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Case and Commentary

When the Physician’s Medical Judgment is
Rejected, Commentary 2

Robert E. Cranston, MD

Case

Ian Douglas is a 53-year-old businessman who works long hours and is enjoying a successful and lucrative
career. He has been smoking on and off for 25 years. He knows it's a bad habit that could destroy his lungs,
but he just can't quite kick it. Lately, Mr. Douglas has been feeling tired, and every so often when he is really
busy at work or when he exercises, he has chest pains. He has trouble breathing when he climbs a flight of
stairs. He doesn't think his wife has noticed that this has been happening for about 6 months. The other week
Mr. Douglas and his wife, Lynn, sat down to talk to their teenage son, Alec, who was failing 2 of his classes.
Mr. Douglas blew up at Alec and started yelling at him for being so irresponsible. The chest pains started
again and crept up the side of his neck. He had to stop mid-lecture and lie down. That's when Lynn said that,
if she had to drive him to his internist herself, he was going to see a doctor.

When he went to see Dr. Coral, Mr. Douglas explained that he was having chest pains that lasted no longer
than 5 minutes, which were always relieved by rest. He told Dr. Coral how he'd been having the symptoms
for a while, but they didn't seem to be getting any better or any worse. Dr. Coral got an EKG in the office,
which was normal, and had him undergo a stress test. Mr. Douglas had to stop the test on the treadmill early
because he started feeling fatigued and having mild chest pains. Dr. Coral explained to him that the tests
showed some ischemia and marked ST changes on his EKG. He told Mr. Douglas that he needed to make an
appointment for an angiogram in the next day or 2 to better evaluate his coronary arteries.

Mr. Douglas made the appointment for the angiogram but didn't tell his wife. There was no reason to make
her worry. Now he is recovering in the procedure room in his paper gown waiting for Dr. Coral to come

back with the results from the angiogram. Mr. Douglas looks down at his gut and sighs.

"I really gotta start listening to Lynn when she tells me to go to the gym. I must be pushing 240 now," he
thinks to himself. Dr. Coral enters the room with a serious look on his face.

"Mr. Douglas, I have both good and bad news for you," he pauses. "The angiogram shows that your 3 main
coronary arteries are all severely blocked. The good news is that we caught this before you had a major heart
attack."

Mr. Douglas lets out a sigh and waits to hear the rest.

"The bad news is that [ am recommending you have triple bypass surgery as soon as possible."

Mr. Douglas gasps, "What do you mean triple bypass? Don't you think that's jumping the gun, I just have a
little heart problem, right?"
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Dr. Coral shakes head, "No, Mr. Douglas, quite frankly, you are at risk of having a serious heart attack. There
is no question that this surgery is necessary, and I would like it to happen as soon as possible."

"Now, look, I understand I've got to do something about this. I'll quit smoking, and I'll go the gym, but I'm not
having open heart surgery for these little chest pains."

"Mr. Douglas, I understand that you believe your symptoms don't warrant major surgery, but your heart is
working overtime right now. It is just a matter of time before it gives out. You have to start eating better, and
going to a gym, and you have to stop smoking, but you also have to have surgery. Period."

"Doc, I have a major deal that has to go through at work over the next several months. How about I start taking
care of myself, and you let me get this deal signed, and then we'll talk about the surgery?"

Dr. Coral shakes his head. What can he tell this patient to make him understand that he might not make it to
finish the business deal if he doesn't have surgery?

Commentary 2

When a patient behaves dangerously, the physician should first try to determine if the patient is aware of the
dangers, and whether the patient has decisional capacity in dealing with this danger. (Competency, per se,
technically refers to a legal judgment, while decisional capacity is determined by a physician at the bedside.)
In this case it is quite likely that Mr. Douglas does have decisional capacity. His behavior, nonetheless, is so
questionable that a thorough history evaluating all factors that might be causing this poor decision making
should be explored. How well does Dr. Coral know the patient? Has Mr. Douglas had any recent financial
setbacks? Is his company in dire straits? Has his relationship with his wife changed? Is he depressed? What
other psycho-social variables are present? Does Dr. Coral need to obtain immediate psychiatric consultation?

If each of these factors is explored and no obvious reason for his behavior is found, then we may be dealing
with either a misunderstanding of the critical severity of the coronary artery disease or, more likely, denial.
The interventions Mr. Douglas is suggesting are quite unlikely to correct his emergent condition. If Dr.
Coral is convinced that his patient comprehends the facts of the situation, then he needs to deal more directly
with the denial. Denial can at times serve a useful purpose, but in this setting would appear to be
maladaptive. Dr. Coral would need to consider how to break through Mr. Douglas's denial.

We take great pains to obtain informed consent prior to undertaking potentially harmful procedures or
medical therapies. We should do the same with informed refusal. Dr. Coral needs to make certain that his
patient is fully informed regarding risks of not having a procedure done—the likely consequences, the lack
of efficacy of the patient's proposed interventions, and the lack of other efficacious interventions. It is
ethically necessary to make certain these are explored. Additionally, from a liability perspective, if he is
unable to persuade Mr. Douglas to proceed with the bypass surgery, Dr. Coral might be well-advised to have
the patient sign an Against Medical Advice document. At a minimum, Dr. Coral should meticulously
document the extent and content of their discussion. Videotaping the discussion might prove necessary later
if Mr. Douglas experiences a bad outcome and he or his estate accuses Dr. Coral of being negligent in fully
apprising him of the dangers associated with his decision. Taking this step might also impress upon the
patient of the seriousness of the situation.
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A pure autonomy position would dictate that after Dr. Coral has explained this to Mr. Douglas, he should
refrain from any form of coercion, allowing the patient to make his own decision. In issues of minor
importance, taste, or simple preference, this might be appropriate. However, in this case, the potential
outcome from an inappropriate decision is so critical that Dr. Coral has a fiduciary obligation to attempt to
persuade Mr. Douglas not to act in a dangerous manner, and the line between persuasion and coercion may
not be crystal clear. While most psychiatrists would not likely find his behavior worthy of involuntary
hospital admission—as an imminent danger to himself or others—no one would argue that his plans were
wise. When a patient's decisions are so poorly conceived, any conscientious doctor is compelled to attempt
to dissuade the patient from foolish action. Coercion is unethical, but there is certainly a place for energetic
persuasion in scenarios such as this.

Under federal HIPAA regulations, the doctor is not legally allowed to discuss Mr. Douglas's medical history
with anyone unless the patient permits him to. Since Mr. Douglas didn't tell his wife he was having the heart
catheterization, one would doubt that Mr. Douglas would be open to having the doctor discuss these new
findings with her. However, Dr. Coral could certainly ask him directly, as opposed to assuming that
permission would be denied. If Mr. Douglas refuses, then Dr. Coral might ask if the patient has any other
confidant(s) that he could bring into the discussion. It may be that even though he won't tell his wife, he
might be willing to share with his pastor, his brother, or his best friend. Dr. Coral should try to find an ally in
persuading his patient to act more safely.

This also raises a question of certainty in prognostication. Medicine is an inexact science. While Dr. Coral is
convinced of the immediate danger of delaying the bypass, he may be incorrect. Unlike mathematics,
biological variability plays a major role in determining outcomes in medicine, and medical judgments
regarding prognostication may vary. Dr. Coral might exploit this lack of certainty in prognostication to
persuade his patient to see another doctor for a second opinion. If Mr. Douglas hears the same concerns
strongly from 2 physicians it might change his mind. If this avenue is pursued, it would be imperative that the
second opinion be obtained expeditiously, to minimize risk to Mr. Douglas.

If all else fails, and Dr. Coral is convinced that by postponing intervention Mr. Douglas is gravely
endangering himself, he could choose to break confidentiality. HIPAA says it is illegal to inform anyone else
of the contents of a patient-physician discussion, but if Mr. Douglas dies due to his postponement of the
procedure, this will be small comfort for Dr. Coral and no comfort for Mr. Douglas's family. Is there a time
when confidentiality should be breached in favor of saving a life? Historically, the answer has been "No."
The Hippocratic Oath spells out the importance of confidentiality in patient-physician relations. On the other
hand, the oath is rather short, and doesn't cover all eventualities. In the Tarasoff decision, the state of
California was in the wrong for not breaking confidence. The court held that the state-employed
psychologist had an obligation to break the patient's confidence in order to prevent injury to Tatiana
Tarasoff. If the psychologist had exercised appropriate responsibility in warning her, she might still be alive
today. In Mr. Douglas's case, exercising appropriate responsibility in warning Mrs. Douglas of her husband's
dangerous decision might save his life and prevent Mrs. Douglas from becoming a widow and their children
from becoming fatherless.

In conclusion, this vignette raises issues of decisionality (competency in a broad, but not legal, sense),
autonomy, coercion vs persuasion, and confidentiality. One would hope that if Dr. Coral cannot resolve this
difficult conundrum, he will seek out other resources available to him—wise friends, spiritual counselors, an
ethics consult, or legal advisors—who will assist him in preventing the patient's untimely death.
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