


lies and significant others as active participants and even as

“patients.” Family teaching and inclusion has a long history in
rehabilitation bospitals and the idea of systemic medicine has
been around for some time, Nevertheless, the idea of families
and significant others as a biological system and the integra-
tion of this living system into medicine and the medical sub-
culture is still new and radical to some.

In this case the main ethical questions are: Who is the
patient and who should the medical system treat in order to
remediate J.P’s medical issues? Is it J.P., his mother, his fa-
ther, the family, the systerns he may be integrating into (the
school, the CP organization)? Does the definition of patient
change as technologies, therapies, medicine or families de-
velop and go through transitions? Where does “healthcare™
(or perhaps we should consider it “sick care” or “technology
care”) end and living a new and different kind of life begin? Is
there a boundary between being sick and being disabled? How
does the healthcare system respond? What are the roles and
obligations of rehabilitation throughout this process?

The treatment team and the patient and family seemed to
do well until the boundaries between illness and disability be-
gan to blur. What the healthcare team views as disability or
maintenance, Mrs. P. views as treatment, remediation, and
hope. I also have to wonder about J.P.’s bio-psycho-social
system and the medical culture’s response to it. Might the
medical/bio aspects of his recovery be improved if we changed
the focus from J.P.’s muscles and bones to the muscle and

bones and how they interrelate with his family system?

The case of J.P. highlights some of the everyday ethical di-
lemmas encountered by rehabilitation physicians and clinicians.
The staff were able to come together and redefine who the pa-
tient was (the parents and the system J.P. was transitioning into).
They were able to look at his physical and psychological needs in
relationship to these systems and redefine a treatment plan 1o
address these needs. This included requesting that Mr. & Mrs.
P. come together to J.P.'s remaining treatment sessions so that
they can be on the same page in regard to leaming the “bound-
aries” between therapy (changing) and learning (integrating the
changes). .

The patients were able to accept this framework as a devel-
opmental one based on their experience with their daughters.
The family needed a way to accept the educational transition
without viewing it as the medical system abandoning them. The
physician’s role was critical in developing this framework. The
team also was able 1o work with the family and the school to-
gether to lock at the transitional issues. Mrs. & Mr. P. wogether
were able to look at the feeding concern from this framework
and agreed with the physician recommendation that this was a
“medical” need and were in agreement to addressing it with the
physician and the speech pathologist The parents also agreed
that they had some work to do as parents and a couple in regard
to J.P. and their marriage — they were quite accepting of a refer-
ral and ready to do some family counseling.

Rehabllitation Ethics “On the Prowl”
by Joan Nypaver, B.SN, CRR.N.,

and the Ethics Committee of Hillside Rehabilitation
Hospital, Warren, OH

Our ethics committee is still “getiing its feet wet” when it
comes to having cases referred to us for consultation. How-
ever, we recently did take the lead, in response to a situation
of potential violence within our facility.

One moming, a 26 year old male began walking the hall-
way between Physical Therapy (PT) and Occupational
Therapy (OT) at a very rapid, determined . At first
glance, most employees did not t anything amiss, be-
cause cutpatients often walk that hallway in a similar fashion
in order to complete portions of a physical capacity test.
Employees became alarmed when the mar began pushing away

Appropriate management of the situation was implemented
by Dr. Joe Pecorelli, our psychologist. Hence, this crisis did
not result in anyone being physically hurt. However, it was
necessary to restrain and transfer the disturbed individual,
who was in our facility for vocational treatment, to an acute
care psychiatric environment.

During the debriefing which followed, several concemns
became apparent. One, although things went pretty well, we
realized we needed a policy regarding managing potentially
violent simations. Two, we needed to coordinate our effarts
with community resources, such as the police and rescue
squad. Three, we needed to educate our staff and volunteers
about a safe and confidential course of action,

In identifying and beginning to address these concerns,
our firstofficial retrospective case resolution and analysis was
underway! . Owr committee first met with all interested or
involved hospital employees, and representatives of our po-

lice and rescue squad. We spent time discussing what went
right, what could be improved, and what criteria were important
in the implementation of the basic guidelines for staff and volun-
teers in the event of a future gituanon.

Next, as a result of the meeting a task force of individuals
represeniative of the response team met and developed team func-
tions. We ized the importance of de-escalating an agitated
person before a situation escalates into physical violence, thereby
recognizing the value of an individual retaining his or her au-
tonomy by regaining self-control. We also developed educa-
tional plans for staff and volunteers, in order that all would be
aware of the steps to take to secure the environment, in the event
of an incident, thereby allowing the team to interact with the
agitated person. This strategy would eliminate voyeurism, rec-
ogmizing the dignity of the agitated person even in their compro-
mised position.

Unfortanately, we were unable to de-escalate this individnal’s
behavior and had to use physical restraints. However, we were
able to ide some direction for his mother who felt trapped
by the fact that although chronclogically an adult, her san is not
mentally competent at all times. We advised her of resources for
evaluating his competency and encouraged her to share personal
observations with any teatment tearns, e.g., the fact that he “was
agitated yesterday and this moming before leaving home™ and “T
tried to get him help yesterday, but his doctor would not listen to
me,” Thus, through the re! ive review we were able o
gogmze‘ ways for this sort of simation to be avoided in the

ture

We are excited about the commitment and prompt response
of our ethics comrnittee to this case. Since all departments have
received the HRH Administrative Policy for “Code Red — Un-
ruly person — potential violence™ anthored by the ethics com-
mittee, we expect an increasing number of case refemrals. Within
our rehabilitation environment, currently feeling the crunch of
manng;dcareupmlcngthofsmy and reimbursement, we are
sure the future will keep our ethics commitiee busy.
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