I. Abstract

This is a case study that poses an ethical dilemma concerning the issue of patient autonomy and infringement of those rights.  The patient’s course of treatment is being outlined on a personal bias with a paternalistic flair.  In addition, other members of the health care team unwittingly play a role in this treatment scheme by remaining passive participants. 

II. Case Study

You are a PT intern at an in-patient rehab setting who participates in Rehab meetings to discuss current patients.  The Rehab team consists of physiatrist, rehab director, physical therapist, occupational therapist, social worker, and nursing staff.  A female patient is assigned to your care in which she has suffered a recent subarachnoid hemorrhage with resultant right-sided hemiplegia.  The patient’s previous medical history indicates that the insult was due to a known “stable” aneurysm that ruptured.  During the team meeting it is pointed out that the woman is a known substance abuser in the community whose substance of choice was cocaine.  The physiatrist indicates that the patient had been warned of the potential risks of substance abuse related to her previous medical status.  The primary risk indicated by the physiatrist was potential compromise to the “stable” aneurysm causing a hemorrhagic bleed.  

In addition, it is revealed that the patient has a 5-year old son that she desperately yearns to return home to.  Currently the patient’s mother is taking care of the patient’s son.  He was preparing to enter his first day of kindergarten in a week.  A consistent plea by the patient was to see him off on his first day of class. 

There are concerns among the other health care team that the patient’s main reason for wanting to leave the hospital is to secure cocaine to fuel her addiction.  There is reasonable suspicion that the boyfriend is the supplier of the illicit drug. 

During a team meeting it is apparent that the physiatrist, leader of the rehab group, has developed a preconceived notion about the patient and is developing her plan of care in a way that would “punish her for the pain she has inflicted on those around her”.  The intent of the comment is to hold the patient as long as possible in the Rehab department.  The physiatrist’s comment is left unquestioned in the rehab meeting.  What do you do?  

III. List the Players

DIRECTLY

Student

Clinical Instructor (Physical Therapist)

Occupational Therapist

Social Worker

Nursing Staff

Physiatrist

Rehab Director

Patient

Boyfriend

Son

Mother of patient

INDIRECTLY

Hospital Policy/Regulation

Community Health Standard

Freedom of Choice

Child Protective Services

IV. General Questions

Is it appropriate for the student to ask the physiatrist to elaborate on his comment about the plan of care of this patient?

How are the team dynamics affected by passive roles of the other health care team members?  Are their any consequences for playing a passive role?  Are their any benefits?

What role does suspicion have in the course of treatment for this patient?

Can it be assumed that health care providers know what’s best for their patient’s?

When asked, “Why can’t I go home?” what should you tell the patient?

Is it appropriate to explain to the patient that she may leave the hospital at any time?

How appropriate is it to have a meeting without the patient present?  

How responsible is the Rehab director for developing a community health standard? 

Assuming the patient leaves the hospital voluntarily before medical discharge, does child protective services need to notified?

V. Analysis (Discussion)

The health care providers role in patient care is very important, whether it be active or passive.  Our action or inactions will become a lager part of a treatment practice that influences a “standard of care”.  It is my opinion that a standard of care should always include a patient’s ability to make his or her own decisions.  As soon as we assume responsibility for the patient’s ability to make their own decision, we infringe on their rights of self-determination.  To assume responsibility of a patient on assumptions of suspicion makes things even worse.  There is no way that we, as health care providers can understand the complex dynamics of our patients lives.  Attempting to control and manipulate someone else’s life is crazy and only sets the health care provider for failure.  This is why I believe that rehab team meetings should always involve the patient, an active participant that feeds real-time information into a treatment program.

Our treatment of a new problem always has roots in our treatment of past problems.   It is important that a personal “standard of care” is not developed passively by someone else’s decision.  In team settings we should not count on someone else to say something to challenge current ideas.  It is too easy not to assume responsibility, to let simple diffusion of authority guide our decisions.  A health care provider could easily find himself or herself practicing in a style more like some else who takes the active role, good or bad.

