
Medical Ethics Cases 

 

 
Case 1: Offensive Music in the Operating Room 

 

Medical students should not fear retribution for speaking up when a senior staff member is behaving in a manner that 

threatens a professional workplace environment. 

 

As Priya, a third-year medical student, and the urology resident wait for the anesthesiologist to sedate the middle-aged patient 

scheduled for a prostatectomy that afternoon, the attending surgeon enters the operating room and announces that he has brought 

music to be played during the procedure. This is not atypical; many surgeons prefer to have some music playing in the room while 

they operate, and Priya expects to hear the classic rock or jazz that has accompanied other operations that she has seen. 

She is startled when she hears police sirens and profanities being shouted from the CD player. As the bass line of a gangster rap song 

starts, the attending surgeon steps out to scrub. While Priya washes and prepares the patient, she is shocked by the liberal use of 

profanity and racial slurs in the lyrics of the song. She reads the reactions of other members of the operating team as they go about 

their work, shaking their heads or rolling their eyes. Priya decides that she is not the only one who finds the choice of music 

inappropriate and turns down the volume of the CD player. Priya would rather have turned the music off all together but hesitates to 

do so because this was the selection of the attending surgeon on the case. 

When the attending surgeon returns to the room, he asks in a confrontational tone, "Who turned down my music? Does this offend 

someone? If you are offended, just stand up and say so, and I'll turn it off." He looks around at the anesthesiologist, the resident, the 

scrub nurse, and Priya, who all stand in silence. Priya finds it hard to believe that he cannot sense the discomfort sitting heavily in the 

room. She cannot believe that he really thinks this music is appropriate. But no one speaks up. No one asks that the music be changed. 

Seconds later, the surgeon asks the circulating nurse to restore the volume on the radio as he dresses for the procedure. 

 

 

Case 2: Should a Prisoner Be Placed on the Organ Transplant Waiting List? 

 

The medical and non-medical information that a physician should consider when deciding whether or not to place a patient on 

the organ transplant waiting list. 

 

Commentary by Andrew M. Cameron, MD, PhD, Aruna K. Subramanian, MD, PhD, Mark S. Sulkowski, MD, David L. Thomas, MD, 

MPH, and Kenrad E. Nelson, MD 

Mr. Reading is a 45-year-old inmate serving a life sentence for double homicide. A former alcoholic and drug addict, Mr. Reading 

suffers from hepatitis C and symptoms of end-stage liver disease. Dr. Reardon was asked by the prison staff to evaluate Mr. Reading's 

eligibility for a liver transplant. Once Dr. Reardon makes arrangements to add Mr. Reading's name to the United Network for Organ 

Sharing (UNOS) list of those awaiting transplants, UNOS will consider only his medical need and no other factors. Before giving his 

"OK," Dr. Reardon wants to consider the likelihood that Mr. Reading will comply with follow-up treatment and how likely is it that he 

will remain drug- and alcohol-free for the rest of his life. Dr. Reardon knows that if Mr. Reading is eventually granted a transplant, his 

medications will be regulated by the prison staff until he dies and that all illegal drugs and alcohol are banned behind bars. In this 

sense, Mr. Reading seems like an excellent candidate. In his work outside of the prison, Dr. Reardon treats several patients who will 

soon need to be added to the UNOS list; all of them have families and strong support networks despite low family incomes. Knowing 

that his assessment will have a significant impact on who receives available organs, Dr. Reardon is torn about whom to recommend 

for placement on the UNOS transplant list. 

 

Case 3: Drug Testing in Adolescents 

 

Physicians should not perform involuntary drug testing on an adolescent with decisional capacity without strong medical or 

legal reasons, even if the parents request the test. 

 

Adam has been under the pediatric care of Dr. Nichols for the last 7 years, since his family moved to town. He has been an average 

student and plays football and baseball. He has had no major health problems to date and is, to all appearances, a healthy 15-year-old. 

He has 2 younger siblings and very involved parents, Beth and David. 

Dr. Nichols saw that Adam was on the clinic schedule with a 2 PM appointment; the chief complaint listed was simply "concerns." 

She quickly checked his chart. He was last seen 9 months ago for a sports physical and everything was normal. Her notes say that he 

was "a little more quiet than usual, but talked about baseball when asked." 

As Adam was escorted into an exam room with his parents, he appeared sullen and replied in one-word answers to the nurse's jovial 

greeting and questions. His parents appeared anxious. 

Dr. Nichols greeted both Adam and his parents and asked what brought them in. Adam stared at the floor. His parents shifted 

uncomfortably in their chairs, and then David replied, "We'd like a drug test on Adam." 

The parents explained that Adam, previously a cheerful and garrulous boy, had become more withdrawn and sullen the past few 

months. Since he started high school his circle of friends had changed, and they feared he was hanging out with a "bad crowd." In the 

past his grades had been Bs, but had now dropped to mostly Cs. Both parents were convinced that Adam was doing drugs and were 



desperate to get him help. They begged Dr. Nichols to perform a drug test so that they would have proof he was doing drugs and could 

get some help. 

Dr. Nichols asked Adam, "How do you feel about what you have just heard?" He replied: "I'm not on drugs. I don't want the test."  

"Well, how about a basic check-up?" Dr. Nichols asked. With Adam's permission, Dr. Nichols performed a physical on Adam and 

everything, including the neurologic exam, was normal. 

Dr. Nichols asked the parents what made them think that Adam was doing drugs. They explained that the change in friends had them 

very concerned. They stated that sometimes he came home from nights out with his friends and looked "a little strange." One of the 

friends that Adam occasionally spent time with was older and recently had a major car accident. Beth and David feared it was drug- or 

alcohol-related. They explained that Adam spent a lot of time in his room when he was home, whereas he used to spend more time 

interacting with the family.  

The situation had come to a head the previous weekend after Adam arrived home from a night out with friends. The next morning his 

mother went to do his laundry and thought that his clothes smelled strange, possibly like marijuana. His parents asked Adam about 

this, and he denied using the drug but explained that some of his friends did use it and that was probably what made his clothes smell 

bad.  

Dr. Nichols knows that changes in behavior, grades, and friends are all suggestive of possible drug use. She also knows that Adam's 

behavior and exam do not suggest that he is currently on drugs. What should she do? 

 

Case 4: Limits of Youth Sports Training 

 

Physicians should attempt to monitor the training schedules of adolescent athletes to help ensure a balance between academics, 

friends, and sports. 

 

Commentary by David T. Bernhardt, MD, and Lyle J. Micheli, MD 

Dr. Wendy Wilson's next appointment is with Steffi Jones, a youngster in her family practice who has comes to the doctor's office to 

get her medical forms signed for a school team checkup. Dr. Wilson is asked to approve 12-year-old Steffi's participation in 

gymnastics team activities. Her parents are with her, and they talk excitedly about how talented their child is at gymnastics. Both 

parents love sports. Steffi already trains after school on a regular basis with a local gymnastics club and has done so since she was 5 

years old. Her parents believe she will do well in a regional amateur competition. She now has a chance to win the recognition that 

will enable her to train with an Olympic-class coach. 

The physician congratulates Steffi on her accomplishments. Dr. Wilson is troubled by the thought of the pressure that is likely to be 

placed on Steffi to perform well, both in sports—two teams seems like one too many—and in school. Can the child meet the physical 

and mental demands of practice and competition at a more elite level? Dr. Wilson asks Steffi about this, and finds out she knows she is 

placing her gymnastics ahead of her schooling, but gymnastics is what she thinks she's good at, so she doesn't mind. She knows some 

of her teachers are disappointed and she's heard there's going to be a lot more homework this year. Steffi is also starting to show signs 

of puberty. Dr. Wilson discusses this with her and asks her about her nutrition. Steffi admits that she needs to stay thin to compete but 

is not concerned about the impending changes in her body. Dr. Wilson decides it's beyond her duty to intervene at this point, and 

somewhat reluctantly certifies the child for participation in school sports since she is in excellent physical condition. 

She suggests to the parents, however, that they keep a watch on their child and monitor whether they think they're overcommitting her 

to too many sports activities. Dr. Wilson mentions the possibility of overuse injuries along with the physical and psychological 

demands of competing at this level. Would the Joneses be willing to consider dropping one of the teams? Her concern is met by 

surprised looks, and she gets the brush-off from the Joneses, who tell her not to worry--they'll be careful with Steffi. They thank her 

for the signed forms and leave. The doctor has a feeling they may not be back if she pushes too hard on this, but she is still concerned 

about Steffi. 

  

Case 5: Teen Pregnancy and Confidentiality 

 

Confidential care for adolescents supports their emerging autonomy, engagement in health care decision making, and access to 

and use of reproductive health services. 

 

Jennifer, 15, is a sophomore at Middlefield High School who has made an office appointment with Dr. Wilson, an ob-gyn, for the first 

time. During the new patient history, Dr. Wilson asks, “Are you sexually active now, or do you plan to be?” 

Jennifer hesitates to answer. Instead, she tells Dr. Wilson that the visit will be charged to her parents’ insurance and asks whether what 

she says will be confidential. 

Dr. Wilson replies, “Conversations that teens have with their physicians about matters of sexuality and drug use are kept confidential. 

We want you to be able to discuss things that are of concern to you and your health without fearing that we will ‘tell on you’ to you 

parents or anyone else.” 

“Whew,” Jennifer says. She then tells Dr. Wilson that she recently entered a pact with her friends. Each girl promised the others she 

would get pregnant within the next year. “And I want you to be my doctor,” she concludes. 

“My goodness, Jennifer. That is quite a serious pact. We must talk some more about this. We must think about how having a child will 

influence the rest of your life, and how profound and difficult the consequences of this decision can be, especially at your age. How 

many of your friends are in this pact?” 



Jennifer responds, “Four of them. Our families will help us take care of the kids. We all know that. We just want to go through this 

together, before we separate and go to college or something.” 

 

Case 6: Evaluating the Risks and Benefits of Participation in High-School Football 

 

It is unclear whether the decreased risk of injury associated with prohibiting a teenage boy from playing football outweighs 

the benefits to his health and well-being of allowing him to participate. 

 

Dr. Gupta is a private practice pediatrician in a small, rural town. As a primary care physician, he is often asked to evaluate children 

and teenagers for participation in youth sports programs. This means much of his work is dedicated to high school football, one of the 

mainstays of youth athletics in the region. Dr. Gupta is often happy to serve in this capacity; he has spent much of his career working 

to prevent child obesity and believes strongly that community sports and fitness are crucial components of healthy lifestyles. 

He is asked to evaluate 15-year-old Jesse in preparation for the boy’s first season on a junior varsity high school football team. Jesse is 

accompanied by both of his parents. As Dr. Gupta walks into the examination room, he senses that the atmosphere is tense. After a 

brief history and pre-participation physical exam, he asks Jesse’s mother and father if they have any questions. 

Jesse’s mother speaks up. “I’ve read that they’ve started placing sensors in players’ helmets, and they show that a lot of these boys are 

taking pretty hard hits. They say that concussions are actually more harmful than we knew about back in our day, and that over time 

all these head injuries could really cause damage to the brain. I’m worried, because Jesse’s already had one or two concussions in the 

past. Should we really let Jesse play football?” 

Jesse’s father shakes his head and interjects: “Jesse’s brothers played high school football, and they got banged up pretty bad, but 

they’re fine. One of them has a scholarship to a good university, and he’s still playing football. I played the game myself when I was 

in school and it taught me a lot of important life skills—skills that served me as a unit leader in the Army and that I still use in running 

my business. I want Jesse to have the chance to play on a team and learn the value of sportsmanship. More important, I don’t want him 

hanging around after school with these other kids who are doing drugs and getting into trouble.” 

Dr. Gupta listens carefully to each parent’s arguments. He says that he understands Jesse’s mother’s concerns about the risks of the 

sport, and he makes a point of acknowledging them. However, he also agrees with Jesse’s father that youth sports play an important 

part in teaching children and teens teamwork, leadership, and healthy lifestyles. He asks the parents to discuss their concerns with 

each other further, as well as with Jesse, and in the end to decide as a family how they want to proceed. The parents thank Dr. Gupta 

for his time, but as they get up to leave the office, he feels they wanted something more from him. 

  

Case 7: Confidential Mental Health Treatment for Adolescents 

 

When an adolescent who appears depressed wants to pursue treatment without involving his parents, the physician must 

exercise both clinical and moral judgment. 

 

Dylan is a bright 16-year-old student who has depression, which he discussed during his last appointment with his longtime family 

physician, Dr. Emory. Dylan’s parents divorced a year and a half ago and Dylan has been struggling to adapt to the change in living 

situation. 

During his annual sports physical, Dylan reveals that he has started having thoughts of cutting himself. He feels that his depression has 

gotten worse and admits to “checking out web sites” about cutting or otherwise harming himself. When Dr. Emory questions him 

further, Dylan just shrugs and seems noncommittal about what he means by hurting himself. He even says that he “won’t actually do 

it.” 

Dylan wants a prescription for an antidepressant but begs Dr. Emory not to tell his mother, who is in the waiting room. Dr. Emory 

counsels Dylan that depression and thoughts of cutting himself are serious issues and recommends involving a therapist and the 

support of his parents. Dylan is very much against this idea. 

Dr. Emory believes that a low-dose antidepressant will help Dylan but is uncomfortable with writing the prescription without, at the 

very least, frequent follow-ups to monitor Dylan’s depression and thoughts of self-injury. Yet Dylan is reluctant to agree to another 

appointment in two weeks. “I can’t tell my mom I have to come back again so soon!” 

As their family physician, Dr. Emory knows that Dylan’s parents are divorced and share custody of Dylan and his younger sister. He 

also knows that Dylan is close to his grandma across town. He asks Dylan if he would be willing to involve his grandma, as someone 

to support him and drive him to appointments. Dylan seems more open to the idea, but still would rather just start on an antidepressant 

without telling anyone. 

Dr. Emory has a good rapport with Dylan but thinks he probably needs more help and support than he can offer, especially since 

Dylan is unlikely to follow up on his own. 

 

Case 8: Withholding Information from an Adolescent 

 

An overview of what the law and medical ethics have to say about gaining consent from adolescent for medical treatment. 

 

"I get that my cancer's back," said Blake, obviously frustrated and eager to leave Dr. Conrad's office. "So what's the plan? How tough 

is it going to be?" 



Dr. Conrad answered, "Well, it is a fairly aggressive treatment. I can't deny that. But you're 16 now and pretty strong. The side effects 

are different for everyone; they can range anywhere from mild to harsh. This therapy has worked for a lot of patients and I believe it 

can work for you. What do you think?" 

Just then Blake's cell phone rang. "I'm stepping out for a second," he said to Dr. Conrad. "It's one of my best friends." 

"Sure, go ahead." Dr. Conrad said and turned to Blake's parents for some corroboration. They had been over this ground before when 

Blake's initial chemo treatments had put his acute lymphoblastic leukemia into remission, giving him several years of normal life. 

"I've been talking to him about the importance of starting treatment again," said Blake's father. "Maybe I didn't do a good enough job 

explaining the urgency of it. He says he wants to know what to expect before deciding." 

Blake's mother also weighed in, "I think he should be the one to make this decision. He asked directly, what does this treatment entail? 

He doesn't like it when we hold out on him. He wants to know the truth—and he deserves to be given all of the information straight." 

"This time treatment will consist of not only high doses of chemo but radiation, too. But I don't want to lay all that on him right now," 

said Dr. Conrad. "All I want is for him just to agree to begin the new round of treatments." 

 

Case 9: Coping with a Child's Conduct Disorder 

 

A carefully constructed consent and treatment plan is outlined for a neglected and abused child hospitalized with a severe 

behavioral disorder. 

 

A nine-year-old girl named Sybil has been in five different grade schools because of antisocial behavior. Since the age of six, she has 

frequently initiated physical fights using broken bottles and bricks. In the past year, to the horror of her neighbors, Sybil stole several 

of their cats, doused them in gasoline and set them on fire. When asked why, she stated that she thought it was “funny” and that she 

likes “watching what they (the cats) do when they are on fire.” Most recently, she threatened to kill her second-grade teacher for 

preventing her from attending recess. Her family is no longer able to control her violent outbursts and has brought her to a psychiatric 

inpatient facility, Prentiss Hospital, in a major urban area. This is Sybil’s third such hospitalization. 

When Sybil is first admitted to Prentiss, Timothy, a fourth-year medical student planning to pursue a psychiatry residency, is asked to 

interview her family. Sybil was brought to the hospital by her paternal grandmother and her father, who is wheelchair-bound. He has 

been in and out of jail for drug-related offenses since Sybil’s birth and is agitated throughout the interview. Sybil’s grandmother tells 

the story of Sybil’s life. At three months of age, she was removed from her mother’s custody because of neglect and has only seen her 

mother twice since then. She seemed to be doing OK until the age of six (records show she has a normal IQ and was doing well in 

school), but between the ages of six and seven she became increasingly aggressive and exhibited sexually inappropriate behavior. 

Sybil's performance in school deteriorated rapidly, and she currently has domestic battery charges pending against her in court for 

hitting her cousin in the face with a brick. Her family appeared relieved but also concerned when they left Sybil at Prentiss Hospital 

that day, no longer able to cope with a problem they did not fully understand. 

During her weeks-long stay at Prentiss, Sybil exhausts the staff with her violent outbursts and obsessive need for attention. Day after 

day, Tim sits down to talk with her and feels that he is getting nowhere. She won’t look him in the eye. Her answers to his questions 

are one-word responses, non sequiturs or deliberate provocation. “When I get out of here I am going to buy me some weed and some 

new jeans and go with my boyfriend.” Or “I like to be mean more than I like to be nice.” Weeks pass without stable emotional 

contacts; Sybil is no longer in touch with her family because phone calls home produced more volatility than calm or reassurance. 

Sybil herself has lost interest in her family. Early in her hospitalization, Sybil’s psychiatrist prescribed a mood stabilizer and an anti-

psychotic medication, which are mildly effective in controlling her behavior. The drugs cause a blunted affect and are sedating. 

Tim begins to worry that they are losing Sybil and that Sybil is becoming lost to herself. Her tenuous ability to hold on to relationships 

is being pushed to the brink, and he wonders if the staff shouldn’t be more insistent on family connections; isn’t some family 

connection, however difficult, better than none? 

  

Case 10: An Adolescent with an Eating Disorder 

 

Physicians have a responsibility to balance patient confidentiality and full disclosure to the family of adolescent patients with 

eating disorders in order to provide optimal treatment. 

 

Carli recently made an appointment for her yearly physical with Dr. Goldstein. Dr. Goldstein always enjoyed seeing Carli, a motivated 

and responsible teenager who, at 17, seemed to have direction and plans for her future. In accordance with Dr. Goldstein's office 

protocol, Carli's mother remained in the waiting room during the visit. 

During the interview, Carli was bubbly and vivacious. She enjoyed school and was looking forward to college. She had lots of friends, 

but no steady boyfriend. She played tennis and soccer. She explained that she had recently developed an interest in baking and had 

won a prize in a school contest for a cherry pie. When asked if she had any concerns, she explained that she was trying to "take off a 

little weight" that she gained after the soccer season. She also stated that she had occasional headaches, but she attributed them to 

stress about taking the SATs. Otherwise, she had no health concerns. 

Dr. Goldstein noted that Carli had lost about 7 pounds since her last visit 6 months ago, but she did not appear grossly underweight. 

During the HEENT exam, Dr. Goldstein saw some dental enamel erosion on the posterior surfaces of her teeth. He also detected mild 

enlargement of her parotid glands bilaterally. Her cardiovascular and pulmonary exams were normal. On abdominal exam, Carli 

complained of mild nausea with deep palpation, but no masses or painful areas were found. Her neurologic, musculoskeletal, and 



genitourinary exams were normal. She had mild facial acne. Dr. Goldstein also noted a callus on her right middle finger. Carli 

explained that she has developed that callus "from all the writing that I have to do in my English class. We write long essays!" 

After completing the physical, Dr. Goldstein explained to Carli that he was concerned about bulimia. At first, Carli flatly denied any 

binge-purge behavior. Dr. Goldstein suggested that Carli go down the hall to the lab and give a blood sample so he could get some 

screening labs. Carli seemed worried. "Do you think something's wrong with me?" she asked. Dr. Goldstein said he just wanted to 

make sure nothing was wrong, and Carli agreed to the test. 

Not long afterward, Dr. Goldstein's nurse called Carli back in from the waiting room where she had been working on school 

assignments. Her screening blood work showed mild hypokalemia, increased serum amylase, and a normal CBC. Dr. Goldstein 

showed these results to Carli and explained that they were highly suggestive of bulimia. Sighing, she admitted to bingeing and purging 

during the past 5 months. She explained that she would get the urge to eat and then feel as though she couldn't stop eating. Afterwards, 

she felt guilty and purged by vomiting. She had tried diuretics a few times but felt they were "less effective than vomiting." Carli told 

Dr. Goldstein that she thought she was getting better. A few months ago she was bingeing and purging almost daily and she now only 

did it a few times a week. She begged him not to tell her mother. "My mom is under a lot of stress right now since her sister was 

diagnosed with cancer, and I don't want her stressed out with my problems," she explained. She promised to work with Dr. Goldstein 

to stop her behavior as long as he did not tell her mother. Carli promised to come in for weekly weight checks and exams or do 

"whatever," so long as Dr. Goldstein kept her secret. 

Dr. Goldstein was concerned about Carli. He knew that her physical manifestations and lab values showed that she was probably 

sicker than she realized. However, she was 17 and had been a reliable patient in the past. 

 

Case 11: Should Children be Asked to be Bone Marrow Donors for Siblings? 

 

A patient- and family-centered approach can illuminate possible risks and benefits of bone marrow donation to child donors 

and sibling recipients. 

 

Fifteen-year-old Mandy has acute myeloid leukemia (AML) and needs a bone marrow transplant. Mandy’s parents and younger sister 

Jessica all undergo testing to determine whether any of them is a prospective donor. Jessica, who is eight, is found to be a match, and 

Mandy and her family are overjoyed that she will be able to have the transplant. 

Jessica’s parents explain to her that she is able to help her sister by having an operation to take part of the marrow inside her bones and 

give it to her sister, who, as Jessica knows, is critically ill. Jessica seems excited about the possibility of helping her older sister, so the 

parents provide initial consent for her to do so. 

Jessica’s enthusiasm remains when she and her parents meet with Dr. Malone, the bone marrow transplant physician, and his team. 

Jessica asks some questions, and Dr. Malone assures her that her bones and blood will make more marrow to replace what is removed. 

Then Dr. Malone asks Jessica to stay to talk with him by herself. During this conversation, it becomes clear to him that she has not 

fully understood what the donation would entail. She seems concerned and anxious as she asks him whether it will hurt and about 

what could happen to her if she has the procedure, and she is visibly frightened about having to be put to sleep. 

Dr. Malone is concerned that Jessica may be unduly influenced by her parents’ and sister’s expectations that she will donate. When he 

talks with her parents, however, they say they know Jessica well and that her sister’s health is more important to her than the 

immediate pain of the procedure. They explain that they, along with Mandy, will give Jessica much support and attention, and they 

insist that she will feel privileged and glad to have been able to help her sister for the rest of her life. 

 

Case 12: Can a Minor Refuse Assent for Emergency Care? 

 

When a severely ill child comes into the emergency room, assent for emergency care is no more required than is parental 

permission. Conveying the needed care is the top priority. 

 

Dr. McKinney is working in the emergency department when an ambulance arrives with a frantic 12-year-old-girl, Micah, and her 8-

year-old sister, Gracie. The paramedic quickly reports that the girls were home alone when Gracie found Micah sitting on the 

bathroom floor screaming and “covered in blood.” No one has yet been able to contact the girls’ parents. Micah is so frantic that she is 

unable to give Dr. McKinney any medical history. 

After a rapid assessment, it is clear to Dr. McKinney that Micah is having profuse vaginal bleeding. However, he does not yet know 

the reason for the bleeding, and no one knows if the young girl was assaulted or suffered some injury. Alternatively, she could have a 

bleeding disorder of some sort. He knows that, in either case, a severe laceration or other injury could result in life-threatening 

bleeding, and decides that a vaginal exam is critically necessary for Micah’s care. Recognizing that the Emergency Medical Treatment 

and Active Labor Act (EMTALA) protects his right to treat Micah without parental consent because of her life-threatening problem, 

he begins to try to examine her. She screams, “Don’t you look down there, I don’t want that! Stop it!” as she kicks and yells. 

Dr. McKinney normally likes to seek the assent of young patients prior to any invasive exam, and Micah has clearly refused to provide 

her assent. However, he retains legal authority to perform this important exam, and begins to question the best way to proceed, as the 

exam will be impossible to perform on an uncooperative 12-year-old. 

 

 

 

 



Case 13: Youth Violence: Effective Screening and Prevention  

 

Physicians can manage and treat probable victims of gang violence without breaching the youth’s confidentiality. 

 

Dr. Foster, an emergency room physician in a busy urban hospital, was called in late one Friday night to evaluate Thomas, a teenager 

who had been involved in a violent altercation. The young man had been brought in by his mother, and refused to divulge anything 

about what caused his injuries. Once in the examination room, Dr. Foster could see that Thomas wore colors, clothing, and 

paraphernalia clearly associated with gang members who had been treated in the emergency room. Past interactions with police 

officers confirmed that the gang was associated with gun and drug violence. 

Upon evaluation, Thomas's injuries appeared to be both minor and superficial—he had a variety of bruises, lacerations, cuts, and 

scrapes—but no evident signs of significant trauma. A neurological exam revealed no focal findings, and all cranial nerves were 

intact. Thomas had full range of motion in all four extremities. There was no indication of internal organ damage, and, though Thomas 

sported quite a remarkable black eye, he had no signs of altered consciousness or physical signs consistent with concussion or 

intracranial hemorrhage. 

Dr. Foster presumed that Thomas had most likely been involved in some sort of late-night gang fight, which was consistent with the 

young man's reticence in answering questions related to the incident itself, though he had been grudgingly cooperative with the 

physical exam. For the sake of completeness, Dr. Foster ordered a CT scan to rule out any possible head trauma. He also called for 

blood work and a urine drug screen, to which neither Thomas nor his mother objected. 

While Thomas was upstairs for the CT scan, Dr. Foster spoke with his mother who was clearly distraught. She expressed her 

helplessness in controlling Thomas's behavior and said she was certain that he had been drawn into a group of bad kids. She said he 

was almost never home, skipped school on a regular basis, and spent all of his time hanging out with friends whom she did not know. 

This was not the first time that Thomas had been in a fight, she was sure. She begged Dr. Foster to get her son some help. 

Dr. Foster was familiar with local gang-intervention and social programs in the area that had been remarkably effective in improving 

the outlook and welfare of patients. He was also aware of various applicable laws for mandatory physician reporting of criminal 

activity and child abuse and neglect, although he was not entirely clear on the details. A report of injury from violence triggered 

involvement of the gang-intervention programs. 

Dr. Foster knew the professional principles regarding patient confidentiality and that, in the absence of suspicion of criminal activity 

or child abuse and neglect, he had a duty to maintain the confidentiality of patient information. The reporting threshold had not yet 

been met in his estimation. Although intervention would probably be of great benefit to Thomas, the lack of confirmed history 

prevented formation of a reasonable index of suspicion, and he would, in effect, be “gaming the system,” albeit ostensibly in the best 

interests of his patient, if he reported that Thomas's injuries had resulted from acts of violence. 

Once Thomas returned from the CT scan, Dr. Foster spoke to him again, determined to gain the information necessary to confirm a 

course of action. 

“I need you to tell me exactly what happened tonight,” he said sternly. “I believe it is likely that you have been the victim of violence, 

and, if so, I am obligated to report this to the police, who will take appropriate further steps.” This was not entirely true, Dr. Foster 

thought, but it would get Thomas the help he needed. 

At this, Thomas seemed to be struggling not to cry. “Please don't say anything to anyone,” he begged. “I'm not supposed to talk about 

what happened.” 

 

Case 14: "I'm Sorry but You Can't Leave": Patients, Physicians, and Quarantine 

 

Physicians should understand the circumstances under which a patient should be quarantined, as well as the principles related 

to enforcement of the quarantine and responding to difficult patients. 

 

 “I wonder if we’ll get any more flu patients today?” thought Melissa, a fourth-year medical student in the middle of her emergency 

medicine clerkship. The large urban medical center affiliated with her medical school had already admitted 34 cases of a variant strain 

of influenza in the last 2 days. Across the city an estimated 250 people had become ill during the past 2 weeks, with the mortality rate 

hovering just below 20 percent. In an effort to control the spread of the deadly virus, both the state public health department and local 

medical centers were cooperating with strict quarantine procedures for individuals exposed to known carriers. Local news stations 

encouraged people to remain home, while medical personnel with known patient exposure were restricted from leaving their hospital 

or clinic until after a 24-hour observation period. Although Melissa had not yet come in contact with anyone later determined to have 

an active infection, she couldn’t help but wonder about each new patient she examined. 

Later that morning, Melissa’s supervising resident directed her to a patient complaining of persistent abdominal pain. “His symptoms 

don’t match with the flu,” she told Melissa, “so I don’t think you need the isolation mask and gown.” 

Five minutes into the exam and history, Melissa could feel her pulse start to quicken. Mr. McIntyre may have come to the ER with 

abdominal pain, but now he was starting to complain of a headache and nausea accompanied by an elevated temperature of 100.2° that 

just 3 hours earlier had been 98.4°. Growing more and more nervous, Melissa immediately went to find Dr. Martin, her supervising 

resident. 

“He was in the waiting room for how long?” Dr. Martin asked in despair, after the team promptly admitted Mr. McIntyre with what 

was determined to be another case of influenza. “Three hours? We’re going to have to quarantine everyone who was there!” 



Accompanied by Dr. Walker, the attending physician for the team, Melissa and Dr. Martin made their way to the corner of the waiting 

room where the triage nurses had assembled the 12 people who had been exposed to Mr. McIntyre. After calmly explaining the 

situation and the necessary 24-hour quarantine, Dr. Walker asked if anyone had any questions. 

“Yeah, I’ve got one,” a large man with a swath of bloody gauze wrapped around his forearm snarled belligerently. “I’ve been bleeding 

all over the floor for an hour and now you’re telling me I can’t leave? I only saw that sick guy for 5 minutes!”  

“I’m sorry sir—” Dr. Walker began before he was cut off. 

“I don’t believe this,” the man cut in. “This is such garbage. I’m supposed to be at my kid’s soccer game tonight and then I work the 

night shift. What do you want me to do about that?” he asked before stalking away towards the bathrooms. 

Six hours later, as Melissa walked towards the cafeteria, she realized that Nick—she learned his name after spending half an hour 

stitching shut the cut on his arm—was following her, occasionally looking over his shoulder towards the triage station. “Excuse me,” 

he said quietly, glancing over his shoulder again. “I’m really sorry about before—I didn’t mean to get so upset. It’s just that I have so 

much to do today and I promised my son I’d make it to his game. I’ve…well, I’ve missed the last 3.” 

“Oh, that’s okay,” Melissa said. “I can understand why you’d be upset.” 

“But honestly, I don’t have that flu,” Nick replied. “I feel fine, I don’t have a fever or any of those other things they keep talking about 

on TV, and that sick guy went into the back right after I sat down. Seriously. Five minutes later. You were so nice about doing my 

stitches—can’t you help me out here? I really need to be at this game and I’ve been here for almost half the quarantine time. I could 

just walk out the side door and they’d never even notice I’m gone. Please don’t say anything,” he begged, glancing once more down 

the empty corridor and edging towards the door. “I’m fine, honest.” 

 

 

 

Case 15: Monitoring Blogs: A New Dilemma for Psychiatrists 

 

If a psychiatric patient poses a danger to self or others, it may be advisable to monitor his or her blog after informing the 

patient. 

As Dr. Patel, who specializes in treating mood disorders, walks into the waiting room to greet her new patient Jonas, she notices that 

he is furiously typing away on his laptop. His brow is furrowed in deep concentration. 

Jonas was recently hospitalized for mania and psychosis. He was initially brought to the hospital in police custody after claiming to 

have a bomb in his backpack and assaulting a police officer. At the hospital, he was started on antipsychotic and mood-stabilizing 

medications and referred to Dr. Patel for outpatient follow-up care. 

Even before they settle into Dr. Patel’s office, Jonas is eager to tell Dr. Patel how much he has improved since his hospitalization. “I 

am a thousand times better already!” exclaims Jonas. “I’ve realized that I’m on a sacred journey of recovery, and so I started a blog to 

record all the ups and downs. The blog is going to be huge because I already have a ton of followers on Twitter.”  

After Jonas leaves, Dr. Patel begins to wonder if she should take a look at Jonas’s blog. On one hand, she thinks it would allow her get 

to know Jonas better. On the other hand, she wonders whether she would be crossing patient-doctor boundaries by seeking out the 

blog. Jonas has not asked her to read it. She thinks to herself, There is no telling what may turn up online. 

 

Case 16: Spare the Rod and Save the Child 

 

Physicians have an obligation to report parents to the local Child Protective Services if they suspect that the parents are using 

corporal punishment as a form of discipline. 

 

Dr. Kennedy is a family medicine physician in a mid-sized southern town. Most of the kids he treats belong to the traditional type 

family that is increasingly rare in urban centers but still prevalent in Dr. Kennedy's town. Of course, the town has its share of unwed 

teenaged mothers and kids who get into drugs and trouble, but town and church support for those in trouble is strong. 

Dr. Kennedy knows that most of the families he treats discipline their kids by "not sparing the rod." That is, kids who are found out 

skipping school, getting failing grades, or hanging out where or with whom they should not be, get whipped with the belt. He has 

talked with these parents for years about this form of discipline, but they all grew up with physical discipline and they believe their 

own whippings are what made them into productive, law-abiding, church-going people. Dr. Kennedy keeps up his education 

campaign, but he hasn't convinced many parents. What they are doing works, as they see it. That's why their town doesn't have the 

crime and street gangs of the nearest big city. 

Dr. Kennedy has never seen a kid in the ER that he suspected had broken bones or a concussion brought on by intentional beating. 

One day, however, Mrs. Harris brought 11-year-old Derek in for a pre-sports exam. Derek was entering middle school and was going 

to play soccer. The school wanted each student player to have a physical to guard against incidences of severe asthma attacks or other 

foreseeable reactions to strenuous work-outs. It was the last possible day before the physicians' reports were due to the school, and Dr. 

Kennedy fit Derek into his schedule. 

During the physical, Dr. Kennedy noticed fading "stripes" on Derek's buttocks and, when he asked Mrs. Harris whether she knew how 

Derek got them, she said she had put them there and she'd put more there if he didn't straighten up and stop skipping school. Strangely, 

this was the first time Dr. Kennedy had been faced with physical evidence of the "discipline." He had known the Harrises for a long 

time. They were loving parents. Yet he felt as though he had to do more than just talk to Mrs. Harris once again about disciplining her 

kids. 

 


