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Clinical Medicine I Unit II Exam Review
Clinical Medicine Unit 4
Self-Study: Behavioral Risk Factors and Clinical Preventive Medicine
1. RISE
1. Risk factor reduction, immunizations, screening, education
2. Healthy lifestyle characteristics
1. No tobacco
2. Regular physical activity
3. Healthy body weight
4. 5 or more daily servings of fruits & vegetables
3. Barriers to practicing prevention
1. Clinician uncertainty – who, what & when of prevention
2. Lack of reimbursement & time constraints
3. Negative clinician attitudes about behavior change
4. Negative patient attitudes about their ability to change
5. Lack of an organized system to facilitate preventive care services
4. USPSTF criteria for utility of a screening test
1. Condition has effect on quality and quantity of life.
2. Treatment available
3. Presence of asymptomatic period
4. Treatment in asymptomatic period superior
5. Test is acceptable and reasonable cost
5. USPSTF criteria for effectiveness of early detection
1. Accuracy of test: sensitivity, specificity, reliablilty
2. Effectiveness of early detection: lead time and length time basis, potential adverse affects, benefit to population
6. Recommendations for A, B, C, D, I ratings
1. A – good evidence, recommend
2. B – fair evidence, recommend
3. C – fair evidence, but benefit/harm close to 1, no recommendation
4. D – harm outweighs benefits, not recommended
5. I – insufficient evidence
6. Recommend based on strength of evidence and benefit/harm. Burden of suffering under condition and the intervention characteristics associated with the condition.
Goal is to increase quality and years of life. And eliminate health disparities.
Small Group 4.1: Cardiovascular and Other Risk Assessment
1. Risk Factors for Coronary Artery Disease (CAD)
1. Modifiable
Hypertension, Diabetes Mellitus, Hyperlipidemia, Tobacco, Obesity, and Sedentary Lifestyle
2. Non-modifiable
Age, Sex, Family History
2. Approaches to the Differential Diagnosis of Chest Pain
1. Pathophysiology Approach: INVICTOE
i. I - inflammatory
ii. N - neoplastic
iii. V - vascular
iv. I - infections
v. C - congenital
vi. T - traumatic
vii. O - other
viii. E – endocrine
2. Organ System Approach (Superficial to deep)
i. Skin – Zoster (shingles), contusion/trauma
ii. Musculoskeletal – Costochrondritis, muscle strain, rib fracture
iii. Respiratory – Pleurisy, Pneumonia, asthma/COPD, pulmonary embolis, pneumothorax
iv. Cardiovascular – pericarditis, myocardial infraction, angina, aortic dissection, 
v. Gastrointestinal – reflux esophagitis, gastritis, peptic ulcer disease
vi. Psychosocial – panic attack, anxiety disorder
3. Determining the Probability of Disease
1. Probability of Disease – the likelihood that a patient has a particular disease
i. Depends on the population from which the patient comes, the patient’s individual risk factors, history of their symptoms, clinical findings on physical exam, & results of tests
2. Pre-test Probability of Disease – the estimated probability of disease before ordering a test
i. Test threshold – the probability of disease beneath which you wouldn’t bother testing for the disease
ii. Treatment threshold – the probability of disease above which you would just assume that the patient has the disease and treat accordingly (without testing)
iii. “Testing zone” – between the test and treatment thresholds – tests ordered to push above the treatment threshold or below the test threshold
3. Discriminant Method
i. A clinical prediction rule using statistical procedures to identify the findings that make an independent contribution to the diagnosis
ii. Numerical weight is assigned to each finding (measures its diagnostic value)
iii. Numerical weights corresponding to the findings that are present in a patient are added up to obtain a “score”
Thrombolysis in Myocardial Infarction (TIMI)
1. Each criteria checked counts as 1 point on the TIMI Score
1. Age over 65
2. 3 or more risk factors for CAD
3. Established CAD
4. 2 or more anginal events in the past 24 hours
5. Use of aspirin in last 7 days
6. Elevated cardiac enzymes (troponin, creatine kinase – CK-MB)
7. ST depression > 0.5 mm
2. TIMI score is associated with risk of death & ischemic events
1. 0-1 TIMI ( 4.7% risk
2. 2 TIMI ( 8.3% risk
3. 3 TIMI ( 13.2% risk
4. 4 TIMI ( 19.9% risk
5. 5 TIMI ( 26.2% risk
6. 6-7 TIMI ( 40.9% risk
2. Test Characteristics
i. Sensitivity – the likelihood of an abnormal test result among patients who have the disease (few false negatives)
ii. Specificity – the likelihood of a normal test result among patients who do not have the disease (few false positives)
iii. Positive Predictive Value (PPV) *(see page 11) – the likelihood of disase among patients with a positive test
iv. Negative Predictive Value (NPV) – the likelihood of no disease among patients with a negative test
v. Prevalence – an estimate of the pre-test probability of a disease in the patient’s specific population
vi. PPV & NPV vary depending on the prevalence of the disease in the population from which the patient comes and the pre-test probability of the patient having the disease.
2. Risk Assessment: Alcohol Abuse and Dependence
1. DSM-IV definitions
i. Alcohol abuse (1 or more criteria for over 1 year)
1. role impairment (failed work or home obligation)
2. hazardous use
3. legal problems related to alcohol use
4. social or interpersonal problems due to alcohol
ii. Alcohol dependence (3 criteria for over 1 year)
1. tolerance (increased drinking to achieve same effect)
2. alcohol withdrawal signs
3. drinking more than intended
4. unsuccessful attempts to cut down on use
5. excessive time related to alcohol.
6. use despite physical or psychological consequences
2. Screening for alcohol abuse & dependence
i. Use to identify people who are likely to have a disorder
ii. C.A.G.E. Questionnaire
1. Have you ever tried to Cut down on your drinking?
2. Have you ever been Annoyed by criticism of your drinking?
3. Have you ever felt Guilty about your drinking?
4. Have you ever had an Eye-opener in the morning to get going?
iii. 2 or more positive responses is highly correlated with alcohol abuse and/or dependence
iv. Also ask about quantity and duration/frequency of alcohol use
3. Moderate Drinking
i. No more than 1 drink a day for most women (and elderly); no more than 2-3 per occasion
ii. No more than 2 drinks a day for most men; no more than 3-4 per occasion
Small Group 4.2: Cardiovascular and Other Risk Assessment
1. Physical Examination Techniques
1. Inspection
2. Palpation
3. Percussion
4. Auiscultation
2. Identify risk factors for CAD for Jeff Samples
3. Estimate the pre-test probability of CAD using the discriminant method for Jeff Samples
4. Develop a differential diagnosis for chest pain using the organ system approach for Jeff Samples
Self Study: Complementary &Alternative Medicine
1. Why learn about CAM? 
CAM visits exceed visits to primary care doctors. We don’t know a lot about it, but its use is very popular. Physicians need to increase their awareness about CAM to be able to increase communication with their patients about CAM use and also understand why patients use CAM. 
2. Definition of CAM – a group of diverse medical and health care systems, practices, and products that are not presently considered part of conventional medicine.
1. Complementary – used together with conventional medicine. Aromatherapy.
2. Alternative – used in place of conventional medicine. Special diet for cancer.
3. Integrative – combines mainstream med and CAM (for which there is a high safety and effectiveness)
3. 5 categories of CAM and examples
1. Alternative medical systems – built upon complete systems of theory and practice. Evolved apart from and earlier than US med. Examples: homeopathic and naturopathic medicine, Chinese medicine, ayurveda
2. Mind body interventions – techniques to help the mind affect the bodies systems and functions. Support groups, meditation, prayer, mental healing, art therapies.
3. Biologically based therapies – use foods, herbs and vitamins. Dietary supplements, herbs, “natural” products. Because of the DSHEA act of 1994, supplements are ensured safe by their manufacturer and do not undergo testing or surveillance by the FDA.
4. Manipulative and body based methods – based on manipulation and movement. Focus on structures in the body (such as joints). Chiropractic, OMM, massage, reflexology.
5. Energy therapies
i. Biofield – affect energy fields that surround and penetrate the human body. Therapeutic touch, qi gong, Reiki.
ii. Bioelectricomagnetic based therapies – use electromagnetic fields.
4. Characteristics of people who use CAM. 
Woman are more likely to use CAM; use increases as education increases, varying patterns by race. Many people who use CAM use more than one type. Most people do not tell their doctors about CAM. People with illnesses that lack cures; unpredictable or painful increase CAM use.
5. Questions to ask about CAM therapy
1. Are you using anything else for this condition?
2. Are you taking any OTC remedies, such as vitamins, herbs, supplements, or “natural” products?
Small Group 4.3: Cardiovascular and Other Risk Assessment
1. Asking patients about their use of Complementary and Alternative Medicine (CAM) when taking a medical history
1. Why ask?
i. More than 40% of patients use CAM
ii. Many do not inform their physicians – must ask to get an answer
2. How to ask
i. Avoid appearing judgmental or biased
ii. Use open-ended questions
1. “Are you doing anything else for this condition?”
2. “Are you taking any over-the-counter remedies such as vitamins, herbs, supplements, or natural products?”
iii. Develop skills that enable the obtainment of the necessary information
3. Standardized patient interviews – asking about CAD risk factors and the patient’s use of CAM
Clinical Medicine Unit 5
Self Study: Cross Cultural Primary Care
1. Sources of health disparities
1. Entry into the health care system – focus on ease of gaining initial entrance 
2. Structural barriers – focus on the difficulty of getting care (transport, referrals, ability to schedule appointments)
3. Utilization of care – focus on use of health care (routine, acute, chronic)
4. Patients perceptions – focus on patient-provider communication, relationships, cultural competency, health literacy and information
5. Race and ethnic minorities experience disparities in health care that results in disproportionate amounts of morbidity and mortality. Also lower socio-economic status and access explain disparity.
2. Culture – everything we think is normal. Includes language, thoughts, communications, actions, customs, beliefs, values, groups. If we have different understanding of “normal” communication will be impaired.
3. Cultural Competence – the ability to deliver effective medical care to people from different cultures
1. have self-awareness of their own cultural beliefs
2. have basic knowledge about relevant beliefs & practicies of cultural groups in their practice
3. develop tolerant attitudes toward diverse beliefs & experiences
4. appreciate that low income is often associated with recent immigration & may account for more barriers to health care than cultural beliefs & practices
5. practice skills in understanding and communication to reduce cultural barriers
4. Explanatory models – The patients understanding of the cause, severity and prognosis of an illness.
1. Exploratory Models
i. What do you think caused it (your problem)?
ii. Why do you think it started when it did?
iii. How does it affect your life?
iv. How severe is it? What worries you the most?
v. What kind of treatment do you think would work?
2. The patient’s agenda
i. How can I be most helpful to you?
ii. What is most important for you?
3. Illness Behavior
i. Have you seen anyone else about this problem besides a physician?
ii. Have you used non-medical remedies or treatments for this problem?
iii. Who advises you about your health
5. Core Cultural Issues
1. authority
2. physical contact
3. communication styles
4. gender
5. sexuality
6. family
6. Biomedical explanatory model – mind is separate form the physical body; modern medicine
7. Importance and use of interpreters – interpreter may eliminate/minimize language/communication & cultural barriers between the health care team & the patient/family.
1. Assess the need for interpreters in the clinical setting
2. be familiar with the appropriate, effective use of interpreters
3. be familiar with the American with Disabilities Act and what this means with respect to sign language interpreters in the clinical setting
4. be familiar with the process of obtaining interpreter services in one’s local hospital/clinic.
Small Group 5.1: Chronic Illness: Social/Family Support Factors In Disease Management
1. Chronic Disease
1. Chronic - Alters normal physiological functioning greater than 6 months
2. Disease - Explanation of symptoms by the clinician
3. Illness - The patient’s experience of the symptoms
4. Compliance - The degree to which the patient follows the recommended treatment plan (Often used interchangeably with “adherence”)
2. Characteristics of Chronic Disease
1. Onset – acute or gradual
2. Course – progressive, constant, relapsing
3. Outcome – fatal, possibly fatal, non-fatal
4. Incapacitation – low, moderate, high
5. Uncertainty – predictable, unpredictable
3. Phases of Chronic Disease
1. Crisis Phase
2. Chronic Phase
3. Terminal Phase
4. Barriers to Patient Compliance
1. Complexity of medications, treatments, monitoring programs
2. Side-effects of medications/treatments (both physical and related to life-style)
3. Financial costs of treatments
4. Energy required on the part of patient/caregivers to comply with treatment
5. Lack of perceived benefit of treatment
5. Management Principles to overcome the Barriers to Compliance
1. Simplify instructions
2. Simplify the medication regimen
3. Discussing common side effects
4. Enhancing the patient’s feeling of self-control and choice
5. Understanding the illness from the patient’s perspective
6. Providing tools to implement self-monitoring
7. Developing ways to facilitate medication compliance or deal with barriers to ongoing treatment
Small Group 5.2: Follow-Up visit of cardiac patient; professionalism & industry relationships
Gifts to physicians from industry
1. Three considerations in physician/industry interactions
1. Patient’s interests come first
2. Gifts outside professional guidelines might compromise ethical principles
3. Guidance for physicians can be found in the AMA Code of Medical Ethics & others
2. Gifts should be of “minimal value” & not “lavish and related to the physicians work
3. “no strings attached”
4. donations by industry representatives to support educational activities is generally acceptable by most standards
Clinical Medicine Unit 6
Self Study and Lectures – Human Sexuality
1. Define:
1. Sex – biological characteristics of being male or female
2. Sexuality – includes sex, gender, sexual and gender ID, orientation, eroticism, emotional attachment/love, reproduction. Also thoughts, fantasies, desires, beliefs, attitudes, values, roles and relationships. Interplay between biological, psychological, cultural, religion, and social-economic factors. 
3. Sexual health – experience of ongoing physical, psychological and socio-cultural well being related to sexually.
4. Sexual orientation - A sense of ID, defined by emotional attachments and erotic responses based on the sex of the other person
5. Gender ID – internal sense of being male or female, guide a way an individual will act in society.
2. Sexual expression across life cycle
Sexual expression is present at birth and continues into old age.
1. Birth to 2 – males can become erect and females wet. Touch genitals. Think males can achieve orgasm.
2. 2 to 4 – affectionate behavior. 3 year olds are aware of gender differences. 4 year olds want to know about babies and also need for privacy in bathroom and getting dressed.
3. Establish gender ID in first 3 years; once established is highly resistant to change; followed by establishment of sex-role preferences during preschool years; gender disturbances occur early in development
4. 5 to 7 – 5 year olds are modest; 6 year olds are curious and make jokes about elimination functions. By 7 kids are self conscious
5. Prepubertal – sex play with peers. Sex exploration. Anal/fecal humor. Increase in those who have orgasm. Increase in romantic interests, and this may include sex.
6. Puberty – self stimulation and sex behaviors with peers. Orgasms occur frequently in males. Masturbation is associated with fantasies. Sex play and mutual masturbation. Not uncommon for boys and girls to engage in sexual relations with same sex peer during adolescence.
7. Adults – sexual response is a complex interaction of endocirine, vascular, motor and central and peripheral nervous sytems. 
i. Both SS (including HR and BP and ejaculation) and PS (erection/lubrication). 
ii. Also involves cognitive/limbic system control (emotional, imaginal, informational/beliefs)
8. Phases of sexual response:
i. Desire – libido; cognitive, emotional and physiological readiness to initiate or take part in sexual activity
ii. Arousal – lubrication, breast swell, vasocongestion of clitoris and changes in cervix in females. In males, penis becomes erect and may secrete fluid from glands
iii. Plateau – brings orgasm to threshold. Increased HR, BP, large muscle groups contract. Lasts 30 sec to 3 min.
iv. Orgasm – SS. Involuntary contractions of muscle. Lasts 3-15 sec. increase BP and HR. Women have no refractory period. Men do following ejaculation.
v. Resolution – bring body back to resting state. If orgasm, it is rapid. Sense of well-being.
vi. With aging, get loss in lubrication and elasticity in women. In men, takes longer for erection and increased refractory time.
9. Sexual Disorders
i. Desire: hypoactive desire, sexual aversion, hypersexuality
ii. Arousal: erectile dysfunction, dyspareunia, vaginismus
iii. Plateau: Premature ejaculation
iv. Orgasm: anorgasmia, delayed orgasm, retrograde ejaculation
v. Resolution: Priapism
2. Sexual history: 
1. Why – Many causes of sexual dysfunction by disorders in ANS, vasculature, CNS, sensory, motor, med side affects, mental state, stamina and movement, psychosocial issues (death/separation, time constraints, stress, poor coping mechanisms (EtOH))
2. Who – everyone
3. What – establish baseline, id changes in function, screen for diseases.
4. When – usually in social hx
5. Where – NOT in physical exam!
6. How – follow up questions: single v. married. Baseline sexual function, risks behaviors.
3. Special issues in treating LGBT individuals (page 83 – 84j)
1. Stages of Identity Formation for GLB Individuals
i. Feeling of being different
ii. Self-reflection & Inner Conflict
iii. Alienation & Isolation
iv. Disclosure
v. Consolidation of Sexual Orientation/Identification
vi. Development of a social support network that is affirmative of GLB identity (***Most Important for Health)
2. Health Care Issues
i. Most research with GLB individuals has been done in terms of HIV/STD risk factors
ii. LGBT issues were minimally addressed between 1980-1999
iii. Most studies identifying health disparities focus on lesbian health & GLB adolescents
iv. Lesbians are NOT at higher risk for any particular health problem simply b/c of their sexual orientation
v. differential risks may arise b/c some risk or protective factors may be more common among lesbians
vi. differential access to health care services
vii. minority stress related to homophobia
3. GLB Behavioral Health
i. Smoking
1. GB men are 2x as likely to smoke
2. LB women more likely to smoke & be heavy smokers
ii. Alcohol
LB women (20-34) reported higher weekly EtOH comsumption & less abstinence than non-gay or older LBs
iii. Substance Abuse
Higher rates have been shown, primarily in adolescent studies
iv. Overweight & Physical Activity
Lesbians are more likely to be overweight (and more likely to participate in vigorous physical activity)
i. STD/HIV
1. primarily related to types of sexual activities
2. risk is increased w/ use of EtOH, drugs
2. GLB Health Care
i. Cancer
1. increased risk due to behavioral risk factors
2. higher rates of ovarian cancer in women who don’t use OC, nulliparity, smokers, obesity
3. GB men have increased rate of anal cancer associated with HPV infections
4. Lesbians get fewer preventative pelvic exams & pap smears
ii. Mental Health
Higher rates of depression, anxiety, eating disorders, substance abuse, suicidal thoughts/plans
i. Disparities
1. Access to care
1. lower rates of preventative care
2. couples are disadvantaged in obtaining health insurance
3. Medicaid benefits are not available to domestic partners
4. lesbians are less likely to have access & choice to a gay friends health provider
2. Discrimination by health care providers: LGBTs have reported a rang of responses – homophobia, heterosexism, tolerance of sexual orientation, sensitivity to sexual orientation, affirmation of sexual orientation
2. Protective Factors
Social support has been shown to be productive against increased health problems. Understanding ID formation is important in providing health care for GLB individuals
5. Gender violence/sexual assault
1. Scope of problem
i. > 500,000 women sexually assaulted each year
ii. Majority of assaults are committed by men on female victims
iii. ~ 30% of sexual assaults are committed by an intimate acquaintance
iv. 50% of adult American women report experiencing some type of sexual assault
v. Common Characteristics of Sexual Assault Victims
1. young female
2. childhood sexual abuse
3. heavy alcohol consumption
4. NOT related to ethnicity or social class
5. NO evidence that personality traits, assertiveness, or femininity are associated with victimization
vi. Common Characteristics of Perpetrators of Sexual Assault
1. young male
2. witnessed or experienced family violence as a child
3. sexual relations at an early age and with many partners
4. strong belief in traditional gender roles, adversarial gender roles, and rape myths
5. impulsive personality style
6. most are NOT psychopaths, sociopaths, social isolates, or nerds
7. NOT related to ethnicity or social class
2. Identifying the problem
i. Screening during Office Visits
1. normalize the experience
2. ask behaviorally specific questions (do NOT use the term rape)
3. be nonjudgmental and validating
4. ask appropriate follow-up questions
5. many patients will not disclose the first time the Dr. asks about sexual assault
ii. Characteristics of Victims Who Seek ER Treatment
1. 10-15% of sexual assault victims
2. stranger assault
3. physical injuries
4. psychological disorganization
3. Helping victims – Physician’s Role in the Treatment of Sexual Assault
i. Treat medical problems
ii. Listen in nonjudgmental, empathetic manner
iii. Possible referrals: rape counselor, support group, psychotherapy
Risk factors: transmission of fluid is major risk factor in STDs.
Sexual dysfunction almost always occurs with relationship dysfunction.
Refer to people you trust
SG 6.1 – Asking about Psychosocial Issues in the Patient Interview
1. Difficult topics – how to obtain info about the following issues in a respectful and nonjudgmental way:
1. Why ask? 
Psychological and social factors affect health. Can exacerbate a physical condition. Important to understand how non-physical risk factors can affect their illness. 
2. Who to ask? Where to ask in the interview? How to ask?
Sexual abuse against women is common. Women are more likely to sustain violence from someone they know. Only ½ or fewer of rapes are reported. Women with low incomes are more likely to be abused. Violence from someone a woman knows is more likely to result in injury than from a stranger. Pts often do not offer this information, and blame themselves. They may feel trapped in their situation.
2. Sexual Hx
1. Why? To understand baseline function. To diagnose and treat disorders. To ID risk behaviors.
2. Ask questions about each phase of sexual response. 
Desire (libido), Arousal (erection, lubrication), Orgasm, Resolution.
1. How to take a sexual hx.
2. When in the course of taking pts hx will you ask sexual hx?
3. Hx of abuse and interpersonal violence
1. Why ask? Under reported, physicians MUST ask.
2. Background and extent of problem
3. Screening questions (opening questions)
i. Teens for rape and sexual assult. 
“B/c sexual assault is common among woman and can affect her health and well being, I ask all of my pts about violence and sexual assault.”
1. Dating?
2. Sexually active? Past? Currently?
3. First time having sex…did you want this?
4. Friend/date try to force you to have sex? Or touched you?
5. Woman are never responsible for a rape. Do you know how to reduce your risk for sexual assult?
ii. Domestic violence screening. 
“B/c violence is so common in womans lives and there is help for those being abused, I ask all of my pateients about domestic violence.”
1. Have you been hit, slapped, or kicked w/in the past year or since you have been pregnant?
2. Are you in a relationship with someone who threatens or hurts you?
3. Has anyone forced you to have sexual activities?
4. Ask follow up questions if past or ongoing abuse (feel safe? Gun? Escape plan? Safe place to go?)
3. EtOH/Tobacco/Substance Use
1. EtOH
i. Background/extent of problem: ½ of all Americans are drinkers. 1/5 binge drink (5 or more drinks/occasion). 7% heavy drinkers (5 drinks/occasion for 5 days/mo)
ii. CAGE
iii. Binge drinking – What? 5 or more drinks (4 for females) per occasion in past 2 weeks. Who? 18-29 year olds.
iv. Screening questions in the course of taking a hx. “How much do you drink?” Days a week? How much per time?
2. Tobacco
i. Background/extent 30% smoke.
ii. Screening questions – do you smoke? Have you ever?
iii. Pack years = number of years smoking one pack per day (1 pack a day for 10 years = 10 pack years; ½ pack a day for 10 years = 5 pack years)
iv. Remember to reinforce the need to stop smoking… “I think that it would be good if you stopped smoking.”
3. Substance use/misuse
i. Use/Misuse
1. Misuse = repeated use with negative consequences, or the risk for developing future negative consequences based on the current pattern of use
2. Abuse usually is associated with physical dependence
ii. Background/extent
1. Most common is marijuana
2. 8% of people age 12 years and older use drugs
3. 60% of current illicit drug users only use marijuana
iii. Screening question
Patient is the best source of info about substance use and symptoms of substance use disorders (though drug screens can be accurate measures of drug use)
i. Open and honest response required…avoid negative terms!
2. Stress/Anxiety
i. can cause or aggravate both physical and mental illness
ii. stress can impair immune response, lowering physical resistance to disease
iii. Transition from open questions to closed (usually during HPI or social history)
iv. Screening question: “Have you recently had any major stresses or losses?”
5. Risk Behaviors
Screening questions: “I have a few questions that will help us figure out if you are at risk for STDs” Do you use protection? What kind? How often? Any concerns about STDs? Pregnancy? How many sexual partners in lifetime? Last 6 months? (For men: have you had sex with other men? Oral or anal sex?” Protection?”)
Small Group 6.2 Psychosocial Issues and Disease
1. Confidentiality and Ethnical Implications
Confidential relationship b/w doctor & patient is essential for the free flow of information necessary for sound medical care. Only in a setting of trust can a patient share the private feelings & personal history that enable the doctor to comprehend fully, to diagnose logically & treat properly.
1. Beliefs upon which confidentiality is based.
i. The right to privacy is personal & fundamental
ii. There is an inherent level of trust in the Dr-patient relationship.
iii. Harm to the patient should be avoided
iv. Society as a whole benefits from the application of the principle of confidentiality
2. Under what situation must/can doctor violate confidentiality?
i. When the person is going to harm themselves or others
ii. No other way to protect the patient from these risks. 
iii. Reasonable likelihood that breaching confidentiality will prevent serious harm
iv. The harms caused by breaching Dr-patient confidentiality are kept to a minimum & would generally be recognized as reasonable under the circumstances of the situation
2. Legal Implications
1. Exceptions to maintain confidentiality. 
i. Testifying.
ii. Reporting communicable diseases.
iii. Reporting abuse/violence suggested by history and/or wounds (required to do so)
2. Minors and confidentiality. Can give birth control and treat for STDs without parent consent. The doctor may tell parent about STD, even if kid does not want them to.
3. ID and dealing with depression and suicidal ideation
1. Symptoms suggesting conditions – anxiety, maltase, fatigue, wt loss/gain, loss of interest in activities, lots of medical complaints, sad, sleeping too much/too little, difficulty concentrating, remembering, making decisions; thoughts of death or suicide
2. Screening question: “During the past month have you often been bother by feeling down, depressed, or hopeless?” “During the past month have you been bothered by having little interest or pleasure in doing things?”
Screening tools/questionnaires
3. Direct questions about suicide
About suicide thinking, suicide planning, potential mean and any personal/family history of suicide attempts
4. ID resources for pts who have been victims of domestic and sexual assault or who are dealing with depression/suicide. Example: websites, hotlines, professionals, crisis centers.
Clinical Medicine Unit 7
Self Study: The Aging Patient
1. Common held beliefs about the elderly.
1. Negative attitude towards aging.
2. Change in physiological functions…happens at different times to different people.
2. General demographic facts about the elderly.
1. Aging does NOT equal disease! But as we age the incidence of disease increases.
2. Number of Americans over age 65 will double in next 30 years.
3. Life expectancy is 84 for females, and 81 for males (on the increase).
4. Financial and social support are very important.
3. Common conditions/syndromes and prevention strategies.
1. Dementia – memory impairment and one of the following: aphasia (cannot talk), apraxia (cannot write), agnosia (cannot name objects), disturbance in executive function. Poor judgment and poor insight. Usually not reversible (except with B12 deficiency as the cause). Symptoms do not fluctuate.
2. Depression – signs include tiredness, sadness, fatigue, aches and pains that will not go away, irritability, problems with eating and weight. May be due to side affect of medication.
3. Delirium – Develops rapidly and fluctuates. Is reversible. May be due to infection, withdrawal from meds, disease, post-op states. Memory loss, disorientation, language disturbance.
4. Polypharmacy
5. Incontinence 
6. Falls 
7. Osteoporosis
8. Sleep disorders 
9. Pain 
10. Elder abuse and neglect 
11. Substance Abuse
12. Sexuality 
13. Home safety 
14. Communication barriers 
4. Screen for depression and dementia. Need to get onset, duration and progression.
1. Mild dementia – most IADL, all ADL. Can live independently.
2. Moderate dementia – no IADL, ADL with assistance or independently.
3. Severe dementia – no IADL, few/none ADL.
Look at pages 108 and 109 for MMSE and Depression Screen.
SG 7.1 – Geriatric Assessment
1. Differential diagnosis of memory loss – extent of the problem and common causes.
1. Affects 8% of the population over 65.
2. Causes: dementias, depression, medications causing CNS side effects (prescribed or illicit), other chemical toxicities, delirium, vit B12 deficiency, normal pressure hydrocephalus, CNS infections & mass lesions, endocrinopathies & metabolic encephalopathy, normal aging (benign forgetfulness), brain injury (traumatic or surgical), seizures, alcohol (acute or chronic effects), stroke, TIA, anoxic/ischemic encephalopathy, psychogenic amnesia
2. Dementia
1. Serious changes in memory, behavior and personality. “…impairment of memory, abstract judgment, disturbances of cortical function, and personality. Interferes with work and relationships with other. NOT dementia if sx occur in delirium…”
2. Common causes: Alzheimers, vascular infarct dementia, lewy body dementia, Parkinson’s, Huntington’s, Frontotemporal dementia.
3. Delirium 
1. Change in memory. Develops abruptly and fluctuates.
2. Caused by illness/sickness: infections, surgery, meds/drugs.
4. Medications and memory loss
1. Polypharmacy – often take many medications prescribed by many different docs. May have side affects and interactions and misuse that lead to complications. May also use OTC and EtOH.
2. Prevention – Ask pt to bring in all meds they are taking (including OTC). Ask what each is for and how often they take it and ask about EtOH consumption. Also reassess meds to see if can eliminate (therefore eliminate side affects, financial burdens)
5. Role of family
1. How families can help – help in taking a history, making a follow up, explaining tests/procedures, making pt comfortable during exam, help make decisions.
2. Ways of respecting the patient – try to see the patient alone. Be aware of “two against one” and do not gang up on the patient. Address the patient and do not refer to them in the third person.
6. Screening tests in evaluating memory loss
1. MMSE 113
2. Depression scale 114
SG 7.2 – Issues in Healthy Aging
1. Screening for functional status – need to see quality of life vs quantity of life. One way to measure quality is by functional capacity… “the ability to perform activities required and usual in everyday living”
1. ADLs – things like bathing, dressing, grooming, feeding, toileting, transfers, and continence.
2. IADLs – telephone, transportation, shopping, preparing meals, doing housework, doing laundry, taking meds, managing money.
3. Need no help gets 2 points, some help is one point, and unable to do is 0 points.
4. Sudden changes are valuable clues. Infections often produce a decline in functional ability or confusion rather than symptoms and pain. Need to look for underlying medical problems.
2. Primary geriatric syndromes
1. ASK!!! Patients may not volunteer problems.
2. See self study for problems.
3. Primary Prevention
1. Primary prevention (prevent problem) vs secondary prevention (help existing problem from getting worse).
2. Nutrition
3. Exercise
4. Psychosocial interventions
