Patient Information:

RQ, 32-year-old, male.

Medical Indications

1. Presenting Problem:

The patient has end-stage multiple sclerosis (MS). During the beginning of his current
hospitalization, his condition became critical because he was in respiratory distress.
Salient History:

RQ tried an experimental drug therapy from Germany for his worsening condition hoping
that it would cure+l:\irer—1;\He lived independently up until S years ago when his condition
progressed and-ke-aaw liveg with his parents and +s-cared for by in-home nurses, He has
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also had a few hospitalizations.

b hos 'l"ul(.thc',\
> e o g rent, ) Ha ~
Diagnosis: bedoc d 6“‘1 J
End-stage Multiple Sclerosis (MS) Z_° CESPACa Lo rJ -Ca{ lwre 00/-(- M
Prognosis: N UV O WAULS culanr 2 F‘F&C‘\‘% YA 5

RQ’s condition is worsening. It is likely that he will spend the rest of his life in and out of -
the hospital being treated for his MS. It is unlikely that he will be able to take care

himself and will need to continue to be cared for by his parents and in-home staff. RQ

will most likely experience respiratory distress more often and will have more frequent
hospitalizations. Ma Y cewe movent d.epe\/\o(an—(-

Patient’s Condition:

RQ’s condition is chronic and progressive. As his condition worsens he will most likely

need more help breathing and possible intubation. Advanced & (2 ease/
wo w\Q de w/oujc LSS .
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Keep RQ comfortable as he continues to deteriorate and his need for intubation may 54
increase. RQ has expressed that he wants to live independently but his condition makes it
unsafe for him to do so. It is important that he is educated on the seriousness of his

and understands why he must be dependent on his parents and in-home staff for 0
his care. AosicArnee w]f W&&Fa I oo\xj;uﬁ/ Su ppe F weny Leath,
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RQ has end-stage multiple sclerosis (MS). He has had more frequent visits to the hospital

and during his most current stay he experienced respiratory distress andbe
intubated. RQ’s condition is progressive and chronic. Ig"@ res Choe 14 e
. i N
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Patient Preferences

7. Summary:

1. Competency:
When he first came to the hospital on this visit, he was fully competent and capable of
making his own decisions.
2. Decisional Capacity: ca P“‘.a‘ 41
As his condition worsened, the attending physician did not think he had

eempetemt enough to make decisions regarding his own care. The other physicians did
not know RQ well enough to argue vyith their attending about his judgement. Referenes
3. Stated Preferences: <'' Yerra
When he was intubated during his current visit he made it known to the staff that he
wanted the tube out. b/c 7
Towards the end of this case RQ stabilized and made it known that he was ready to die,
he didn’t want to be put back on the ventilator, and he wanted to be discharged so he
could go home. Were Wis cholees res Pc(‘,*‘aoo ‘n a4y W\lj
4. Advance Directives: Wraunes ~ W hy orw by not ?
No advance directive was previously put in place or mentioned by the hospital.

S. Surrogate:

If he were to require a surrogate when he is no longer able to make his own decisions, his
parents can speak on his behalf. Would ”H"&% res \3&&4’ his wishes

o wake a oy \acoh'—\ujrcrp SM”Q%WW* or would ‘H/ta,j
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6. Summary:
He was considered competent when he first came to the hospital, the attending physician
started to question his judgement and whether or not he should be allowed to make his
own health care decisions. RQ made it known when he was first intubated that he did not
want to have the tube in. Towards the end, he made it known that he does not want to be
intubated again, is ready to die, and wants to go home. There is not an advance directive

in place.
Contextual Features

1. Family Issues:

RQ had been living independently until 5 years ago when his condition required him to
move back home and be taken care of by his parents and in-home care staff. The case
states that his family had been dysfunctional before he became terminal. His parents are
extremely involved and controlling, they don’t allow RQ to have much of a say in his
health care decisions. They make decisions for RQ even though he is capable of doing so
himself, they insisted that he should be a full code and that all measures be taken to
sustain him. This decision was against what RQ previously stated that his wishes were.
Towards the end of his hospital stay RQ was still in the ICU, his father became even
more controlling and wouldn’t allow RQ or his mother to have any say in the decisions or

speak to anyone that had a part in RQ’s care.

2. Provider Issues:
RQ’s parents are making the decisions for their son even though he is still competent.
The decisions that they are making are against those of the patient’s. The physicians and
parents are making the decisions, this was frustrating for the hospital Be&fctaff because
the decisions that they made went against the wishes of RQ.
3. In RQ’s case, there was no mention of financial, cultural, allocation, research
or clinical teaching and public health or safety. UJere +heve | e (s sues w/
4. Summary unconaented +reatment ? Foss) by bchrJ case ?
RQ’s family is dysfunctional and seems like a protective family dynamic. Both parents
tend to override RQ’s decisions and towards the end of the case his father makes all the

decisions without allowing RQ or his mother to be involved.




Quality of Life ( Could locate belore CF)

1. Characterization:

RQ’s quality of life is restricted. He is deteriorating and is requiring help breathing with a :
ventilator more, frequently. Ceevv % Al communnicetke so ot sever &(:] i
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:frrs-mﬂﬂtdjht-ha' t RQ will\ivc able to return to normal life with or without treatment. His
, condition is worsening and he is in the end stages of his condition. If he were to get
treatment his condition would still worsen and he would most likely suffer and not get
any better. If he were to go without treatment, he would continue to deteriorate and will Az a
rechured et e .
itire. Since RQ is in the end stages of his

condition choosing treatment or no treatment would most likely not allow him to return to
his nermatife- oevor ameltne

3. Likely Deficits:

Physical Deficits: RQ will most likely experience some physical losses such as, not being
able to walk around and move that much since he is becoming more dependent on the
vent and is also getting weaker. During this hospital visit RQ also experiebnced many
infections and a few cases of MRSA, it is likely these infections could become more
frequent as well.
Social Deficits: If RQ were to be placed on a ventilator he would lose the ability to speak
with the tube in (unless he was given a talking tracheostomy). If he were to become
agitated again and need to be sedated, he would also not be able to speak since he would
be asleep. |

4. Undesirable Quality of Life:
When RQ condition stabilized after he had conversations with the hospital staff and let
them know that he did not want to be put back on the vent, he wanted to go home, and he
was ready to die. RQ does not want to continue to his stay in the hospital but wants to go
home and finish out his life there. He does not want to continue treatment or be placed on
a ventilator.

5. Plans to Forgo Life-Sustaining Interventions:
During the end of his current hospital stay, RQ made it known that he did not want to be
intubated again and that he was ready to be discharged. b(p “
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No comfort care plans were in place out the end of the case but if he were to be

discharged he would most likely need comfort care for his pain and breathing distress.

Problem Solving

. Problem:

The main issue in this case is the patient’s parents trying to overrule RQ’s medical
decisions. RQ has made it known that he doesn’t want to be intubated, wants to be
discharged, and was ready to die. His parents insisted that he be a full code and all
measures be taken to sustain his life. Before RQ stabilized the physician questioned
whether or not he was capable of making his own decisions.
. Alternatives: A re +theve othev a (42 v (’(\; ee ” Tr:] Yo aVO\EP
e The hospital staff could start listening to their patient’s wishes since he is fully e;iw”/
competent and mentally sound. If they honored his wishes, RQ would be discharged
and sent home to be cared for by his parents and in-home staff until he passed away.
o The hospital staff could ignore his wishes andC{isten to the parents. RQ would remain
in the hospital, he most likely would be placd back on the ventilator and he were to
code he would be resuscitated. & velua Mow o€ g lte rna b =G
. Recommendation: M % S|
Even though the physician started to question RQ’s competency, it is clear now that RQ
is still capable of makin rggarding his health care treatment. It would be best if
the hospital staff disregarded his parents’ wishes and allowed RQ to stay off the vent, be

discharged, and go home to be care for until he passes away.
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Problem solving
(20 pts)

Uses an orderly problem-
solving strategy effectively, for
example,

* Defines problem \/
Identifies alternatives
Evaluates alternatives — 7

Selects best alternative,
v

Minor problem-solving
problems, for example,

. fisiders only two
alternatives

Evaluation of options not
chosen is weak

Unorganized problem solving,
Omits key problem —solving
steps, e.g., does not identify
alternatives or evaluate pros
and cons.
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