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SPECIALTY: Peds
CHIEF COMPLAINT / REASON FOR ENCOUNTER:
Abdominal Pain
LEARNING OBJECTIVES: 
1. Practice establishing a multimodal pain management plan that incorporates alternatives to opioids for a parent who is uncompromising in their view about the need for specific treatments
2. Demonstrate the ability to effectively elicit and respond to a parent’s concerns about pain and pain management, while also clearly communicating the medical team’s recommendations when those recommendations conflict with the parent’s requests
CASE INFORMATION (Provided To Learner Before Encounter):
You are talking to the parent of a 16 year-old cis-gender female (Lila McManus) with chronic, idiopathic abdominal pain experiencing acute exacerbation who was admitted to your peds GI inpatient team last night. When the team rounded in the morning, she was crying in pain and the parent was very abrasive and asking why no one has figured out what is wrong with their child or has treated their pain adequately. The team wrote for 10 mg of ketorolac and informed the parent that they would discuss it with the consultant teams to determine the next steps. The patient has been admitted for similar episodes multiple times without identifying clear pathology. The general surgery service signed off on the patient when they determined no acute, surgical pathology was present. Your attending asks you to circle back and inform the parent that you plan to address their pain without the use of opioids and there is no additional workup planned at this time. When you arrive at the room, the parent asks to first talk about things in a different room because their child gets more anxious when doctors are talking near them. The patient has been hospitalized four times in the past two years for acute exacerbations of their abdominal pain. Extensive evaluation over the past four admissions that have revealed no organic etiology include:
· Comprehensive laboratory evaluation to assess for infectious/inflammatory etiology, including inflammatory bowel disease and H Pylori Disease
· 3 separate CT scans of the abdomen and pelvis, with and without contrast
· 3 separate abdominal ultrasounds
· Separate Gastrointestinal Panels (GIP)
· Magnetic Resonance MRCP
· ERCP
· Upper and Lower Endoscopy, with associated tissue biopsies—all normal

Your attending asks you a) propose a plan to the parent to manage the patient’s pain that uses non-opioid medications; b) tell to the parent that the team does not feel a PCA or IV opioids are medically indicated; c) tell the parent that no further diagnostic workup is planned at this time.
CASE GOALS (Provided To Learner Before Encounter):
· Address your patient’s emotions, elicit their perspective, share your perspective, and agree on common goals and limits
· Acknowledge the patient’s pain experience while providing reassurance that all workup has been normal
· Discuss with the parent that opioids may be aggravating the patient’s pain (nausea, constipation, rebound), and have a frank conversation with the parent about the risks of opioid use disorder
· Make a pain management plan, including relevant referrals, that you feel comfortable with
IDEAL SCENARIO FLOW: 
The learner should begin by eliciting the patient’s perspective on their current symptoms, pain, and the current pain management plan. The parent should clearly express their perspective and make their specific requests for treatments. The learner should quickly recognize there is no room for discussion or compromise around the parent’s specific treatment requests. The learner should then pivot and, in clear terms, explain what treatments the medical team is comfortable providing for this clinical scenario. The learner should set clear boundaries, outline the treatment goals and expectations of benefit, and maintain respect throughout the interaction without agreeing to the parent’s specific requests. 
ANTICIPATED CHALLENGES / MISTAKES: 
· The learner may become visibly frustrated with the parent’s lack of willingness to compromise on their requests, may fail to manage this frustration appropriately, and may act disrespectfully towards the patient. 
· In an attempt to avoid a difficult conversation or reduce the parent’s frustration, the learner may agree to the specific treatment requests, which the medical team feels are not medically appropriate.
CASE SETTING:
Hospital inpatient room (separate from the patient’s room)
ENCOUNTER SETUP:
The parent is sitting in a chair
PATIENT’S NAME: 
Lila McManus (Parent’s name Kate/Kevin McManus)
PARENT’S APPEARANCE:
You are well-dressed and appear frustrated. 
AFFECT AND BEHAVIOR:
You are angry and frustrated, and you know that there is something wrong with your child that the doctors are missing. This is your child’s 4th admission for abdominal pain in the past 2 years and you feel like each time no one has really solved the problem. You are anxious about the impact this pain is having on your child’s grades and extracurricular activities, and also the impact on the other family members who have to frequently stay home to care for them.
You are uncompromising in your view about how your child should best be treated right now (with IV opioids or a PCA/patient-controlled analgesia). You know your child’s history well and are very accustomed to medical providers and the healthcare system. You feel that in the past, providers do not always listen to you and sometimes don’t listen at all. As a result, you have become unwavering towards providers in terms of letting them know what your child needs.
PERTINENT LIFE HISTORY: 
Parent Age: 46
Range of Acceptable SP Ages: 30-50
Education/Occupation: Hold an MBA; VP of a Venture Capital firm.
Relationship Status: Married, previously separated, recently reconciled, but now fighting with your spouse again, with whom you have 3 children (including the patient Kate/Kevin, who is the oldest)
Activities: Caring for your children, work
Patient Age: 16
Race / Ethnicity: Any
English Language Proficiency: N/A
Gender Identity & Sexual Orientation: Cis-gendered, heterosexual
Religion / Spiritual Background: N/A
Education: Junior at a private school in Denver, CO
Level of Health Literacy: Good
Employment / Occupation: Not currently working
Housing: Lives with you.
Diet / Exercise: Your child eats a well-balanced diet. At times they do not consume the number of calories needed based on their vigorous exercise regimen. They drink on average 5-7 Coke Zeros per week. They do not drink coffee or tea. When they are in season for Diving, they work out 2-3 hours a day in the pool.  When they are not in season they are running or lifting weights 5-6 days/week.
Relationship Status: The patient has been seeing someone, but they are apparently seriously thinking about breaking up.
Activities / Habits: Enjoys art and music
Stressors: 
Many including, but not limited to:
· Potentially breaking up with their significant other
· Parents (of which you are one) are fighting a lot, separated last year, then reconciled, now fighting again
· Big upcoming piano recital
· Trying to qualify for State in Diving
· Upcoming SATs
Social Support: Has a supportive friend group
Financial Situation: Financially dependent on you
Insurance Status: Covered by your private insurance
HISTORY OF PRESENT ILLNESS:
Symptoms: Chronic abdominal pain
Onset: Your child’s symptoms began 2 years ago; the current acute exacerbation began 2 days ago.
Context (Location/Radiation/Quality/Severity): Your child was studying for a calculus test two days before admission when they developed acute onset abdominal pain. They have an abdominal pain ‘action plan’ created by the GI specialists that you went through for the past two days, including warm compresses applied to their abdomen, guided imagery to decrease the pain, acetaminophen, increased dosing of Miralax, Zofran, and finally Oxycodone. You followed this plan as prescribed, but nothing alleviated their pain, and it worsened. You made an emergent outpatient appointment with your GI specialist the day you were admitted secondary to the pain. The pain is mostly periumbilical, radiating to all quadrants at times. Currently 10/10 on a pain scale.
Duration: Overall this has been going on for 2 years, with the most recent worsening 2 days ago
Frequency: Their pain is almost daily, at least 3 times per week, and ranges from several minutes of acute pain to all-day pain. Today, their pain has been excruciating all morning.  
Progression: Their pain progresses rapidly when you have acute exacerbations
Aggravators: Stress sometimes, but oftentimes the trigger is unclear
Alleviators: Warm compresses, guided imagery, relaxation techniques, opioids at times
Associated Symptoms: Nausea, headache, constipation
Absent symptoms: No significant weight loss, no fevers, no chills
PATIENT’S / CAREGIVER’S OPENING STATEMENT: 
“The pain is so bad, we are not leaving without answers”
CHIEF CONCERNS:
You are very frustrated that nobody can determine an organic etiology for your child’s abdominal pain. You are convinced that the health care providers are “missing” something. You have “fired” two GI attendings and one Pediatric Hospitalist in the past because you did not like how they were treating you and your child. You are also worried about how this illness will impact your child’s upcoming diving trials and SAT.
WHAT PATIENT / CAREGIVER THINKS IS GOING ON: 
You are convinced that there is some underlying medical reason causing your child’s abdominal pain that has not yet been diagnosed. For the past year, you have been advocating to have the following done to better determine the cause of the pain:
· Elective appendectomy
· Elective cholecystectomy
· Exploratory laparotomy
SP QUESTIONS / RESPONSES:
If the provider discusses no anatomical explanation for pain:
“What do you mean there’s no clear reason? Can’t you do another test? Call the GI team and get them in here.”
“You have no idea what the pain is like for my child. There has to be something causing this.”
If the provider discusses the psychological components of pain:
“My child is not crazy. The pain is real and it is excruciating.”
“Are you saying my child is making this up? Why would anyone do that? This pain is ruining their life.”
If the provider discusses opioids as a potential aggravator of pain and intent to discontinue opioids:
	“That’s backward. Opioids are one of the only things that help the pain.”
“So you’re saying the most effective available treatment – opioids – is not available? What are we supposed to do?”
CASE CONCLUSION: 
The case ends when the learner guides the parent towards accepting the diagnosis of functional abdominal pain, even if they do not fully agree with it. The learner and parent also should try  to establish a care plan that steers the patient away from opioids and toward a multimodal treatment plan that includes both non-pharmacologic and pharmacologic (non-opioid) management


CASE ASSESSMENT:
A 16 year-old patient with abdominal pain that has no additional workup planned, and the parent remains concerned that the doctors are missing something and is angry about the care the patient is receiving and wants both opioid pain control and additional workup to determine the cause of the pain
CASE GOALS / NEXT STEPS:
· Respectfully convey the negative findings of all workups, and introduce the concept of functional abdominal pain for which opioids are not indicated
· Acknowledge that even without a definitive anatomical explanation for the pain, the patient’s pain experience is real, and the team wants to help them feel better
· Set boundaries around treating the pain with opioids
TEACHING POINTS:
· Outcomes for patients with functional abdominal pain are generally good with conservative management
· Management of functional abdominal pain typically includes a multimodal therapeutic approach that may include biopsychosocial support/counseling, non-pharmacologic treatment (e.g., dietary modification), and pharmacologic treatment (e.g., antispasmodics, antacids, laxatives)
· Patients with anxiety, depression, and/or other psychiatric disorders may show an exaggerated pain response
CASE RATIONALE:
Limit opioid use for pain in an illness where there is a low benefit and high risk of future dependence 


SUPPLEMENTARY HISTORY
MEDICAL HISTORY:
Overall Health: Your child is a competitive diver and is in excellent physical condition. They have had issues with body image in the past and have restricted their eating at times. Their BMI is 17.
Prior Hospitalizations: 4 times in the past 2 years–see above–for abdominal pain.
Prior Surgeries: No prior surgeries
Reproductive History: N/A
Medications: 
1. Periactin 4mg PO daily
2. Omeprazole 20 mg PO daily
3. Bentyl 20 mg PO TID
4. Miralax 17 gm PO BID and may increase dose PRN constipation
5. Tylenol 650 mg PO q4hr PRN abdominal pain
6. Zofran 5mg PO q 8hr PRN nausea
7. Oxycodone 5mg PO q6hr PRN breakthrough abdominal pain
Allergies: No allergies
Immunizations: Up-to-date
FAMILY HISTORY:
Children: None
Parents: On Zoloft for severe anxiety / Recovered from a history of Anorexia Nervosa
Siblings: Two siblings, age 10 and 13, with no reported medical problems
SOCIAL HISTORY:
Sexual History / Activity: You haven’t really had extensive conversations with your teen, as it’s not something either of you feels comfortable talking about. They seem to spend most of their free time hanging out with a mixed-gender group of friends from their diving team. They talk a lot about one friend in particular and have missed a few times the midnight curfew you have for them when they returned home late from Kelly’s house. You think this person is probably more than just a “friend.”
Substance Use / Abuse: Tobacco: None reported. Marijuana / THC:  None reported. Alcohol:  None reported. Other Substances: None reported
PHYSICAL EXAM: N/A
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