected need by other patients in the 
time period before they are able to obtain more? If the decision is made to limit 
further blood transfusions for Pamela, the family needs to be given an explanation, 
in terms of their effectiveness for her and the need to retain enough blood to meet 
the needs of other patients.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a patient needed large volumes of blood products to be kept alive, but 
there is a limited supply of such products and the question of appropriate resource 
utilization arose. Are there other situations, aside from blood products, where care 
may be limited by available resources? What are they?

Can a patient’s case ever be considered futile based on resource availability? On 
cost? On the burden of care? How does one balance the esoteric concept of the 
value of a human life with the cost to the public?
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Case 23
When a Patient’s Belief System 

The Patient

Brian J. is a 42-year-old male without significant prior medical history who presented 
to the Emergency Department with acute onset of right upper quadrant pain several 
hours after consuming a meal at a fast food restaurant. He described the pain as sharp 
in nature, with radiation to his right shoulder. He also complained of nausea, with two 
episodes of non-bloody emesis. He had no recent change in bowel function, and denied 
hematochezia or melena. He denied fevers, but had some chills and diaphoresis. He had 
no known drug allergies and took no medications at home. He denied alcohol, tobacco, 
or illicit drug use. He was married with one child, college-educated, and worked in an 
office performing computer technical support. Family history was noncontributory.

On physical exam, there was a low-grade fever and stable vital signs. He was 
anicteric and mucous membranes were moist. Heart and lung exam were unremark-
able. His abdomen had slightly hypoactive bowel sounds, was non-distended, and 
was markedly tender in the right upper quadrant with a positive Murphy’s sign. 
Rectal exam was normal with negative hemoccult testing. Extremities were warm 
and well-perfused, without edema. Neurological exam was grossly non-focal.

Laboratory evaluation was notable for a mild leukocytosis, transaminitis, and 
elevated alkaline phosphatase. Chest radiograph and electrocardiogram were nor-
mal. A right upper quadrant sonogram showed the presence of multiple gallstones, 
gallbladder wall thickening, and surrounding edema, all consistent with a diagnosis 
of acute cholecystitis. Brian was admitted to the general medical-surgical floor, 
made nil per os, and started on intravenous fluids and antibiotics. A surgical consult 
was called to evaluate for cholecystectomy.

The Ethical Dilemma

When the surgical resident was consenting Brian for cholecystectomy and described the 
risks and benefits of the procedure, one of the risks was the potential for bleeding. Brian 
told the resident that, as a Jehovah’s Witness, he could not accept a blood transfusion 
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were bleeding to occur. The resident stated to Brian that she was unsure if the surgical 
team could proceed with the surgery if the possibility of emergency transfusion were 
ruled out, and that she needed to discuss the matter further with her attending.

Questions for thought and discussion: What are the beliefs of Jehovah’s 
Witnesses regarding medical care and blood transfusion? Are any blood products 
ever allowable? Are blood substitutes acceptable?

Questions for thought and discussion: If a Jehovah’s Witness will not accept 
a blood transfusion in the case of significant bleeding, should an elective pro-
cedure be withheld from them? Should an emergent procedure be withheld?

Questions for thought and discussion: In general, how much risk is acceptable 
to move forward with a procedure on a patient? How does one balance respect 
for a patient’s belief system and yet offer the patient the best possible care?

The Medicine

About three-quarters of patients with acute cholecystitis will have their symptoms 
resolve within one week of initiating medical management alone. The others will 
require immediate surgical intervention due to development of a complication such as 
empyema, gangrene, or perforation.  Of those managed initially without surgery, a 
majority (60%) are likely to have a recurrence of symptoms in the coming years.  As 
a result, eventual surgical treatment of all patients who develop acute cholecystitis is 
generally considered to be the standard of care for those healthy enough to undergo the 
operation. Laparoscopic cholecystectomy has become the most popular surgical pro-
cedure to treat gallbladder stones in the United States since it was developed in 1988. 
Lee, et al. reviewed six papers that investigated complication rates from the procedure 
and noted that the risk of “major bleeding” from the procedure varied from 0.2 to 4.3 
percent. Most major bleeds are due to injuries of the epigastric vessels, cystic artery, or 
the liver bed, and may result in conversion to an open procedure. Overall mortality for 
laparoscopic cholecystectomy is low, estimated between 0 and 0.13 percent.

Although they have no objection to medical care in general, or to surgery, 
Jehovah’s Witnesses are not permitted to accept allogeneic or autologous (pre-
stored) transfusion of whole blood, packed red blood cells, plasma, white blood 
cells, or platelets during surgery or otherwise. This is based on their deeply held 
belief that the Bible prohibits the “ingestion” of blood as cited in several Bible 
verses, such as “You must not eat blood” (Leviticus 7:26) and “Keep abstaining from 
blood” (Acts 15:29). The rules about accepting blood products are complex, how-
ever, particularly around topics such as cell salvage and blood cell tagging. Individual 
Witnesses should be asked what their wishes are regarding the use of blood products 
or fractions thereof. The official Jehovah’s Witness website is a helpful resource for 
providers, and patients may want to consult with church leaders for advice.
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An area of growing interest for Jehovah’s Witnesses, as well as for others who do 
not want to receive transfused blood products, is so-called bloodless surgery. This 
often involves the administration of iron and/or erythropoietin preoperatively to bolster 
a patient’s red blood cell reserves, the use of minimally invasive techniques and low 
central venous pressure anesthesia, the ligation or electrocautery of bleeding vessels 
intraoperatively, minimizing postoperative phlebotomy, and the use of non-blood 
volume expanders in the setting of shock. Some Witnesses will allow use of the Cell 
Saver, whereby autologous blood is salvaged during a procedure.

Blood substitutes not only offer another potential alternative to blood transfusion 
for Jehovah’s Witnesses, but could also be a viable option for others who do not 
wish to receive banked blood. In addition, such products do not depend on blood 
bank supplies, significantly lower the risk of transfusing infectious agents, and vir-
tually eliminate immune-modulated transfusion reactions. These products may 
function both as volume expanders and oxygen carriers. Hemoglobin-based solu-
tions and perfluorocarbons are being researched as potential substitutes for red 
blood cell products, and are currently in various stages of development and trials.

The Law

Case law in states throughout the country has established the legal right of adult 
Jehovah’s Witnesses to refuse blood transfusions based on their religious beliefs, 
even if the refusal is likely to result in death. The case of Public Health Trust v. 
Wons (1989) concerned a Witness who refused a blood transfusion for uterine 
bleeding. The hospital was permitted by the circuit court to give the transfusion, 
against her will, because she had two minor children. However, the Florida Court of 
Appeals and the Florida Supreme Court both ruled that the state’s interest in pre-
serving life and providing a home with two parents for the minor children did not 
override the patient’s constitutional rights to practice her religion and to privacy.

The Patient Self-Determination Act (1990) has also strengthened the right of 
Jehovah’s Witnesses to refuse blood products. This federal law requires health care 
institutions receiving Medicaid and Medicare funds to provide written information 
to all adult patients concerning their rights to make decisions about their medical 
care, “including the right to accept or refuse medical or surgical treatment.” With 
this law in place, there is little doubt that a competent adult Witness must be permit-
ted to refuse blood transfusions.

The Ethics

The surgical team will need to consider the risks and benefits of doing this surgery 
without the possibility of an emergency blood transfusion. Using the Principle of 
Beneficence they will consider the good promoted, such as a return to good health 
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for Brian, and the harm removed and prevented, including severe pain, infection, 
and the possible perforation of the gallbladder. Of particular importance, in this 
case, is the Principle of Non-Maleficence which requires the practitioners to avoid 
causing harm to their patients. Attempting this surgery without the option of a 
blood transfusion may risk having uncontrolled bleeding and possibly result in 
death. Comparing these risks and benefits, the surgical team will need to determine 
what would be in Brian’s best interests.

The surgical team may decide to attempt the surgery, even under this restriction, 
given the low rate of a major bleed and the low mortality rate. There are two things 
they could do, however, to minimize these risks. First, they could talk with Brian 
about his willingness to accept components such as albumin and blood substitutes. 
They should also let him know that, if a bleed occurs, they may need to convert to 
an open procedure to enable use of methods other than a transfusion to control the 
bleeding. They should ask for his consent to change the procedure, in case this 
becomes necessary.

The Principle of Respect for Autonomy is particularly important in this case as 
the basis for the Patient Self-Determination Act and the court rulings that permit 
Jehovah’s Witnesses to refuse blood transfusions. Brian has agreed to the recom-
mended surgery, but has refused one aspect of the standard of care for that particular 
surgery. According to this principle, Brian must be allowed to refuse the transfusion 
of blood products.

However, the principle does not mean that the surgical team is required to go 
ahead with the surgery under this condition. This principle only permits capable 
patients to accept or refuse recommended treatment. If the surgical team decides 
not to attempt the surgery without the option of a blood transfusion, they will need 
to notify Brian that their recommendation is that he have the surgery with the pos-
sibility of a transfusion or not have it at all.

An essential part of respecting the autonomy of capable patients is the require-
ment of voluntary informed consent. Brian cannot make an informed decision to 
undergo the surgery without a blood transfusion, if needed, unless he is fully 
informed and understands the risks and alternatives as well as the expected outcome 
of not having the surgery at all. If the surgical team decides to go ahead with the 
surgery, they need to be careful and thorough in informing Brian of the increased 
risks and the possible alternatives for controlling a major bleed. It will also be 
important for Brian to sign a waiver that indicates his understanding of these risks 
and his willingness to undertake them.

The other essential principle in this case is the Principle of Respect for 
Dignity. Respect for Brian’s dignity as a person requires respect for his religious 
beliefs and his deep commitment to them. In the past physicians have sometimes 
been judgmental about the religious beliefs of Jehovah’s Witnesses and refused 
to proceed with needed surgery because of the limitations their beliefs placed on 
the established standard of care. This attitude is changing and is encouraged by 
the new Bloodless Medicine and Surgery Programs at many hospitals. These 
programs educate practitioners and support patients and practitioners as they 
develop treatment plans that meet the spiritual requirements of Jehovah’s 
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Witnesses. Often a nurse administrator will coordinate the program, work with 
elders of the church in exploring alternatives to the transfusion of blood products, 
and supervise nurses caring for Jehovah’s Witness patients (“The Pregnant 
Jehovah’s Witness,” 2005).

Early communication and planning for the care of Jehovah’s Witnesses is essen-
tial. Even in the case of emergency surgeries, hospital administrators can be better 
prepared by meeting with the elders in their community to develop a program for 
providing respectful care to Witnesses in the area. These plans should include edu-
cation for practitioners and a list of acceptable blood substitutes for various medical 
conditions and surgeries.

With such plans in place, it should not be necessary to refuse to provide either 
elective or emergency procedures to Jehovah’s Witnesses. Even without such pro-
grams or plans, practitioners should approach their Witness patients with respect for 
their religious beliefs. They will need to consider the risks and benefits of the proce-
dures their patients need, with the restriction against blood transfusions, and try to 
provide the best care they can within these restrictions. They should also explore the 
possibility of blood substitutes with their patients to reduce these risks.

In general, if the risks of the procedure without the option of providing blood 
products are equal to or less than the risks of forgoing the procedure, practitioners 
should proceed. The most important requirement, when risks need to be balanced, 
is to make sure the patient is fully informed of the risks that are being compared. 
Patients who are Witnesses may also choose to take greater risks with procedures 
performed without blood products than those they would face by forgoing these 
procedures altogether. In this case, practitioners need to decide for themselves if 
they want to proceed with these more risky procedures.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and his family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and his 
family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.
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Afterthoughts

In this case a question arose about offering a procedure to a Jehovah’s Witness patient 
if a complication such as bleeding may occur and blood transfusion was not an option. 
Are there any other situations in medicine where a patient’s beliefs may interfere with 
what is considered standard of care? Are there any situations where a provider’s belief 
systems affects their ability to deliver quality medical care to their patient?
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Case 24
When a Minor Requires Confidential 
Medical Care

The Patient

Amy A. is a 15-year-old female without significant prior medical history who presented 
to the Emergency Department with complaints of mild pelvic pain, dysuria, 
and vaginal discharge for several days. She denied fevers or other constitutional 
symptoms. There were no joint complaints. Menstrual periods had been normal, 
with menarche at age nine and last menstrual period was four weeks previously. 
She reported no prior sexual activity, took no medications, and had no known drug 
allergies. She denied ever using alcohol, tobacco, or drugs. She was currently a high 
school sophomore and reported good school performance. Family history was 
noncontributory.

On physical exam Amy was afebrile and vital signs were stable. Head and neck, 
cardiovascular, and lung examinations were normal. There was mild suprapubic 
tenderness to palpation of the abdomen. Extremities were unremarkable and neuro-
logical exam was grossly non-focal. Pelvic exam was notable for the absence of 
cervical motion tenderness and the presence of yellowish discharge from a mildly 
erythematous cervix. A sample of the fluid was collected for testing for gonococcus 
and Chlamydia by DNA probe, and the gonococcus resulted as positive. Laboratory 
evaluation was also notable for a negative urine toxicology screen and a positive 
urine pregnancy test.

The Ethical Dilemma

When the results of the evaluation were presented to Amy she began to cry. 
She stated that she had a primary care doctor, but came to the Emergency 
Department because she was afraid she might have a sexually transmitted dis-
ease and didn’t want that information on her medical chart. She did not expect 
the positive pregnancy test findings. Amy confessed that she had become sexu-
ally active with one male partner over the past several months, that he was 16-
years-old, and that the intercourse was consensual. She implored that “none of 
this” can be told to her parents until she determines “what to do.” She stated 
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that she was considering an abortion as one of her potential options, but 
needed time to think about this further.

Questions for thought and discussion: What are the the treating physician’s 
obligations to Amy with regard to confidentiality, given that she is a minor? 
Is there an obligation to share any of the gathered information with Amy’s 
parents? Are any of her conditions “reportable?”

Questions for thought and discussion: Can Amy consent to receive medical 
treatment without her parent’s knowledge or approval? Can she consent to HIV 
testing? Drug testing? Elective procedures? Emergency surgeries?

The Medicine

The CDC estimates that $14.1 billion dollars are spent annually in the direct treat-
ment of sexually transmitted infections (STIs), and that almost half of the 19 million 
new STIs diagnosed annually occur in persons age 15 to 24. After Chlamydial infec-
tion, gonorrhea is the second most commonly diagnosed STI, with a total of 339,593 
cases diagnosed in 2005. This may be a significant underestimate, given a likely high 
rate of underreporting. The prevalence of gonorrhea and other STIs is significantly 
higher in ethnic minority populations, likely due in part to limited access to medical 
care. Although gonorrhea is highly treatable with antibiotics, untreated it can result 
in pelvic inflammatory disease, ectopic pregnancy, infertility, Fitz-Hugh-Curtis 
 syndrome, infectious arthritis, and disseminated infection.

According to UNICEF data, up to 63 percent of girls under age 18 report having 
had sexual intercourse, with 81 percent reporting having had sex by age 20. The 
United States has the highest teenage birthrate in the developed world, at 52.1 births 
per 1,000 girls aged 15- to 19-years-old. It is estimated that 22 percent of 20-year-
old American women have had a child as a teenager. It is important to note, how-
ever, that the overall rate of births to teenagers is declining in the United States. 
This trend is attributed by some groups to more effective use of contraception and 
not increased rates of abstinence.

The rate of elective abortions to women under age 20 is 30.2 per 1,000. Legally 
performed abortions are considered less dangerous (less than one death per 100,000 
events) than childbirth (nine deaths per 100,000 events). The advent of so-called 
“emergency contraception” or the “morning after pill” has no doubt also influenced 
the decline in the birth rate among teenage girls. Although over-the-counter in some 
European countries, it is available only by prescription in the United States. The 
treatment consists of taking two high-dose oral contraceptive pills, 12 hours apart, 
within 72 hours of the unprotected intercourse. Its purpose is to prevent ovulation, 
fertilization, or implantation. Taken as directed, it has up to a 95 percent likelihood 
of preventing pregnancy.



Although medically there is no increased risk for a teenager to carry a child to 
term than a woman in her 20s and beyond, data suggest that there potentially are 
significant psychosocial disadvantages to both the teenage mother and child. 
The mother is more likely to not finish her education, to be unemployed, to receive 
welfare, to have poor quality housing, and to be diagnosed with depression. The 
child is more likely to grow up fatherless, poor, to suffer from abuse or neglect, to 
have poor school performance, to abuse alcohol and drugs, and to become a teenage 
parent themselves.

The Law

Laws mandating the reporting of certain communicable diseases, such as gonococcal 
infection, have been covered previously (see Table 12.2). The age of the patient 
does not affect the obligation of a health care provider to report these conditions to 
the regional public health department.

The landmark, controversial, and politically charged 1973 U.S. Supreme Court 
case of Roe v. Wade (410 U.S. 113) was based on the legal challenge of a single, 
pregnant woman (dubbed “Jane Roe”) against the state of Texas, represented by the 
District Attorney (Henry Wade) of Dallas County. In brief, the disputed Texas stat-
utes held that an attempt at abortion for reasons other than to save the mother’s life 
was a criminal act. The Supreme Court declared, by a 7 to 2 majority vote, that such 
a state law violates a woman’s right to privacy, as protected in the 14th Amendment 
of the U.S. Constitution (“nor shall any State deprive any person of life, liberty, or 
property, without due process of law”). Hence, all state and federal laws conflicting 
with this decision were consequently voided. The ruling allowed women to elect 
abortion for any reason until a fetus is “viable” to survive on its own, including by 
artificial means. The usual time of viability was declared to lie between 24 and 28 
weeks of gestation. Attempts to overturn the Supreme Court decision have not been 
successful to date. Interestingly, “Jane Roe” is now known to be Norma McCorvey, 
a Dallas woman who initially sought an abortion after claiming that rape was the 
cause of her pregnancy. Once a staunch abortion rights advocate, McCorvey has 
since rescinded her claim of being raped. She has also founded a ministry called 
“Roe No More,” a pro-life advocacy group dedicated to fighting abortion rights.

In most states minors may receive a variety of medical services without the 
knowledge or consent of their parents. These include contraceptive and pregnancy 
services, as well as treatment for sexually transmitted and other reportable diseases, 
drug and alcohol abuse, and emotional disturbances. In these cases the confidentiality 
of minors is respected and the treating physician is legally obligated not to notify the 
minor’s parents or discuss these services or treatments with them, without the minor 
patient’s permission. However, sexually transmitted infections, such as gonorrhea, 
are considered “reportable” diseases and must be reported to the public health 
department.
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Along with protection for the minor patient’s confidentiality regarding these 
services, the minor is legally permitted to give consent for them on her own behalf. 
For example, she may give consent for HIV testing as well as drug testing. In the 
case of emergency procedures, if the minor is able to give consent, she should be 
allowed to do so. However, physicians may also initiate emergency procedures 
when a minor is not able to give consent and the parents cannot be contacted for 
permission in a timely manner.

Elective surgeries are more difficult. It is unlikely that elective surgeries will be 
related to any of the services and treatments for which a minor is legally able to 
give consent, except for pregnancy services. Therefore, it is strongly suggested that 
parents be involved in making decisions with their minor child about elective sur-
geries. Currently, in most states, a minor must first obtain the consent of her custo-
dial parent, grandparent, or legal guardian prior to having an abortion. There is, 
however, the option of a judicial bypass in which the minor goes before a judge to 
explain the reasons why she cannot obtain the required consent.

The American Medical Association Code of Medical Ethics recognizes the legal 
right of minors to give consent for these services and treatments, and to have their 
confidentiality respected. However, it is also recommended that physicians encour-
age minors to discuss these medical issues with their parents and explore their rea-
sons for not involving their parents.

Physicians should educate themselves about the applicable laws in the states 
where they practice medicine. Practitioners could contact the legal department of 
their hospital, for example, for guidance on these laws and relevant hospital 
policies.

The Ethics

Consent and confidentiality for minors, in certain sensitive areas of physical and 
mental health, are supported by the Principles of Beneficence and Non-Maleficence. 
When minors are allowed to give consent for these services, knowing their confi-
dentiality will be protected, they are much more likely to seek the tests and treat-
ments they need to preserve their health and to prevent the harm caused by untreated 
medical conditions. For example, Amy came to the Emergency Department because 
she thought her confidentiality would be better protected there than by going to see 
her primary care physician. Because she was able to give consent for sexually trans-
mitted infection testing, she was diagnosed and will now receive treatment, prevent-
ing the potential effects of untreated gonorrhea, such as pelvic inflammatory 
disease and infertility.

On the other hand, violating the confidentiality of minor patients who are seeking 
these health care services could cause harm to the patient. Notifying the minor’s 
parents of her tests results, diagnoses, and treatments may cause loss of trust in medi-
cal practitioners, thereby discouraging Amy from seeking health care in the future. 
Violating confidentiality could also damage family relationships beyond repair.



According to the Principle of Respect for Autonomy capable patients should be 
allowed to make their own health care decisions, including accepting or refusing 
recommended procedures. Amy has asked that her parents not be informed of her 
gonorrhea or her pregnancy. Amy, even at 15, may be capable of making her own 
medical decisions. One positive indication is that she was responsible enough to 
come to the Emergency Department for medical treatment. Morally, Amy should 
be permitted to make decisions about the procedures recommended by the treating 
physician, if that physician believes she is capable of doing so.

If she is judged to be capable, the treating physician should follow the guidelines 
for voluntary informed consent. Amy should be fully informed about the risks and 
benefits of these procedures, she must understand this information and her consent 
should not be the result of any coercion or undue pressure. She also needs to know 
that her gonorrhea must be reported to the public health department and the reasons 
for this should be explained to her.

The Principle of Respect for Dignity is particularly relevant to this case. Even 
minor patients deserve respect for their dignity, including respect for their emo-
tions, relationships, reasonable goals, privacy, and bodily integrity. Allowing Amy 
to give consent for medical services shows respect both for her reasonable goals 
and her bodily integrity. She knew something was wrong and she came to the 
Emergency Department with the reasonable goal of seeking medical care. Allowing 
her to give consent for these tests and treatments gives her some control over what 
happens to her body.

Respecting Amy’s confidentiality, in regard to her parents, expresses respect for 
her emotions, her relationships, and her privacy. Amy has greater knowledge about 
her relationship with her parents than the treating physician, and her emotional 
reaction to the news of her gonorrhea and pregnancy are based, in part, on that 
relationship. Her emotions and her privacy must be respected as essential aspects 
of her dignity.

In discussing her pregnancy with Amy, the treating physician should inquire 
about Amy’s reasons for not involving her parents in her decision and ask whether 
she would like to receive the confidential services of the hospital’s social worker or 
counselor, if available, to discuss her options. As an alternative, she should be 
encouraged to talk with another adult relative, friend, teacher, or minister. She should 
also be told that, depending on state laws, she will need parental consent if she 
chooses abortion, with the option of a judicial bypass if there are serious reasons why 
she can’t discuss her pregnancy and choice of abortion with her parents.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical con-
flicts in this case. If necessary, perform additional research into local and state laws 
and hospital regulations. Consider delving further into the background medical 
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 literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out a 
clear and professional way to communicate the proposal to the patient and, if necessary, 
her family. Attempt to foresee challenges that may arise in conveying or implementing 
the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a minor sought medical treatment for symptoms that revealed a preg-
nancy and a sexually transmitted infection. Amy said she was considering an elec-
tive abortion and declined to involve her parents in her care. How would this case 
have been different if the patient was found to be abusing illicit drugs? If she was 
not pregnant, but was using illicit drugs, should this information be shared with her 
parents? How would this case have been different if the patient were a victim of 
sexual assault, statutory rape, or incest?

Health care practitioners come from diverse cultural and religious backgrounds, and 
may have preconceived notions about teenage pregnancy and abortion. How can a 
health care provider’s own personal views affect their ability to offer a patient care? 
How strongly should a patient, minor or otherwise, be encouraged by their health care 
provider to seek alternatives to abortion, such as adoption?
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Case 25
When a Patient’s Condition Is Terminal

The Patient

Betty R. is a 75-year-old female with a past medical history of unresectable 
 adenocarcinoma of the pancreatic head, with known hepatic metastases, that was diag-
nosed seven months prior to the current admission. She had previously undergone a trial 
of palliative chemotherapy with minimal relief of her symptoms of abdominal pain, and 
subsequently had a celiac nerve block with modest results. Two months prior to admis-
sion she underwent endoscopic biliary stent placement to relieve malignant obstruction, 
and tolerated the procedure well. She had since been living with family at home, with 
the assistance of outpatient hospice services. She presented to the Emergency 
Department for the current admission with complaints of worsening anorexia, weight 
loss, and jaundice over the preceding two weeks, and recurrence of severe abdominal 
pain. Her pain had been incompletely relieved with opiate medications at home, and 
instead of contacting the hospice nurse per usual protocol, her family brought her to the 
Emergency Department out of desperation to quickly relieve her symptoms. On presen-
tation, limited history could be obtained from Betty herself, who was lethargic and visibly 
uncomfortable.

Betty’s other past medical history was significant only for hypertension. Home 
medications included a thiazide diuretic, opiate analgesics, anti-emetics, and meg-
estrol acetate to stimulate appetite. She had no known drug allergies. Family history 
was noncontributory. She had no history of tobacco, alcohol, or illicit drug use.

On physical exam Betty responded to voice, but was minimally verbal. She was 
notably jaundiced and uncomfortable, often moaning. Mucous membranes were 
very dry. She was tachycardic and her lungs were clear to auscultation. Her abdo-
men was diffusely tender even with gentle palpation, with positive guarding and 
rebound. The left lower extremity was swollen and tender in the calf, and the right 
lower extremity was unremarkable. Neurological examination was difficult to com-
plete due to poor cooperation, but was grossly non-focal. An initial attempt at phle-
botomy was unsuccessful. Abdominal radiography showed an ileus pattern with no 
free air under the diaphragm.
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The Ethical Dilemma

Betty’s family presented her Living Will documentation which clearly stated a 
preference for a Do Not Resuscitate, Do Not Intubate (DNR/DNI) code status, and 
Betty’s wish not to have a feeding tube placed for nutritional support in the setting 
of terminal, irreversible illness. When asked what their treatment expectations for 
Betty were, her family showed good understanding that Betty was at the end of her 
life. They wanted to know what could be done to make her comfortable in her “last 
days.” They stated that in recent weeks, when Betty was more alert, she had stated 
that she wanted to “die peacefully” when “the time came.” They requested assistance 
from the medical team in granting this wish.

Question for thought and discussion: What can the medical team offer to 
Betty at this point in her illness?

Questions for thought and discussion: Is giving Betty more pain medication 
ethical, knowing that it will likely cause further sedation and lethargy? What 
if the pain medication slows her respirations and hastens her death? Is this 
treatment the same as “assisted suicide?”

The Medicine

According to estimates from the National Cancer Institute (NCI) there will be 
37,170 diagnoses of pancreatic cancer in the United States in 2007, and 33,370 will 
die from the disease. Incidence and mortality is slightly higher in men and in 
African-Americans. Overall, it is the fourth leading cause of cancer-related death 
in the United States, and the annual number of new diagnoses is increasing. The 
high mortality rate is due in part to the lack of screening methods that allow early 
disease detection. Around half of patients with pancreatic cancer are diagnosed 
when the disease has already metastasized, and there is an average life expectancy 
in these patients of less than six months. The five-year survival rate for patients 
diagnosed with any stage of pancreatic cancer is 5 percent. Risk factors for develop-
ing pancreatic cancer include advanced age, tobacco smoking, chronic pancreatitis, 
elevated body mass index, and late onset development of diabetes mellitus without 
usual risk factors. Additionally, a family history of pancreatitis, pancreatic cancer, 
or certain other heritable cancers increases risk of the disease.

Due to the limited number of treatment options for patients with any stage of 
pancreatic cancer, enrollment in clinical trials should be considered as one alterna-
tive to palliative care. Current recommendations for treatment of Stage IV pancre-
atic cancer (disease with distant metastases) is palliation, and includes the option of 
chemotherapy with gemcitabine or 5-fluorouracil. Response to standard chemo-
therapy is generally poor, with symptom relief in some patients, but limited survival 



benefit. Palliative stenting of blocked biliary ducts can be done endoscopically or 
percutaneously. Nerve blocks can also assist with pain management.

The Law

Betty may need to be admitted to the hospital so that her pain and other symptoms 
can be better controlled. Once she is admitted the medical team may consider palli-
ative sedation for Betty that may require a change in pain medication or higher 
doses of the pain medication she is presently receiving. The medical team must 
understand that it is legal to provide enough medication to control pain, even if the 
medication also hastens death. This practice is also endorsed by the American 
Medical Association and the American College of Physicians.

The American Medical Association Code of Medical Ethics notes that, 
“Physicians have an obligation to relieve pain and suffering and to promote the 
dignity and autonomy of dying patients in their care. This includes providing pallia-
tive treatment even though it may foreseeably hasten death.” Similarly, according 
to the American College of Physicians Ethics Manual, “with regard to pain control, 
the physician may appropriately increase medication to relieve pain, even if this 
action inadvertently shortens life.”

The medical team must also understand that palliative sedation is not the same 
as physician-assisted suicide or euthanasia. In physician-assisted suicide the physi-
cian provides a prescription for lethal medication to a terminally ill patient who can 
then fill the prescription and take the medication to end his or her life. This is, as 
of the time of this book’s publication, only legal in the state of Oregon. According 
to the Oregon “Death with Dignity Act,” a state resident who is terminally ill 
(expected to die within six months), at least 18 years of age, and capable of making 
and communicating health care decisions, may “obtain a prescription for medica-
tion to end his or her life in a humane and dignified manner.”

The patient must make an oral request, a written request, and a second oral 
request during a 15-day waiting period. The attending physician must confirm the 
patient’s terminal illness and make sure the patient is capable and has made the 
request voluntarily. The patient must receive information about his or her diagnosis 
and prognosis, the potential risks and probable results of taking the medication, and 
alternatives such as hospice care and pain control. The patient must also see a sec-
ond, consulting physician to confirm the diagnosis, ensure that the patient is capa-
ble and is making an informed and voluntary decision. If either of the physicians 
suspects that the patient is suffering from impaired judgment, a referral for coun-
seling must be made.

Providing palliative sedation is physically different from giving a patient a pre-
scription for medication to be used, by the patient, to end life. Many commentators 
also see a moral difference. For example, the late Supreme Court Justice William 
Rehnquist pointed out the difference in intention, arguing that, “when a doctor 
 provides aggressive palliative care; in some cases, painkilling drugs may hasten a 
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patient’s death, but the physician’s purpose and intent is, or may be, only to ease his 
patient’s pain. A doctor who assists a suicide, however, ‘must’ necessarily and indu-
bitably, intend primarily that the patient be made dead” (Vacco v. Quill, 1997).

Euthanasia occurs when a physician actually kills the patient (e.g., lethal injection). 
This practice, under guidelines similar to those in Oregon for physician-assisted 
suicide, is legal in the Netherlands. It is not legal anywhere in the United States. In 
both palliative sedation and euthanasia the physician physically injects the medica-
tion. However, many commentators point out the same moral difference as was noted 
by Justice Rehnquist in distinguishing palliative sedation and assisted suicide. In 
palliative sedation the purpose is to relieve suffering and hastening the patient’s 
death is merely a side effect, while in euthanasia, the purpose is simply to end the 
patient’s life.

The Ethics

In this case Betty’s pain is not being fully relieved by the pain medication she is 
currently receiving. The family has brought Betty into the Emergency Department 
hoping that more can be done to make her comfortable in her last days. They 
explain that Betty wanted to “die peacefully” when “the time came” and they are 
requesting that the medical team help to make that possible. The medical team 
should begin by re-evaluating the medications Betty is currently taking for her pain 
and determine if they may need to give her something that is more effective in 
relieving her pain.

However, if whatever medication they prescribe is not working to provide 
Betty relief from pain, the medical team may consider palliative sedation. This 
would involve giving Betty enough medication to control her pain, although it 
may also hasten her death by depressing respiration. Even if the medical team 
understands that this would be legal and is permitted by the American Medical 
Association and the American College of Physicians, they may still have moral 
reservations about relieving Betty’s suffering in a way that also has the side effect 
of hastening her death.

Applying the Principle of Beneficence to this case the medical team would con-
sider the good promoted for Betty and the harm prevented by palliative sedation. 
Palliative sedation would prevent Betty’s pain and suffering as she is dying from 
her terminal illness. It could also allow her to have a peaceful and humane death. 
With the Principle of Non-Maleficence the ethical question becomes more 
 complicated. This principle requires medical practitioners to do no harm to their 
patients. Palliative sedation also has the side effect of hastening death and some 
may consider this to be a harm for her. On the other hand, because she is going to 
die soon no matter what medical treatment she receives – and she will be suffering 
while she dies – death may, in the end, be a good thing for Betty.

Combining these two principles, the medical team will need to determine what 
would be in Betty’s best interests and compare the possibility of an earlier death 



with the relief of her pain as she dies. However, the consideration of these outcomes 
could be informed by Betty’s own wishes.

According to the Principle of Respect for Autonomy medical practitioners 
should allow capable patients to make their own medical decisions, accepting or 
refusing recommended medical interventions. If the medical team is considering 
palliative sedation for Betty, they should also consider what she wanted in terms of 
how her life ended. Practitioners should not assume that a terminally ill patient is 
always incapable of making treatment decisions. Betty’s family members have 
stated that when she was alert she expressed the desire to “die peacefully.” This 
request should not be discounted because she is terminally ill, has probably been in 
and out of consciousness at various times as her cancer has progressed, and cannot 
make her own decisions at this point.

In many states, specific immediate family members are permitted to make medical 
decisions for the patient. Depending upon which family members are requesting a 
“peaceful death” for Betty, this could also be considered a legally-authorized 
request. Betty’s spouse and adult children will be considered her legal surrogate 
decision makers. Moreover, they seem to be making the request for palliative seda-
tion on the basis of both “substituted judgment,” given Betty’s own statement when 
she was alert, and her best interests, which would be to die without pain.

The Principle of Respect for Dignity is also relevant to this case. Betty has 
been living with family members during the end stages of her illness. This may 
indicate the value of her relationships with these family members and the trust 
she has placed in them as surrogate decision makers. Betty’s own reasonable 
goals also need to be taken into consideration. When she was alert, Betty asked 
for a “peaceful death.” She clearly does not want to endure any further invasions 
of her bodily integrity and she would prefer a death without unnecessary suffering. 
With palliative sedation the medical team could honor Betty’s important relation-
ships, meet her reasonable goals, and protect her from further bodily invasions 
and suffering.

The Formulation

Now that the evidence-based medicine, legal precedent, and relevant ethical princi-
ples for this case have been reviewed, formulate a strategy to address the ethical 
conflicts in this case. If necessary, perform additional research into local and state 
laws and hospital regulations. Consider delving further into the background medi-
cal literature to assist with making sound therapeutic decisions. Devise a treatment 
approach that addresses the needs of the patient and her family, that is both ethically 
and medically sound, and that is culturally competent. Ensure that the strategy 
employs fair and appropriate utilization of medical resources, and that the approach 
is practical and feasible within the limits of the medical system at large. Work out 
a clear and professional way to communicate the proposal to the patient and her 
family. Attempt to foresee challenges that may arise in conveying or implementing 
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the plan. Determine what follow-up will be necessary to ensure that the chosen 
strategy remains successful for the patient in the long-term. Reflect on how the 
knowledge and skills learned from this case can be used to improve the care of 
patients that may be encountered in future practice.

Afterthoughts

In this case a patient presented to the hospital in the final stages of a terminal 
 illness, in significant pain, and with little chance for the medical team to prolong 
her life. The dilemma was how to best manage the patient’s comfort if doing so 
adequately meant a high likelihood of shortening the patient’s life. In the realm of 
medical care, nearly all therapeutic options represent a choice where potential ben-
efit must be balanced with potential risk. When does risk become too significant to 
even offer a treatment plan to a patient? Should a patient always be allowed to make 
the choice to receive a treatment, even in the setting of high risk? Can a provider 
ever refuse to administer the treatment in these situations? Does the provider’s own 
personal belief system ever play into the decision-making process?
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Comprehensive Exam

1. A 34-year-old male is evaluated in the Emergency Department for chest 
pain and is noted to have “track marks” on his arm, suggesting chronic 
injection drug use. The patient, however, denies the use of any illicit drugs. 
He signs a general consent form to receive medical care at the facility. 
Without obtaining more specific informed consent, the patient may now be 
tested for:

A. Drug use using a urine toxicology screen, to offer the patient substance abuse 
treatment options and to avoid possible interactions between medications and 
illicit drugs

B. HIV infection, to offer the patient timely initiation of antiretroviral treatment 
if positive

C. Both drug use and HIV infection
D. Neither drug use or HIV infection

2. A 32-year-old female is admitted to the hospital for gastroenteritis and 
volume depletion. After receiving intravenous fluids and medication to 
relieve her symptoms, she is able to eat a full meal without difficulty, and her 
abdominal cramping is only minimal. Her serum laboratory values are all 
within normal limits and her physician wants to discharge her. The patient 
requests to stay “one more night” in the hospital in case her symptoms return 
or pain becomes worse again. The best thing for her physician to do is:

A. To honor her request and discharge her the next day
B.  To honor her request, but tell her that the extra day of hospitalization will 

likely not be covered by her insurance
C.  To not honor her request and discharge her immediately with plenty of pain 

medication in case her symptoms return
D.  To not honor her request and discharge her immediately, but arrange an out-

patient follow-up appointment for her and formulate a plan of action in case 
her symptoms recur at home
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3. An unidentified man is brought to a Level 1 trauma center after being 
involved in a motor vehicle collision. He is unconscious and requires imme-
diate surgery to stop intra-abdominal bleeding. Which of the following 
statements about informed consent for the procedure is the most 
appropriate?

A. Informed consent is not necessary since it’s an emergency procedure
B. Informed consent is not necessary since it’s an emergency procedure, 

and brief documentation to this affect should be made in the medical 
record

C. Informed consent for the patient to have this procedure can only be given 
by a legal guardian, who is appointed by a judge, and legal proceedings for 
this should be done quickly given the urgency of the patient’s medical 
condition

D.  Informed consent is necessary for all procedures to ensure that human rights 
are protected

4. A 65-year-old woman with widely metastatic breast cancer is admitted to 
the intensive care unit with intracerebral bleeding from her metastases. She 
is unsedated on a mechanical ventilator, and is not moving spontaneously or 
breathing above the set rate on the ventilator. When the medical team 
approaches her family to discuss her care, a family member states that “we 
know that God will help pull her through this.” The best thing for the team 
to say to the family is:

A. “Even God cannot help her now”
B. “Your expectations for her recovery do not sound realistic”
C. “Further medical care is futile at this point”
D. “May we involve the hospital chaplain in her care?”

5. An eight-year-old girl undergoes an elective tonsillectomy at a hospital’s 
outpatient surgery center. The procedure is done without any complica-
tions and afterwards, in the post-anesthesia care unit (PACU), the girl is 
awake and feeling well. Nonetheless, the girl’s parents insist that she be 
admitted to the hospital for overnight observation. The surgeon feels that 
there is no medical justification for a hospital admission and that the girl 
requires no further skilled medical care. The best thing for the surgeon to 
do next is:

A. Immediately discharge the girl home with her parents
B. Offer to send the girl home with a home nursing visit later in the evening
C.  Observe the girl several more hours in the PACU, then discharge her home 

with her parents if she is doing well
D. Admit the girl to the hospital for overnight observation
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6. A 15-year-old girl comes to a routine gynecology visit and requests an HIV 
test from the physician. She reports that she has had voluntary, unprotected 
sexual intercourse with a 16-year-old male who has used intravenous her-
oin. She has not discussed this matter with her parents and does not want 
to. The best course of action for the physician to do is:

A. Test the patient for HIV infection now
B. Test the patient for HIV infection now, counsel her about HIV risks and pro-

vide her with free condoms
C. Test the patient for HIV infection now, counsel her about HIV risks, provide 

her with free condoms, and explore her reasons for not wanting to talk to her 
parents about the matter

D. Test the patient for HIV infection now, counsel her about HIV risks, provide 
her with free condoms, explore her reasons for not wanting to talk to her par-
ents about the matter, and offer to sit with her and her parents to talk through 
the matter

7. An Emergency Department phlebotomist sustains a needlestick while car-
ing for a patient. The patient refuses to be tested for HIV. Which of the fol-
lowing statements is the most correct?

A.  In most states, the patient can be tested anyway since a caregiver was placed 
at risk

B. The patient should not be tested for HIV antibodies, a CD
4

+-lymphocyte 
count, or an HIV viral load without informed consent

C. The patient cannot be tested for HIV antibodies, but it is ethical to check a 
CD

4
+-lymphocyte count and HIV viral load without the patient’s knowledge, 

since a caregiver was placed at risk
D. The patient can still be tested for HIV infection, but the test results will not 

be reportable since the patient did not consent for the test

8. A 76-year-old male with dementia is determined to not have the capacity to 
consent for an elective surgical procedure, and the patient’s health care 
agent from their Power of Attorney for Health Care is unable to participate 
in the decision for personal reasons. From which of the following persons is 
it most appropriate to obtain consent?

A. The patient’s neighbor, who has known him well for 40 years
B. The patient’s first cousin, who hasn’t spoken to the patient in two years
C. The patient’s alternate health care agent choice, as listed on the Power 

of Attorney for Health Care, who hasn’t spoken to the patient in four 
years

D. No one is able to give consent for the patient to have the procedure in this 
situation
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 9.  A 25-year-old patient is admitted to the hospital with fever and cellulitis 
from injection drug use. The medical team, also concerned about an aus-
cultated heart murmur, wants to order an echocardiogram to rule out 
endocarditis. While in his hospital room, the patient is found by his nurse 
to be using injection heroin with a visitor. Which of the following is the 
best choice for his medical team to do next?

A.  Discharge the patient immediately to prevent an adverse event on hospital 
premises such as a heroin overdose

B.  Discharge the patient immediately to prevent an adverse event on hospital 
premises such as a heroin overdose, but provide him with a prescription for anti-
biotics, orders for an outpatient echocardiogram, and a follow-up appointment

C.  Continue to treat the patient, using hospital police to confine him to his 
hospital room and not allow him any further visitors

D.  Continue to treat the patient, but arrange a verbal or written contract with 
him that clarifies agreed-upon treatment goals and rules for behavior while 
he is in the hospital 

10.  A 31-year-old patient with a history of schizophrenia presents to the 
Emergency Department with a subcutaneous abscess of the left upper extrem-
ity. When the surgical resident attempts to obtain consent to perform an inci-
sion and drainage, the patient refuses. How can it be determined if the patient 
has the capacity to consent for or refuse to have this procedure?

A.  If the patient is alert and oriented to person, place, and time, then he has the 
capacity to consent to or refuse the procedure

B.  If the patient demonstrates an understanding of the risks and benefits of both 
having the procedure and refusing the procedure, then he has the capacity to 
make the decision about having the procedure

C.  The capacity to give consent by this patient may only be determined by a 
psychiatrist

D.  Consent is not necessary in this situation because the incision and drainage 
is an emergency procedure

11.  An 87-year-old male with dementia is admitted to the hospital with chest pain, 
and becomes acutely confused and agitated during the first night of his hospitali-
zation. He is yelling loudly and hits a nurse who was trying to calm him down. 
When the nurse tried to apply soft wrist restraints to safely provide him with care, 
he yells “no, I don’t want those!” The best thing for his medical team to do is:

A. Continue to try and use verbal redirection to calm him down
B. Call a psychiatry consult
C.  Heavily sedate him with medications, and use physical restraints to prevent 

him from harming hospital staff
D.  Use chemical and physical restraints temporarily to calm him down so that 

treatment can be safely initiated, and re-evaluate his medical status and the 
need for continued restraints on a regular basis



Comprehensive Exam 205

12.  A 31-year-old man is involved in a motor vehicle collision and sustains 
severe bleeding from a laceration. He arrives at the hospital tired and pale, 
but conversive and appropriate. Laboratory evaluation shows a marked 
anemia. Further history-taking determines that he is a Jehovah’s Witness. 
The physician caring for this patient should not:

A. Have the patient’s family briefly step out of the room and ask the patient in 
private what his thoughts regarding transfusion are

B. Provide the patient with information about the possible morbidity and mor-
tality associated with refusing blood transfusion in this situation

C. Advise the patient to consider contacting his religious leaders for help in 
deciding whether to receive a blood transfusion or other products

D. Suggest a Do Not Resuscitate/Do Not Intubate (DNR/DNI) code status 
based on his religious convictions

13.  A 51-year-old male with a remote history of alcohol and intravenous 
drug abuse, and currently with chronic hepatitis C and mild hyperten-
sion, requests information from his primary care provider about antiviral 
therapy. He has been sober for over 10 years, and is adherent to his one 
anti-hypertensive agent and all scheduled medical visits. Treatment for 
hepatitis C will require routine medical visits and blood work. Which of 
the following statements is the best reply for his primary care provider 
to make?

A.  “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy”

B. “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy, but you will need to demonstrate 
continued adherence to treatment, lab work, and medical visits in the 
future”

C. “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy, but you will first need to undergo a 
psychiatric evaluation”

D. “Your past history of drug and alcohol abuse precludes you from receiving 
antiviral therapy”

14.  A 59-year-old man is diagnosed with advanced stage pancreatic cancer 
and requests a lethal dose of morphine from his primary care physician. 
The best response for the physician to give is:

A.  “There are many ongoing trials for chemotherapy agents that can extend 
your life”

B. “Am I not doing a good job controlling your pain and other symptoms?”
C. “I will write you the prescription, but you can’t tell anyone where you got 

the medication from”
D. “Physician-assisted suicide is only legal in one state; you will have to seek 

that treatment there”
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15.  A 51-year–old-man is newly diagnosed with lung cancer. He comes to a 
medical appointment with his male partner to discuss treatment options. 
In addition to providing information on the treatment of the lung cancer, 
the provider should:

A.  Determine what his wishes would be with regard to life-sustaining treat-
ments, and document these in the medical record

B.  Advise the patient to complete a Living Will document where he expressly 
states his wishes with regard to life-sustaining treatments

C. Advise the patient to complete a Power of Attorney for Health Care docu-
ment to name a surrogate decision maker for himself, in case he becomes 
unable to make his own health care decisions at some point

D. Do all of the above

16.  A 24-year-old man without significant past medical history appears for a 
routine health visit with a new primary care physician. At the appointment 
he makes several sexually inappropriate remarks to the physician, as well as 
several other vaguely threatening comments. The physician feels too uncom-
fortable to continue caring for the patient in the future. The best thing for 
the physician to do is:

A. Discharge the patient from the medical practice immediately
B. Give the patient a written letter that discharges him from the medical prac-

tice, but that also offers choices for emergency treatment until another pro-
vider can take over the patient’s care

C. Offer to continue seeing the patient in the future, so as to not commit patient 
abandonment

D. Offer to continue seeing the patient in the future, so as to not commit patient 
abandonment, but do so with a security guard present at all times

17.  A patient demands to have a CT scan of her spine to evaluate her lower 
back pain. In the clinical judgment of her physician, the pain is due to a 
muscle spasm; therefore, he believes a CT scan is unnecessary. The best 
thing for the physician to do is:

A.  Order the CT scan so that the patient will not file a malpractice law suit
B. Order the CT scan, but tell the patient that insurance is not going to pay for 

it since it is not medically indicated
C. Do not order the CT scan, but offer to refer the patient to another physician 

for a second opinion
D. Do not order the CT scan and tell the patient that she will need to seek medi-

cal care elsewhere

18.  A 98-year-old man is admitted to the hospital with chest pain. The admit-
ting physician wants to initiate a discussion with him about code status. 
Which of the following statements is the most appropriate?
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A.  The patient, if capable of deciding, should be asked what his wishes are 
regarding resuscitation after risks and benefits are explained

B. Because of his advanced age, code status should be determined based on the 
patient’s pre-hospital quality of life

C. Resuscitation would not be an appropriate use of medical resources in this 
case, as 98-year-old patients generally do not survive resuscitation

D. The physician should not be discussing code status with a 98-year-old patient

19.  A 38-year-old man with end-stage chronic kidney disease and anemia of 
chronic disease agrees to begin hemodialysis therapy. The nephrologist wishes 
to begin erythropoietin therapy for his anemia, but the patient refuses this 
treatment and wants to take iron supplements instead. The physician explains 
that iron is not an appropriate treatment for his condition, but the patient 
refuses to change his mind. The best thing for the physician to do is:

A.  Prescribe only the medications that the patient agrees to take
B.  Refuse to offer him any further treatment, since his choices are illogical and 

are not compatible with the medical standard of care
C. Delve further into the reasons for his choices and make a determination 

about his capacity to make decisions about treatment
D. Refer him to a psychiatrist

20.  A 70-year-old patient has no legal documentation such as a Living Will or 
Power of Attorney for Health Care, and loses the capacity to make deci-
sions about her own medical care. She is widowed and has five adult chil-
dren, three of whom want her to have an elective procedure and two that 
don’t. The decision about having the procedure should:

A. Be determined by the children with the majority opinion
B. Be determined only when unanimity has been reached among the children
C. Be determined by bringing in the patient’s elderly mother and counting her vote
D. Be determined by an objective third party, such as a legally appointed guardian

21.  During a routine health visit with a new primary care physician, a 37-
year-old woman with chronic lower back pain requests narcotic analgesics 
for her symptoms. The physician states that he will provide a limited 
number of these medications to the patient on a month-by-month basis if 
she agrees to sign a narcotic contract that has several stipulations, includ-
ing routine urine toxicology screens and that she cannot receive narcotics 
from other prescribers. The patient refuses to sign the contract and 
demands that the physician provide her with the medications anyway. At 
this point, the physician should:

A. Offer to refer the patient to a physician who is a pain management specialist 
to further evaluate her symptoms

B. Agree to prescribe the patient a limited amount of narcotics just this one time
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C. Agree to prescribe the patient a limited amount of narcotics monthly if she 
verbally agrees to use them only as directed

D. Discharge the patient from his medical practice

22.  A 44-year-old male is admitted to the hospital with acute pancreatitis due to 
alcohol abuse, and is made nil per os (NPO), and given intravenous fluids 
and analgesics. He reports to the medical team that his pain is not getting 
better over the first several days of his hospitalization. A CT scan of the 
abdomen is ordered to evaluate him for complications of his pancreatitis, 
but is delayed several times since the patient is out of his hospital room every 
time the radiology transporter comes to get him for the test. His nurse suspects 
that he is leaving his room to eat at the hospital coffee shop. The best thing 
for his medical team to do is

A.  Arrange a verbal or written contract with the patient that clarifies agreed-
upon treatment goals and rules for behavior, such as being available in his 
hospital room at certain times when care must be given and adherence to his 
NPO order

B.  Discharge the patient home since he is not following orders from the medi-
cal team

C.  Tell the patient that he must remain in his hospital room at all times, or he 
will be discharged home

D.  Have a nursing assistant keep the patient under constant observation to 
assure adherence with his orders

23.  Patient A is critically ill and requires numerous treatments with Medication 
X to be kept alive. Medication X is very expensive, and only a limited 
number of doses are available at the hospital. Two other patients, Patient 
B and Patient C, are then admitted to the hospital and will also need 
Medication X in order to be kept alive. Which of the following is the best 
justification to stop giving Medication X to Patient A?

A. The total cost assumed by giving Medication X to Patient A
B.  The relatively low contribution to society that Patient A offers, compared to 

the higher contributions of Patients B and C
C.  The likelihood that all three patients will die if Patient A continues to receive 

Medication X and there is not enough of it to give to Patients B and C
D. Patient A is much older than Patient B and Patient C

24.  While cleaning up his desk, a primary care physician finds test results that 
are two months old indicating one of his patients has hyperthyroidism. 
The patient’s next appointment with the physician is in three weeks. The 
next best step for the physician to take is to:

A. Apologetically disclose all information about how the error occurred in 
person at the patient’s next scheduled appointment
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B.  Immediately arrange an earlier office appointment with the patient to per-
sonally notify her about the test results, and to apologetically disclose all 
information about how the error occurred

C.  Immediately send the patient an official letter advising her about the test 
results that apologetically discloses all information to her regarding the 
error, and then keep the next scheduled appointment with her in three 
weeks

D.  Immediately have his attorney send the patient a certified letter advising 
her about the test results that apologetically discloses all information to her 
regarding the error, and then keep the next scheduled appointment with 
her in three weeks

25.  A 42-year-old woman presents to the hospital with a large subdural 
hematoma that requires emergent surgical evacuation. The medical team 
caring for her suspects that the hematoma is a result of domestic violence. 
The patient is not capable of consenting for the procedure due to an 
altered level of consciousness. The best person to give consent for this pro-
cedure is:

A.  The patient’s husband, despite the possible abuse, since they are legally 
married

B.  The patient’s mother, although she lives two hours away, since there is a 
possibility that the patient’s husband caused the injury

C.  A surrogate decision maker determined by the state, since there is a possibility 
that the patient’s husband caused the injury and he legally has more rights 
than the patient’s mother or other relatives

D.  No one, since the procedure is an emergency one and informed consent is 
not required

26.  A 31-year-old man dies from complications of an AIDS-related pneumonia. 
His wife requests that HIV and AIDS not be listed as the primary cause of 
death on the death certificate, since this is a document of public record and 
she doesn’t want other people to know about his illness. The best thing to do 
in this situation is to:

A.  List “AIDS” and “AIDS-related pneumonia” as the primary cause of death 
on the death certificate

B.  List “Unknown,” but do not list “AIDS” or “AIDS-related pneumonia” as 
the primary cause of death on the death certificate since the patient’s wife is 
legally the patient’s health care agent and her request must be honored

C.  List “Unspecified pneumonia,” but do not list “AIDS” or “AIDS-related 
pneumonia” as the primary cause of death on the death certificate since the 
patient’s wife is legally the patient’s health care agent and her request must 
be honored

D.  Refer the case to the medical examiner to better determine the primary cause 
of death
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27.  A 27-year-old man is admitted to the hospital with chest pain that started 
one hour after using crack cocaine. Urine toxicology confirms his cocaine 
use. The man reports that he occasionally sells drugs to support his own 
cocaine use. He is the father of an eight-year-old girl who lives with him 
and his girlfriend every other weekend, and with his ex-wife at all other 
times. The medical team should report his drug use to:

A.  No one since this information must be kept confidential
B.  The local department of social services so that his daughter’s welfare and 

safety can be investigated
C. Local law enforcement since his activity is illegal and he should be prosecuted
D. His ex-wife so she can seek sole custody of their daughter and keep her safe

28.  An unidentified and unconscious woman, likely in her late 30s, is brought 
to the Emergency Department and found by laboratory evaluation to be in 
a diabetic hyperosmolar non-ketotic state. Attempts at peripheral intrave-
nous access are unsuccessful, due to volume depletion and hypotension. 
Which of the following statements about informed consent for placing a 
central venous access is the most appropriate?

A. Informed consent is necessary for all procedures to ensure that human rights 
are protected

B. Informed consent is not necessary as the procedure in this case is an emer-
gency one

C. Informed consent is not necessary as the procedure in this case is an emer-
gency one, and brief documentation to this affect should be made in the 
medical record

D. Informed consent for the patient to have this procedure can only be given by 
a legal guardian, who is appointed by a judge, and legal proceedings for this 
should be done quickly given the urgency of the patient’s medical condition

29.  Which of the following laboratory tests is usually not included under the 
blanket category of general consent for medical care when a patient is 
admitted to the hospital?

A. CD
4
+-lymphocyte count

B. HIV viral load
C. Hepatitis C antibodies
D. Certain genetic assays

30.  A 79-year-old African-American male has metastatic lung cancer, with 
bone and brain involvement. He presents to the hospital with mental 
status changes, and the admitting physician asks the family what his 
wishes would be with regard to treatment in the event of a cardiopul-
monary arrest. They state that they want “everything to be done.” The 
best thing for the physician to reply is:
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A.  “I don’t think that resuscitating him is an appropriate use of medical 
resources, or truly in his best interest”

B. “He has metastatic cancer. I don’t think that resuscitation is going to make 
a difference in helping him live longer”

C.  “Based on good medical evidence, the likelihood of him surviving a 
cardiopulmonary arrest is very low with or without resuscitation, and 
I’m concerned that resuscitating him may actually do him more harm 
than good”

D. “I think that you may relate better to an African-American physician, and 
I’d be happy to refer you to one if you’d like”

31.  A 72-year-old patient with a terminal condition is not capable of giving 
consent for a life-sustaining procedure. Which of the following is the 
appropriate person to obtain consent from?

A. The patient, per their specific wishes about such a procedure as stated in 
their Living Will

B. The person who is named as the health care agent on the patient’s Power of 
Attorney for Health Care paperwork

C. The patient’s legal spouse
D. A surrogate decision maker who is determined to know the patient well

32.  A 50-year-old man with HIV infection suffers a devastating stroke and is 
in the intensive care unit on a mechanical ventilator. He had not previously 
completed any legal documentation such as a Living Will or a Power of 
Attorney for Health Care. The closest living relative to make health care 
decisions for him is his father, who has not spoken to the patient in two 
years, and the medical team does not know if he is aware of his son’s HIV 
diagnosis. The medical team caring for the patient should:

A.  Be completely honest about the patient’s medical condition with his father, 
including disclosure of the HIV diagnosis, so that he can make informed 
decisions about his son’s care

B.  Be completely honest about the patient’s medical condition with his 
father so that he can make informed decisions about his son’s care, but 
not disclose the HIV diagnosis since it is not relevant to care of the 
patient’s stroke

C. Determine how much the father knows about his son’s past medical 
problems before any further discussions; then be completely honest 
about the patient’s medical condition so the father can make informed 
decisions about his son’s care, but the HIV diagnosis should not be 
newly disclosed if not previously known since it is not relevant to care 
of the patient’s stroke

D. First determine if the father is an appropriate surrogate decision maker for 
the patient, given that the father and son haven’t spoken in two years
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33.  A 100-year-old woman is admitted to the hospital with rectal bleeding. 
With regard to performing a colonoscopy, which of the following state-
ments is the most correct?

A. Patients that are 100-years-old should not have invasive procedures done
B. A colonoscopy should only be done if the patient is a vibrant and active 

100-year-old
C.  A colonoscopy should only be done if the patient is able to have the procedure 

covered by Medicare or private medical insurance, or be paid out of her personal 
savings

D.  The patient, if capable of deciding, should be asked if she wants a colonos-
copy, after risks and benefits are explained

34.  A 65-year-old man is admitted to the hospital with acute myocardial inf-
arction. The admitting physician initiates a conversation about code status 
with the patient and his family. The patient’s wife asks the physician if she 
can be present during resuscitation if the patient has a cardiopulmonary 
arrest. The best reply to her would be:

A. “No, I think that it would be best if you were not present”
B. “Yes, the family has the right to be present for the resuscitation”
C. “Yes, a limited number of adult family members may be present for the 

resuscitation, but they must allow providers to care for your husband with-
out disruption”

D. “Yes, a limited number of adult family members may be present for the resus-
citation, but they must be prepared to see some potentially gruesome things”

35.  If a patient is refusing to have a recommended procedure performed, and 
the procedure is one that the treating physician feels is both standard of 
care and potentially lifesaving, the physician must:

A. Assume that the patient does not have the capacity to decide whether to have 
the procedure or not

B. Keep trying to convince the patient that the procedure is necessary until they 
eventually consent for the procedure

C. Obtain a psychiatric consult on the patient
D.  Do not perform the procedure if the patient is determined to have the capac-

ity to make this decision

36.  A 47-year-old woman has poorly controlled Type 2 diabetes mellitus and 
her physician wants to begin outpatient treatment with insulin. Her reli-
gious views require that she fast during the daytime for one month each 
year. Which of the following statements is the most appropriate with 
regard to her diabetes treatment?

A.  Insulin is not a good choice of medication for this patient due to her dietary 
variability and high risk of developing hypoglycemia during fasting
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B.  The physician should advise the patient to seek an exemption for the fasting 
from her religious leader

C. The patient should not receive insulin treatment during her fast unless she, 
unprompted, offers to seek an exemption for the fasting from her religious 
leader

D. The patient should be referred to another physician who shares her religious 
views

37.  A baby girl requires extracorporeal membrane oxygenation (ECMO) 
immediately after birth, due to birth defects and respiratory dysfunction. 
On day 27 of treatment on the ECMO machine, at a cost of several thou-
sand dollars per day, the girl remains critically ill and has few positive 
signs of recovery. Which of the following statements is most correct?

A.  Further health care dollars should probably not be spent on this girl’s care
B.  Due to the lack of improvement in the girl’s condition, and the low likeli-

hood that she will live to become a contributing member of society, there 
should be consideration of stopping the ECMO

C. Since there is only one ECMO machine at this hospital, the girl should 
be removed from the machine if another critically ill infant suddenly 
needs it

D.  If another critically ill infant suddenly needs an ECMO machine, then that 
patient should be transferred to a nearby medical facility that has a machine 
available

38.  A 27-year-old man is newly diagnosed with HIV. He admits to his 
primary care physician that his wife is unaware of his diagnosis and 
that he is still having unprotected sexual intercourse with her. He 
states he is too ashamed to tell her about his diagnosis and how he 
acquired the infection, and asks the physician not to tell her either. Of 
the following, the physician’s best reply is:

A.  “I will keep your HIV diagnosis just between us since everything you tell 
me is confidential”

B.  “I will keep your HIV diagnosis just between us since everything you tell 
me is confidential, but you should really consider telling her the truth”

C.  “I am personally required by law to tell the health department of your diag-
nosis, and they may notify your wife that she is at risk for contracting HIV 
from someone she is in a relationship with”

D.  “I am personally required by law to have you arrested now for knowingly 
putting your wife at risk for contracting HIV infection”

39.  A 34-year-old male with a past medical history of bipolar disorder with 
psychotic features, alcohol abuse, and medication non-adherence presents 
to the Emergency Department with acute psychosis and has suicidal and 
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homicidal ideations. He is screaming loudly and threw a punch at one of 
the nurses. The best thing for his medical team to do next is:

A.  Heavily sedate him with medications and use physical restraints to prevent 
him from harming hospital staff

B. Take him to a room where he will not disturb other patients and, if neces-
sary, use chemical and physical restraints temporarily to calm him down so 
that treatment can be safely initiated

C. Continue to try and use verbal redirection to calm him down
D. Call a psychiatry consult

40.  Which of the following statements about HIV-related testing is not 
correct?

A.  Positive HIV test results are always reported to the Centers for Disease 
Control and Prevention (CDC)

B.  In a few states HIV testing can be done confidentially so that positive results 
are not reported to the Centers for Disease Control and Prevention (CDC)

C.  In most states low CD
4
+-lymphocyte count test results are reported to the 

Centers for Disease Control and Prevention (CDC)
D.  In most states positive HIV viral load test results are reported to the Centers 

for Disease Control and Prevention (CDC)

41.  A 51-year-old woman is started on cholesterol-lowering medication by her 
primary care physician based on the results of a fasting lipid profile. The 
physician later is notified by the testing laboratory that blood samples 
were accidentally mixed up, and that the patient’s correct test results indi-
cate that she did not have high cholesterol at all. The best action for the 
physician to take is to:

A.  Immediately advise the patient by phone to stop taking the medication, and 
to apologetically disclose all information to her regarding the error

B.  Send the patient an official letter advising her to stop taking the medication, 
and to apologetically disclose all information to her regarding the error in 
the letter

C.  Have his attorney send the patient a certified letter advising her to stop tak-
ing the medication, and to disclose all information to her regarding the error 
in the letter

D.  Require the laboratory to immediately notify the patient about their report-
ing error, and then send her a letter of apology afterwards with directions to 
stop taking the medication

42.  A 27-year-old woman with HIV infection is offered antiretroviral therapy 
by her infectious disease specialist. The woman agrees to take nucleoside 
analog reverse transcriptase inhibitors (NRTIs) and non-nucleoside 
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reverse transcriptase inhibitors (NNRTIs), but refuses to take protease 
inhibitors (PIs). Her doctor should:

A. Prescribe only the medications that she agrees to take
B.  Refuse to offer her further treatment, since her choices are illogical and are 

not compatible with the standard of care for HIV
C. Ask about the reasons for her choices and determine if she is capable of 

making decisions about antiretroviral therapy.
D. Refer her to a psychiatrist

43.  A 75-year-old woman with widely metastatic breast cancer is admitted to 
the hospital for pain control at the end of her life. She is lethargic, has 
shallow respirations, but is grimacing and moaning. The patient’s son 
requests that she receive a higher dose of morphine than she is currently 
getting. The physician caring for this patient should:

A.  Explain that you cannot give her more morphine since the higher dose may 
hasten her death

B. Explain that you cannot give her more morphine since the higher dose may 
hasten her death, and report the son’s request to law enforcement officers

C. Give her more morphine, but explain to her son that the higher dose may 
hasten her death

D. Give her enough morphine so that she passes away more quickly

44.  A 47-year-old woman with poorly controlled diabetes, who previously lived 
alone in a second floor apartment, is admitted to the hospital with a non-
healing foot infection. She is diagnosed with osteomyelitis and undergoes a 
left below-the-knee amputation. Her pain is well controlled postoperatively 
and when she is medically ready for discharge she refuses several choices of 
skilled nursing facilities that would care for her incision site and provide 
rehabilitation therapy to help her become mobile again. The best discharge 
plan for her at this time is:

A.  To offer to have an ambulance bring her to her apartment
B. To keep her in the hospital until she agrees to go to a skilled nursing facility
C. To determine why she is not willing to go to the facilities offered, and what 

she would like to do instead
D. To call her relatives, explain her medical situation and have them convince 

her to go to a skilled nursing facility

45.  If an unmarried adult patient has no legal documentation such as a Living 
Will or Power of Attorney for Health Care, and loses the capacity to make 
decisions about their own medical care, in most states which of the follow-
ing persons legally would become the surrogate decision maker?

A. The patient’s adult child
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B. The patient’s adult sibling
C. The patient’s parent
D. The patient’s best friend, if they are an adult

46.  A 52-year-old man is newly diagnosed with hepatocellular carcinoma, and 
prognosis is deemed to be poor. His primary physician should:

A.  Determine what his wishes would be with regard to life-sustaining treat-
ments, and document these in the medical record

B.  Advise the patient to complete a Living Will document where he expressly 
states his wishes with regard to life-sustaining treatments

C.  Advise the patient to complete a Power of Attorney for Health Care docu-
ment to name a surrogate decision maker for himself, in case he becomes 
unable to make his own health care decisions at some point

D. Do all of the above

47.  A 51-year-old woman with peripheral arterio-occlusive disease and a his-
tory of aorto-bifemoral bypass grafting two years previously presents to 
her vascular surgeon with symptoms of gradually worsening lower 
extremity claudication. Since her prior surgery she has continued to 
smoke cigarettes and is frequently non-adherent with her prescribed 
medications. Her surgeon believes that her non-adherence with prior rec-
ommendations has resulted in a rapid recurrence of arterio-occlusive dis-
ease. Repeat surgery is considered a procedure of moderate risk to the 
patient, given her general underlying condition. Before the vascular sur-
geon should consider performing a repeat surgery to alleviate the patient’s 
symptoms, the patient should:

A. Have her capacity to decide on the surgery evaluated by a psychiatrist
B.  Demonstrate a reasonable attempt to quit smoking and adhere to medical 

therapy
C. Seek a second opinion about the etiology of her symptoms
D. This patient should not have repeat surgery offered to her due to a history of 

non-adherence to medical recommendations

48.  A 16-year-old girl presents to her pediatrician for a routine health visit. 
When her mother steps out of the room, the girl admits to being sexually 
active and having missed her last menstrual period. She requests a preg-
nancy test and the results are positive for pregnancy. She states that she does 
not want her mother to know about her pregnancy until she has had time to 
think about what she wants to do. When the mother returns to the examina-
tion room she asks what was discussed in her absence. Of the following, the 
best reply from the physician is:

A. “Your daughter’s medical information is confidential”
B. “You should ask your daughter what we discussed”
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C.  “We discussed various aspects of your daughter’s health, and everything 
is fine”

D. “I think we should all sit down together and talk about what we found out”

49.  A 77-year-old woman is evaluated for a lump in her breast that is later 
determined by biopsy to be malignant. Before the patient is notified of the 
results, the patient’s daughter calls the physician to find out the diagnosis. 
She states “if it’s cancer, please don’t tell her the diagnosis until after her 
granddaughter’s wedding next month; it will just devastate her.” In this 
case, the physician should:

A.  Arrange the first available medical visit for the patient after the wedding to 
relate the cancer diagnosis to the patient

B.  Arrange for the patient to immediately meet with an oncologist and grief 
counselor so they can relate the cancer diagnosis to the patient

C.  Explain to the daughter that the patient does have cancer and that he is obli-
gated to share the diagnosis with the patient herself as soon as possible

D.  Explain to the daughter that he is obligated to share the biopsy results with 
the patient herself as soon as possible, and not specifically disclose the 
diagnosis to the patient’s daughter

50.  A 41-year-old married woman is diagnosed with gonorrhea. She tells her 
provider that she has had extramarital affairs and that she does not want 
her husband to know about the infection. She states that she has not been 
sexually active with her husband for over a year. The best thing for the 
provider to tell her is:

A. “I am required by law to tell your husband about your gonorrhea”
B.  “I am not required by law to tell your husband about your gonorrhea, but 

you should strongly consider telling him yourself”
C.  “I am not required by law to tell your husband about your gonorrhea, but 

someone from the Department of Health may notify him”
D. “I think that you should consider a divorce”
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1. A. In most states HIV testing requires specific informed consent, but drug 
screens are considered covered by the general consent for medical care. The 
general practice of ordering urine drug screens, for medical purposes only, is 
considered legally acceptable. However, any use of drug screens for purposes 
other than providing safe medical care, particularly if done without the patient’s 
knowledge, is not appropriate. Please refer to Case 7 for further discussion 
about general consent for medical care and informed consent for drug testing.

2. D. Health care resources must be used appropriately, and this patient no longer 
meets the criteria for inpatient care. Outpatient follow-up seems to be a reason-
able compromise in this case. The prescription of extra pain medication is 
improper. Please refer to Case 3 for further discussion about criteria for hospi-
talization, and also to Case 8 for further discussion about the rights of providers 
to discharge patients who don’t meet criteria for further hospitalization.

3. B. Informed consent is preferable, but not always necessary in the case of life-
threatening emergencies. Documentation in the medical record is essential 
when a procedure is performed on a patient without their consent. Waiting for 
a legal judgment is not appropriate in an emergency situation. Please refer to 
Case 15 for further discussion about consent in patients who are unidentified 
and lack capacity to make decisions about medical care.

4. D. It is essential to respect the points of view of patients and their families from 
different cultures and religious backgrounds, as they may have different belief 
systems than the provider. Bridging cultural gaps will most likely help give 
patients the best possible care. Providing appropriate support and using an evi-
dence-based approach may assist the provider in this process. Please refer to 
Case 13 for further discussion about futile care and the influence of culture on 
decision making at the end of life.

5. A. Health care resources must be used appropriately, and this patient no longer 
meets the criteria for inpatient care. Likewise, the use of busy PACU or nursing 
staff is not appropriate, and takes their time away from patients with more 
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 critical needs. Please refer to Case 3 for further discussion about criteria for 
hospitalization, and also to Case 8 for further discussion about the rights of pro-
viders to discharge patients who don’t meet criteria for further hospitalization.

 6. D. Patients who are legal minors can often make their own decisions about 
health care without involving their parents. The Code of Ethics of the American 
Medical Association suggests that providers delve into why minors do not want 
their parents involved in their care, and to encourage parental involvement when 
appropriate. This patient additionally needs counseling on reducing her risk 
behaviors with regard to HIV infection and other sexually transmitted diseases. 
Please refer to Case 24 for further discussion about the rights of minors to con-
sent for medical care.

 7. B. Although the law in most states dictates that HIV testing requires informed 
consent, and no laws exist regarding formal consent for testing of surrogate lab-
oratory markers for HIV, results from these surrogate markers may still be 
reportable. The most ethical thing to do is notify the patient, and preferably 
obtain their consent, about testing for HIV-related markers. Positive test results 
are reported, regardless of the status of patient consent. Please refer to Case 19 
for further discussion about informed consent for HIV testing.

 8. C. When a patient does not have the capacity to make a health care decision on 
their own, the health care agent from the Power of Attorney for Health Care is 
the highest on the hierarchy for surrogate decision making of the listed choices. 
This individual is the person who the patient felt, at a time when he had capac-
ity, could best make decisions for him in just such a situation. Clearly, since the 
patient hasn’t spoken to the alternate health care agent in some time, the ability 
of the health care agent to make appropriate medical decisions for the patient 
must be analyzed by the practitioner. Please refer to Case 2 for further discus-
sion about when a primary choice for a health care agent cannot fulfill their 
obligations, and also Chapter 3 for a general discussion about Advance 
Directives.

 9. D. Ensuring that safe and efficient care is provided to this patient is a priority 
and, unfortunately, some behavioral “ground rules” need to be set. Discharging 
the patient is not a good choice, since he has a potentially deadly diagnosis, and 
outpatient treatment is not standard of care. Confinement by the police is too 
restrictive of the patient’s rights. Please refer to Case 5 for further discussion 
about patients whose behavior limits the ability of their providers to care for 
them, and the ethics of behavioral contracts.

10. B. Patients with mental illness may have the capacity to make health care deci-
sions for themselves. They must demonstrate capacity to make such decisions 
in the same way as patients without mental illness, which relies on more infor-
mation than level of alertness or orientation. The risks and benefits of accepting 



or refusing the procedure must be explained to and understood by the patient. 
A psychiatry consult may be helpful in this case, but is not necessary in deter-
mining the patient’s capacity to make this decision. At this time, the abscess 
does not appear to be life-threatening, so informed consent should be obtained 
from someone. Please refer to Case 1 for further discussion about determining 
a patient’s capacity to give consent to procedures.

11. D. The use of chemical or physical restraints is sometimes necessary in the care 
of patients to reduce harm to the patient and/or the health care providers. The 
minimal amount of restraint should be used and the need for continued restraint 
re-evaluated frequently. Waiting for a psychiatry evaluation does not seem prac-
tical at this time due to the acute level of patient agitation and his behaviors, and 
verbal redirection has already failed to calm the patient. The patient’s refusal of 
the restraints is done when he does not have the capacity to decline this inter-
vention or his general care. Involving a loved one may help to calm the patient 
down, and that individual may be able to assist in making decisions for his care. 
Please refer to Case 6 for a further discussion about the use of physical and 
chemical restraints on patients.

12. D. The physician should not assume that there are no options available to treat 
this patient. The patient should be asked, in private and without coercion or 
duress, what treatments he will or will not accept. Spiritual guidance and the use 
of evidence-based medicine may help him make decisions in this regard. Please 
refer to Case 23 for a further discussion about caring for Jehovah’s Witnesses.

13. B. Receiving antiviral therapy is likely in this patient’s best interest, and his 
years of sobriety and adherence to medical recommendations potentially make 
him a good candidate for this treatment. Continued adherence will be important 
to the success of the treatment and in reducing risks associated with the treat-
ment. There is no indication for a psychiatry evaluation at this time. Please refer 
to Case 20 for further discussion about the requirements of patients to prove 
adherence to medical therapy before certain treatments are made available to 
them.

14. B. Physician-assisted suicide is currently illegal in the majority of states. The 
reasons for this patient wanting to die quickly may be related to poor control of 
pain, depression, or other conditions, and the physician should inquire about 
these. The patient does not seem to be interested in extending the length of his 
life at this time, although trials of palliative therapy are worth exploring after 
the reasons for his primary request are thoroughly addressed. Please refer to 
Case 25 for further discussion about palliative sedation and physician-assisted 
suicide.

15. D. Patients with potentially terminal conditions should have their wishes 
 regarding end-of-life care clearly documented in the medical record, and 
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 supplemented with legal documentation when possible. This patient should 
determine who he would want to make health care decisions for him if he loses 
the capacity to do so. If he wishes for his partner to be his health care agent, 
then he should consider legal documentation to designate him as such since 
many states do not give same-sex partners legal rights in these situations. His 
wishes regarding resuscitation, mechanical ventilation, and nutrition are some 
of the other parameters that should be clarified. These discussions are often dif-
ficult, particularly in patients with newly diagnosed terminal illness, and sensi-
tivity must be used while initiating them. Please refer to Cases 11 and 16 for 
further discussions about surrogate decision makers, Case 11 on the rights of 
same-sex partners in medical decision making, and Chapter 3 for a general dis-
cussion of Advance Directives.

16. B. Physicians should not put themselves at risk while caring for patients, par-
ticularly if they feel unsafe around them. Having a security guard present likely 
violates a patient’s privacy, particularly as sensitive patient information is pro-
tected by the federal Health Insurance Portability and Accountability Act 
(HIPAA) Privacy Rule. A patient may be discharged from a medical practice, 
but they must be provided with alternative means of emergency care until 
another practitioner can assume their care. Please refer to Case 9 for further 
discussion about administratively discharging a patient from a medical 
service.

17. C. Practicing “defensive medicine” by ordering unnecessary tests is both inap-
propriate utilization of health care resources and needlessly expensive. The CT 
scan should not be ordered for this patient if it is not indicated, regardless of 
their request. If the practitioner is providing at least the standard of care to this 
patient, then a malpractice claim should not be of concern. There is not a clear 
reason to discharge the patient from the medical practice completely, and to do 
so may be construed as patient abandonment. The best choice in this case is to 
offer the patient an opportunity to get a second opinion on her symptoms. Please 
refer to Case 3 for further discussion about patients coercing providers into 
unnecessary tests and procedures, and also to Case 9 for further discussion 
about administratively discharging a patient from a medical service. Chapter 1 
additionally has a discussion about the practice of “defensive medicine.”

18. A. It is appropriate to discuss code status with a 98-year-old patient, and truth-
fully most all adult patients, regardless of age or current health status, should 
think about what their wishes would be at the end of life or in emergency situa-
tions. Although it is true that this patient is beyond the current life expectancy 
of a person in the United States, decisions about resuscitation should be made 
on an individual basis and not based on a physician’s preconceived notions of 
what an older patient might want or what their pre-hospital quality of life might 
be. This is true even if providing resuscitation for the patient may not signifi-
cantly prolong the duration of their life. It is an entirely different matter if 
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resuscitative efforts are known for a fact to be futile due to the patient’s underly-
ing illness – in this situation, resuscitative efforts probably should not be offered 
at all. Withholding medical resources from a patient generally should not be 
done on an individual basis, particularly if those resources are plentiful. Please 
refer to Case 14 for further discussion about the influence of age on providing 
certain medical care. Please also see Case 22 for a review of health care resource 
utilization and limitations thereof.

19. C. A provider should not offer alternative treatments that are not standard of 
care just because a patient requests them. In this case there is not a clear reason 
to withhold all treatments from the patient, since the patient is agreeable to nec-
essary interventions such as dialysis. Refusing to treat the patient at all may be 
construed as patient abandonment. Although undiagnosed mental illness could 
be one factor in this patient’s decision making, the physician must first deter-
mine the reasoning behind the patient’s choices before referring the patient to a 
psychiatrist. Please refer to Case 10 for further discussion about when patients 
make decisions that their provider considers illogical.

20. A. Although ideally one would hope that families would come together and 
make a unanimous decision in such a situation, the reality is that individual disa-
greement is relatively common and unanimity may never be reached. Based on 
laws determining the hierarchy of surrogate decision makers in most states, the 
children have the responsibility of speaking for this patient and “vote counting” 
that includes others or seeking a legal guardian are not appropriate options. 
Including other family members in the discussion to assist the children with 
their choices is sometimes helpful, although this can also add more conflicting 
opinions to the mix. Currently 12 states do not offer a priority list of health care 
decision makers, and individual state laws should always be consulted. Please 
refer to Case 16 for further discussion about surrogate decision makers and 
when next-of-kin are not unanimous in their choices.

21. A. Prescription drug abuse is a serious problem, and establishing guidelines 
within a medical practice for the safe prescription of controlled substances is 
common and ethical if done in an appropriate manner. A patient who is not 
agreeable to a reasonable contract should not be given the option for treatment 
without a contract if other patients in the practice have to abide by one. Refusing 
to treat the patient at all may be construed as patient abandonment, so referral 
to a specialist for a second opinion is likely the best choice here. Please refer to 
Case 9 for further discussion about narcotic prescriptions and the ethics of nar-
cotic contracts.

22. A. Providing safe and efficient care to this patient is a challenge and, unfortu-
nately, establishing a behavioral contract may be necessary. Discharging the patient 
is not a good choice since he still requires inpatient treatment, and outpatient 
management of complicated pancreatitis is not standard of care. Complete 
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 confinement to his hospital room or constant observation by a staff member is 
too restrictive of his rights at this time, and threatening the patient with dis-
charge is not appropriate. Please refer to Case 5 for further discussion about 
patients whose behavior limits the ability of their providers to care for them, and 
the ethics of behavioral contracts.

23. C. Withholding medical resources from a patient generally should not be 
done on an individual basis, particularly if those resources are plentiful. 
When resources are limited one must consider the needs of other patients 
when distributing those resources. If care for Patient A is futile, then con-
sideration of limiting access to Medication X should be made. Age and 
other factors, such as contribution to society, are not appropriate standards 
to use for limiting a patient’s access to lifesaving treatments. Please refer to 
Case 22 for further discussion about determining how best to distribute 
medical resources among patients, and Case 14 about how age is a factor in 
health care decisions.

24. B. Immediate and completely honest admission to errors that may have affected 
a patient’s care is essential, and should be done by the treating physician, prefer-
ably in person. Please refer to Case 17 for further discussion about how to deal 
with errors involving patient care.

25. D. In certain emergency cases informed consent may be waived if the patient’s 
life is hanging in the balance. Clear documentation of this should be made in 
the medical record. If there is reason to believe that the patient’s husband may 
have caused harm to the patient, then he should not be considered an appropriate 
surrogate decision maker for her. There is not enough time in this case to find 
an alternate surrogate decision maker for the patient, such as her mother or a 
legal guardian. Please refer to Case 4 for further discussion about when a 
patient’s legal spouse is not an appropriate surrogate decision maker for them, 
and to Case 15 for a review of informed consent in emergency situations.

26. A. The individual certifying the death certificate in this case needs to do so with 
the best of their ability and using complete honesty. If the primary cause of 
death is known to be AIDS, then this must be listed and a second opinion from 
the medical examiner is not necessary. The role of a patient’s health care agent 
is to make treatment decisions for them based on what the agent perceives as 
being in the patient’s best interest or what the patient would want, and complet-
ing a death certificate is not a treatment decision. Please refer to Case 21 for 
further discussion about how to complete death certificates, and how to list ill-
nesses with potential social stigma.

27. B. Exposing children to the manufacture or distribution of illicit drugs is largely 
construed as child abuse and this must be reported to the department of social 
services to ensure that the children are in a safe home situation at all times. 
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Urine toxicology screens that are analyzed for the purpose of medical care 
should not be used to prosecute patients. Notifying the patient’s ex-wife of the 
test results would be a breach in patient confidentiality. Please refer to Case 7 
for further discussion about what determines child abuse and the obligations of 
providers to report suspected abuse.

28. C. Informed consent is preferable, but not always necessary in the case of life-
threatening emergencies, and this patient requires emergent central venous 
access for her care. Documentation in the medical record is essential when a 
procedure is performed on a patient without their consent. Waiting for a legal 
judgment is not appropriate in an emergency situation. Please refer to Case 15 
for further discussion about informed consent in emergency situations, and 
consent in unidentifiable patients.

29. D. Most states have regulations that require formal informed consent before 
ordering certain specific genetic assays. Although in most states the law dictates 
that HIV testing requires informed consent, no laws exist regarding formal con-
sent for testing of surrogate laboratory markers for HIV infection. Nonetheless, 
positive results from these surrogate markers may still be reportable and the 
most ethical thing to do when ordering them is to notify the patient that they are 
being drawn and preferably obtain their consent to do so. Technically, however, 
consent for ordering these tests falls under general consent for medical care, as 
does testing for viral hepatitis. Please refer to Case 19 for further discussion 
about general consent for medical care, informed consent for HIV testing, and 
the use of surrogate laboratory markers for HIV infection.

30. C. This case represents a common clinical dilemma. Withholding medical 
resources from a patient generally should not be done on an individual basis, 
particularly if those resources are plentiful. Factors, such as underlying illness, 
may or may not be an appropriate standard to use for limiting a patient’s access 
to lifesaving treatments, and these situations must be assessed on a case-by-case 
basis. If medical evidence suggests that an intervention may cause a patient 
more harm than good, it is the obligation of the practitioner to provide this 
information to the patient and their family. Additionally, if the underlying 
illness makes the intervention futile, then it probably should not be offered to 
the patient at all. Referral to a physician with the same race is both unnecessary 
and inappropriate. Please refer to Case 13 for further discussion about determin-
ing the futility of care, and how to approach end-of-life issues when cultural 
differences exist.

31. A. When a patient does not have the capacity to make a health care decision on 
their own, choices about the use of life-sustaining interventions are based on the 
patient’s wishes which, preferably, have been made clear verbally or through 
documentation such as a Living Will. If evidence of the patient’s wishes is not 
available, and there is no Living Will, then the health care agent from the Power 
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of Attorney for Health Care is the highest on the hierarchy for surrogate deci-
sion making. This is the person who the patient felt, at a time when they had 
capacity, could best make decisions for them in such a situation. There may be 
a reason that the patient in this case has chosen someone other than their legal 
spouse to be their health care agent (e.g., separation from the spouse, a dysfunc-
tional or abusive relationship with the spouse, lack of capacity by the spouse) 
and so the health care agent has priority in this case. However, further informa-
tion about the reasons for this patient’s choice should probably be gathered and 
consideration made to obtaining legal consultation if the issue becomes a con-
tentious one. Please refer to Case 2 and Chapter 3 for further discussions about 
determining who makes health care decisions for patients without the capacity 
to do so.

32. D. In situations where patients have not designated a health care agent for them-
selves, a surrogate decision maker must be chosen for them. This individual 
must have the capacity to make appropriate decisions that are in the best interest 
of the patient, and the health care team has to assess this capacity to their best 
ability. Barring any reasonable evidence that precludes the father from assuming 
this role in the presented case, the next best answer would be “C.” If the father 
is already aware of the HIV diagnosis, then free discussion of this is permitted. 
However, if he is not aware of his son’s HIV infection, this specific information 
should not be disclosed as it is not directly relevant to the care of his son’s 
stroke. Nonetheless, all information that is relevant to care of the stroke must be 
completely disclosed so informed decisions can be made for the patient. Please 
refer to Case 11 for further discussion about reporting HIV diagnoses to family 
members of patients, and both Cases 2 and 11 about surrogate decision makers 
with potential conflicts of interest.

33. D. It is appropriate to discuss this procedure with a 100-year-old patient, provid-
ing honest evidence about the potential risks and benefits, to best determine if 
she wishes to proceed with having it done. This is assuming that the patient has 
the capacity to make such a decision, and if she does not then a surrogate decision 
maker will need to become involved. If performing a colonoscopy is considered 
completely futile in this case, then it should not be offered to her at all. Although 
it is true that this patient is beyond the current life expectancy of a person in the 
United States, decisions about potentially lifesaving procedures should be made 
on an individual basis and not based on a physician’s preconceived notions of 
what an older patient might want or what their pre-hospital quality of life might 
be. This is true even if providing the procedure to the patient may not signifi-
cantly prolong the duration of her life. Withholding medical resources from a 
patient generally should not be done on an individual basis, particularly if those 
resources are plentiful. The ability of a patient to pay for a potentially lifesaving 
procedure should not limit her access to it. Please refer to Case 14 for further 
discussion about age-related decisions in medicine.



Comprehensive Exam –– Answer Key 227

34. C. A recent trend is to allow family members to be present during resuscitation 
efforts of their loved ones, as long as they do not interfere with the resuscita-
tion efforts of the code team. This would require limiting the family members 
present to a reasonable number, and to ensure that these chosen members are 
adults that are emotionally capable of witnessing the event. Having the discus-
sion about family member presence should be done in advance of the resuscita-
tive efforts whenever possible, as it is in this case. Although some warning as to 
what the family may observe during resuscitation is prudent, descriptive words 
should be chosen wisely. Please refer to Case 18 for further discussion about 
family presence during resuscitation efforts.

35. D. Patients have the right to refuse medical care, even when it seems medically 
necessary to save their life. The risks and benefits of accepting or refusing the 
procedure must be explained to and understood by the patient in order for them 
to make an informed decision about such a refusal. If they show good under-
standing of the risks and benefits, then they have the capacity to decide. Bullying 
them into changing their mind is inappropriate, although they should be made 
aware that the procedure will likely still be made available to them at a later date 
should they voluntarily change their mind about having it done. A psychiatry 
consult may be helpful in this case if there is concern that an underlying mental 
illness is affecting the patient’s judgment, but is not necessary in determining the 
patient’s capacity to make this decision. Please refer to Case 1 for further discus-
sion about determining the capacity of a patient to give informed consent.

36. C. Providers must make a good effort to accommodate the belief systems of 
patients with different cultural views, and not try to interfere with or change 
these beliefs. Holding insulin during periods of fast seems like a reasonable 
choice for this patient. Withholding insulin treatment for the majority of 
the year does not make practical sense for her illness. Many religious groups do 
in fact exempt patients from fasting if they are pregnant or have acute or chronic 
illness, and using a culturally-competent tone and recommending that the 
patient discuss the matter further with a religious advisor would be fine. Outright 
advising the patient to go against her belief system is not appropriate. Good care 
should be able to be provided by the physician, regardless of their own religious 
or cultural background. Please refer to Case 23 for further discussion about car-
ing for patients with different belief systems, as well as Chapter 1, Case 16, and 
Case 23 on how religion and culture can affect medical treatment.

37. D. Withholding medical resources from a patient generally should not be done 
on an individual basis, particularly if those resources are plentiful. When 
resources are limited one must consider the needs of other patients when distrib-
uting those resources. If ECMO is available at a nearby facility, and transporting 
the second infant to that facility will not do them harm, then this seems like the 
best choice for the situation. Although cost is always a consideration in the care 
of all patients, it is more a matter of using the least expensive, yet equally 
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 effective, treatments available. Factors such as contribution to society are not an 
appropriate standard to use for limiting a patient’s access to lifesaving treat-
ments. If withdrawal of ECMO is considered in this case, it should be because 
use of this intervention has become futile or is doing the patient more harm than 
good. Please refer to Case 22 for further discussion about caring for patients 
whose care impacts the availability of limited medical resources.

38. C. Although patient information must be kept confidential in most situations, 
confidentiality can be broken in circumstances where harm of others can be 
prevented. Purposeful transmission of HIV infection to others is considered 
criminal in many states, but it is not the first priority of the caring physician 
to have the patient immediately arrested. Trusting that this patient will imme-
diately notify his wife of his HIV infection and stop having unprotected inter-
course with her seems naïve based on his recent behavior. Positive HIV test 
results, in most states, are by routine reported to the local health department, 
and a counselor/representative from that department will interview the 
infected patient and notify their sexual partners of their risk for becoming 
HIV-infected. Please refer to Case 12 for further discussion about reportable 
illness and notification of persons at risk for contracting contagious illness 
from a patient.

39. B. The use of chemical or physical restraints is sometimes necessary in the care 
of patients to reduce harm to the patient or to the providers caring for them. The 
minimal amount of restraint should be used, and the need for continued restraint 
re-evaluated frequently. Waiting for the psychiatry evaluation, although one is 
clearly indicated for this patient, does not seem practical at this time due to the 
acute level of patient agitation and his behaviors. Verbal redirection will 
unlikely be successful in calming this patient, although placing him in a more 
quiet environment may help with his agitation and cause less of a disturbance 
to other patients. If the patient receives sedative medications and is placed in a 
secluded area, close observation will be necessary in case oversedation or an 
adverse reaction to the medications occurs. Please refer to Case 6 for further 
discussion about treating agitated patients and the use of physical and chemical 
restraints.

40. B. Although the majority of states (47) use confidential yet name-based report-
ing, three states (Hawaii, Maryland and Vermont) use a code-based reporting 
system of positive HIV test results to the CDC. It is important to note that, in 
42 states, there are also regulations mandating the reporting of CD4+-lym-
phocyte count results, and 43 states require the reporting of HIV viral load test 
results. Please refer to Case 19 for further discussion about reporting positive 
HIV tests and surrogate markers for HIV infection to the CDC.

41. A. Immediate and completely honest admission to errors that may have affected 
a patient’s care is essential, and should be done by the treating physician. 
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Although doing this in person is preferable, a phone call is the fastest method 
of the choices listed and offers more direct communication and opportunities to 
address questions and concerns from the patient than a letter. Please refer to 
Case 17 for further discussion about disclosing medical errors.

42. C. A provider should not offer to prescribe alternative treatments that are not 
standard of care just because a patient requests them. In this case there is not yet 
a clear reason to withhold all treatments from the patient, since the patient is 
agreeable to taking certain medications. In fact, refusing to treat the patient at 
all may be construed as patient abandonment. Although undiagnosed mental 
illness could be one factor in this patient’s decision making, the physician must 
first try to figure out the reasoning behind the patient’s choices before referring 
her to a psychiatrist. Please refer to Case 10 for discussion about patients who 
make medically questionable decisions, and also Case 1 for a review on deter-
mining capacity.

43. C. Providing palliative sedation is physically different from giving a patient a 
prescription for medication that she can use to end her life, as is done in 
 physician-assisted suicide. The latter is illegal in most states, and pushing 
 morphine for the sole specific purpose of hastening death is illegal in all. The 
purpose of palliative sedation is to give the patient just enough medication to 
control her pain even though it may also hasten her death by depressing respira-
tion. Relief of pain and suffering in a patient who is dying from a terminal ill-
ness may allow her to have a more peaceful and humane death. Please refer to 
Case 25 for further discussion about pain management at the end of life and the 
use of palliative sedation.

44. C. The hospital is obligated to make a good faith effort to arrange a safe dis-
charge plan for this patient with a new physical disability. Leaving a patient with 
a new lower limb amputation alone in a second-floor apartment is not a good 
choice. The providers should not break confidentiality and share her medical 
information with relatives, although they might be a good resource for assistance 
here if she grants the medical team permission to speak with them. The patient 
no longer meets criteria for hospitalization and a timely discharge is appropriate. 
Working with her to decide upon a discharge plan that is amenable to both par-
ties is the ideal solution. A truly difficult patient who refuses all assistance, even 
with a physical disability, may have to be discharged even without an appropri-
ate plan in place. However, such decisions should probably be done with the aid 
of legal counsel. Please refer to Case 8 for further discussion about difficult dis-
charges, and discharge planning for patients with disabilities.

45. A. Based on laws determining the hierarchy of surrogate decision makers in the 
majority of states, and since there is no legal spouse (who would take higher 
precedent), the patient’s adult child has the responsibility of speaking for this 
patient. The hierarchy then follows, in order, the parent, the adult sibling and 
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others who are well-acquainted with the patient and their wishes. Currently 12 
states do not offer a priority list such as this, and individual laws should always 
be consulted. Please refer to Case 16 for further discussion about determining 
the hierarchy of possible surrogate decision makers for the majority of states.

46. D. Discussions about end-of-life wishes are often difficult, particularly in 
patients with newly diagnosed terminal illness, and sensitivity must be used 
while initiating them. However, patients with potentially terminal conditions 
should have their wishes regarding end-of-life care clearly documented in the 
medical record and supplemented with legal documentation whenever possible. 
This patient should determine who he would want to make health care decisions 
for him if he loses the capacity to do so. His wishes regarding resuscitation, 
mechanical ventilation, and nutrition are some of the other parameters that 
should be clarified. Please refer to Cases 4 and 16 for further discussion about 
assignment of surrogate decision makers, and Chapter 3 for a review of Advance 
Directives.

47. B. In this patient, a moderately high risk surgery was performed two years 
previously, but ultimately symptoms returned due to patient non-adherence 
with medical recommendations. A second opinion will probably not change 
the diagnosis or treatment options here. Repeat surgery every two or so 
years is not an appropriate use of medical resources when the need for 
 surgery is easily preventable with medical management, and may addition-
ally place the patient at an unacceptably high risk. Outright refusal to oper-
ate again is the other extreme. A middle-of-the-road solution, perhaps more 
acceptable to all parties involved, would be to offer surgery after the 
patient has reasonably demonstrated adherence to medical recommenda-
tions. Such an effort will be important to the continued success of the sur-
gery, risk reduction for the procedure itself, and to improve her general 
health overall. Non-adherence to medical therapy can occur for many 
 reasons (e.g., cost, history of depression, etc.) and these reasons should be 
thoroughly investigated by the provider. However, there is no clear indica-
tion for a psychiatry evaluation at this time. Please refer to Case 20 for 
further discussion about determining plans of care in patients who are non-
adherent to medical recommendations.

48. A. Patients who are legal minors can often make their own decisions about 
health care without involving their parents. The Code of Ethics of the American 
Medical Association suggests that providers delve into why minors do not want 
their parents involved in their care, and to encourage parental involvement when 
appropriate. This patient has stated that she is not yet ready to involve her par-
ents in her situation, but the window is open to do this at a future date and a 
provider can offer to be present for such a discussion to help mediate or offer 
recommendations. Placing the patient on the spot to discuss the dilemma now 
is not appropriate, either alone or with assistance. Maintaining confidentiality, 
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without making false statements (“everything is fine”) requires finesse, but is 
essential. Please refer to Case 24 for further discussion about caring for patients 
that are legal minors.

49. D. The provider here cannot divulge the cancer diagnosis to the daughter with-
out the permission of the patient. Despite the stress induced by learning a cancer 
diagnosis, it is mandatory that the physician provide the biopsy results to the 
patient in a timely manner so that treatment options can be reviewed and a treat-
ment plan initiated. Deferring to others for release of the biopsy results is not 
appropriate. Please refer to Case 21 for further discussion about patient confi-
dentiality and withholding information from patients, and Case 4 for a review 
on the federal Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Rule.

50. C. Although patient information must be kept confidential in most situations, 
confidentiality can be broken in circumstances where immediate harm of others 
can be prevented. If the patient is truly not sexually active with her husband, his 
risk of contracting gonorrhea is essentially zero. The patient should be the one 
who discusses the situation with her husband, but it is a priority to inform her 
about the required notification of contagious disease risk by the local public 
health department. Trusting that this patient will immediately notify her hus-
band of the gonorrheal infection is not necessarily reliable. Although it appears 
that this patient’s marriage is challenged, a recommendation of divorce does not 
take priority here. Please refer to Case 12 for further discussion about reportable 
illness and notification of persons at risk for contracting contagious illness from 
a patient.



Glossary of Terms in Medical Ethics

Advance Directives: State-authorized documents in which a capable person makes 
his or her wishes for health care known at a time before he or she is no longer able 
to make or communicate these decisions. Advance directives include the Living 
Will and the Power of Attorney for Health Care.

Autonomy: The capacity for self-determination; the capacity to make one’s own 
decisions, based on the processing of truthful information, without pressure or 
undue influence.

Best Interests Standard: A standard of surrogate decision making used when 
health care agents and other surrogates do not know what the incapable patient 
would have wanted. Using this standard, they must make health care decisions 
based on what would be in the best interests of that patient. This standard considers 
the benefits and risks of medical interventions and the patient’s quality of life.

Capable: A patient is capable when he or she is able to process information and 
make medical decisions based on that information.

Confidentiality: The requirement that medical information about a patient must 
not be revealed to anyone who is not involved in the care of that patient.

Futile Care: See ‘Ineffective Interventions.’

Health Care Agent: A person who is appointed by the patient to make health care 
decisions for the patient when the patient is no longer able to make or communicate 
these decisions; may also be termed “representative,” “surrogate” or “proxy.”

Ineffective Interventions: Medical procedures that will not be effective in meeting 
any reasonable goals for the patient; also termed “futile care.”

Living Will: A legal document expressing the desire that medical technology not 
be used to prolong the dying process. The Living Will goes into effect when the 
patient is no longer able to make or communicate health care decisions.

Power of Attorney for Health Care: A legal document in which a capable patient 
appoints a health care agent to make medical decisions when the patient is no 
longer able to make or communicate such decisions. In some states this document 
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is referred to as the “Health Care Power of Attorney” or the “Durable Power of 
Attorney for Health Care.”

Principle of Beneficence: Medical practitioners should act in the best interests of 
the patient. More specifically, they should prevent harm, remove harm, and promote 
good for the patient.

Principle of Distributive Justice: Health care resources should be distributed in a 
fair way among the members of society.

Principle of Non-Maleficence: Medical practitioners must not harm the patient.

Principle of Respect for Autonomy: Capable patients must be allowed to accept 
or refuse recommended medical interventions.

Principle of Respect for Dignity: Patients, their families, and surrogate decision 
makers, as well as health care providers, all have the right to dignity.

Principle of Veracity: The capable patient must be provided with the complete 
truth about his or her medical condition.

Proxy: See ‘Health Care Agent.’

Representative: See ‘Health Care Agent.’

Substituted Judgment: A standard of surrogate decision making used when the 
surrogate is able to make a reasonable judgment about what the patient would want. 
This could be based on conversations with the patient, the patient’s verbally 
expressed desires, or the patient’s relevant values and beliefs.

Surrogate: See ‘Health Care Agent.’

Surrogate Decision Maker: A person appointed in a Power of Attorney for Health 
Care or recognized by state law or common law as authorized to make medical 
decisions for the patient when the patient is no longer able to make or communicate 
such decisions.

Voluntary Informed Consent: The requirement that, prior to undergoing recom-
mended medical procedures, capable patients must agree to these procedures based 
on full, relevant, and truthful information that the patient understands, without 
coercion or undue influence. The information that should be provided includes the 
expected benefits and potential risks of the recommended procedure and any viable 
alternatives, as well as the results of refusing treatment altogether.



A
Abandonment, patient. See Patient abandonment
Abortion, 1, 4, 7, 67, 188–192
Abuse, of children. See Child abuse and 

neglect
ACLS. See Advanced cardiovascular life support
ACP Ethics Manual. See American College 

of Physicians Ethics Manual
Acute physiology and chronic health 

evaluation (APACHE) scoring, 96, 133
Acute respiratory distress syndrome (ARDS), 

8, 94, 96
Adolescent patients. See Minors and children 

as patients
Advance directives, 17–20, 33, 62, 98, 115, 

220, 222, 230, 233
Advanced cardiovascular life support (ACLS), 

12, 32–33, 35, 88–90, 100, 112–113, 
146, 170

African-American patients, 3, 6, 95, 113, 136
AIDS. See HIV infection and AIDS
Alzheimer’s disease, 13–14, 18, 31, 34, 171
AMA Code of Ethics. See American Medical 

Association Code of Ethics
American Association of Critical Care 

Nurses, 146
American College of Physicians (ACP) Ethics 

Manual, 3, 115, 122, 146, 169, 177, 
197–198

American Council of Pharmaceutical 
Education (ACPE), 6 

American Heart Association, 33, 88, 146
American Medical Association (AMA) Code 

of Ethics, 2, 115–116, 169, 190, 
197–198, 220, 230

American Medical Student Association 
(AMSA), 8

APACHE scoring. See Acute physiology and 
chronic health evaluation scoring

Apologizing for mistakes, 142, 208–209, 214
ARDS. See Acute respiratory distress 

syndrome
Artificial nutrition and hydration, 4, 12, 17, 

112, 126, 196, 222, 230 
Assisted suicide, 7, 196–198, 205, 221, 229
Association of American Medical Colleges 

(AAMC), 5
Asthma, 65–67, 72
Atrial fibrillation, 59, 61, 120, 131, 133
Autonomy, Principle of Respect for. 

See Principle of Respect for Autonomy

B
Beauchamp and Childress, 3, 11
Behavioral contracts,  54–57, 204, 208, 220, 

223–224
Belmont Report, 3
Beneficence, Principle of. See Principle 

of Beneficence
“Best interests standard,” 19, 127–128, 233
Blood products, cost associated with, 175
Blood product transfusion, 87–90, 174–178, 

181–184, 205
Blood substitutes, 183–185
Bloodless surgery, 182, 184
Breast cancer, 47–48, 202, 215, 217

C
Cancer, breast. See Breast cancer
Cancer, ovarian. See Ovarian Cancer
Cancer, pancreatic. See Pancreatic cancer
Capacity for decision making, 2, 5–7, 13–14, 

17–19, 25–30, 32, 34–35, 62, 88–90, 
96–97, 101, 116, 129, 154, 168, 
170–171, 219–222, 225–227, 
229–230, 233

Index

235



236 Index

Cardiopulmonary arrest, 4, 25, 32–34, 88, 112, 
117, 120–121, 132, 145, 148, 210–213

Cardiopulmonary resuscitation (CPR). See 
Advanced cardiovascular life support

CD
4
+-lymphocyte counts, 87, 93, 96, 152, 

154–155, 203, 210, 214, 228
Centers for Disease Control and Prevention 

(CDC), 48, 95–96, 104–105, 113, 133, 
152, 154, 168, 188, 214, 228

Child abuse and neglect, 65–70, 72–73, 111, 
135, 189, 224–225

Child Abuse Prevention and Treatment 
Act (CAPTA), 67

Children as patients. See Minors and children 
as patients

Cholecystitis, 181–184
Chronic pain, 77, 83
Cocaine, 53, 65–67, 70, 73, 75, 82, 151, 167, 210
Coma, 14, 114, 126, 131, 133
Commission on Collegiate Nursing Education 

(CCNE), 6
Competence. See Capacity
Competency. See Capacity
Confidentiality, 1, 14, 49, 69, 97–100, 104, 

107–109, 154, 157–158, 187–191, 210, 
213–214, 216, 225, 228–231, 233

Contracts, behavioral. See Behavioral contracts
Contracts, narcotic. See Narcotic contracts
Core clinical competencies, 23
Cost of care, 4, 8, 22, 27, 41, 43, 77, 115, 

120–122, 142–143, 162, 168, 178, 208, 
213, 227

Court cases. See also United States Supreme 
Court and Court of Appeals decisions

Cobbs v. Grant, 169
In re the conservatorship of Helga M 

Wanglie, 113–114
Public Health Trust v. Wons, 183
Tarasoff v. Regents of the University of 

California, 69, 107
CPR. See Advanced cardiac life support
Cultural competence, 2, 5–7, 11, 14, 112, 116, 

135–136, 219, 225, 227
Culture, 1, 5–7, 23, 75, 136, 219, 227

D
Death certificates, 168–171, 209, 224
Death with Dignity Act (Oregon), 197–198
Defibrillation, See Advanced Cardiovascular 

life support
Delirium, 60, 62
Dementia, 14, 18, 25, 30–32, 36, 60, 203–204
Dignity, Principle of Respect for. See Principle 

of Respect for Dignity

Disabilities, 12, 41, 77–79, 229
Discharge of a patient

administrative, 54–55, 57, 81–85, 206, 
208, 222

from the hospital, 18, 33, 39–44, 55, 57, 
75–79, 81–85, 161, 201–202, 204, 208, 
215, 219–220, 222, 224, 229

Disclosure of diagnoses to patients, 94, 107, 
169, 208–209, 211, 214, 217, 226

Disclosure of errors or mistakes to patients, 
140–142, 208, 209, 214, 224, 228–229

Disruptive patients, 54, 147
Distribution of illicit drugs, 65, 68–70, 224
Distributive Justice, Principle of. See Principle 

of Distributive Justice
Divorce, 48, 167, 231
DNR orders. See Do Not Resuscitate orders
Domestic partnerships. See Same-sex 

partnerships
Do Not Resuscitate orders, 12, 33, 170, 174, 

196, 205
Drug abuse, 70–71, 87, 167, 173

treatment of, 56, 71, 223
Drug dealing. See Distribution of illicit 

drugs
Drug screens and testing. See Urine toxicology 

screens
Drug-seeking behavior, 82, 85
Drug use in pregnancy, 67
Durable Health Care Power of Attorney. See 

Power of Attorney for Health Care

E
Emergency contraception, 4, 7, 188
Emergency Nurses Association, 146
Endocarditis, 53–55, 204
End-of-life care and hospice, 15, 17, 35, 41, 

48–50, 94, 99, 132, 134–136, 146, 169, 
170, 195, 197, 219, 221–222, 225, 
230

End-Stage Liver Disease (ESLD), 173–174, 
176–177

End-Stage Renal Disease (ESRD), 41, 
161–162, 164

Ethics
definition, 1
education, 5–6, 21
in medical education, 1–9, 11, 21–23
in nursing education, 6, 21
in pharmacy education, 21

Ethnicity, 23, 132, 136
Euthanasia, 1, 197–198
Evidence-based medicine as a topic, 8–9, 22, 

221



Index 237

F
Family

definition of, 132
involvement, 5–6, 8–9, 12, 14–15, 18–20, 

33–34, 40, 42–44, 49–50, 56, 62, 84, 
90–91, 94, 96, 100–101, 112, 141, 164, 
191–192, 220–221, 230

presence at codes, 146
Feeding tubes. See Percutaneous endoscopic 

gastrostomy (PEG) tubes
Femoral fractures, 25–26, 28, 125
Fourteenth Amendment of the U.S. 

Constitution, 189
Fourth Amendment of the U.S. Constitution, 

70
Futility, concept of medical, 6, 8, 36, 48, 50, 

94, 96, 112–118, 121, 128, 133, 135, 
147, 177–178, 202, 219, 223–226, 
228, 233

G
Gastrointestinal bleeding, 87–90, 94–95, 105, 

173–177, 212
Gay patients. See Homosexual patients
Glasgow Coma Scale (GCS), 126, 131

H
Health and Human Services. See United States 

Department of Health and Human 
Services

Health care agent, 17–18, 20, 25–27, 31–36, 
48–49, 97, 113, 126, 132–134, 203, 
209, 211, 220, 222, 224–226, 233–234

Health Care Financing Administration, 55, 61
Health Care Power of Attorney. See Power of 

Attorney for Health Care
Health Insurance Portability and 

Accountability Act of 1996 (HIPAA), 
49, 97, 107, 222, 231

Hepatitis testing, 72, 151–153, 165, 210, 225
Heterosexual transmission of HIV. See HIV, 

transmission routes of
HHS. See United States Department of Health 

and Human Services
Hispanic patients, 113, 136
HIV

and organ transplantation candidates, 162, 
213

consent for testing, 71, 73, 103, 151–154, 
157–158, 167, 188, 190, 201, 203, 
210, 219

disclosure of diagnosis, 94–97, 168, 171, 
209, 211, 213, 226, 228

infection and AIDS, 87, 93–96, 99–100, 
104–107, 152–154, 157, 159, 162, 
168–169, 224

post-exposure prophylaxis (PEP) 
for, 152

reporting of diagnosis, 104–108, 
154–156, 168–171, 209, 214, 
220, 225, 228

risk factors for, 72, 95, 105, 107, 169, 220
surrogate laboratory tests for, 152, 154, 

157–158, 210, 214, 220, 225, 228–229
testing in pregnancy, 7, 70
transmission routes of, 95, 105, 152, 168
treatment for, 95–96, 104–105, 

107–108, 152, 157–158, 165
Homosexual patients, 94–95, 99, 105
Hospice care, See End-of-life care and hospice
Hospital policies and regulations, 16, 34, 

41–44, 55, 57, 61–62, 83

I
Informed consent. See Voluntary informed 

consent
Injection drug use (IDU), 55, 95, 168–169, 

173, 201, 204
Institutional Review Boards (IRBs), 3
Intracerebral hemorrhage, 111, 114, 131, 133
Intubation, endotracheal, 25, 88–90, 94, 112, 

125–126, 174, 196, 205
Involuntary commitment, 54, 57
Involvement of family. See Family 

involvement
Irby, David, 21

J
Jehovah’s Witnesses, 181–185, 205, 221
Justice, Principle of Distributive. See Principle 

of Distributive Justice

L
Liaison Committee on Medical Education 

(LCME), 5
Life support, decisions about, 8, 32, 35, 112, 

132, 135–136
Litigation, 4, 40, 43–44, 143
Living Will, 17–19, 25, 27, 32, 36, 48, 51, 62, 

112, 132, 196, 206–207, 211, 215–216, 
225, 233



238 Index

M
Malpractice, medical, 4, 114, 141–142, 206, 

222
Mechanical ventilation, 3, 6, 8, 32–35, 88–90, 

94, 96, 112–113, 117, 125–128, 
132–133, 135, 202, 211, 222, 230

Medicaid, 55, 61, 120, 177, 183
Medical education. See Ethics, in medical 

education
Medical ethics, definition, 1
Medical necessity, 41
Medical University of South Carolina, 70
Medicare, 33, 41, 43, 55, 61, 77, 120–122, 

162, 177, 183, 212
Men who have sex with men (MSM), 95, 105
Minors and children as patients, 4, 14, 30, 

79, 95, 105, 168, 171–172, 187–192, 
220, 230–231

Model for End-Stage Liver Disease (MELD) 
score, 173–175

Morning-after pill. See Emergency 
contraception

MSM. See Men who have sex with men

N
Narcotic contracts, 82–84, 207, 223
National Center for Health Statistics, 169
National League of Nursing Accrediting 

Commission (NLNAC), 6
Nationwide Blood Collection and Utilization 

Survey, 175
Natural death, concept of, 12, 17, 99, 135
Natural Death Act of California, 17
Neglect. See Child abuse and neglect
No Free Lunch program, 8
Non-adherence with medical 

recommendations or treatment, 
55–57, 96, 161–165, 208, 213, 216, 
230

Non-Maleficence, Principle of. See Principle 
of Non-Maleficence

Nuremberg Code, 2
Nursing education. See Ethics, in nursing 

education

O
Oath of Hippocrates, 1–2
Oath of Maimonides, 2
Oaths, 1–3
Oregon’s Death with Dignity Act. See Death 

with Dignity Act

Ovarian cancer, 140–143
Oxygenation during cardiac arrest, 88–89

P
Pacemakers, 26–28, 119–122
Pain management, 83, 197, 207, 229
Palliative sedation, 197–199, 221, 229
Pancreatic cancer, 167–171, 195–196, 205
Pancytopenia, 87–88, 167
Paraplegia. See Spinal cord injuries (SCIs)
Partners, domestic. See Same-sex partnerships
Paternalism, 2, 57, 165
Patient abandonment, 55, 84, 206, 222–223, 

229
Patient Self-Determination Act, 98, 183–184
Percutaneous endoscopic gastrostomy (PEG) 

tubes, 17, 112, 115–117, 126–128
Pharmaceutical company influence on health 

care providers and trainees, 7–8
Pharm-Free program, 8
Pneumocystis jirovecii pneumonia (PCP), 

93–94, 96, 104
Power of Attorney for Health Care, 18–20, 25, 

27, 31, 34, 51, 62, 94, 96–97, 112, 132, 
134, 203, 206–207, 211, 215–216, 220, 
233–234

Prenatal exposure to drugs, 68, 70
Pregnancy, 4, 7, 67, 70, 184, 187–192, 216, 

227
in Jehovah’s Witnesses, 184
in teenagers, 187–189, 192, 216

Principle of Beneficence, 3, 11–12, 19, 22, 28, 
34, 42, 49–50, 56–57, 61, 70–71, 78, 90, 
99, 108, 116, 121, 127, 135, 142, 147, 
157, 163, 170, 176, 183, 190, 198, 234

Principle of Distributive Justice, 3, 11, 15, 16, 
22, 43, 56, 78, 117, 122, 128, 164, 177, 
234

Principle of Non-Maleficence, 3, 11, 12, 19, 
22, 26, 28, 34, 42, 49, 61, 70–71, 78, 
84, 90, 99, 108, 116, 121, 127, 135, 
147, 157, 163, 170, 176, 183, 190, 
198, 234

Principle of Respect for Autonomy, 3, 11, 13, 
15, 17–19, 22, 28–29, 34, 42, 50, 56, 
62, 71, 78, 84, 90, 99, 115, 121, 127, 
135, 147, 157, 164, 169, 176, 184, 191, 
199, 234

Principle of Respect for Dignity, 11, 13–15, 
17–18, 22, 29, 35, 50, 56, 90, 99, 108, 
116, 128, 135, 142, 147, 158, 164, 
170–171, 177, 184, 191, 199, 234



Index 239

Principle of Veracity, 11, 15, 22, 28, 42, 62, 
99, 142, 171, 234

Principles of Biomedical Ethics, 3, 11
Protected health information (PHI), 49, 97
Psychiatry consults, 54, 90, 204, 214, 221, 

227–228, 230
Public Health Service Act, 55, 83, 176–177

R
Race, 23, 132, 136, 225
Reimbursement for medical services, 41–42, 

77
Religion and religious convictions, 4, 6–7, 

11, 14, 23, 29, 101, 112, 116, 
135–136, 183–185, 192, 205, 
212–213, 219, 227

Reportable illnesses, 104–109, 154–159, 
188–189, 191, 203, 210, 214, 220, 
224–226, 228, 231

Reporting abuse or neglect of children, 65–72, 
210

Resource allocation, 43, 122, 174, 177
Respect for Autonomy, Principle of. See 

Principle of Respect for Autonomy
Respect for Dignity, Principle of. See Principle 

of Respect for Dignity
Restraints, use of, 55, 57, 60–63, 204, 214, 

221, 228
Resuscitative efforts, See Advanced 

cardiovascular life support

S
Same-sex partnerships, 94, 97–98, 101, 137, 222
Same-sex relationships, legal recognition 

of, 94, 97–98
Schiavo, Terri, 4–5
Seclusion of a patient, 55–57
Sexually-transmitted infections (STIs), 

104–105, 187–190, 192, 220
Sexual orientation, divulgence of, 95, 101
Spinal cord injuries (SCIs), 75–77
Stroke, 18, 39, 111–114, 133, 135, 211, 226

indicators of futility, 113–114
“Substituted judgment,” 19, 33–34, 115, 127, 

134, 199, 234
“Sundowning,” 60
Surrogate decision makers, 13–16, 18–19, 

32–36, 49–51, 62, 94, 96–101, 
114–116, 127, 133–134, 172, 199, 206, 
209, 211, 214, 216, 222–224, 226, 
229–230, 233–234

determining hierarchy for, 19, 97, 133-134, 
220, 223, 226, 229–230

Syphilis, 2–3, 103–105, 107–108

T
Terminal extubation, 94, 99, 113
Terminal illness, 6, 15, 17–18, 27, 32, 

167–169, 195–200, 211, 221–222, 
229–230

Tetraplegia. See Spinal cord injuries (SCIs)
Texas Advance Directives Act, 115
Threats, 40, 43, 69, 100, 107, 206
Toxicology screens, urine. See Drug screens
Tracheostomy, 112, 115–117, 126
Transfusion of blood products. See Blood 

product transfusion
Transplant (organ) allocation, 41, 161–165, 

174, 176–177
Tuskegee Syphilis Study, 2–3, 6, 136

U
Uniform Anatomical Gift Act, 163
United Network for Organ Sharing (UNOS), 

163, 174
United States Department of Health and 

Human Services (HHS), 78, 105
United States Supreme Court and Court 

of Appeals decisions. See also 
Court cases

Canterbury v. Spence, 126, 169
Cruzan v. Director, Missouri Department 

of Health, 17
Ferguson v. City of Charleston, 70
Roe v. Wade, 189
Vacco v. Quill, 198

University of Massachusetts Medical 
School, 2

University of Washington School of 
Medicine, 6

University of Toronto, 8
Urine toxicology screens, 53, 65–67, 69–73, 

75, 82–84, 187, 201, 207, 210, 219, 
225

V
Ventricular fibrillation, 33
Veracity, Principle of. See Principle of Veracity
Vertigo, 39, 41
Visitors in the hospital, preventing. 

See Seclusion of a patient



240 Index

Voluntary informed consent, 3, 13, 28, 49, 
70–71, 87, 122, 125–126, 151, 
153–154, 156–157, 159, 169, 184, 
191, 201–203, 209–210, 219–221, 
224–225, 227, 234

W
Withholding information from patients, 

168–171, 231



Comprehensive Exam

1. A 34-year-old male is evaluated in the Emergency Department for chest 
pain and is noted to have “track marks” on his arm, suggesting chronic 
injection drug use. The patient, however, denies the use of any illicit drugs. 
He signs a general consent form to receive medical care at the facility. 
Without obtaining more specific informed consent, the patient may now be 
tested for:

A. Drug use using a urine toxicology screen, to offer the patient substance abuse 
treatment options and to avoid possible interactions between medications and 
illicit drugs

B. HIV infection, to offer the patient timely initiation of antiretroviral treatment 
if positive

C. Both drug use and HIV infection
D. Neither drug use or HIV infection

2. A 32-year-old female is admitted to the hospital for gastroenteritis and 
volume depletion. After receiving intravenous fluids and medication to 
relieve her symptoms, she is able to eat a full meal without difficulty, and her 
abdominal cramping is only minimal. Her serum laboratory values are all 
within normal limits and her physician wants to discharge her. The patient 
requests to stay “one more night” in the hospital in case her symptoms return 
or pain becomes worse again. The best thing for her physician to do is:

A. To honor her request and discharge her the next day
B.  To honor her request, but tell her that the extra day of hospitalization will 

likely not be covered by her insurance
C.  To not honor her request and discharge her immediately with plenty of pain 

medication in case her symptoms return
D.  To not honor her request and discharge her immediately, but arrange an out-

patient follow-up appointment for her and formulate a plan of action in case 
her symptoms recur at home
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3. An unidentified man is brought to a Level 1 trauma center after being 
involved in a motor vehicle collision. He is unconscious and requires imme-
diate surgery to stop intra-abdominal bleeding. Which of the following 
statements about informed consent for the procedure is the most 
appropriate?

A. Informed consent is not necessary since it’s an emergency procedure
B. Informed consent is not necessary since it’s an emergency procedure, 

and brief documentation to this affect should be made in the medical 
record

C. Informed consent for the patient to have this procedure can only be given 
by a legal guardian, who is appointed by a judge, and legal proceedings for 
this should be done quickly given the urgency of the patient’s medical 
condition

D.  Informed consent is necessary for all procedures to ensure that human rights 
are protected

4. A 65-year-old woman with widely metastatic breast cancer is admitted to 
the intensive care unit with intracerebral bleeding from her metastases. She 
is unsedated on a mechanical ventilator, and is not moving spontaneously or 
breathing above the set rate on the ventilator. When the medical team 
approaches her family to discuss her care, a family member states that “we 
know that God will help pull her through this.” The best thing for the team 
to say to the family is:

A. “Even God cannot help her now”
B. “Your expectations for her recovery do not sound realistic”
C. “Further medical care is futile at this point”
D. “May we involve the hospital chaplain in her care?”

5. An eight-year-old girl undergoes an elective tonsillectomy at a hospital’s 
outpatient surgery center. The procedure is done without any complica-
tions and afterwards, in the post-anesthesia care unit (PACU), the girl is 
awake and feeling well. Nonetheless, the girl’s parents insist that she be 
admitted to the hospital for overnight observation. The surgeon feels that 
there is no medical justification for a hospital admission and that the girl 
requires no further skilled medical care. The best thing for the surgeon to 
do next is:

A. Immediately discharge the girl home with her parents
B. Offer to send the girl home with a home nursing visit later in the evening
C.  Observe the girl several more hours in the PACU, then discharge her home 

with her parents if she is doing well
D. Admit the girl to the hospital for overnight observation
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6. A 15-year-old girl comes to a routine gynecology visit and requests an HIV 
test from the physician. She reports that she has had voluntary, unprotected 
sexual intercourse with a 16-year-old male who has used intravenous her-
oin. She has not discussed this matter with her parents and does not want 
to. The best course of action for the physician to do is:

A. Test the patient for HIV infection now
B. Test the patient for HIV infection now, counsel her about HIV risks and pro-

vide her with free condoms
C. Test the patient for HIV infection now, counsel her about HIV risks, provide 

her with free condoms, and explore her reasons for not wanting to talk to her 
parents about the matter

D. Test the patient for HIV infection now, counsel her about HIV risks, provide 
her with free condoms, explore her reasons for not wanting to talk to her par-
ents about the matter, and offer to sit with her and her parents to talk through 
the matter

7. An Emergency Department phlebotomist sustains a needlestick while car-
ing for a patient. The patient refuses to be tested for HIV. Which of the fol-
lowing statements is the most correct?

A.  In most states, the patient can be tested anyway since a caregiver was placed 
at risk

B. The patient should not be tested for HIV antibodies, a CD
4

+-lymphocyte 
count, or an HIV viral load without informed consent

C. The patient cannot be tested for HIV antibodies, but it is ethical to check a 
CD

4
+-lymphocyte count and HIV viral load without the patient’s knowledge, 

since a caregiver was placed at risk
D. The patient can still be tested for HIV infection, but the test results will not 

be reportable since the patient did not consent for the test

8. A 76-year-old male with dementia is determined to not have the capacity to 
consent for an elective surgical procedure, and the patient’s health care 
agent from their Power of Attorney for Health Care is unable to participate 
in the decision for personal reasons. From which of the following persons is 
it most appropriate to obtain consent?

A. The patient’s neighbor, who has known him well for 40 years
B. The patient’s first cousin, who hasn’t spoken to the patient in two years
C. The patient’s alternate health care agent choice, as listed on the Power 

of Attorney for Health Care, who hasn’t spoken to the patient in four 
years

D. No one is able to give consent for the patient to have the procedure in this 
situation
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 9.  A 25-year-old patient is admitted to the hospital with fever and cellulitis 
from injection drug use. The medical team, also concerned about an aus-
cultated heart murmur, wants to order an echocardiogram to rule out 
endocarditis. While in his hospital room, the patient is found by his nurse 
to be using injection heroin with a visitor. Which of the following is the 
best choice for his medical team to do next?

A.  Discharge the patient immediately to prevent an adverse event on hospital 
premises such as a heroin overdose

B.  Discharge the patient immediately to prevent an adverse event on hospital 
premises such as a heroin overdose, but provide him with a prescription for anti-
biotics, orders for an outpatient echocardiogram, and a follow-up appointment

C.  Continue to treat the patient, using hospital police to confine him to his 
hospital room and not allow him any further visitors

D.  Continue to treat the patient, but arrange a verbal or written contract with 
him that clarifies agreed-upon treatment goals and rules for behavior while 
he is in the hospital 

10.  A 31-year-old patient with a history of schizophrenia presents to the 
Emergency Department with a subcutaneous abscess of the left upper extrem-
ity. When the surgical resident attempts to obtain consent to perform an inci-
sion and drainage, the patient refuses. How can it be determined if the patient 
has the capacity to consent for or refuse to have this procedure?

A.  If the patient is alert and oriented to person, place, and time, then he has the 
capacity to consent to or refuse the procedure

B.  If the patient demonstrates an understanding of the risks and benefits of both 
having the procedure and refusing the procedure, then he has the capacity to 
make the decision about having the procedure

C.  The capacity to give consent by this patient may only be determined by a 
psychiatrist

D.  Consent is not necessary in this situation because the incision and drainage 
is an emergency procedure

11.  An 87-year-old male with dementia is admitted to the hospital with chest pain, 
and becomes acutely confused and agitated during the first night of his hospitali-
zation. He is yelling loudly and hits a nurse who was trying to calm him down. 
When the nurse tried to apply soft wrist restraints to safely provide him with care, 
he yells “no, I don’t want those!” The best thing for his medical team to do is:

A. Continue to try and use verbal redirection to calm him down
B. Call a psychiatry consult
C.  Heavily sedate him with medications, and use physical restraints to prevent 

him from harming hospital staff
D.  Use chemical and physical restraints temporarily to calm him down so that 

treatment can be safely initiated, and re-evaluate his medical status and the 
need for continued restraints on a regular basis
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12.  A 31-year-old man is involved in a motor vehicle collision and sustains 
severe bleeding from a laceration. He arrives at the hospital tired and pale, 
but conversive and appropriate. Laboratory evaluation shows a marked 
anemia. Further history-taking determines that he is a Jehovah’s Witness. 
The physician caring for this patient should not:

A. Have the patient’s family briefly step out of the room and ask the patient in 
private what his thoughts regarding transfusion are

B. Provide the patient with information about the possible morbidity and mor-
tality associated with refusing blood transfusion in this situation

C. Advise the patient to consider contacting his religious leaders for help in 
deciding whether to receive a blood transfusion or other products

D. Suggest a Do Not Resuscitate/Do Not Intubate (DNR/DNI) code status 
based on his religious convictions

13.  A 51-year-old male with a remote history of alcohol and intravenous 
drug abuse, and currently with chronic hepatitis C and mild hyperten-
sion, requests information from his primary care provider about antiviral 
therapy. He has been sober for over 10 years, and is adherent to his one 
anti-hypertensive agent and all scheduled medical visits. Treatment for 
hepatitis C will require routine medical visits and blood work. Which of 
the following statements is the best reply for his primary care provider 
to make?

A.  “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy”

B. “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy, but you will need to demonstrate 
continued adherence to treatment, lab work, and medical visits in the 
future”

C. “Your past history of drug and alcohol abuse does not preclude you from 
potentially receiving antiviral therapy, but you will first need to undergo a 
psychiatric evaluation”

D. “Your past history of drug and alcohol abuse precludes you from receiving 
antiviral therapy”

14.  A 59-year-old man is diagnosed with advanced stage pancreatic cancer 
and requests a lethal dose of morphine from his primary care physician. 
The best response for the physician to give is:

A.  “There are many ongoing trials for chemotherapy agents that can extend 
your life”

B. “Am I not doing a good job controlling your pain and other symptoms?”
C. “I will write you the prescription, but you can’t tell anyone where you got 

the medication from”
D. “Physician-assisted suicide is only legal in one state; you will have to seek 

that treatment there”
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15.  A 51-year–old-man is newly diagnosed with lung cancer. He comes to a 
medical appointment with his male partner to discuss treatment options. 
In addition to providing information on the treatment of the lung cancer, 
the provider should:

A.  Determine what his wishes would be with regard to life-sustaining treat-
ments, and document these in the medical record

B.  Advise the patient to complete a Living Will document where he expressly 
states his wishes with regard to life-sustaining treatments

C. Advise the patient to complete a Power of Attorney for Health Care docu-
ment to name a surrogate decision maker for himself, in case he becomes 
unable to make his own health care decisions at some point

D. Do all of the above

16.  A 24-year-old man without significant past medical history appears for a 
routine health visit with a new primary care physician. At the appointment 
he makes several sexually inappropriate remarks to the physician, as well as 
several other vaguely threatening comments. The physician feels too uncom-
fortable to continue caring for the patient in the future. The best thing for 
the physician to do is:

A. Discharge the patient from the medical practice immediately
B. Give the patient a written letter that discharges him from the medical prac-

tice, but that also offers choices for emergency treatment until another pro-
vider can take over the patient’s care

C. Offer to continue seeing the patient in the future, so as to not commit patient 
abandonment

D. Offer to continue seeing the patient in the future, so as to not commit patient 
abandonment, but do so with a security guard present at all times

17.  A patient demands to have a CT scan of her spine to evaluate her lower 
back pain. In the clinical judgment of her physician, the pain is due to a 
muscle spasm; therefore, he believes a CT scan is unnecessary. The best 
thing for the physician to do is:

A.  Order the CT scan so that the patient will not file a malpractice law suit
B. Order the CT scan, but tell the patient that insurance is not going to pay for 

it since it is not medically indicated
C. Do not order the CT scan, but offer to refer the patient to another physician 

for a second opinion
D. Do not order the CT scan and tell the patient that she will need to seek medi-

cal care elsewhere

18.  A 98-year-old man is admitted to the hospital with chest pain. The admit-
ting physician wants to initiate a discussion with him about code status. 
Which of the following statements is the most appropriate?
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A.  The patient, if capable of deciding, should be asked what his wishes are 
regarding resuscitation after risks and benefits are explained

B. Because of his advanced age, code status should be determined based on the 
patient’s pre-hospital quality of life

C. Resuscitation would not be an appropriate use of medical resources in this 
case, as 98-year-old patients generally do not survive resuscitation

D. The physician should not be discussing code status with a 98-year-old patient

19.  A 38-year-old man with end-stage chronic kidney disease and anemia of 
chronic disease agrees to begin hemodialysis therapy. The nephrologist wishes 
to begin erythropoietin therapy for his anemia, but the patient refuses this 
treatment and wants to take iron supplements instead. The physician explains 
that iron is not an appropriate treatment for his condition, but the patient 
refuses to change his mind. The best thing for the physician to do is:

A.  Prescribe only the medications that the patient agrees to take
B.  Refuse to offer him any further treatment, since his choices are illogical and 

are not compatible with the medical standard of care
C. Delve further into the reasons for his choices and make a determination 

about his capacity to make decisions about treatment
D. Refer him to a psychiatrist

20.  A 70-year-old patient has no legal documentation such as a Living Will or 
Power of Attorney for Health Care, and loses the capacity to make deci-
sions about her own medical care. She is widowed and has five adult chil-
dren, three of whom want her to have an elective procedure and two that 
don’t. The decision about having the procedure should:

A. Be determined by the children with the majority opinion
B. Be determined only when unanimity has been reached among the children
C. Be determined by bringing in the patient’s elderly mother and counting her vote
D. Be determined by an objective third party, such as a legally appointed guardian

21.  During a routine health visit with a new primary care physician, a 37-
year-old woman with chronic lower back pain requests narcotic analgesics 
for her symptoms. The physician states that he will provide a limited 
number of these medications to the patient on a month-by-month basis if 
she agrees to sign a narcotic contract that has several stipulations, includ-
ing routine urine toxicology screens and that she cannot receive narcotics 
from other prescribers. The patient refuses to sign the contract and 
demands that the physician provide her with the medications anyway. At 
this point, the physician should:

A. Offer to refer the patient to a physician who is a pain management specialist 
to further evaluate her symptoms

B. Agree to prescribe the patient a limited amount of narcotics just this one time
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C. Agree to prescribe the patient a limited amount of narcotics monthly if she 
verbally agrees to use them only as directed

D. Discharge the patient from his medical practice

22.  A 44-year-old male is admitted to the hospital with acute pancreatitis due to 
alcohol abuse, and is made nil per os (NPO), and given intravenous fluids 
and analgesics. He reports to the medical team that his pain is not getting 
better over the first several days of his hospitalization. A CT scan of the 
abdomen is ordered to evaluate him for complications of his pancreatitis, 
but is delayed several times since the patient is out of his hospital room every 
time the radiology transporter comes to get him for the test. His nurse suspects 
that he is leaving his room to eat at the hospital coffee shop. The best thing 
for his medical team to do is

A.  Arrange a verbal or written contract with the patient that clarifies agreed-
upon treatment goals and rules for behavior, such as being available in his 
hospital room at certain times when care must be given and adherence to his 
NPO order

B.  Discharge the patient home since he is not following orders from the medi-
cal team

C.  Tell the patient that he must remain in his hospital room at all times, or he 
will be discharged home

D.  Have a nursing assistant keep the patient under constant observation to 
assure adherence with his orders

23.  Patient A is critically ill and requires numerous treatments with Medication 
X to be kept alive. Medication X is very expensive, and only a limited 
number of doses are available at the hospital. Two other patients, Patient 
B and Patient C, are then admitted to the hospital and will also need 
Medication X in order to be kept alive. Which of the following is the best 
justification to stop giving Medication X to Patient A?

A. The total cost assumed by giving Medication X to Patient A
B.  The relatively low contribution to society that Patient A offers, compared to 

the higher contributions of Patients B and C
C.  The likelihood that all three patients will die if Patient A continues to receive 

Medication X and there is not enough of it to give to Patients B and C
D. Patient A is much older than Patient B and Patient C

24.  While cleaning up his desk, a primary care physician finds test results that 
are two months old indicating one of his patients has hyperthyroidism. 
The patient’s next appointment with the physician is in three weeks. The 
next best step for the physician to take is to:

A. Apologetically disclose all information about how the error occurred in 
person at the patient’s next scheduled appointment
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B.  Immediately arrange an earlier office appointment with the patient to per-
sonally notify her about the test results, and to apologetically disclose all 
information about how the error occurred

C.  Immediately send the patient an official letter advising her about the test 
results that apologetically discloses all information to her regarding the 
error, and then keep the next scheduled appointment with her in three 
weeks

D.  Immediately have his attorney send the patient a certified letter advising 
her about the test results that apologetically discloses all information to her 
regarding the error, and then keep the next scheduled appointment with 
her in three weeks

25.  A 42-year-old woman presents to the hospital with a large subdural 
hematoma that requires emergent surgical evacuation. The medical team 
caring for her suspects that the hematoma is a result of domestic violence. 
The patient is not capable of consenting for the procedure due to an 
altered level of consciousness. The best person to give consent for this pro-
cedure is:

A.  The patient’s husband, despite the possible abuse, since they are legally 
married

B.  The patient’s mother, although she lives two hours away, since there is a 
possibility that the patient’s husband caused the injury

C.  A surrogate decision maker determined by the state, since there is a possibility 
that the patient’s husband caused the injury and he legally has more rights 
than the patient’s mother or other relatives

D.  No one, since the procedure is an emergency one and informed consent is 
not required

26.  A 31-year-old man dies from complications of an AIDS-related pneumonia. 
His wife requests that HIV and AIDS not be listed as the primary cause of 
death on the death certificate, since this is a document of public record and 
she doesn’t want other people to know about his illness. The best thing to do 
in this situation is to:

A.  List “AIDS” and “AIDS-related pneumonia” as the primary cause of death 
on the death certificate

B.  List “Unknown,” but do not list “AIDS” or “AIDS-related pneumonia” as 
the primary cause of death on the death certificate since the patient’s wife is 
legally the patient’s health care agent and her request must be honored

C.  List “Unspecified pneumonia,” but do not list “AIDS” or “AIDS-related 
pneumonia” as the primary cause of death on the death certificate since the 
patient’s wife is legally the patient’s health care agent and her request must 
be honored

D.  Refer the case to the medical examiner to better determine the primary cause 
of death
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27.  A 27-year-old man is admitted to the hospital with chest pain that started 
one hour after using crack cocaine. Urine toxicology confirms his cocaine 
use. The man reports that he occasionally sells drugs to support his own 
cocaine use. He is the father of an eight-year-old girl who lives with him 
and his girlfriend every other weekend, and with his ex-wife at all other 
times. The medical team should report his drug use to:

A.  No one since this information must be kept confidential
B.  The local department of social services so that his daughter’s welfare and 

safety can be investigated
C. Local law enforcement since his activity is illegal and he should be prosecuted
D. His ex-wife so she can seek sole custody of their daughter and keep her safe

28.  An unidentified and unconscious woman, likely in her late 30s, is brought 
to the Emergency Department and found by laboratory evaluation to be in 
a diabetic hyperosmolar non-ketotic state. Attempts at peripheral intrave-
nous access are unsuccessful, due to volume depletion and hypotension. 
Which of the following statements about informed consent for placing a 
central venous access is the most appropriate?

A. Informed consent is necessary for all procedures to ensure that human rights 
are protected

B. Informed consent is not necessary as the procedure in this case is an emer-
gency one

C. Informed consent is not necessary as the procedure in this case is an emer-
gency one, and brief documentation to this affect should be made in the 
medical record

D. Informed consent for the patient to have this procedure can only be given by 
a legal guardian, who is appointed by a judge, and legal proceedings for this 
should be done quickly given the urgency of the patient’s medical condition

29.  Which of the following laboratory tests is usually not included under the 
blanket category of general consent for medical care when a patient is 
admitted to the hospital?

A. CD
4
+-lymphocyte count

B. HIV viral load
C. Hepatitis C antibodies
D. Certain genetic assays

30.  A 79-year-old African-American male has metastatic lung cancer, with 
bone and brain involvement. He presents to the hospital with mental 
status changes, and the admitting physician asks the family what his 
wishes would be with regard to treatment in the event of a cardiopul-
monary arrest. They state that they want “everything to be done.” The 
best thing for the physician to reply is:
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A.  “I don’t think that resuscitating him is an appropriate use of medical 
resources, or truly in his best interest”

B. “He has metastatic cancer. I don’t think that resuscitation is going to make 
a difference in helping him live longer”

C.  “Based on good medical evidence, the likelihood of him surviving a 
cardiopulmonary arrest is very low with or without resuscitation, and 
I’m concerned that resuscitating him may actually do him more harm 
than good”

D. “I think that you may relate better to an African-American physician, and 
I’d be happy to refer you to one if you’d like”

31.  A 72-year-old patient with a terminal condition is not capable of giving 
consent for a life-sustaining procedure. Which of the following is the 
appropriate person to obtain consent from?

A. The patient, per their specific wishes about such a procedure as stated in 
their Living Will

B. The person who is named as the health care agent on the patient’s Power of 
Attorney for Health Care paperwork

C. The patient’s legal spouse
D. A surrogate decision maker who is determined to know the patient well

32.  A 50-year-old man with HIV infection suffers a devastating stroke and is 
in the intensive care unit on a mechanical ventilator. He had not previously 
completed any legal documentation such as a Living Will or a Power of 
Attorney for Health Care. The closest living relative to make health care 
decisions for him is his father, who has not spoken to the patient in two 
years, and the medical team does not know if he is aware of his son’s HIV 
diagnosis. The medical team caring for the patient should:

A.  Be completely honest about the patient’s medical condition with his father, 
including disclosure of the HIV diagnosis, so that he can make informed 
decisions about his son’s care

B.  Be completely honest about the patient’s medical condition with his 
father so that he can make informed decisions about his son’s care, but 
not disclose the HIV diagnosis since it is not relevant to care of the 
patient’s stroke

C. Determine how much the father knows about his son’s past medical 
problems before any further discussions; then be completely honest 
about the patient’s medical condition so the father can make informed 
decisions about his son’s care, but the HIV diagnosis should not be 
newly disclosed if not previously known since it is not relevant to care 
of the patient’s stroke

D. First determine if the father is an appropriate surrogate decision maker for 
the patient, given that the father and son haven’t spoken in two years
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33.  A 100-year-old woman is admitted to the hospital with rectal bleeding. 
With regard to performing a colonoscopy, which of the following state-
ments is the most correct?

A. Patients that are 100-years-old should not have invasive procedures done
B. A colonoscopy should only be done if the patient is a vibrant and active 

100-year-old
C.  A colonoscopy should only be done if the patient is able to have the procedure 

covered by Medicare or private medical insurance, or be paid out of her personal 
savings

D.  The patient, if capable of deciding, should be asked if she wants a colonos-
copy, after risks and benefits are explained

34.  A 65-year-old man is admitted to the hospital with acute myocardial inf-
arction. The admitting physician initiates a conversation about code status 
with the patient and his family. The patient’s wife asks the physician if she 
can be present during resuscitation if the patient has a cardiopulmonary 
arrest. The best reply to her would be:

A. “No, I think that it would be best if you were not present”
B. “Yes, the family has the right to be present for the resuscitation”
C. “Yes, a limited number of adult family members may be present for the 

resuscitation, but they must allow providers to care for your husband with-
out disruption”

D. “Yes, a limited number of adult family members may be present for the resus-
citation, but they must be prepared to see some potentially gruesome things”

35.  If a patient is refusing to have a recommended procedure performed, and 
the procedure is one that the treating physician feels is both standard of 
care and potentially lifesaving, the physician must:

A. Assume that the patient does not have the capacity to decide whether to have 
the procedure or not

B. Keep trying to convince the patient that the procedure is necessary until they 
eventually consent for the procedure

C. Obtain a psychiatric consult on the patient
D.  Do not perform the procedure if the patient is determined to have the capac-

ity to make this decision

36.  A 47-year-old woman has poorly controlled Type 2 diabetes mellitus and 
her physician wants to begin outpatient treatment with insulin. Her reli-
gious views require that she fast during the daytime for one month each 
year. Which of the following statements is the most appropriate with 
regard to her diabetes treatment?

A.  Insulin is not a good choice of medication for this patient due to her dietary 
variability and high risk of developing hypoglycemia during fasting
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B.  The physician should advise the patient to seek an exemption for the fasting 
from her religious leader

C. The patient should not receive insulin treatment during her fast unless she, 
unprompted, offers to seek an exemption for the fasting from her religious 
leader

D. The patient should be referred to another physician who shares her religious 
views

37.  A baby girl requires extracorporeal membrane oxygenation (ECMO) 
immediately after birth, due to birth defects and respiratory dysfunction. 
On day 27 of treatment on the ECMO machine, at a cost of several thou-
sand dollars per day, the girl remains critically ill and has few positive 
signs of recovery. Which of the following statements is most correct?

A.  Further health care dollars should probably not be spent on this girl’s care
B.  Due to the lack of improvement in the girl’s condition, and the low likeli-

hood that she will live to become a contributing member of society, there 
should be consideration of stopping the ECMO

C. Since there is only one ECMO machine at this hospital, the girl should 
be removed from the machine if another critically ill infant suddenly 
needs it

D.  If another critically ill infant suddenly needs an ECMO machine, then that 
patient should be transferred to a nearby medical facility that has a machine 
available

38.  A 27-year-old man is newly diagnosed with HIV. He admits to his 
primary care physician that his wife is unaware of his diagnosis and 
that he is still having unprotected sexual intercourse with her. He 
states he is too ashamed to tell her about his diagnosis and how he 
acquired the infection, and asks the physician not to tell her either. Of 
the following, the physician’s best reply is:

A.  “I will keep your HIV diagnosis just between us since everything you tell 
me is confidential”

B.  “I will keep your HIV diagnosis just between us since everything you tell 
me is confidential, but you should really consider telling her the truth”

C.  “I am personally required by law to tell the health department of your diag-
nosis, and they may notify your wife that she is at risk for contracting HIV 
from someone she is in a relationship with”

D.  “I am personally required by law to have you arrested now for knowingly 
putting your wife at risk for contracting HIV infection”

39.  A 34-year-old male with a past medical history of bipolar disorder with 
psychotic features, alcohol abuse, and medication non-adherence presents 
to the Emergency Department with acute psychosis and has suicidal and 



214 Comprehensive Exam

homicidal ideations. He is screaming loudly and threw a punch at one of 
the nurses. The best thing for his medical team to do next is:

A.  Heavily sedate him with medications and use physical restraints to prevent 
him from harming hospital staff

B. Take him to a room where he will not disturb other patients and, if neces-
sary, use chemical and physical restraints temporarily to calm him down so 
that treatment can be safely initiated

C. Continue to try and use verbal redirection to calm him down
D. Call a psychiatry consult

40.  Which of the following statements about HIV-related testing is not 
correct?

A.  Positive HIV test results are always reported to the Centers for Disease 
Control and Prevention (CDC)

B.  In a few states HIV testing can be done confidentially so that positive results 
are not reported to the Centers for Disease Control and Prevention (CDC)

C.  In most states low CD
4
+-lymphocyte count test results are reported to the 

Centers for Disease Control and Prevention (CDC)
D.  In most states positive HIV viral load test results are reported to the Centers 

for Disease Control and Prevention (CDC)

41.  A 51-year-old woman is started on cholesterol-lowering medication by her 
primary care physician based on the results of a fasting lipid profile. The 
physician later is notified by the testing laboratory that blood samples 
were accidentally mixed up, and that the patient’s correct test results indi-
cate that she did not have high cholesterol at all. The best action for the 
physician to take is to:

A.  Immediately advise the patient by phone to stop taking the medication, and 
to apologetically disclose all information to her regarding the error

B.  Send the patient an official letter advising her to stop taking the medication, 
and to apologetically disclose all information to her regarding the error in 
the letter

C.  Have his attorney send the patient a certified letter advising her to stop tak-
ing the medication, and to disclose all information to her regarding the error 
in the letter

D.  Require the laboratory to immediately notify the patient about their report-
ing error, and then send her a letter of apology afterwards with directions to 
stop taking the medication

42.  A 27-year-old woman with HIV infection is offered antiretroviral therapy 
by her infectious disease specialist. The woman agrees to take nucleoside 
analog reverse transcriptase inhibitors (NRTIs) and non-nucleoside 
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reverse transcriptase inhibitors (NNRTIs), but refuses to take protease 
inhibitors (PIs). Her doctor should:

A. Prescribe only the medications that she agrees to take
B.  Refuse to offer her further treatment, since her choices are illogical and are 

not compatible with the standard of care for HIV
C. Ask about the reasons for her choices and determine if she is capable of 

making decisions about antiretroviral therapy.
D. Refer her to a psychiatrist

43.  A 75-year-old woman with widely metastatic breast cancer is admitted to 
the hospital for pain control at the end of her life. She is lethargic, has 
shallow respirations, but is grimacing and moaning. The patient’s son 
requests that she receive a higher dose of morphine than she is currently 
getting. The physician caring for this patient should:

A.  Explain that you cannot give her more morphine since the higher dose may 
hasten her death

B. Explain that you cannot give her more morphine since the higher dose may 
hasten her death, and report the son’s request to law enforcement officers

C. Give her more morphine, but explain to her son that the higher dose may 
hasten her death

D. Give her enough morphine so that she passes away more quickly

44.  A 47-year-old woman with poorly controlled diabetes, who previously lived 
alone in a second floor apartment, is admitted to the hospital with a non-
healing foot infection. She is diagnosed with osteomyelitis and undergoes a 
left below-the-knee amputation. Her pain is well controlled postoperatively 
and when she is medically ready for discharge she refuses several choices of 
skilled nursing facilities that would care for her incision site and provide 
rehabilitation therapy to help her become mobile again. The best discharge 
plan for her at this time is:

A.  To offer to have an ambulance bring her to her apartment
B. To keep her in the hospital until she agrees to go to a skilled nursing facility
C. To determine why she is not willing to go to the facilities offered, and what 

she would like to do instead
D. To call her relatives, explain her medical situation and have them convince 

her to go to a skilled nursing facility

45.  If an unmarried adult patient has no legal documentation such as a Living 
Will or Power of Attorney for Health Care, and loses the capacity to make 
decisions about their own medical care, in most states which of the follow-
ing persons legally would become the surrogate decision maker?

A. The patient’s adult child
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B. The patient’s adult sibling
C. The patient’s parent
D. The patient’s best friend, if they are an adult

46.  A 52-year-old man is newly diagnosed with hepatocellular carcinoma, and 
prognosis is deemed to be poor. His primary physician should:

A.  Determine what his wishes would be with regard to life-sustaining treat-
ments, and document these in the medical record

B.  Advise the patient to complete a Living Will document where he expressly 
states his wishes with regard to life-sustaining treatments

C.  Advise the patient to complete a Power of Attorney for Health Care docu-
ment to name a surrogate decision maker for himself, in case he becomes 
unable to make his own health care decisions at some point

D. Do all of the above

47.  A 51-year-old woman with peripheral arterio-occlusive disease and a his-
tory of aorto-bifemoral bypass grafting two years previously presents to 
her vascular surgeon with symptoms of gradually worsening lower 
extremity claudication. Since her prior surgery she has continued to 
smoke cigarettes and is frequently non-adherent with her prescribed 
medications. Her surgeon believes that her non-adherence with prior rec-
ommendations has resulted in a rapid recurrence of arterio-occlusive dis-
ease. Repeat surgery is considered a procedure of moderate risk to the 
patient, given her general underlying condition. Before the vascular sur-
geon should consider performing a repeat surgery to alleviate the patient’s 
symptoms, the patient should:

A. Have her capacity to decide on the surgery evaluated by a psychiatrist
B.  Demonstrate a reasonable attempt to quit smoking and adhere to medical 

therapy
C. Seek a second opinion about the etiology of her symptoms
D. This patient should not have repeat surgery offered to her due to a history of 

non-adherence to medical recommendations

48.  A 16-year-old girl presents to her pediatrician for a routine health visit. 
When her mother steps out of the room, the girl admits to being sexually 
active and having missed her last menstrual period. She requests a preg-
nancy test and the results are positive for pregnancy. She states that she does 
not want her mother to know about her pregnancy until she has had time to 
think about what she wants to do. When the mother returns to the examina-
tion room she asks what was discussed in her absence. Of the following, the 
best reply from the physician is:

A. “Your daughter’s medical information is confidential”
B. “You should ask your daughter what we discussed”
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C.  “We discussed various aspects of your daughter’s health, and everything 
is fine”

D. “I think we should all sit down together and talk about what we found out”

49.  A 77-year-old woman is evaluated for a lump in her breast that is later 
determined by biopsy to be malignant. Before the patient is notified of the 
results, the patient’s daughter calls the physician to find out the diagnosis. 
She states “if it’s cancer, please don’t tell her the diagnosis until after her 
granddaughter’s wedding next month; it will just devastate her.” In this 
case, the physician should:

A.  Arrange the first available medical visit for the patient after the wedding to 
relate the cancer diagnosis to the patient

B.  Arrange for the patient to immediately meet with an oncologist and grief 
counselor so they can relate the cancer diagnosis to the patient

C.  Explain to the daughter that the patient does have cancer and that he is obli-
gated to share the diagnosis with the patient herself as soon as possible

D.  Explain to the daughter that he is obligated to share the biopsy results with 
the patient herself as soon as possible, and not specifically disclose the 
diagnosis to the patient’s daughter

50.  A 41-year-old married woman is diagnosed with gonorrhea. She tells her 
provider that she has had extramarital affairs and that she does not want 
her husband to know about the infection. She states that she has not been 
sexually active with her husband for over a year. The best thing for the 
provider to tell her is:

A. “I am required by law to tell your husband about your gonorrhea”
B.  “I am not required by law to tell your husband about your gonorrhea, but 

you should strongly consider telling him yourself”
C.  “I am not required by law to tell your husband about your gonorrhea, but 

someone from the Department of Health may notify him”
D. “I think that you should consider a divorce”
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1. A. In most states HIV testing requires specific informed consent, but drug 
screens are considered covered by the general consent for medical care. The 
general practice of ordering urine drug screens, for medical purposes only, is 
considered legally acceptable. However, any use of drug screens for purposes 
other than providing safe medical care, particularly if done without the patient’s 
knowledge, is not appropriate. Please refer to Case 7 for further discussion 
about general consent for medical care and informed consent for drug testing.

2. D. Health care resources must be used appropriately, and this patient no longer 
meets the criteria for inpatient care. Outpatient follow-up seems to be a reason-
able compromise in this case. The prescription of extra pain medication is 
improper. Please refer to Case 3 for further discussion about criteria for hospi-
talization, and also to Case 8 for further discussion about the rights of providers 
to discharge patients who don’t meet criteria for further hospitalization.

3. B. Informed consent is preferable, but not always necessary in the case of life-
threatening emergencies. Documentation in the medical record is essential 
when a procedure is performed on a patient without their consent. Waiting for 
a legal judgment is not appropriate in an emergency situation. Please refer to 
Case 15 for further discussion about consent in patients who are unidentified 
and lack capacity to make decisions about medical care.

4. D. It is essential to respect the points of view of patients and their families from 
different cultures and religious backgrounds, as they may have different belief 
systems than the provider. Bridging cultural gaps will most likely help give 
patients the best possible care. Providing appropriate support and using an evi-
dence-based approach may assist the provider in this process. Please refer to 
Case 13 for further discussion about futile care and the influence of culture on 
decision making at the end of life.

5. A. Health care resources must be used appropriately, and this patient no longer 
meets the criteria for inpatient care. Likewise, the use of busy PACU or nursing 
staff is not appropriate, and takes their time away from patients with more 
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 critical needs. Please refer to Case 3 for further discussion about criteria for 
hospitalization, and also to Case 8 for further discussion about the rights of pro-
viders to discharge patients who don’t meet criteria for further hospitalization.

 6. D. Patients who are legal minors can often make their own decisions about 
health care without involving their parents. The Code of Ethics of the American 
Medical Association suggests that providers delve into why minors do not want 
their parents involved in their care, and to encourage parental involvement when 
appropriate. This patient additionally needs counseling on reducing her risk 
behaviors with regard to HIV infection and other sexually transmitted diseases. 
Please refer to Case 24 for further discussion about the rights of minors to con-
sent for medical care.

 7. B. Although the law in most states dictates that HIV testing requires informed 
consent, and no laws exist regarding formal consent for testing of surrogate lab-
oratory markers for HIV, results from these surrogate markers may still be 
reportable. The most ethical thing to do is notify the patient, and preferably 
obtain their consent, about testing for HIV-related markers. Positive test results 
are reported, regardless of the status of patient consent. Please refer to Case 19 
for further discussion about informed consent for HIV testing.

 8. C. When a patient does not have the capacity to make a health care decision on 
their own, the health care agent from the Power of Attorney for Health Care is 
the highest on the hierarchy for surrogate decision making of the listed choices. 
This individual is the person who the patient felt, at a time when he had capac-
ity, could best make decisions for him in just such a situation. Clearly, since the 
patient hasn’t spoken to the alternate health care agent in some time, the ability 
of the health care agent to make appropriate medical decisions for the patient 
must be analyzed by the practitioner. Please refer to Case 2 for further discus-
sion about when a primary choice for a health care agent cannot fulfill their 
obligations, and also Chapter 3 for a general discussion about Advance 
Directives.

 9. D. Ensuring that safe and efficient care is provided to this patient is a priority 
and, unfortunately, some behavioral “ground rules” need to be set. Discharging 
the patient is not a good choice, since he has a potentially deadly diagnosis, and 
outpatient treatment is not standard of care. Confinement by the police is too 
restrictive of the patient’s rights. Please refer to Case 5 for further discussion 
about patients whose behavior limits the ability of their providers to care for 
them, and the ethics of behavioral contracts.

10. B. Patients with mental illness may have the capacity to make health care deci-
sions for themselves. They must demonstrate capacity to make such decisions 
in the same way as patients without mental illness, which relies on more infor-
mation than level of alertness or orientation. The risks and benefits of accepting 



or refusing the procedure must be explained to and understood by the patient. 
A psychiatry consult may be helpful in this case, but is not necessary in deter-
mining the patient’s capacity to make this decision. At this time, the abscess 
does not appear to be life-threatening, so informed consent should be obtained 
from someone. Please refer to Case 1 for further discussion about determining 
a patient’s capacity to give consent to procedures.

11. D. The use of chemical or physical restraints is sometimes necessary in the care 
of patients to reduce harm to the patient and/or the health care providers. The 
minimal amount of restraint should be used and the need for continued restraint 
re-evaluated frequently. Waiting for a psychiatry evaluation does not seem prac-
tical at this time due to the acute level of patient agitation and his behaviors, and 
verbal redirection has already failed to calm the patient. The patient’s refusal of 
the restraints is done when he does not have the capacity to decline this inter-
vention or his general care. Involving a loved one may help to calm the patient 
down, and that individual may be able to assist in making decisions for his care. 
Please refer to Case 6 for a further discussion about the use of physical and 
chemical restraints on patients.

12. D. The physician should not assume that there are no options available to treat 
this patient. The patient should be asked, in private and without coercion or 
duress, what treatments he will or will not accept. Spiritual guidance and the use 
of evidence-based medicine may help him make decisions in this regard. Please 
refer to Case 23 for a further discussion about caring for Jehovah’s Witnesses.

13. B. Receiving antiviral therapy is likely in this patient’s best interest, and his 
years of sobriety and adherence to medical recommendations potentially make 
him a good candidate for this treatment. Continued adherence will be important 
to the success of the treatment and in reducing risks associated with the treat-
ment. There is no indication for a psychiatry evaluation at this time. Please refer 
to Case 20 for further discussion about the requirements of patients to prove 
adherence to medical therapy before certain treatments are made available to 
them.

14. B. Physician-assisted suicide is currently illegal in the majority of states. The 
reasons for this patient wanting to die quickly may be related to poor control of 
pain, depression, or other conditions, and the physician should inquire about 
these. The patient does not seem to be interested in extending the length of his 
life at this time, although trials of palliative therapy are worth exploring after 
the reasons for his primary request are thoroughly addressed. Please refer to 
Case 25 for further discussion about palliative sedation and physician-assisted 
suicide.

15. D. Patients with potentially terminal conditions should have their wishes 
 regarding end-of-life care clearly documented in the medical record, and 
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 supplemented with legal documentation when possible. This patient should 
determine who he would want to make health care decisions for him if he loses 
the capacity to do so. If he wishes for his partner to be his health care agent, 
then he should consider legal documentation to designate him as such since 
many states do not give same-sex partners legal rights in these situations. His 
wishes regarding resuscitation, mechanical ventilation, and nutrition are some 
of the other parameters that should be clarified. These discussions are often dif-
ficult, particularly in patients with newly diagnosed terminal illness, and sensi-
tivity must be used while initiating them. Please refer to Cases 11 and 16 for 
further discussions about surrogate decision makers, Case 11 on the rights of 
same-sex partners in medical decision making, and Chapter 3 for a general dis-
cussion of Advance Directives.

16. B. Physicians should not put themselves at risk while caring for patients, par-
ticularly if they feel unsafe around them. Having a security guard present likely 
violates a patient’s privacy, particularly as sensitive patient information is pro-
tected by the federal Health Insurance Portability and Accountability Act 
(HIPAA) Privacy Rule. A patient may be discharged from a medical practice, 
but they must be provided with alternative means of emergency care until 
another practitioner can assume their care. Please refer to Case 9 for further 
discussion about administratively discharging a patient from a medical 
service.

17. C. Practicing “defensive medicine” by ordering unnecessary tests is both inap-
propriate utilization of health care resources and needlessly expensive. The CT 
scan should not be ordered for this patient if it is not indicated, regardless of 
their request. If the practitioner is providing at least the standard of care to this 
patient, then a malpractice claim should not be of concern. There is not a clear 
reason to discharge the patient from the medical practice completely, and to do 
so may be construed as patient abandonment. The best choice in this case is to 
offer the patient an opportunity to get a second opinion on her symptoms. Please 
refer to Case 3 for further discussion about patients coercing providers into 
unnecessary tests and procedures, and also to Case 9 for further discussion 
about administratively discharging a patient from a medical service. Chapter 1 
additionally has a discussion about the practice of “defensive medicine.”

18. A. It is appropriate to discuss code status with a 98-year-old patient, and truth-
fully most all adult patients, regardless of age or current health status, should 
think about what their wishes would be at the end of life or in emergency situa-
tions. Although it is true that this patient is beyond the current life expectancy 
of a person in the United States, decisions about resuscitation should be made 
on an individual basis and not based on a physician’s preconceived notions of 
what an older patient might want or what their pre-hospital quality of life might 
be. This is true even if providing resuscitation for the patient may not signifi-
cantly prolong the duration of their life. It is an entirely different matter if 
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resuscitative efforts are known for a fact to be futile due to the patient’s underly-
ing illness – in this situation, resuscitative efforts probably should not be offered 
at all. Withholding medical resources from a patient generally should not be 
done on an individual basis, particularly if those resources are plentiful. Please 
refer to Case 14 for further discussion about the influence of age on providing 
certain medical care. Please also see Case 22 for a review of health care resource 
utilization and limitations thereof.

19. C. A provider should not offer alternative treatments that are not standard of 
care just because a patient requests them. In this case there is not a clear reason 
to withhold all treatments from the patient, since the patient is agreeable to nec-
essary interventions such as dialysis. Refusing to treat the patient at all may be 
construed as patient abandonment. Although undiagnosed mental illness could 
be one factor in this patient’s decision making, the physician must first deter-
mine the reasoning behind the patient’s choices before referring the patient to a 
psychiatrist. Please refer to Case 10 for further discussion about when patients 
make decisions that their provider considers illogical.

20. A. Although ideally one would hope that families would come together and 
make a unanimous decision in such a situation, the reality is that individual disa-
greement is relatively common and unanimity may never be reached. Based on 
laws determining the hierarchy of surrogate decision makers in most states, the 
children have the responsibility of speaking for this patient and “vote counting” 
that includes others or seeking a legal guardian are not appropriate options. 
Including other family members in the discussion to assist the children with 
their choices is sometimes helpful, although this can also add more conflicting 
opinions to the mix. Currently 12 states do not offer a priority list of health care 
decision makers, and individual state laws should always be consulted. Please 
refer to Case 16 for further discussion about surrogate decision makers and 
when next-of-kin are not unanimous in their choices.

21. A. Prescription drug abuse is a serious problem, and establishing guidelines 
within a medical practice for the safe prescription of controlled substances is 
common and ethical if done in an appropriate manner. A patient who is not 
agreeable to a reasonable contract should not be given the option for treatment 
without a contract if other patients in the practice have to abide by one. Refusing 
to treat the patient at all may be construed as patient abandonment, so referral 
to a specialist for a second opinion is likely the best choice here. Please refer to 
Case 9 for further discussion about narcotic prescriptions and the ethics of nar-
cotic contracts.

22. A. Providing safe and efficient care to this patient is a challenge and, unfortu-
nately, establishing a behavioral contract may be necessary. Discharging the patient 
is not a good choice since he still requires inpatient treatment, and outpatient 
management of complicated pancreatitis is not standard of care. Complete 
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 confinement to his hospital room or constant observation by a staff member is 
too restrictive of his rights at this time, and threatening the patient with dis-
charge is not appropriate. Please refer to Case 5 for further discussion about 
patients whose behavior limits the ability of their providers to care for them, and 
the ethics of behavioral contracts.

23. C. Withholding medical resources from a patient generally should not be 
done on an individual basis, particularly if those resources are plentiful. 
When resources are limited one must consider the needs of other patients 
when distributing those resources. If care for Patient A is futile, then con-
sideration of limiting access to Medication X should be made. Age and 
other factors, such as contribution to society, are not appropriate standards 
to use for limiting a patient’s access to lifesaving treatments. Please refer to 
Case 22 for further discussion about determining how best to distribute 
medical resources among patients, and Case 14 about how age is a factor in 
health care decisions.

24. B. Immediate and completely honest admission to errors that may have affected 
a patient’s care is essential, and should be done by the treating physician, prefer-
ably in person. Please refer to Case 17 for further discussion about how to deal 
with errors involving patient care.

25. D. In certain emergency cases informed consent may be waived if the patient’s 
life is hanging in the balance. Clear documentation of this should be made in 
the medical record. If there is reason to believe that the patient’s husband may 
have caused harm to the patient, then he should not be considered an appropriate 
surrogate decision maker for her. There is not enough time in this case to find 
an alternate surrogate decision maker for the patient, such as her mother or a 
legal guardian. Please refer to Case 4 for further discussion about when a 
patient’s legal spouse is not an appropriate surrogate decision maker for them, 
and to Case 15 for a review of informed consent in emergency situations.

26. A. The individual certifying the death certificate in this case needs to do so with 
the best of their ability and using complete honesty. If the primary cause of 
death is known to be AIDS, then this must be listed and a second opinion from 
the medical examiner is not necessary. The role of a patient’s health care agent 
is to make treatment decisions for them based on what the agent perceives as 
being in the patient’s best interest or what the patient would want, and complet-
ing a death certificate is not a treatment decision. Please refer to Case 21 for 
further discussion about how to complete death certificates, and how to list ill-
nesses with potential social stigma.

27. B. Exposing children to the manufacture or distribution of illicit drugs is largely 
construed as child abuse and this must be reported to the department of social 
services to ensure that the children are in a safe home situation at all times. 
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Urine toxicology screens that are analyzed for the purpose of medical care 
should not be used to prosecute patients. Notifying the patient’s ex-wife of the 
test results would be a breach in patient confidentiality. Please refer to Case 7 
for further discussion about what determines child abuse and the obligations of 
providers to report suspected abuse.

28. C. Informed consent is preferable, but not always necessary in the case of life-
threatening emergencies, and this patient requires emergent central venous 
access for her care. Documentation in the medical record is essential when a 
procedure is performed on a patient without their consent. Waiting for a legal 
judgment is not appropriate in an emergency situation. Please refer to Case 15 
for further discussion about informed consent in emergency situations, and 
consent in unidentifiable patients.

29. D. Most states have regulations that require formal informed consent before 
ordering certain specific genetic assays. Although in most states the law dictates 
that HIV testing requires informed consent, no laws exist regarding formal con-
sent for testing of surrogate laboratory markers for HIV infection. Nonetheless, 
positive results from these surrogate markers may still be reportable and the 
most ethical thing to do when ordering them is to notify the patient that they are 
being drawn and preferably obtain their consent to do so. Technically, however, 
consent for ordering these tests falls under general consent for medical care, as 
does testing for viral hepatitis. Please refer to Case 19 for further discussion 
about general consent for medical care, informed consent for HIV testing, and 
the use of surrogate laboratory markers for HIV infection.

30. C. This case represents a common clinical dilemma. Withholding medical 
resources from a patient generally should not be done on an individual basis, 
particularly if those resources are plentiful. Factors, such as underlying illness, 
may or may not be an appropriate standard to use for limiting a patient’s access 
to lifesaving treatments, and these situations must be assessed on a case-by-case 
basis. If medical evidence suggests that an intervention may cause a patient 
more harm than good, it is the obligation of the practitioner to provide this 
information to the patient and their family. Additionally, if the underlying 
illness makes the intervention futile, then it probably should not be offered to 
the patient at all. Referral to a physician with the same race is both unnecessary 
and inappropriate. Please refer to Case 13 for further discussion about determin-
ing the futility of care, and how to approach end-of-life issues when cultural 
differences exist.

31. A. When a patient does not have the capacity to make a health care decision on 
their own, choices about the use of life-sustaining interventions are based on the 
patient’s wishes which, preferably, have been made clear verbally or through 
documentation such as a Living Will. If evidence of the patient’s wishes is not 
available, and there is no Living Will, then the health care agent from the Power 
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of Attorney for Health Care is the highest on the hierarchy for surrogate deci-
sion making. This is the person who the patient felt, at a time when they had 
capacity, could best make decisions for them in such a situation. There may be 
a reason that the patient in this case has chosen someone other than their legal 
spouse to be their health care agent (e.g., separation from the spouse, a dysfunc-
tional or abusive relationship with the spouse, lack of capacity by the spouse) 
and so the health care agent has priority in this case. However, further informa-
tion about the reasons for this patient’s choice should probably be gathered and 
consideration made to obtaining legal consultation if the issue becomes a con-
tentious one. Please refer to Case 2 and Chapter 3 for further discussions about 
determining who makes health care decisions for patients without the capacity 
to do so.

32. D. In situations where patients have not designated a health care agent for them-
selves, a surrogate decision maker must be chosen for them. This individual 
must have the capacity to make appropriate decisions that are in the best interest 
of the patient, and the health care team has to assess this capacity to their best 
ability. Barring any reasonable evidence that precludes the father from assuming 
this role in the presented case, the next best answer would be “C.” If the father 
is already aware of the HIV diagnosis, then free discussion of this is permitted. 
However, if he is not aware of his son’s HIV infection, this specific information 
should not be disclosed as it is not directly relevant to the care of his son’s 
stroke. Nonetheless, all information that is relevant to care of the stroke must be 
completely disclosed so informed decisions can be made for the patient. Please 
refer to Case 11 for further discussion about reporting HIV diagnoses to family 
members of patients, and both Cases 2 and 11 about surrogate decision makers 
with potential conflicts of interest.

33. D. It is appropriate to discuss this procedure with a 100-year-old patient, provid-
ing honest evidence about the potential risks and benefits, to best determine if 
she wishes to proceed with having it done. This is assuming that the patient has 
the capacity to make such a decision, and if she does not then a surrogate decision 
maker will need to become involved. If performing a colonoscopy is considered 
completely futile in this case, then it should not be offered to her at all. Although 
it is true that this patient is beyond the current life expectancy of a person in the 
United States, decisions about potentially lifesaving procedures should be made 
on an individual basis and not based on a physician’s preconceived notions of 
what an older patient might want or what their pre-hospital quality of life might 
be. This is true even if providing the procedure to the patient may not signifi-
cantly prolong the duration of her life. Withholding medical resources from a 
patient generally should not be done on an individual basis, particularly if those 
resources are plentiful. The ability of a patient to pay for a potentially lifesaving 
procedure should not limit her access to it. Please refer to Case 14 for further 
discussion about age-related decisions in medicine.
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34. C. A recent trend is to allow family members to be present during resuscitation 
efforts of their loved ones, as long as they do not interfere with the resuscita-
tion efforts of the code team. This would require limiting the family members 
present to a reasonable number, and to ensure that these chosen members are 
adults that are emotionally capable of witnessing the event. Having the discus-
sion about family member presence should be done in advance of the resuscita-
tive efforts whenever possible, as it is in this case. Although some warning as to 
what the family may observe during resuscitation is prudent, descriptive words 
should be chosen wisely. Please refer to Case 18 for further discussion about 
family presence during resuscitation efforts.

35. D. Patients have the right to refuse medical care, even when it seems medically 
necessary to save their life. The risks and benefits of accepting or refusing the 
procedure must be explained to and understood by the patient in order for them 
to make an informed decision about such a refusal. If they show good under-
standing of the risks and benefits, then they have the capacity to decide. Bullying 
them into changing their mind is inappropriate, although they should be made 
aware that the procedure will likely still be made available to them at a later date 
should they voluntarily change their mind about having it done. A psychiatry 
consult may be helpful in this case if there is concern that an underlying mental 
illness is affecting the patient’s judgment, but is not necessary in determining the 
patient’s capacity to make this decision. Please refer to Case 1 for further discus-
sion about determining the capacity of a patient to give informed consent.

36. C. Providers must make a good effort to accommodate the belief systems of 
patients with different cultural views, and not try to interfere with or change 
these beliefs. Holding insulin during periods of fast seems like a reasonable 
choice for this patient. Withholding insulin treatment for the majority of 
the year does not make practical sense for her illness. Many religious groups do 
in fact exempt patients from fasting if they are pregnant or have acute or chronic 
illness, and using a culturally-competent tone and recommending that the 
patient discuss the matter further with a religious advisor would be fine. Outright 
advising the patient to go against her belief system is not appropriate. Good care 
should be able to be provided by the physician, regardless of their own religious 
or cultural background. Please refer to Case 23 for further discussion about car-
ing for patients with different belief systems, as well as Chapter 1, Case 16, and 
Case 23 on how religion and culture can affect medical treatment.

37. D. Withholding medical resources from a patient generally should not be done 
on an individual basis, particularly if those resources are plentiful. When 
resources are limited one must consider the needs of other patients when distrib-
uting those resources. If ECMO is available at a nearby facility, and transporting 
the second infant to that facility will not do them harm, then this seems like the 
best choice for the situation. Although cost is always a consideration in the care 
of all patients, it is more a matter of using the least expensive, yet equally 
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 effective, treatments available. Factors such as contribution to society are not an 
appropriate standard to use for limiting a patient’s access to lifesaving treat-
ments. If withdrawal of ECMO is considered in this case, it should be because 
use of this intervention has become futile or is doing the patient more harm than 
good. Please refer to Case 22 for further discussion about caring for patients 
whose care impacts the availability of limited medical resources.

38. C. Although patient information must be kept confidential in most situations, 
confidentiality can be broken in circumstances where harm of others can be 
prevented. Purposeful transmission of HIV infection to others is considered 
criminal in many states, but it is not the first priority of the caring physician 
to have the patient immediately arrested. Trusting that this patient will imme-
diately notify his wife of his HIV infection and stop having unprotected inter-
course with her seems naïve based on his recent behavior. Positive HIV test 
results, in most states, are by routine reported to the local health department, 
and a counselor/representative from that department will interview the 
infected patient and notify their sexual partners of their risk for becoming 
HIV-infected. Please refer to Case 12 for further discussion about reportable 
illness and notification of persons at risk for contracting contagious illness 
from a patient.

39. B. The use of chemical or physical restraints is sometimes necessary in the care 
of patients to reduce harm to the patient or to the providers caring for them. The 
minimal amount of restraint should be used, and the need for continued restraint 
re-evaluated frequently. Waiting for the psychiatry evaluation, although one is 
clearly indicated for this patient, does not seem practical at this time due to the 
acute level of patient agitation and his behaviors. Verbal redirection will 
unlikely be successful in calming this patient, although placing him in a more 
quiet environment may help with his agitation and cause less of a disturbance 
to other patients. If the patient receives sedative medications and is placed in a 
secluded area, close observation will be necessary in case oversedation or an 
adverse reaction to the medications occurs. Please refer to Case 6 for further 
discussion about treating agitated patients and the use of physical and chemical 
restraints.

40. B. Although the majority of states (47) use confidential yet name-based report-
ing, three states (Hawaii, Maryland and Vermont) use a code-based reporting 
system of positive HIV test results to the CDC. It is important to note that, in 
42 states, there are also regulations mandating the reporting of CD4+-lym-
phocyte count results, and 43 states require the reporting of HIV viral load test 
results. Please refer to Case 19 for further discussion about reporting positive 
HIV tests and surrogate markers for HIV infection to the CDC.

41. A. Immediate and completely honest admission to errors that may have affected 
a patient’s care is essential, and should be done by the treating physician. 
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Although doing this in person is preferable, a phone call is the fastest method 
of the choices listed and offers more direct communication and opportunities to 
address questions and concerns from the patient than a letter. Please refer to 
Case 17 for further discussion about disclosing medical errors.

42. C. A provider should not offer to prescribe alternative treatments that are not 
standard of care just because a patient requests them. In this case there is not yet 
a clear reason to withhold all treatments from the patient, since the patient is 
agreeable to taking certain medications. In fact, refusing to treat the patient at 
all may be construed as patient abandonment. Although undiagnosed mental 
illness could be one factor in this patient’s decision making, the physician must 
first try to figure out the reasoning behind the patient’s choices before referring 
her to a psychiatrist. Please refer to Case 10 for discussion about patients who 
make medically questionable decisions, and also Case 1 for a review on deter-
mining capacity.

43. C. Providing palliative sedation is physically different from giving a patient a 
prescription for medication that she can use to end her life, as is done in 
 physician-assisted suicide. The latter is illegal in most states, and pushing 
 morphine for the sole specific purpose of hastening death is illegal in all. The 
purpose of palliative sedation is to give the patient just enough medication to 
control her pain even though it may also hasten her death by depressing respira-
tion. Relief of pain and suffering in a patient who is dying from a terminal ill-
ness may allow her to have a more peaceful and humane death. Please refer to 
Case 25 for further discussion about pain management at the end of life and the 
use of palliative sedation.

44. C. The hospital is obligated to make a good faith effort to arrange a safe dis-
charge plan for this patient with a new physical disability. Leaving a patient with 
a new lower limb amputation alone in a second-floor apartment is not a good 
choice. The providers should not break confidentiality and share her medical 
information with relatives, although they might be a good resource for assistance 
here if she grants the medical team permission to speak with them. The patient 
no longer meets criteria for hospitalization and a timely discharge is appropriate. 
Working with her to decide upon a discharge plan that is amenable to both par-
ties is the ideal solution. A truly difficult patient who refuses all assistance, even 
with a physical disability, may have to be discharged even without an appropri-
ate plan in place. However, such decisions should probably be done with the aid 
of legal counsel. Please refer to Case 8 for further discussion about difficult dis-
charges, and discharge planning for patients with disabilities.

45. A. Based on laws determining the hierarchy of surrogate decision makers in the 
majority of states, and since there is no legal spouse (who would take higher 
precedent), the patient’s adult child has the responsibility of speaking for this 
patient. The hierarchy then follows, in order, the parent, the adult sibling and 
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others who are well-acquainted with the patient and their wishes. Currently 12 
states do not offer a priority list such as this, and individual laws should always 
be consulted. Please refer to Case 16 for further discussion about determining 
the hierarchy of possible surrogate decision makers for the majority of states.

46. D. Discussions about end-of-life wishes are often difficult, particularly in 
patients with newly diagnosed terminal illness, and sensitivity must be used 
while initiating them. However, patients with potentially terminal conditions 
should have their wishes regarding end-of-life care clearly documented in the 
medical record and supplemented with legal documentation whenever possible. 
This patient should determine who he would want to make health care decisions 
for him if he loses the capacity to do so. His wishes regarding resuscitation, 
mechanical ventilation, and nutrition are some of the other parameters that 
should be clarified. Please refer to Cases 4 and 16 for further discussion about 
assignment of surrogate decision makers, and Chapter 3 for a review of Advance 
Directives.

47. B. In this patient, a moderately high risk surgery was performed two years 
previously, but ultimately symptoms returned due to patient non-adherence 
with medical recommendations. A second opinion will probably not change 
the diagnosis or treatment options here. Repeat surgery every two or so 
years is not an appropriate use of medical resources when the need for 
 surgery is easily preventable with medical management, and may addition-
ally place the patient at an unacceptably high risk. Outright refusal to oper-
ate again is the other extreme. A middle-of-the-road solution, perhaps more 
acceptable to all parties involved, would be to offer surgery after the 
patient has reasonably demonstrated adherence to medical recommenda-
tions. Such an effort will be important to the continued success of the sur-
gery, risk reduction for the procedure itself, and to improve her general 
health overall. Non-adherence to medical therapy can occur for many 
 reasons (e.g., cost, history of depression, etc.) and these reasons should be 
thoroughly investigated by the provider. However, there is no clear indica-
tion for a psychiatry evaluation at this time. Please refer to Case 20 for 
further discussion about determining plans of care in patients who are non-
adherent to medical recommendations.

48. A. Patients who are legal minors can often make their own decisions about 
health care without involving their parents. The Code of Ethics of the American 
Medical Association suggests that providers delve into why minors do not want 
their parents involved in their care, and to encourage parental involvement when 
appropriate. This patient has stated that she is not yet ready to involve her par-
ents in her situation, but the window is open to do this at a future date and a 
provider can offer to be present for such a discussion to help mediate or offer 
recommendations. Placing the patient on the spot to discuss the dilemma now 
is not appropriate, either alone or with assistance. Maintaining confidentiality, 
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without making false statements (“everything is fine”) requires finesse, but is 
essential. Please refer to Case 24 for further discussion about caring for patients 
that are legal minors.

49. D. The provider here cannot divulge the cancer diagnosis to the daughter with-
out the permission of the patient. Despite the stress induced by learning a cancer 
diagnosis, it is mandatory that the physician provide the biopsy results to the 
patient in a timely manner so that treatment options can be reviewed and a treat-
ment plan initiated. Deferring to others for release of the biopsy results is not 
appropriate. Please refer to Case 21 for further discussion about patient confi-
dentiality and withholding information from patients, and Case 4 for a review 
on the federal Health Insurance Portability and Accountability Act (HIPAA) 
Privacy Rule.

50. C. Although patient information must be kept confidential in most situations, 
confidentiality can be broken in circumstances where immediate harm of others 
can be prevented. If the patient is truly not sexually active with her husband, his 
risk of contracting gonorrhea is essentially zero. The patient should be the one 
who discusses the situation with her husband, but it is a priority to inform her 
about the required notification of contagious disease risk by the local public 
health department. Trusting that this patient will immediately notify her hus-
band of the gonorrheal infection is not necessarily reliable. Although it appears 
that this patient’s marriage is challenged, a recommendation of divorce does not 
take priority here. Please refer to Case 12 for further discussion about reportable 
illness and notification of persons at risk for contracting contagious illness from 
a patient.
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Advance Directives: State-authorized documents in which a capable person makes 
his or her wishes for health care known at a time before he or she is no longer able 
to make or communicate these decisions. Advance directives include the Living 
Will and the Power of Attorney for Health Care.

Autonomy: The capacity for self-determination; the capacity to make one’s own 
decisions, based on the processing of truthful information, without pressure or 
undue influence.

Best Interests Standard: A standard of surrogate decision making used when 
health care agents and other surrogates do not know what the incapable patient 
would have wanted. Using this standard, they must make health care decisions 
based on what would be in the best interests of that patient. This standard considers 
the benefits and risks of medical interventions and the patient’s quality of life.

Capable: A patient is capable when he or she is able to process information and 
make medical decisions based on that information.

Confidentiality: The requirement that medical information about a patient must 
not be revealed to anyone who is not involved in the care of that patient.

Futile Care: See ‘Ineffective Interventions.’

Health Care Agent: A person who is appointed by the patient to make health care 
decisions for the patient when the patient is no longer able to make or communicate 
these decisions; may also be termed “representative,” “surrogate” or “proxy.”

Ineffective Interventions: Medical procedures that will not be effective in meeting 
any reasonable goals for the patient; also termed “futile care.”

Living Will: A legal document expressing the desire that medical technology not 
be used to prolong the dying process. The Living Will goes into effect when the 
patient is no longer able to make or communicate health care decisions.

Power of Attorney for Health Care: A legal document in which a capable patient 
appoints a health care agent to make medical decisions when the patient is no 
longer able to make or communicate such decisions. In some states this document 
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is referred to as the “Health Care Power of Attorney” or the “Durable Power of 
Attorney for Health Care.”

Principle of Beneficence: Medical practitioners should act in the best interests of 
the patient. More specifically, they should prevent harm, remove harm, and promote 
good for the patient.

Principle of Distributive Justice: Health care resources should be distributed in a 
fair way among the members of society.

Principle of Non-Maleficence: Medical practitioners must not harm the patient.

Principle of Respect for Autonomy: Capable patients must be allowed to accept 
or refuse recommended medical interventions.

Principle of Respect for Dignity: Patients, their families, and surrogate decision 
makers, as well as health care providers, all have the right to dignity.

Principle of Veracity: The capable patient must be provided with the complete 
truth about his or her medical condition.

Proxy: See ‘Health Care Agent.’

Representative: See ‘Health Care Agent.’

Substituted Judgment: A standard of surrogate decision making used when the 
surrogate is able to make a reasonable judgment about what the patient would want. 
This could be based on conversations with the patient, the patient’s verbally 
expressed desires, or the patient’s relevant values and beliefs.

Surrogate: See ‘Health Care Agent.’

Surrogate Decision Maker: A person appointed in a Power of Attorney for Health 
Care or recognized by state law or common law as authorized to make medical 
decisions for the patient when the patient is no longer able to make or communicate 
such decisions.

Voluntary Informed Consent: The requirement that, prior to undergoing recom-
mended medical procedures, capable patients must agree to these procedures based 
on full, relevant, and truthful information that the patient understands, without 
coercion or undue influence. The information that should be provided includes the 
expected benefits and potential risks of the recommended procedure and any viable 
alternatives, as well as the results of refusing treatment altogether.
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