Lecture 1: History of Medicine







I. Prehistory

A. Hunting and gathering groups lead to collective management of health b/c of family ties

B. Rise of agriculture, settlements, local healers

C. Illness viewed as problem of the spirit; practice to remove spirits

D. trephining, blood-letting, cupping, herbals (emetics/laxatives), plants used as healing agents as early as 25,000 BC

II. Medicine in Antiquity 

A. Egypt: medical info on papyrus; Imhotep writes about disease and achieves god-like stature, 1st female physician

B. India: Ayurveda (knowledge for longevity), plastic surgery performed

C. China: writings on physiology, needling therapy (blood-letting, acupuncture)

D. Mesopotamia and Judea: tablets relate dx/tx/meds; Hammurabi sets fees for M.D.’s based on patient’s social class and were punished if patient died

-Judea: practice of hygiene, based on Talmud

E. Africa: medicinal plants, bone setting, hydrotherapy, heat therapy, quarantine

III. Greece and Rome: Secular medicine (rejected concept that health attributed to deities and advocated natural theories of health, illness, and healing; emphasized systematic observation of patient’s signs and symptoms to be recognized by male, elitist, M.D.’s)

A. Hippocrates: illness due to humours being out of balance

B. Galen: developed and advocated Hippocratic medicine (system of observation and examination); advanced study of anatomy, circulation and nervous system

IV. Medicine in the Middle Ages

A. Christian Era in Europe: Greek/Roman texts protected in monasteries, much health care dependent on local healers ( Dark Age

B. Jewish and Islamic medicine: preserved Greek and Roman medicine and made many advances in basic and clinical sciences; developed chemical medicines

V. Renaissance Europe

A. Advances in human anatomy and physiology; 12th cent. saw reemergence of educated, elitist physician (as well as guilds/other forms of organized medicine)

B. European overseas expansion and infectious diseases: spread of malaria, plague, smallpox which wiped out New World; syphilis infects Old World

VI. The Industrial Revolution (late 1700’s-)

A. Advances in medical science

1. Jenner: develops the smallpox vaccination

2. surgery w/anesthesia

3. 1st vaccines (1920’s-)

VII. Medicine in America

A. Physician training at the beginning of the 20th century: informal, classes used as a supplement to practical training

B. Flexner Report of 1910: report on US Med schools as compared to JHU, prerequisites enacted for entry into med school; schools closed down and those that remained open offered uniform curriculum and were more university based and research focused

C. The Hill-Burton Act: grants awarded to hospitals that built new facilities, only if hospitals d/n discriminate and provided a reasonable amount of free care

D. Medicare (old) and Medicaid (poor): 1965

-significant growth occurred in U.S. medical system, as well as M.D. involvement w/3rd party payers

Lecture: Dr. Juzych, Health Workforce




          

1) population changes require changes in health system and health workforce
2) current shortages in trained physician healthcare present major challenges to delivery of healthcare
-Goldilocks number for physicians: too few means a bad outcome for the economically marginalized and too many means a decrease in quality of care

-while the system/education is excellent, there are many areas to improve; it takes a long time to train a physician

-medicine requires an adequate workforce in order to meet need and demand as well as to provide access to health care 

-Flexner Report: emphasized quality of education rather than quantities of untrained doctors

-1932 Report: compared M.D.: patient ratios to Europe, noted that supply was ample and expanded modestly in areas of population expansion

-Bane Report (1959) predicted a physician shortage by 1975, Kennedy-Johnson supported efforts to subsidize med school creation and growth leading to 2x the number of graduating physicians by 1980

-but a report in 1981 predicted that there would be a physician surplus by 2000; recommended restricting class sizes and admission of FMG’s

-focus was on number of graduates, not on number of GME positions! So hospitals had to recruit FMG’s

-Cooper: projects a 250,000 physician shortage by 2015

-COGME recommendations: increase numbers of physicians entering residency positions; distribution on generalist vs. specialist must depend on need; increase enrollment in U.S. medical schools

-Key factors affecting physician need and demand: growth and aging of population, increasing rates of utilization, economic growth, advances in genetics, changes in delivery of health care services, weed out marginal services

-increased disparity in demand between generalist and non-generalist physicians (demand greater for non-generalists) and there is a major disparity in income

-the case against increasing supply: 

1) lifestyle and genetics more important to health than M.D.

2) about 30% services unnecessary?

3) Education and training of physicians is costly

4) More physicians generate more services, higher costs

-the case against limiting supply:

1) access problems will arise and already underprivileged population will lose out

-for MI: by 2020, we will be short by 4,500 physicians (need will outstrip demand for primary care physicians by 2018)

-we need: family, surgeons, cardiologists, internists, psychiatrist, radiologists, and other surgical specialties (optho)

Quality Health Care Assessment: Supplemental Information

Quality: right care given in right place at right time by right provider with right outcome

Assessment: catching mistakes and correcting them

-IOM report: ethnic, gender, racial disparities apparent in health status and health outcomes underscored need for an effort to standardize and improve quality of health care

-4 areas to measure progress in eliminating health disparities:

1) effectiveness

2) patient safety

3) timeliness

4) patient centeredness

-2005 report: some disparities remain, but measures in quality of care showed narrowing disparities

-also: poor people, regardless of race or ethnicity experience largest disparities in health care quality and access

-set of quality indicators

1) Prevention Quality Indicator: identify hospital admissions that could be prevented by outpatient care

2) Inpatient Quality Indicators: examine quality of care w/in hospitals (reduce inpatient mortality post-op/medical conditions)

3) Patient Safety Indicators: also focuses on quality of care, but focuses on potentially avoidable complications and iatrogenic events

4) Pediatric Quality Indicators: reflect quality of care inside hospitals and identify potentially preventable hospitalizations

-to achieve NCQA Accreditation: HEDIS report, CAHPS survey, meet NCQA standards

1) HEDIS report: examines effectiveness, accessibility, satisfaction w/care, health plan stability, use of services, cost of care

-effectiveness of care (ex: vaccinations, screenings, prenatal care, HTN control, cholesterol/Beta blocker post-MI, comprehensive diabetes care, asthma med regimens, follow-ups post-hospitalization for mental illness, antidepressant med management) is key! As well as access to medical care. 

-facility must also pay for patient satisfaction survey to be administered a standardized survey, organization is made every 3 years 

-NCQA standards: quality management/improvement, utilization management, member rights and responsibilities, medical records, preventive health, credentialing

Lecture: Henning, Regulation and Governance

1.Licensing requirements: grad from approved med school, pass USMLE 1-3, 2 years of post-grad training, CME

2. Licenses: granted by State, so government must provide due process in revocation hearing

3. Professional credentials: administered by private bodies, which hold board exams/residency rules

4. Malpractice: hold MD’s accountable for negligence


-insurer must defend you, pay for award and attorney, but the MD signs control over decision to litigate or settle


-most claims are settled and for less than the jury award

5. Physician-patient privilege: conversations c/n be revealed in a legal proceeding—it is a physician’s duty to do so


-exceptions: reasonable cause to suspect child abuse or neglect, any person acting in good faith is immune from criminal or civic liability

6. Gifts: must be less than $100; gifts should have an educational function or benefit patients; gifts may not be given as cash/cash equivalents; meals and receptions must be modest and pertain to the meeting at hand; may pay for reasonable travel/lodging to a meeting

7. Types of violations: upcoding ($6M in 6 days—target highest prescribing physicians and offer financial incentives), rental agreements designed as kickbacks, substandard care

8. Enforcement methods: criminal prosecution, civil penalties, exclusion from federal programs, license revocation; Office of Inspector General is important in enforcement

9. False claims: a person shall not make a false claim to insurance for payment of health care benefits

10. conduct: “knowing” d/in include conduct that was a mistake, unless person’s course of conduct indicates systematic or persistent tendency to cause inaccuracies to be present

11. Anti-kickback: a person who solicits or receives remuneration or provides remuneration  to refer a patient to a person for a service/purchasing an item for payment by federal program 

12. If a physician has a relationship with an entity, the MD must not make a referral to said entity.

13. Automatic exclusion: if one is convicted for a criminal offense of fraud, they are excluded from all federal health care programs for 5 years (Medicare/Medicaid)

14. Discretionary exclusion: a person has furnished services and requests payment that is in excess of what was provided or in excess of what patient needed or of a quality that d/n meet standard of care

Lecture: Speece, Ethics

Morality: accepted values or beliefs

Ethics: deliberative and explicit arguments to justify particular action

Law: set standards of conduct; define behavior that is wrong; d/n define most aspects of clinical interaction

Ethics: focuses on arriving at best decision; defines behavior that is right and wrong

Ethical Principles

	Beneficence
	providing aid (to patients)
	Good Samaritan laws
	1) competent adult who is free and informed d/n want aid

2) contrary to your conscience

3) you will be more at risk than can be expected

	Nonmaleficence
	First do no harm
	Ultimate benefit outweighs harm
	1) on balance more good than harm results

2) all actions involve harm—do the least harm

	Autonomy
	respect wishes of free and informed competent persons 
	move away from paternalism to co-participation (MD/pt discuss options)


	1) patient is incompetent

2) patient is coerced

3) respecting patient wishes will cause harm to people who d/n want to be harmed

4) treatment is futile

5) unfair claim on limited resources

	Veracity
	tell the truth
	Avoid deception or nondisclosure
	1) therapeutic privilege: telling truth would do more harm than good

2) disclosure to others would harm patient

	Fidelity
	be faithful to one’s duties and obligations (who do you work for)


	
	1) one’s contractual duties conflict with one’s personal morals

	Confidentiality
	for ethical (basic tenet of medicine) and practical (patients will divulge if believe info will not be made public) reasons
	HIPPA
	1) patient is competent and it is needed to prevent harm to others

2) patient is incompetent, need to prevent serious harm if in patient’s best interest

3) when required by law (ex: communicable dx)

	Distributive justice
	allocate justly (scarcity of resources?)
	based on equality, need, contribution/effort, random, first come first served
	Fuzzy-d/n know what scarcity of resources are


Ethical Decision Making: use principles as guidelines to reflect/compare clinical situations; develop professional (personal) code of ethics by doing so

Approach to Ethical Dilemmas

1) gather info

2) clarify ethical issues

3) resolve dilemma

Using Ethical Principles

1) identify ethical issue

2) justify clinical decision

3) cannot be mechanically applied

4) principles often in conflict w/each other

5) principles are not absolute

Lecture: Keshishian, Programs to Improve Quality and Control Health Care Costs

Key Points

1) Programs effective in improving quality: 

1980’s-1990’s: guidelines, medical record overview

1990’s-2000’s: chronic disease management, pay for performance (P4P)

2) What is chronic disease management? How is it beneficial in improving quality and controlling cost?

a) supports MD/patient r’ship and plan of care; emphasizes prevention by EBM and evaluating clinical, humanistic and economic outcomes to improve overall healthy

b) outcomes: debatable if it saves money, patients love it (get attention)

3) Prior authorization programs: What are they, are they effective?

a) Pharmacy: prior authorization (ex: for a COX-2 drug, more expensive drug, less readily prescribed to people in a PPO)

b) Effective in decreasing cost via this management program but does upset providers and members

4) Pay for Performance

a) provide financial incentives for good performance to provider: for good outcomes or compliance w/standard process of care

b) can rank order MD’s,hospitals

c) advantages: competitive spirit!

d) Disadvantages: reward MD’s lucky to have favorable selection, fudging of results, MD’s refusing patients (to keep their ranking high), unwilling to share breakthroughs w/other MD’s to make their outcomes more favorable

i. Hard to assess performance w/outcome measures: poor sample sizes, no clinical data

ii. Weak process of care measures 

5) Pay for Participation

a) payors (BCBSM) underwrite costs of data collection and participation in Quality Improvement Activity

b) systems collaborate on improvement-oriented outcome registries, confidential feedback

c) advantages: less polarizing than P4P, potential for improvements in patient outcomes, provider friendly

d) Challenges: establish trust, need to show that this decreases morbidity/mortality/costs, patients want to see date (like a rank order in P4P)

e) We are paying for bad clinical outcomes/increased costs and these collaborative programs have a high likelihood of decreasing costs and improving clinical outcomes. Cost of data collection is low. Public reporting is destructive to process. 

Lecture: Speece, Advanced End of Life Decision Making

I. Advanced Care Planning vs. Advanced Directives

A. Advance Directives: written documents authorized by specific legislation

i. Instructional: living will

ii. Proxy: Power of Attorney

iii. Additional approaches: chart note, discussion w/physician, patient discussion w/surrogates, value history (values important to patient)

iv. Most EOL decisions occur when patients are able to participate in discussion

B. Advance Care Planning: focuses on ongoing process of planning for future care

II. Ethical and Legal Bases for advance care planning

A. Ethical basis

i. extension of patient’s authority (autonomy, beneficence, nonmaleficence)

C. EOL Decision Making Hierarchy:

i. autonomous and contemporaneous: best, when patient is fully informed/rational and able to make decisions (best)

ii. autonomous through advanced directive: c/n participate, but directions given ahead of time

iii. nonautonomous w/surrogate using substituted judgement standard: proxy represents patient’s values

iv. nonautonomous w/surrogate using best interest standard: d/n know patient’s wishes (least best) 

D. Legal Basis

i. right of self-determination

ii. Cruzan case: competent patients can refuse life-saving treatment, artificial nutrition/hydration are medical treatments

iii. Patient self-determination act: ask patients on admission if they have an advance directive, provide written info to patients who ask for it 

iv. State laws: all states have laws covering AD, vary as to interventions that can be withheld/withdrawn

v. Threat of litigation: battery/wrongful life

1. Anderson: patient resuscitated despite DNR; court recognized resuscitation as battery but d/n recognize as wrongful life

2. Osgood: patient resuscitated despite patient advocate’s expression of daughter’s wishes; suffered brain damage; courts ruled that hospital needs to respect statements by proxy

3. First Healthcare Corp.: medical treatments provided to patient despite contradiction to patient’s living will; wife refused to pay; courts made her pay, based on contractual agreement between spouse and nursing home to pay for costs

III. Michigan law regarding advance care planning

A. MI Patient Advocate Act of 1990: person can appoint a proxy decision maker to be called the patient advocate

B. Need a written designation of PA, 2 witnesses, signature of patient advocate

C. Can include preferences for medical care

D. You must explicitly authorize PA to make life-sustaining treatment decisions

E.C/n be used for a pregnant woman if decision would result in her death

IV. Important issues in advance care planning


A. Arguments against AD

i. unwanted legal intrusion, reduces MD authority, neglects current wishes? People change their minds, lack of generalizability for unforeseen circumstances, potential for coercion? Etc, etc.

B. Issues for AD

ii. Authenticity: completed by patient? Legal?

iii. Specificity of preferences: c/n include all situations

iv.  Availability: team is not efficient at using the AD

v. utilization in decision making: not always used

vi. completion rates: only 9-15% complete one, 56% have discussed their preferences

vii. stability of preferences: actually remain stable 1-2 years, certain preferences may be very stable, but change is to be expected/respected

C. barriers for patients

i. death attitudes

ii. lack of awareness/knowledge

iii. complexity of information

iv. difficulty of forms

v. difficulty specifying situations/options

vi. distrust of physicians

D. barriers for MD’s

i. believe patients d/n want to discuss

ii. lack of knowledge

iii. lack of time/reimbursement

iv. belief that preferences change often

v. discussions uncomfortable

vi. belief that AD’s = lower standard of care 

E. Who/Where should get an AD?

i. those who request it, specific target groups (elderly, immunocompromised), all outpatients!

ii. Discuss issue in an outpatient setting

F. Which type of AD is best?

i. written > oral

ii. proxy more flexible than instructional

iii. both should be used

Lecture: Steinberg, Clinical Prevention for Geriatric Patients

I. Aging Patterns


A. usual aging: pattern of commonly observed changes as a population ages

1. used instead of term “normal aging” b/c that implied that aging had no risk and was not modifiable

B. principles of usual aging

1. typical pattern of change with age

a) an 80 year old man may still be able to run a marathon, but c/n run it at same time as a 25 year old—so there is some loss due to change in physiology

b) graph of physiological change: approach peak performance, attain/maintain peak performance, gradual post-peak decline in performance (p.309)

1. but for gradual post-peak decline, effects of disease and injury may impair function more than physiologic aging 

2. homeostenosis

a) physiologic changes of aging blunt responses to stress

1. younger people can tolerate wider fluctuations (a young person has higher survival rates than an older man if both suffer 45% burns to body)

b) maintain homeostasis w/in narrower range of limits, tolerate less fluctuation

c) stress: illness, injury, environmental insult

3. variability w/aging

a) w/aging individuals become more different from one another

b) individual’s performance may be anywhere w/in a population distribution

II. Components of Successful Aging


A. longevity

1. 1900: pyramid shape (only 4% of population > 65 y.o.)

2. 1910: rectangularized (13% of population > 65 y.o.)

i. due to: sanitation, nutrition, reduced infant mortality, antibiotics

ii. increased female longevity

3. life expectancy (US 2006: 76 years)

i. one year history for 106 increased life expectancy

ii. some event: death/disease limits our ability to reach maximum lifespan (biblical limit: 120 years)

iii. active life expectancy (ALE)

iv. DALE: dependent life expectancy (look at p312 for numbers)

B. genetic and environmental influences on aging

1. environmental (lifestyle) factors can substantially influence aging patterns

III. Modifying Factors of Aging/Predictors of Successful Aging


A. exercise

1. improved physical, cognitive, affective status

2. reduced risk of dying

3. beneficial effects are cumulative

4. moderate exercise as good as vigorous exercise

5. may negate adverse risk factors (walkers + smokers better than couch smokers)

B. Education

1. synaptic density: more connections = more intelligence

2. maintain a pattern of lifelong intellectual activity

C. Self-efficacy

1. belief that one will prevail over challenges (autonomy, optimism, self-esteem)

III. Factors that Negatively Impact Successful Aging

A. disease and disability

B. bereavement: w/in 6 months of loss of wife, higher mortality

C. relocation

D. retirement

E. economic: older people view finances as fixed, unchangeable

F. psychosocial stress modifiers: 

1. self-efficacy

2. social connectedness: social networks enhance health

3. social support: instrumental (physical) or emotional

G. avoid disease and disability

1. primary prevention: prevent disease from ever occurring

a. eliminate adverse health behaviors (smoking, no exercise, poor nutrition, etc).

b. vaccination (influenza, pneumococcal, tetanus)

2. secondary prevention: patient has disease, no symptoms, work on eliminating disease

a. cancer screening (PAP smears, mammography, colon)

3. tertiary prevention: patient has disease and symptoms

a. common geriatric syndromes: prevent falls, dementia

b. identify reasons for (example) falls: these imply a multi-system involvement (need vision, vestibular system etc. to maintain balance)

Lecture: Campbell, Ethical and Legal Considerations at the End-of-Life

I. Patient Rights

A. autonomy: right to make own decisions when capable, to have decisions mediated by a surrogate when incapable, to demand treatment when not beneficial?

B. beneficence: resuscitation, cure, rehab, palliative care, withdrawal of support

C. non-maleficence: d/n kill, neglect, or abandon; d/n provide unwanted treatment, d/n provide non-beneficial treatment

D. capacity to make decisions: competent to take in information, interpret, choose a decision and communicate a choice

1. hierarchy for incapable patient

a. patient-appointed proxy

b. probate appointed proxy (family/friend/stranger)

c. natural representative: someone close to patient

d. capable patients c/n be overridden by family/others; depression can impair capacity; may defer decisions to others; may forego life-sustaining therapy (and d/n have to be terminal to do so)

II. Patient Instructions


A. Living Will: documentation of preferences may be unknown or ambiguous (difficult to interpet)


B. patient appointed proxy: must provide patient’s values, wishes, preferences

1. best to use in conjunction w/a living will (if patient has one)

2. ask patient if they have a proxy if they are at high risk for clinical/cognitive deterioration

C. guardian: probate-court appointed guardian

1. may be family member, stranger

2. interest should be to serve patient’s best interest

3. if appointed after patient has lost capacity, we might not know patient’s values or beliefs

4. authority is not absolute: especially if guardian d/n know patient’s values, we may err on the side of aggressive treatment (belief that life is better than death), but choices c/n oppose the guardian’s/MD’s moral authority

D. natural representative: person who is close in terms of their relationship

1. interest should  be patient values, wishes, preferences

2. MI has no surrogacy hierarchy, so can use any r’ship that is close (may not even be biological)


E. no surrogate: appointment from Probate Court

1. provide emergency treatment directed at life-saving

2. provide standard medical treatment using patient “best interests” perspective

3. no obligation to provide non-beneficial treatment

Lecture: Campbell, Futility

I. Non-beneficial treatment


A. quantitative perspective

1. probability of success: effect vs. benefit

2. EBM

B. qualitative perspective

1. functional perspective

2. values-based

C. goal orientation

1. survival, longevity, cure, functionality, comfort

2. MD goals might be in conflict w/family goals (ex: functionality vs. longevity)

D. assumptions

1. our primary duty is to advance patient’s best interests

2. surrogates have no authority to demand useless/non-beneficial treatments for an incapable patient

II. Reasons for surrogate demands


A. lack of comprehension about diagnosis and prognosis

1. insufficient information/time to process

2. MD’s fault! 

B. lack of trust

1. inadequate r’ship w/hospital staff

2. previous negative experience

3. socially disenfranchised

C. unresolved issues w/patient

1. family conflicts

2. need for forgiveness

3. need for restitution

D. religion/culture

1. longevity valued over freedom from pain/suffering

2. belief in miracles

E. personal reasons

1. gain

2. undisclosed

3. other

III. Problems w/Providing Non-beneficial Treatment


A. patient adverse effects

1. prolonged suffering/dying

B. undermines clinician authority, moral judgment

1. decreases moral

2. leads to surrogate avoidance

C. communicates an ambiguous message

1. therapy won’t work, but I’ll provide it

D. cost

1. monetary

2. staff morale

3. decreased resource availability

IV. Strategies to eliminate conflict w/surrogates

A. communicate effectively w/surrogates

1. offer only helpful interventions

2. be honest, refuse w/empathy

3. provide rationale for refusal

B. collaborate across specialties and disciplines

1. bring in 2nd opinion

2. ensures consistent approach to surrogate

V. Risks to Refusing Treatment


A. public image


B. public scrutiny: audits by Michigan Dept of Community Health? 


C. DRH: demands occur for non-beneficial treatment in ICU once/month

1. surrogate counseling, hospital policy, and ethics committee drive resolutions

2. no negative media attention, only one lawsuit

3. one unannounced CMS survey b/c of complaint made by surrogate: adequate documentation ensured CMS siding w/hospital decision

Lecture: Spurlock, Suicide

Suicide: intentional, self-inflicted death

95% of suicides occur in individuals w/a psychiatric disorder

I. Biology of Suicide


A. serotonin implicated in depression, anxiety, impulsivity


B. suicidal acts are often impulsive


C. low serotonin levels have been associated w/violent suicide

D. hyperactive HPA axis (flight or fight response) seen in autopsies; serotonin acts to decrease HPA axis activity

II. 13 categories of (high) risk factors for suicide


A. age: over 45 years


B. sex: female


C: race: white/native American/alaskan


D. marital: divorced, widowed


E. employment: unemployed


F. interpersonal: conflictural


G. family background: chaotic, conflictual


H. physical: chronic illness, hypochondriac, substance use


I. mental: depression, psychosis, personality dx, substance use (basically most psych conditions)


J. suicidal ideation: frequent, intense, prolonged


K. suicidal attempt: multiple attempts, planned, rescue unlikely, unambiguous wish to die, self-blame, lethal method planned and available


L. Personal: poor achievement, poor insight, poor control of affect


M. Social: poor rapport, socially isolated, unresponsive/overly involved family

III. 6 risk behaviors associated w/increased risk for suicide (high ( low risk behaviors)

A. serious attempt by lethal means


B. specific plan w/lethal means


C. attempt w/little chance of rescue


D. suicidal gesture (low lethality, high chance of rescue)


E. leaving suicide notes, changing a will, giving away possessions


F. changes in attitude to life and death 

IV. review SAD PERSONS mnemonic (p. 370)

V. review 5 myths of suicide (p. 370)

VI. Evaluation of suicidal patient


A. ask about suicidal ideas


B. conduct interview in safe place


C. ask about previous attempts


D. ask about plan (guns? Pills?)

E. ask if they want to die

F. do not offer reassurances

G. do not release them if you are not certain they will not harm themselves or they will followup

H. do not assume that friends/family can watch over them: admit patient if needed

I. errors come from clinical judgment made from poor clinical information: use both knowledge (what to ask) and technique (how to ask)

VII. Assessment of Suicidal Ideation, Plan, Intent, Means


A. Ideation

1. have you felt suicidal? Have you thought of wanting to kill/hurt yourself?

2. pervasiveness of suicidal thoughs

3. extent to which plan has been formulated

4. lethality, availability of proposed method

5. likelihood of rescue

B. Plan

1. do you have a gun? How close have you come to killing/hurting yourself? Have you planned it? 

C. Intent

1. ask details about previous attempts (did you get sick last time? Did you hold the pills in your hand?)

2. look for signs of future orientation: does patient have plans for next 5-10 years?

D. Means (access)

1. do you have a gun/meds/alcohol in the house? 

E. ask family

1. changes in behavior?

2. has patient discussed—even jokingly—about committing suicide?

F. how to ask

1. open ended questions!

2. rapport

3. clear

4. consistent

5. non-judgmental

G. assess suicidal ideation, attempt; likelihood of rescue, motivation for actions (may help w/interventions), predisposing factors (history: 13 risk factors for being suicidal!)

VIII. Treatment Options for suicide and suicidal behavior

A. inpatient hospitalization: if continues to have frequent, intense, prolonged suicidal ideation; no hope for guture

B. if imminently suicidal: 24 hour, 1:1 supervision

C. if planning to send home: make means of suicide inaccessible, access precipitants for suicide (alcohol, relationships), treat underlying psychiatric illness, develop social support system, follow-up! Document care!

Lecture: Schenk, Methods of Health Care Financing

I. The basics


A. US spends the most per capita on health and the highest % GDP than any other nation


B. health insurance premiums and medical claims expenses are rising


C. $1.6 trillion spent in US (2002) on health care; most towards hospital care

D. family physicians are usual source of care (then IM, Peds, Other)

E. health care = personal health care services (preventive, diagnostic, therapeutic services and chronic disease management)

F. unemployed, poor have poor access to medical services; limited early intervention/management of chronic disease; inadequate prevention services

G. health care is shifting: from inpatient to office-based care, from “managed care” to modified indemnity insurance, and from physician driven to consumer driven care

II. Two types of health care rationing?


A. explicit: services paid for are delineated by plan patient has


B. implicit: decisions made about health care by patients/MD’s/others based on perceived knowledge of ability to pay


C. physician’s role in health care allocation: do the best for the patient, but contribute knowledge to allocating resources at the societal level



1. decisions on resource allocation need to based on medical need, not societal need

III. How is health care financed in US?


A. by 3rd party payers

1. insurance plans

2. government health care plans: Medicare (elderly) and Medicaid (disabled and poor) 

3. managed care companies

4. employers

a. patients would rather stick to a job they hate than lose their benefits! 

b. Co-pay seen as taking away from insurance being a “benefit” of employment

c. Employers prefer cost shifting to employee in order to preserve flexible health benefits ( higher deductible, higher co-pays

B. who gets paid?

1. physicians, hospitals, nursing homes, labs

C. cost control


1. single payment for services (ex: bundle billing for surgical procedures: include surgery, pre/post-op visits)

D. cost shift: from providers ( consumers and payers



1. example: direct to consumer drug marketing (patients know to ask for drugs—I want the purple pill!)

IV. Indemnity insurance and managed care & their associated cost controls


A. Indemnity care plan: “fee for service”

1. no restrictions on use

2. open enrollment w/out regard for preconditions

3. free choice of provider

4. co-pays, deductibles

5. no care of routine or preventive care

B. Controls on FFS

1. fee schedules mandated

2. higher co-pays for patient

3. higher deductible and lower lifetime benefit

4. no office-based or preventive services

D. Managed care

1. any system that seeks to control costs by using selected groups of providers and controlling health care utilization of beneficiaries, while maintaining quality of care and user satisfaction

2. low hospital admissions

3. appropriate level of care 

4. lower net revenue/patient for an inpatient stay as compared to FFS

V. Future of health care financing

A. increasing role of patient in selecting service?

1. will lead to higher co-pays

2. increased service expectations

B. universal access, universal payer

1. continued shift to ambulatory facilities (more surgeries in outpatient settings—will lead to hospitals closing down)

C.increased technology

1. more consumer participation in decision-making

2. but less inpatient utilization, less physician control, less centralized care

VI. Six aims of the Institute of Medicine for future health care


A. safety


B. effectiveness


C. patient-centered


D. timeliness


E. efficiency


F. equity

Basically the health care system sucks right now. So it needs to become one that “creates incentives for patient-centered, preventive, evidence-based care.” It will provide universal access w/emphasis on ambulatory-based services, and payment system needs to be redesigned to increase reward for “cognitive” (I’m assuming preventative health) care services.

Lecture: Persons w/Disabilities

I. Medical model of disability


A. disabled = hospital/clinic patients


B. defined by need for cure, defined by their disability


C. flaw (the disability) is an impairment


D. social role: go to clinic, get therapy

II. Social model of disability


A. disabled = regular folks


B. defined by character, career, etc.


C. flaw intrinsic to society = impairment


D. social role: live in community, go to work, etc.

III. Common Disability Stereotypes


A. the victim

1. focus on the tragedy

2. message: disability= unending grief

3. fails to distinguish that life satisfaction can be regained, analogous to death in family

B. the supercrip: focus on an extraordinary individual

1. message: disability is just a problem that can be solved

2. fails to acknowledge that there are multiple barriers contributing to functional loss

C. juvenile reality: watch out or you’ll end up like me

1. take juvies to morgue, jail, cripples—scare tactics are ineffective as tools to modify risky juvenile behavior

2. speakers demean themselves!

D. in other awareness programs: day in a wheelchair

E. cumulative effect of stereotyping

1. traditional perspective: associate disability w/pervasive child-like dependence in all areas of life

2. modern perspective: it’s too expensive to accommodate for people w/disabilities (so take a lawyer with you to a residency interview)

F. negative stereotyping devalues the individual and facilitates discrimination in all areas of life

G. how to improve media portrayal of disability?


1. acknowledge that disability can be normal part of human condition

2. disability d/n define a person

3. show that society contributes to loss of function

4. avoid the “reality” campaigns (point C)

5. use human resources for peer empowerment

6. publicize success stories, low cost of accommodations for disabled persons

IV. Role of physicians in managing a patient w/disability

A. Facilitating adjustment

1. address unspoken assumptions; encourage disability education

2. re-establish patient’s sense of control: talk to them like an adult! Actively involve them in decision making

3. place recovery in terms of 3 dimensions: prognosis for medical recovery, for functional recovery, for psych/spiritual recovery

4. that life is not over!

Lecture: Flack, Health Disparities

I. What are health disparities?


A. differences in health, disease burden, or clinical decisions or outcomes associated w/disadvantage


B. SES, race, education, age, disability, morbidity, mortality, etc.


C. disparities are a “looking glass” into population-wide chronic disease burden; problem may be spread across populations
II. What is the evidence that racial and ethnic health disparities exist?


A. realize that confounding variables may affect your association of an particular racial/ethnic group with a certain health condition!


B. one must pay attention to gradients of risk w/in contrasted groups, as well as between


C. appreciate recruitment strategies are different for all groups

III. What are the causes/results of health disparities?


A. food consumption: for low-income families on food stamps, food price is the most important consideration; taste is rated as more important than health/variety of diet on food purchases


B. decreased education leads to worse health behaviors: smoking, exercise, diet


C. income and education are major factors contributing to health choices


D. causes: bias, stereotyping, prejudice, clinical uncertainty

III. The effect of stress on physiology


A. look at p. 12 of handout—Dr. Flack said to learn the physiological effects attributable to stress!


B. increase in stress hormones (decreases Immune System capacity to fight off disease); increase CRP (inflammatory protein); increase insulin resistance, LDL cholesterol, visceral adiposity; increased depression; increased memory/learning deficits; increased HR/BP; increased activation of sympathetic nervous system


C. end result: stress/changes in physiology activate inflammatory pathways and cause disease

