[bookmark: _heading=h.gjdgxs][image: ]SCENARIO TITLE: Discussing Opioid Use – Demanding Opioids
SPECIALTY: Emergency Medicine
CHIEF COMPLAINT/REASON FOR ENCOUNTER:
“I’m going to vomit”
LEARNING OBJECTIVES:
1. Practice establishing a multimodal pain management plan that incorporates alternatives to opioids for a patient who is uncompromising in their view about the need for specific treatments
2. Demonstrate the ability to effectively elicit and respond to a patient’s concerns about pain and pain management, while also clearly communicating the medical team’s recommendations when those recommendations conflict with the patient’s requests

CASE INFORMATION (Provided To Learner Before Encounter):
You are an intern in the ED, and your senior tells you to pick up a 44 year-old (Gina/George Taylor) with a history of chronic abdominal pain of unclear etiology despite extensive workup, including multiple modalities of diagnostic imaging and several prior endoscopic (upper and lower) evaluations. The patient has a history of chronic nausea and vomiting and currently has a percutaneous gastrostomy (PEG) tube in place through which they receive enteral nutrition. The patient has been to this and several other EDs many times and has been admitted multiple times with worsening abdominal pain, worsening nausea, and repeated dislodgements of the PEG tube. The patient has very specific requests for management of the abdominal pain and nausea. The patient also requests a specific interventional radiologist, Dr. “S”, to replace the PEG tube. Medical documentation indicates the patient has been observed on previous admissions by nursing to manipulate the tube frequently and was seen eating during nursing shift change. The patient does not appear to be in distress when they are unaware that nursing is observing them. There are multiple notes in the chart about conversations with the patient regarding opiate medications, and pain contracts with this hospital.
Your attending: a) asks you to see the patient and propose a plan to manage the patient’s pain that uses non-opioid medications; b) requests that you convey to the patient that the team does not feel a PCA or IV opioids are medically indicated.
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
· Establish a multimodal pain management plan (using alternatives to opiates - ALTO) with firm expectations of what will and will not be given 
· Manage your emotional reactions to the patient and remain respectful
· Be efficient, clear, and concise in addressing unrealistic patient demands, but also identify common ground for establishing more realistic goals


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 patient 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 patient’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 treatments goals and expectations of benefit, and maintain respect throughout the interaction without agreeing to the patient’s specific requests. 
ANTICIPATED CHALLENGES / MISTAKES: 
· The learner may become visibly frustrated with the patient’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 patient’s frustration, the learner may agree to the specific patient’s treatment requests, which the medical team feels are not medically appropriate.

CASE SETTING:
Emergency Department
ENCOUNTER SETUP:
Standardized patient is in a gown sitting on edge of the bed, or lying on their side with knees bent toward their chest
PATIENT’S NAME: 
Gina/George Taylor
PATIENT’S APPEARANCE:
You appear comfortable when not being observed but wince in pain and are tearful during interactions.
AFFECT AND BEHAVIOR:
You do not feel like the team is listening to your complaints. You know that IV Dilaudid is the only thing that can control your pain when things get this bad, and if it isn’t treated early, you start vomiting and are unable to tolerate any nutrition except via TPN which you desperately want to avoid because you want to avoid being stuck in the hospital for weeks. You get secondary gain of both attention and increasing medical procedures +/- opioids, but do not have insight into the causes of your behavior. You will split people (and doctors) into being either amazing or horrible. This is often determined based on how much they are willing to agree with the plans you believe work best, but you are not aware of why you feel the way you do about people. 

PERTINENT LIFE HISTORY: 
Patient Age: 44
Range of Acceptable SP Ages: 25-45
Race / Ethnicity: Any
English Language Proficiency: Good
Gender Identity & Sexual Orientation: Cis-gendered, heterosexual
Religion / Spiritual Background: Raised Protestant, but not currently practicing. A spiritual person who practices meditation regularly, but not part of a spiritual or religious community.  
Education: community college associate degree in health sciences, you were accepted to medical school many years ago, but your medical problems prevented you from enrolling
Level of Health Literacy: High
Employment / Occupation: You have been deemed disabled and receive disability payments. You are a certified nursing assistant (CNA) and know a lot about how hospitals work.
Housing: You are stably housed with your son, living in a rented two-bedroom house.
Diet / Exercise: When you are feeling well, you exercise 20-30 minutes at least twice per week, jogging or cycling. It has been least several months since you felt well enough to exercise.
Relationship Status: Divorced, 11-year-old son  
Activities / Habits: Taking care of your son, studying to be a nurse
Stressors: Chronic abdominal pain worsening, feeling like you were never able to reach your potential because of your medical problems, stressed about the effect your medical problems may have on your son, but acknowledging that your illness requires sacrifices by everyone in the family
Social Support: You do not have a relationship with your parents, who were emotionally abusive when they were younger until you were able to escape from their influence. You do not have contact with your son’s other parent whom you try to keep away from your son. Your son is your primary support at home, but you find the “good doctors” and “good nurses” to be supportive, and you have 3-5 medical appointments per week.
Financial Situation: You are able to pay for basic things with your disability income, but not much beyond basic rent, utilities, and groceries. You are often stressed about transportation-related expenses and medical expenses. You wish you had room in your monthly budget to buy healthy, fresh foods, as you feel being able to consistently eat healthily improves your symptoms.
Insurance Status: Medicaid, as a consequence of your disability and inability to work regularly
HISTORY OF PRESENT ILLNESS:
Symptoms: Abdominal pain, triggering nausea and vomiting
Onset: Always have abdominal pain, but much worse over the last 2 days
Context (Location/Radiation/Quality/Severity): You always have abdominal pain and no one can figure out why. Things have been much worse for the last 2 days, and you have had 10/10 pain. You have a very high pain tolerance and even this pain has been intolerable for you and so you came to the hospital because you just can’t deal with it anymore.
Duration: Chronic abdominal pain has been ongoing for years but generally worsening over the last decade or so. The current pain flare is just for the last 2 days.
Frequency: Constant chronic pain, but worse now
Progression: You couldn’t take it anymore today because this much pain is too much for anyone to deal with
Aggravators: Eating, moving, missing your doses of medicine by even a few minutes, probably other things that no one can identify
Alleviators: None, although things are more tolerable when you take your medicines in the right order at exactly the right times
Associated Symptoms: Headaches throughout the days, blurry vision when pain is severe, vomiting every day with eating, diarrhea after eating, numbness in hands and feet that comes and goes, always feeling cold
Absent Symptoms: No fevers or chills. No bloody stools or bloody vomit. No urinary frequency, dysuria or hematuria. No recent, significant weight change. IF FEMALE: No abnormal vaginal bleeding. 
PATIENT’S / CAREGIVER’S OPENING STATEMENT: 
“I need IV Dilaudid. I know my body much better than you do.”
CHIEF CONCERNS: 
You feel your abdominal pain isn’t being appropriately treated and you want to know why the pain has suddenly gotten worse. You are also worried something serious might be going on. You also want to know why the medical team never really listens to your concerns and doesn’t believe you.
WHAT PATIENT / CAREGIVER THINKS IS GOING ON: 
You get secondary gain of both attention and increasing medical procedures +/- opioids, but you do not have insight into the causes of your behavior. You feel your medical history is too complex for any provider to fully understand, and you feel your current pain episode is a consequence of providers not listening to you and prescribing the wrong treatments over the last several months. You also think some of the pain might be from changes in your microbiome that science just doesn’t fully understand yet. You’ve been doing a lot of reading about the microbiome recently and think that the best long-term plan is for you to see a microbiome-knowledgeable GI specialist. But for now, you know your body better than anyone else and know the only things that will work are IV Dilaudid and IV Benadryl. Nothing else will work.
SP QUESTIONS / RESPONSES:
If asked how you can be helped:  
“I have abdominal pain and nausea. I know my body really well and have been to this hospital before. For my abdominal pain, what works is IV Dilaudid. And the only thing that works for my nausea is IV Benadryl.” 
“If you read my chart, you would know that I have anaphylaxis to all those medications listed under allergies. You must be new here.” 
“Please call Dr. “S” to replace this PEG tube. The other doctors never do it right, it always falls out and I end up back here again.”  

If discussed regarding sitter vs camera in room for safety: 
*Tearful* “I guess you think I like being in the hospital and that's why I keep pulling out my tube. I have a son at home, and I would much rather be with him.” 
“I'm fine with whatever you want to do as long as you get this pain under control.” 
“Other doctors believe me more.”    

If confronted with sneaking food: 
“I can tolerate eating food with IV Benadryl for my nausea.” 
“Have you seen the kind of food they offer here?”
“The nurses here don’t like me.”
	 	
Other concerns: 
“You people don’t even prescribe me any of the medications that actually control my pain. I don’t understand why I can’t have a PCA when I’m here under supervision.”  
*Angrily* “I WANT TO LEAVE. Take this IV out. I’m never coming back here again.” 
*Tearful* “I’m sorry I overreacted. It’s just that no one ever believes me.”
CASE CONCLUSION: 
The patient will continue to argue for starting IV opioids and will not relent to the provider’s reasoning. The learner should end the encounter when they see fit. The patient will continue to manipulate and make demands specifically for Dilaudid (IV route only) and IV Benadryl. The facilitator should end the scenario at 10-15 minutes or when the student is stuck.


CASE ASSESSMENT:
A 44 year-old patient with undiagnosed Borderline personality disorder, factitious disorder, and chronic opioid use who is in the ED for acute on chronic abdominal pain and continues to request intravenous Dilaudid
CASE GOALS / NEXT STEPS:
· The learner should attempt to reason with the patient and when this doesn’t work, pivot to set boundaries
· When the learner is unable to find a common treatment plan, they should end the conversation respectfully
TEACHING POINTS:
· Patients with undiagnosed or untreated mental health diseases and/or personality disorders may not provide an opportunity to create a collaborative care plan 
· Some patients may seek to manipulate providers for treatments that are not medically appropriate and can often be successful by splitting the provider team
· Presenting a consistent message and continuity with the care team are important components of caring for patients with splitting behaviors
· Opiates are not medically indicated for chronic abdominal pain
· Speak calmly and remain patient-centered even if you are feeling frustrated by the patient
· Maintain composure in face of unrealistic patient demands and establish firm boundaries and expectations
· Employ time management techniques and understand when to cut the conversation short/involve consultants (e.g. psychiatry, pain service).
CASE RATIONALE:
Navigate a conversation with a patient demanding opioids when you are not willing to give them 



SUPPLEMENTARY HISTORY
MEDICAL HISTORY:
Overall Health: Chronic abdominal pain with feeding intolerance s/p PEG placement 9 months ago. Chronic fatigue syndrome due to chronic Lyme disease for 20 years. Vitamin D deficiency. Irritable bowel syndrome.
Health Care Timeline: You feel you were perfectly healthy until your teenage years when you occasionally started to have stomach upset, abdominal pain, fatigue, and nausea/vomiting. Were able to manage the symptoms with help from a primary care doctor, but symptoms of fatigue and GI upset got much worse in your early twenties. GI symptoms have seemed to worsen significantly over the last 8-10 years and have led to multiple hospitalizations and frequent visits with doctors without anyone being able to tell you what is the cause of your symptoms.
Prior Hospitalizations: Numerous prior hospitalizations (at least 20, too many to remember) over the last 8 years for abdominal pain.
Prior Surgeries: Laparoscopic appendectomy 5 years ago, laparoscopic cholecystectomy 3 years ago. IF FEMALE, Cesarean section 11 years ago.
Reproductive History: If female patient, three pregnancies with two spontaneous abortions, one live birth (son) by Cesarean section. If male patient, N/A.
Medications: 1) Oxycodone 10mg by mouth every 4 hours around the clock while awake; typical use of 120 tablets per month; 2) Ergocalciferol 50,000 units by mouth on Mondays every 8 weeks; 3) Dicyclomine (Bentyl) 20mg by mouth 4 times per day; 4) Dulcolax 10mg by mouth daily; 5) Pancrelipase (Creon) 50,000 units by mouth with meals three times per day and 25,000 units by mouth with snacks
Allergies: Toradol, Compazine, Zofran, acetaminophen, cyclobenzaprine, codeine, tapentadol, buprenorphine, lidocaine, sulfa, penicillin
Immunizations: Up-to-date on all recommended immunizations, including COVID-19 series and seasonal influenza
FAMILY HISTORY:
Children: One son, aged 11
Parents: No pertinent family history for this case.
Siblings: You have one older sister and two younger brothers, but you don’t really speak with them regularly. As far as you know, they are all healthy. 
SOCIAL HISTORY:
Sexual History / Activity: Your last sexual partner was your son’s parent several years ago before you split up. You have been too fatigued and physically impacted by your illness to have any interest in sex for several years. You have not had time to look for a new relationship because of the many appointments needed to manage your illness and the frequent hospitalizations.
Substance Use / Abuse: Tobacco: No. Marijuana / THC: No. Alcohol: No. Other substances: None reported
PHYSICAL EXAM: N/A
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