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Who Are We?

Deaf since birth Deaf at age 2
Born in New York City Born in Vancouver, BC
P.S. 47 & Lexington (Early Grades) Mainstreamed Schools
NTID at RIT (1979) University of North Dakota
Worked at Hospital (10 years) Interned at Regions Hospital
Worked at Deaf Interned MSAD
& Hard of Hearing Services (18 years) Deaf Wellness Center at
Currently at NCDHR University of Rochester                 

Medical Center and NCDHR



Workshop Process

Informal
Can ask questions anytime
Presenters will sign questions from participants 
before answering
Internet Links
Where can I have this workshop information? 

http://www.urmc.rochester.edu/ncdhr


What will I learn? 
How to get best health care
Different types of health care
Inappropriate Emergency Department use
Working with medical interpreters
Family Health History
End-of-life Issues
Taking care of yourself 



Types of Health Care

Primary Care
Specialty Care
Emergent Care
Urgent Care
Preventive Health Care



Emergent Care

Demand  an immediate attention & 
action to save a life and/or minimize 
permanent injury.

Examples: Heart attack, burns, car 
accident, seizures*



Golden Hour



Emergency Department (ED) 

Found in hospitals 
24/7
How to get there? (No appointments)

Ambulance
Walk-in
Doctor referral
Helicopter



GO to an Emergency Department!
If you have this, call 9-1-1!

Loss of consciousness
Unexplained drowsiness or disorientation
Shortness of breath
Sudden, severe pain (chest or abdominal pain)
Severe Bleeding
Poisoning
Symptoms of heart attack or stroke
Coughing up or vomiting blood
Major injury (for example: head trauma)
Severe allergic reaction

Presenter
Presentation Notes
Symptoms and Pain – How to determine? How to find out?



Symptoms??

www.mayoclinic.com
www.webmd.com
www.urmc.edu/ncdhr
Can I trust the information on the Internet?

Look for: HONCode 

http://www.mayoclinic.com/
http://www.webmd.com/
http://www.urmc.rochester.edu/ncdhr/


How painful?



Inappropriate ED Use
If it is not an emergency

More expensive
Longer wait times
The doctor does not know you
Risk of “Aggressive treatment” or 
“Overtreatment” 
Some hospitals may now require up-front 
payment (in cash)
No Preventive Services
Insurance may decline coverage



Overcrowding at ED

Average waiting time:
4 hours and 7 minutes
(ABC News, July 2010)

400,000 waited 24 hours 
or more  



Overcrowding at ED

# of ED visits: 119,000,000 (2006)
400,000 waited 24 hours or more

An ambulance is turned away every minute
“Golden Hour” may be delayed

Caused by “boarding”
Triage



Observation

Affects patients with Medicare
Not yet admitted to Hospital (“See-see”)
Everyday medications very expensive
Not covered by Medicare 
Example: Chest Pain R/O
Newspaper story

Presenter
Presentation Notes
Sudden chest pains landed Diane Zachor in a Duluth, Minn., hospital overnight, but weeks later she had another shock – a $442 bill for the same everyday drugs she also takes at home, including more than a half dozen common medicines to control diabetes, heart problems and high cholesterol.After an overnight stay, St. Luke's Hospital charged Diane Zachor $442 for the same everyday drugs she also takes at home. (Photo by Julia Cheng/USA Today)"I just couldn't believe some of these prices they charge," said Zachor, 66. "It's just atrocious."For the price she was charged for her insulin during her 18 hour stay at St. Luke's Hospital, Zachor would have enough to cover her out-of-pocket expenses for a three-month supply under her private Medicare Advantage plan if she had been home. The tab for one water pill to control high blood pressure could buy a three-week supply. And the bill for one calcium tablet could have purchased enough for three weeks from the national chain pharmacy where she gets them over-the-counter. Even though her health plan covers medical and drug expenses, her policy did not pay the hospital drug bill because St. Luke's never formally admitted her. Instead, it billed the visit as observation care, which is considered an outpatient service.That observation label excludes thousands of patients every year from full Medicare coverage; many have spent more than a day in the hospital and had regular hospital rooms and service and, like Zachor, never realized they were not admitted.  These observation patients might wind up paying a larger share of their hospital bill than inpatients, since they usually have a co-payment for doctors' fees and each hospital service. For the price she was charged for her insulin during her 18-hour stay at St. Luke's Hospital, Diane Zachor would have enough to cover a three-month supply under her private Medicare Advantage plan. (Photo by Julia Cheng/USA Today)But Medicare doesn't pay at all for routine drugs that observation patients need for chronic conditions such as diabetes, high blood pressure or high cholesterol – drugs that Zachor could have brought from home if the hospital allowed it and she had time to get them. Medicare also has no rules for what hospitals can bill for non-covered drugs, so they can charge any amount.It's an unwelcome surprise for patients who may not get the bad news until they receive a hospital bill.  Medicare has no rules requiring hospitals to tell patients when they are in observation status or that they will be responsible for paying any non-Medicare-covered services, said Ellen Griffith, a spokeswoman for the U. S. Centers for Medicare and Medicaid Services."St. Luke's carries out 'observation' and all other health care policies as prescribed by Medicare rules," said Mary Greene, a St. Luke's Hospital representative, in an e-mail.  She referred any questions to Medicare. Observation Claims RisingExcessive drug prices have also surprised seniors in other parts of the country: --In Missouri, several Medicare observation patients were billed $18 for one baby aspirin, said Ruth Dockins, a senior advocate at the Southeast Missouri Area Agency on Aging. --Pearl Beras, 85, of Boca Raton, Fla., said in an interview that her hospital charged $71 for one blood pressure pill for which her neighborhood pharmacy charges 16 cents. --In California, a hospital billed several Medicare observation patients $111 for one pill that reduces nausea; for the same price, they could have bought 95 of the pills at a local pharmacy, said Tamara McKee, program manager for the Health Insurance Counseling and Advocacy Program at the Alliance on Aging in Monterey County, Calif., who handled at least 20 complaints last year from Medicare beneficiaries about excessive hospital drug bills.The most recent government statistics show the number of observation claims that hospitals submitted to Medicare rose 46 percent to 1.4 million from 2006 to 2010 and the number of cases lasting longer than 48 hours more than tripled. The American Hospital Association, in a 2010 letter to Medicare officials, said several factors explain that growth, including increasingly restrictive Medicare criteria hospital admissions and rising use of audits to monitor hospital decisions and billing. In addition, it said, physicians sometimes try to keep seniors in the hospital because they may not be well enough to be home, even when they are not sick enough to be admitted."I don't blame the hospitals," said attorney Gill Deford at the Center for Medicare Advocacy, based in Connecticut, which has filed a nationwide class action lawsuit against the federal government on behalf of observation patients who are ineligible for Medicare coverage for nursing home care when they leave the hospital.  The suit seeks to either eliminate observation status or require hospitals to tell patients when they are admitted for observation and allow them to appeal the designation.  "This is a big money-saver for the Medicare program," he added.Medicare officials recommend to hospitals – but do not require – that patients remain under observation for no more than 24 to 48 hours. After that, the patients should be switched to inpatient status or discharged, the officials recommend. But patients can linger in observation for several days and often don’t know they haven’t been admitted.Price Inflation Since the program does not limit the prices for drugs that Medicare doesn't cover, that can create an opportunity hospitals may find hard to resist. Hospitals use their pharmacies to help generate revenue to subsidize the other operating costs of the facility, said Miriam Mobley Smith, dean of the College of Pharmacy at Chicago State University.  She said the "upcharge" is based on numerous factors including personnel, insurance and facility costs. "I'm not justifying the charges, but there's a huge difference between the cost of operating a retail pharmacy compared to a hospital pharmacy."Even patients with private Medicare Part D drug insurance may find that their policies don't cover their everyday -- or "self-administered" -- drugs given to them in the hospital. "These drugs may be covered under certain circumstances," according to the Medicare website.  But there is no requirement that Part D beneficiaries must be fully reimbursed for these drugs.Dockins said requiring hospital pharmacies to participate in the Medicare Part D drug plans would help control pricing because the beneficiaries would get discounts negotiated by the plan. To avoid drug charges, Dockins tells seniors to bring their medicine in the original pill bottles when they go into the hospital. But hospitals are not required to let patients use their own medicine from home, said Leta Blank, coordinator for Montgomery County, Md.'s, Senior Health Insurance Assistance Program. Dockins suggests that low-income seniors apply for a hospital’s charity care program so that the charges can be waived or reduced, if they qualify.  Zachor, who works as an office manager for the Minnesota Citizens Federation, a consumer advocacy group, contacted her Medicare Advantage plan to appeal its decision to not cover her hospital drug bill. In February, her insurer said it requires hospitals with which it contracts "to notify a member before delivering a non-covered service." Because the hospital didn't obtain Zachor's written consent to accept those charges, the plan's rules say the hospital cannot bill her for them. However, other Medicare Advantage plans – which cover about a quarter of Medicare's 48 million beneficiaries -- may simply follow the traditional Medicare program, which does not require advance notice. Beneficiaries should check with their insurance companies.Zachor's $442 drug bill was scrapped. She has to pay only $50, the co-pay for an emergency room visit.   "What if I didn't know there was a route to go to appeal to my plan," Zachor said. "I was thinking about other people older than myself who don't know what to do and they would probably have to go without food or medications -- for how long -- to pay a bill they didn't have to pay."Jaffe.khn@gmail.com

http://www.usatoday.com/money/industries/health/drugs/story/2012-04-30/drugs-can-be-expensive-in-observation-care/54646378/1


Preventive Health Care

Presenter
Presentation Notes
Quality of life, good health habits, catch disease early, and CHEAPER! It is clear that preventive health care is important. To start your own “good health” practices, there are four things you can do immediately without any medical knowledge:		Don’t smoke or use other tobacco products; Drink only in moderation (and red wine in the most acceptable use of alcohol)		Eat a proper, balanced diet to get the correct amount of nutrients and calories daily		Exercise at least three days per week; Aerobic exercise will build muscle and endurance		See your doctor regularly for check-ups 



EDs do not provide Preventive Health Services

Diabetes 
Blood Pressure
Cholesterol
Cancer screenings
Glaucoma
Immunization
Periodic Physical Exams



EDs do not provide Preventive Health Services

For Women
Bone
Mammogram
Pap Smear

For Men
Prostate
Testicular



Not an emergency!
Earache
Minor cuts
Minor animal bite
Broken bone *
Sprain
Sunburn or minor burn
Insect sting *
Skin rash
Fever *
STD
Colds, cough, sore throat, flu *
Low back pain

If not sure, 
call your 

PCP!

Presenter
Presentation Notes
You can learn how to apply first aid



Urgent Care

Non-Emergency medical problem
Walk-in or appointment
Shorter wait times
After hours & weekends
Less Expensive



Primary Care
Usually your first contact with a doctor
Preventive Services
Primary Care Physician (PCP)
Examples:

Family Medicine
Internal Medicine
General Practitioner (found in rural areas)
Pediatrics
Obstetrics & Gynecology



Primary Care

Treat the “whole” person (not specific organ)
90% of illnesses are treated by PCP
Coordinated care
Preventive care
Acute and/or Chronic
Helps with patient self-care
IMPORTANT! Have a good relationship 
with your PCP



Primary Care is coordinated care
Example: Recovering from a heart attack 

Physician Assistant

Physical Therapist
Patient

Cardiologist
Cardiac Nurses

Nutritionist

Cardiac Rehabilitation 
Specialist

Cardiac Surgeon

Emergency Department Doctor

PCP



Doctor’s Office

Family History
Be prepared. Write a list of:

Symptoms
Medications
Allergies
Bring a family member or friend *
Questions for the doctor



Family History 

“I don’t know my family medical history.  It 
doesn’t matter that much.”

Wrong! It is very 
important to know
your family history!

Picture: familytrees.us



Family History
Why it is important

Guide doctors to look for the disease affecting you 

Many diseases “look alike” so family history may 
help find the right diagnosis

Can help doctors to try to prevent disease

May require new treatments or procedures to 
avoid diseases



Family History

Motivates people to live healthier 
If you know that your father died from 

heart disease, you may try to lose weight to 
protect your heart

Can screen better for specific diseases 
If you have a mother who died from breast 

cancer, you would try to schedule 
mammograms regularly



Family History 

Only 1/3 of people keep their family history records
No idea about Deaf people. Research thinks it’s 
worse:

Many Deaf people have poor communication 
with their family
Many Deaf people do not understand that 

Family History is important



E-mail your family to learn more
Write down the family history
Update this during holidays
Can use free online:

www.hhs.gov/familyhistory/

Family History 

http://www.hhs.gov/familyhistory/


Hospitals

Community Hospitals
Teaching Hospitals with Medical Schools

Medical Students
Interns
Residents
Attending



Specialty Care
Health care services provided by doctors  
who may not have had first contact with 
patients
Referred by PCP *
Example:

Cardiologists Oncologists 
Psychiatrists Thoracic Surgeons
Ophthalmologists Neonatologists 
Dermatologists 

* Depends on insurance plan. Referrals not always required



Advanced Medical Technology

Hyperbaric Chamber
http://www.perrybaromedical.com/sigma-40-

hyperbaric-chamber.html

Robotic Surgery
http://blogs.seattleweekly.com/dailyweekly/2011/01/

uw_students_hack_kinect_to_per.php

Computed Tomography (CT)
http://6keysoptimalhealth.blogspot.com/2010/06/cat-scan-

fever.html

Magnetic Resonance Imaging (MRI)
http://www.howstuffworks.com/mri.htm



Patient Safety
Avoidable medical errors 

44,000 to 98,000 die yearly
Healthcare-Associated Infections (HAI)

1 in 20 hospital patients become infected
MSRA – Methicillin-resistant Staphylococcus Aureus

Found in surgical wounds/invasive devices
catheters
implanted feeding tubes

20 Tips to Help Prevent Medical Errors
www.ahrq.gov/consumer/20tips.htm

Presenter
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A new editorial in The Lancet medical journal cites staggering statistics that medical errors now occur in as many one-third of all U.S. hospitalizations.The editors present other attention-getting statistics from several scientific studies establishing that medical errors remain a serious problem in the U.S. and appear to have increased over the last 10 years, despite national attention called to this problem. The Lancet editors ask, “Why?” And, they make some suggestions that should well be considered by medical professionals, patients and caregivers, and policy makers in the U.S.The Alarming Statistics:The editorial, entitled, “Medical errors in the USA: human or systemic?“, appears in the April 16, 2011 Issue of The Lancet. It cites and describes the findings of several published studies on medical errors in the U.S. by recognized U.S. scientific and professional sources. Among them are the following:The US Institute of Medicine’s 1999 report, To Err is Human: Building a Safer Health System, estimated that avoidable medical errors contributed annually to 44,000—98,000 deaths in US hospitals. Hospital errors were reported to constitute the eighth leading cause of death nationally, accounting for more U.S. deaths than breast cancer, AIDS, and motor-vehicle accidents. This drew national attention to the problem. Yet, more than 10 years later, the problem of medical errors remains and seems to have increased. A new study reported in the April, 2011 issue of Health Affairs, found that by one measure, medical errors occur in as many as one-third of hospital admissions in the U.S., and may be ten times greater than previously measured. “The most common are medication errors, followed by surgical errors, procedure errors, and nosocomial infections,” according to The Lancet’s review of the study. The study, conducted by scientists and professionals at three leading U.S. medical schools as well as at the Institute for Healthcare Improvement, compared three different methods commonly used for measuring “adverse events” in hospitals: (i) voluntary reporting, (ii) the Agency for Healthcare Research and Quality’s Patient Safety Indicators (which rely on automated review of discharge codes to detect adverse events), and (iii) the Global Trigger Tool pioneered by the Institute for Healthcare Improvement (based upon independent review of medical charts, with follow up investigation where indicated). The study found that this third method measured at least ten times more confirmed serious medical errors than did the other two methods. As observed by The Lancet’s editorial, “This finding suggests that the two currently used methods for detecting medical errors in the USA are unreliable, underestimate the real burden, and also risk misdirection of present efforts to improve patient safety.” A study reported in the November 25, 2010 issue of the New England Journal of Medicine, also confirmed that medical errors in U.S. hospitals are a serious problem. The study, conducted by lead author Christopher Landrigan, M.D., M.P.H. of the Department of Medicine, Brigham and Women’s Hospital, Boston, Massachusetts, and a group of doctors from Harvard Medical School, Standford University School of Medicine, and the Institute for Healthcare Improvement, reported that even in places where local governments have made efforts to improve safety of inpatient care, such as in hospitals in North Carolina, the high rate of detected medical errors did not change over a 5-year period between 2002 and 2007. A November, 2010, document from the Office of the Inspector General of the Department of Health and Human Services reported that one in seven Medicare beneficiaries have complications from medical errors when hospitalized, and that these medical errors contribute to about 180,000 deaths of patients per year. A study by Jill Van Den Bos and other professionals of Milliman’s Denver Health practice reported in the April, 2011 Issue of Health Affairs found that the measurable cost of US medical errors amounted to US $17.1 Billion in 2008 (0.72% of the $2.39 trillion spent on health care that year). Ten types of error accounted for more than two-thirds of the total cost of medical errors. The top two most costly medical errors are postoperative infections and pressure ulcers. The three most common medical errors were pressure ulcers, post-operative infections, and postlaminectomy syndrome. Another study, conducted by John Goodman and associates of the National Center for Policy Analysis in Dallas, TX and also reported in the April, 2011 Issue of Health Affairs, reported that medical errors cause as many as 187,000 deaths in hospitals each year, and 6.1 million injuries, both in and out of hospitals in the U.S. This study estimated that the social costs, in lives lost and disabilities caused, from these medical errors amounted to between $393 Billion to $958 Billion in 2006, equivalent to 18% to 45% of total US health-care spending in that year. These authors recommended as a possible solution that patients should be “offered voluntary, no-fault insurance prior to treatment or surgery [so that they] would be compensated if they suffered an adverse event—regardless of the cause of their misfortune—and providers would have economic incentives to reduce the number of such events.” The Lancet’s editors ask,“Who or what is to blame for medical errors and their consequences?”The potential causes they suggest could well be considered and addressed by U.S. medical providers and policy makers:“Overworked providers, An unnecessarily complex medical system, Uninformed patients? Patients are often handed from one doctor to another and, in the process, communication between providers can break down. Time spent filling out paperwork is time not spent with patients improving the quality of their care. Decision making often does not involve informing a patient about the balance between benefits and harms of individual treatments, or incorporating patients’ goals into planned treatment; and It does not help that existing guidelines allow medical residents in the USA to work on average 28 [hours] more per week than junior doctors in countries of the European Union.” What can be done?The Lancet’s editors observe that “US health providers and policy makers must make patients’ safety a national priority.”They suggest, “A good start in the right direction will be to implement at the federal level a mandatory and comprehensive nationwide monitoring system to track medical errors.”Read The Lancet’s Editorial, Medical errors in the USA: human or systemic? in The Lancet, April 16, 2011 Issue. For additional editorials, advocacy, news and information on health care reform issues in the U.S., see our VoicesForCare™ section, including:News on Health Care Reform Editorials with Your Comments Advocacy – Proposals for Reform & Your Comments Legislation – Pending & Recently Adopted; and International – Health Care Compare _____________Understanding MRSA Infection -- the BasicsWhat Is MRSA?Methicillin-resistant Staphylococcus aureus (MRSA) is a bacterium that causes infections in different parts of the body. It's tougher to treat than most strains of staphylococcus aureus -- or staph -- because it's resistant to some commonly used antibiotics.The symptoms of MRSA depend on where you're infected. Most often, it causes mild infections on the skin, like sores or boils. But it can also cause more serious skin infections or infect surgical wounds, the bloodstream, the lungs, or the urinary tract.Though most MRSA infections aren't serious, some can be life-threatening. Many public health experts are alarmed by the spread of tough strains of MRSA. Because it's hard to treat, MRSA is sometimes called a "super bug."What Causes MRSA?Garden-variety staph are common bacteria that can live in our bodies. Plenty of healthy people carry staph without being infected by it. In fact, 25%-30% of us have staph bacteria in our noses.But staph can be a problem if it manages to get into the body, often through a cut. Once there, it can cause an infection. Staph is one of the most common causes of skin infections in the U.S. Usually, these are minor and don't need special treatment. Less often, staph can cause serious problems like infected wounds or pneumonia.Staph can usually be treated with antibiotics. But over the decades, some strains of staph -- like MRSA -- have become resistant to antibiotics that once destroyed it. MRSA was first discovered in 1961. It's now resistant to methicillin, amoxicillin, penicillin, oxacillin, and many other antibiotics.While some antibiotics still work, MRSA is constantly adapting. Researchers developing new antibiotics are having a tough time keeping up.Who Gets MRSA?MRSA is spread by contact. So, you could get MRSA by touching another person who has it on the skin. Or you could get it by touching objects that have the bacteria on them. MRSA is carried by about 1% of the population, although most of them aren't infected.MRSA infections are common among people who have weak immune systems and are in hospitals, nursing homes, and other heath care centers. Infections can appear around surgical wounds or invasive devices, like catheters or implanted feeding tubes. Rates of infection in hospitals, especially intensive care units, are rising throughout the world. In U.S. hospitals, MRSA causes more than 60% of staph infections.Community-Associated MRSA (CA-MRSA)Alarmingly, MRSA is also showing up in healthy people who have not been hospitalized. This type of MRSA is called community-associated MRSA, or CA-MRSA. The CDC reports that in 2007, 14% of people with MRSA infections contracted them outside of a health care setting.Studies have shown that rates of CA-MRSA infection are growing fast. One study of children in south Texas found that cases of CA-MRSA had a 14-fold increase between 1999 and 2001.CA-MRSA skin infections have been identified among certain populations that share close quarters or experience more skin-to-skin contact. Examples are team athletes, military recruits, and prison inmates. However, more and more CA-MRSA infections are being seen in the general community, especially in certain geographic regions.CA-MRSA is also infecting much younger people. In a study of Minnesotans published in The Journal of the American Medical Association, the average age of people with MRSA in a hospital or health care facility was 68. But the average age of a person with CA-MRSA was only 23.

http://www.ahrq.gov/consumer/20tips.htm


Medical Errors: What can you do?
Ask questions!
Bring a family member or friend to help with 
questions
Make sure you understand what is happening
Tell the doctors (Informed Consent)

Medicines you take (include OTC & dietary 
supplements)
Allergies (include reactions to anesthesia)

Get 2nd opinion
Keep a copy of your own health history



Sample Questions for Doctors

What is this medication for?
What happened if I refuse surgery?
Did you wash your hands?
Can you think of any other questions?



Patient’s Rights

PAST: Doctors decides for patients  
NOW: Patients & Doctors share decision-
making
Minnesota Patients’ Bill of Rights

http://www.health.state.mn.us/divs/fpc/consumerinfo/mn_pts_rights_eng_reg.pdf

Presenter
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The legal interests of persons who submit to medical treatment.For many years, common medical practice meant that physicians made decisions for their patients. This paternalistic view has gradually been supplanted by one promoting patient autonomy, whereby patients and doctors share the decision-making responsibility. Consequently doctor-patient relationships are very different now than they were just a few decades ago. However, conflicts still abound as the medical community and those it serves struggle to define their respective roles.ConsentConsent, particularly informed consent, is the cornerstone of patients' rights. Consent is based on the inviolability of one's person. It means that doctors do not have the right to touch or treat a patient without that patient's approval because the patient is the one who must live with the consequences and deal with any dis-comfort caused by treatment. A doctor can be held liable for committing a Battery if the doctor touches the patient without first obtaining the patient's consent.The shift in doctor-patient relationships seems inevitable in hindsight. In one early consent case, a doctor told a woman he would only be repairing some cervical and rectal tears; instead he performed a hysterectomy. In another case, a patient permitted her doctors to examine her under anesthesia but insisted that they not operate; the doctors removed a fibroid tumor during the procedure. In yet another case, a doctor assured a man that a proposed operation was simple and essentially without risk; the patient's left hand was paralyzed as a result of the surgery.Consent must be voluntary, competent, and informed. Voluntary means that, when the patient gives consent, he or she is free from extreme duress and is not intoxicated or under the influence of medication and that the doctor has not coerced the patient into giving consent.The law presumes that an adult is competent, but competency may be an issue in numerous instances. Competence is typically only challenged when a patient disagrees with a doctor's recommended treatment or refuses treatment altogether. If an individual understands the information presented regarding treatment, she or he is competent to consent to or refuse treatment.Consent can be given verbally, in writing, or by one's actions. For example, a person has consented to a vaccination if she stands in line with others who are receiving vaccinations, observes the procedure, and then presents her arm to a healthcare provider. Consent is inferred in cases of emergency or unanticipated circumstances. For example, if unforeseen serious or life-threatening circumstances develop during surgery for which consent has been given, consent is inferred to allow doctors to take immediate further action to prevent serious injury or death. Consent is also inferred when an adult or child is found unconscious, or when an emergency otherwise necessitates immediate treatment to prevent serious harm or death.Consent is not valid if the patient does not understand its meaning or if a patient has been misled. Children typically may not give consent; instead a parent or guardian must consent to medical treatment. Competency issues may arise with mentally ill individuals or those who have diminished mental capacity due to retardation or other problems. However, the fact that someone suffers from a mental illness or diminished mental capacity does not mean that the individual is incompetent. Depending on the type and severity of the disability, the patient may still have the ability to understand a proposed course of treatment. For example, in recent years most jurisdictions have recognized the right of hospitalized mental patients to refuse medication under certain circumstances. Numerous courts have ruled that a mental patient may have the right to refuse antipsychotic drugs, which can produce disturbing side effects.If a patient is incompetent, technically only a legally appointed guardian can make treatment decisions. Commonly, however, physicians defer to family members on an informal basis, thereby avoiding a lengthy and expensive competency hearing. Consent by a family member demonstrates that the doctor consulted someone who knows the patient well and is likely to be concerned about the patient's well-being. This will probably be sufficient to dissuade a patient from suing for failure to obtain consent should the patient recover.Legal, moral, and ethical questions arise in competency cases involving medical procedures not primarily for the patient's benefit. These cases typically arise in the context of organ donation from one sibling to another. Many of these cases are approved in the lower courts; the decisions frequently turn on an examination of the relationship between the donor and recipient. If the donor and recipient have a relationship that the donor is aware of, actively participates in, and benefits from, courts generally conclude that the benefits of continuing the relationship outweigh the risks and discomforts of the procedure. For example, one court granted permission for a kidney transplant from a developmentally disabled patient into his brother because the developmentally disabled boy was very dependent on the brother. In another case, a court approved a seven-year-old girl's donation of a kidney to her identical twin sister after experts and family testified to the close bond between the two. Conversely, a mother successfully fought to prevent testing of her three-and-a-half-year-old twins for a possible bone marrow transplant for a half brother because the children had only met the boy twice and were unaware that he was their brother.Married or emancipated minors, including those in the Armed Services, are capable of giving their own consent. Emancipated means that the minor is self-supporting and lives independently of parents and parental control. In addition, under a theory known as the mature minor doctrine, certain minors may consent to treatment without first obtaining parental consent. If the minor is capable of understanding the nature, extent, and consequences of medical treatment, he or she may consent to medical care. Such situations typically involve older minors and treatments for the benefit of the minor (i.e., not organ transplant donors or blood donors) and usually involve relatively low-risk procedures. In recent years, however, some minors have sought the right to make life- or-death decisions. In 1989, a state court first recognized that a minor could make such a grave decision. A 17-year-old leukemia patient refused life-saving blood transfusions based on a deeply held, family-shared religious conviction. A psychologist testified that the girl had the maturity of a 22-year-old. Ironically, the young woman won her right to refuse treatment but was alive and healthy when the case was finally decided. She had been transfused before the slow judicial process needed to decide such a difficult question led to a ruling in her favor.Some state statutes specifically provide that minors may give consent in certain highly charged situations, such as cases of venereal disease, pregnancy, and drug or alcohol abuse. A minor may also overrule parental consent in certain situations. In one case, a mother gave consent for an Abortion for her 16-year-old unemancipated daughter, but the girl disagreed. A court upheld the daughter's right to withhold consent.Courts often reach divergent outcomes when deciding whether to interfere with a parent's refusal to consent to a non-life-threatening procedure. One court refused to override a father's denial of consent for surgery to repair his son's harelip and cleft palate. But a different court permitted an operation on a boy suffering from a severe facial deformity even though his mother objected on religious grounds to the accompanying blood transfusion. In another case, a child was ordered to undergo medical treatments after the parents unsuccessfully treated the child's severe burns with herbal remedies.Courts rarely hesitate to step in where a child's life is in danger. To deny a child a beneficial, life-sustaining treatment constitutes child neglect, and states have a duty to protect children from neglect. One case involved a mother who testified that she did not believe that her child was HIV positive, despite medical evidence to the contrary. The court ordered treatment, including AZT, for the child. Many other cases involve parents who want to treat a serious illness with nontraditional methods or whose religious beliefs forbid blood transfusions. Cases involving religious beliefs raise difficult questions under the First Amendment's Free Excise of Religion Clause, Common Law, statutory rights of a parent in raising a child, and the state's traditional interest in protecting those unable to protect themselves.When a child's life is in danger and parental consent is withheld, a hospital seeks a court-appointed guardian for the child. The guardian, often a hospital administrator, then consents to the treatment on behalf of the child. In an emergency case, a judge may make a decision over the telephone. In some cases, doctors may choose to act without judicial permission if time constraints do not allow enough time to reach a judge by telephone.In 1982, a six-day-old infant with Down's syndrome died after a court approved a parental decision to withhold life-saving surgery. The child had a condition that made eating impossible. The baby was medicated but given no nourishment. The public furor over the Baby Doe case eventually helped spur the department of health and human services to create regulations delineating when treatment may be withheld from a disabled infant. Treatment may be withheld if an infant is chronically and irreversibly comatose, if such treatment would merely prolong dying or would otherwise be futile in terms of survival of the infant, or if such treatment would be virtually futile in terms of survival and the treatment would be inhumane under these circumstances.Although courts overrule parental refusal to allow treatment in many instances, far less common are cases where a court overrides an otherwise competent adult's denial of consent. The cases where courts have compelled treatment of an adult usually fall into two categories: when the patient was so physically weak that the court ruled that the patient could not reflect and make a choice to consent or refuse; or when the patient had minor children, even though the patient was fully competent to refuse consent. The possible civil or criminal liability of a hospital might also factor into a decision. A court typically will not order a terminally ill patient to undergo treatments to prolong life.Informed ConsentSimply consenting to treatment is not enough. A patient must give informed consent. In essence, informed consent means that before a doctor can treat or touch a patient, the patient must be given some basic information about what the doctor proposes to do. Informed consent has been called the most important legal doctrine in patients' rights.State laws and court decisions vary regarding informed consent, but the trend is clearly toward more disclosure rather than less. Informed consent is required not only in life-or-death situations but also in clinic and outpatient settings as well. A healthcare provider must first present information regarding risks, alternatives, and success rates. The information must be presented in language the patient can understand and typically should include the following:A description of the recommended treatment or procedure; A description of the risks and benefits—particularly exploring the risk of serious bodily disability or death; A description of alternative treatments and the risks and benefits of alternatives; The probable results if no treatment is undertaken; The probability of success and a definition of what the doctor means by success; Length and challenges of recuperation; and Any other information generally provided to patients in this situation by other qualified physicians. Only material risks must be disclosed. A material risk is one that might cause a reasonable patient to decide not to undergo a recommended treatment. The magnitude of the risk also factors into the definition of a material risk. For example, one would expect that a one in 10,000 risk of death would always be disclosed, but not a one in 10,000 risk of a two-hour headache.Plastic surgery and vasectomies illustrate two areas where the probability of success and the meaning of success should be explicitly delineated. For example, a man successfully sued his doctor after the doctor assured him that a vasectomy would be 100 percent effective as Birth Control; the man's wife later became pregnant. Because the only purpose for having the procedure was complete sterilization, a careful explanation of probability of success was essential.Occasionally, informed consent is not required. In an emergency situation where immediate treatment is needed to preserve a patient's health or life, a physician may be justified in failing to provide full and complete information to a patient. Moreover, where the risks are minor and well known to the average person, such as in drawing blood, a physician may dispense with full disclosure. In addition, some patients explicitly ask not to be informed of specific risks. In this situation, a doctor must only ascertain that the patient understands that there are unspecified risks of death and serious bodily disabilities; the doctor might ask the patient to sign a waiver of informed consent.Finally, informed consent may be bypassed in rare cases in which a physician has objective evidence that informing a patient would render the patient unable to make a rational decision. Under these circumstances, a physician must disclose the information to another person designated by the patient.Informed consent is rarely legally required to be in writing, but this does provide evidence that consent was in fact obtained. The more specific the consent, the less likely it will be construed against a doctor or a hospital in court. Conversely, blanket consent forms cover almost everything a doctor or hospital might do to a patient without mentioning anything specific and are easily construed against a doctor or hospital. However, blanket forms are frequently used upon admission to a hospital to provide proof of consent to noninvasive routine hospital procedures such as taking blood pressure. A consent form may not contain a clause waiving a patient's right to sue, unless state law provides for binding Arbitration upon mutual agreement. Moreover, consent can be predicated upon a certain surgeon doing a surgery. It can also be withdrawn at any time, subject to practical limitations.Right to TreatmentIn an emergency situation, a patient has a right to treatment, regardless of ability to pay. If a situation is likely to cause death, serious injury, or disability if not attended to promptly, it is an emergency. Cardiac arrest, heavy bleeding, profound shock, severe head injuries, and acute psychotic states are some examples of emergencies. Less obvious situations can also be emergencies: broken bones, fever, and cuts requiring stitches may also require immediate treatment.Both public and private hospitals have a duty to administer medical care to a person experiencing an emergency. If a hospital has emergency facilities, it is legally required to provide appropriate treatment to a person experiencing an emergency. If the hospital is unable to provide emergency services, it must provide a referral for appropriate treatment. Hospitals cannot refuse to treat prospective patients on the basis of race, religion, or national origin, or refuse to treat someone with HIV or AIDS.In 1986, Congress passed the Emergency Medical Treatment and Active Labor Act (EMTALA) (42 U.S.C.A. § 1395dd), which established criteria for emergency services and criteria for safe transfer of patients between hospitals. This statute was designed to prevent "patient dumping," that is, transferring undesirable patients to another facility. The law applies to all hospitals receiving federal funds, such as Medicare (almost all do). The law requires hospitals to provide a screening exam to determine if an emergency condition exists, provide stabilizing treatment to any emergency patient or to any woman in active labor before transfer, and continue treatment until a patient can be discharged or transferred without harm. It also delineates strict guidelines for the transfer of a patient who cannot be stabilized. A hospital that negligently or knowingly and willfully violates any of these provisions can be terminated or suspended from Medicare. The physician, the hospital, or both can also be penalized up to $50,000 for each knowing violation of the law.One of the first cases brought under EMTALA involved a doctor who transferred a woman in active labor to a hospital 170 miles away. The woman delivered a healthy baby during the trip, but the doctor was fined $20,000 for the improper transfer of the woman. In addition to federal laws such as EMTALA, states may also impose by regulation or statute a duty on hospitals to administer emergency care.There is no universal right to be admitted to a hospital in a nonemergency situation. In nonemergency cases, admission rights depend largely on the specific hospital, but basing admission on ability to pay is severely limited by statutes, regulations, and judicial decisions. For example, most hospitals obtained financial assistance from the federal government for construction; these hospitals are required to provide a reasonable volume of services to persons unable to pay. The amount of services to be provided is set by regulation, and the obligation continues for 20 years after construction is completed. Patients must be advised of the hospital's obligation under the law, or the hospital may be foreclosed from suing to collect on the bill. In addition, many states prohibit hospitals from denying admission based solely on inability to pay; some courts have made similar rulings against public hospitals based on hospital chartersand public policy reasons. Hospitals are also prohibited from requiring a deposit from a Medicare or Medicaid patient.Once a patient has been duly admitted to a hospital, she or he has a right to leave at any time, or the hospital could be liable for False Imprisonment. This is so even if the patient has not paid the bill or if the patient wants to leave against all medical advice. In rare cases, such as contagious disease cases, public health authorities may have state statutory or regulatory authority to quarantine a patient. In addition, state laws governing involuntary commitment of the mentally ill may be used to prevent a person of unsound mind from leaving the hospital if a qualified psychiatrist determines that the person is a danger to himself or herself or to the lives of others.A doctor familiar with a patient's condition determines when a patient is ready for discharge and signs a written order to that effect. If the patient disagrees with a decision to discharge, she or he has the right to demand a consultation with a different physician before the order is carried out. The decision to discharge must be based solely on the patient's medical condition and not on nonpayment of medical bills.In the mid-1990s, concern over maternity patients being discharged just a few hours after giving birth prompted legislation at both the state and federal levels. In September 1996, President bill clinton signed a law ensuring a 48-hour hospital stay for a woman who gives birth vaginally and a 96-hour stay for a woman who has a caesarean section, unless the patient and the doctor agree to an earlier discharge. A number of state legislatures have passed similar laws as well.With the rise of Managed Care and Health Maintenance Organizations (HMOs), patients faced new issues involving the right to treatment. HMOs may deny authorization for expensive or experimental treatments, or for treatments provided outside the network of approved physicians. HMOs contend that they must control costs and make decisions that benefit the largest number of members. In response, state legislatures have enacted HMO regulations that seek to give patients a process for appealing the denial of benefits. The HMOs have opposed these measures and have vigorously defended their denial of benefits in court.In Moran v. Rush Prudential HMO, Inc., 536 U.S. 355, 122 S.Ct. 2151, 153 L.Ed.2d 375 (2002), the Supreme Court in a 5–4 decision upheld an Illinois law that required HMOs to provide independent review of disputes between the primary care physician and the HMO. The law mandated that the HMO must pay for services deemed medically necessary by the independent reviewer. Most importantly, the court ruled that the federal Employee Retirement Income Security Act (ERISA) did not preempt the Illinois law. ERISA is an extremely complex and technical set of provisions that seek to protect employee benefit programs. The decision was significant because it empowered other states to enact similar laws that give patients more rights in obtaining treatmentMedical ExperimentationMedical progress and medical experimentation have always gone hand in hand, but patients' rights have sometimes been ignored in the process. Sometimes patients are completely unaware of the experimentation. Experimentation has also taken place in settings in which individuals may have extreme difficulty asserting their rights, such as in prisons, mental institutions, the military, and residences for the mentally disabled. Legitimate experimentation requires informed consent that may be withdrawn at any time.Some of the more notorious and shameful instances of human experimentation in the United States in the twentieth century include a 1963 study in which terminally ill hospital patients were injected with live cancer cells to test their immune response; the Tuskegee Syphilis Study, begun before World War II and continuing for 40 years, in which effective treatment was withheld from poor black males suffering from syphilis so that medical personnel could study the natural course of the disease; and a study where developmentally disabled children were deliberately infected with hepatitis to test potential vaccines.Failure to obtain informed consent can arise even when consent has ostensibly been obtained. The California Supreme Court ruled in 1990 that a physician must disclose preexisting research and potential economic interests that may affect the doctor's medical judgment (Moore v. Regents of the University of California, 51 Cal. 3d 120, 793 P. 2d 479). The case involved excision of a patient's cells pursuant to surgery and other procedures to which the patient had consented. The surgery itself was not experimental; the experimentation took place after the surgery and other procedures. The cells were used in medical research that proved lucrative to the doctor and medical center.Patients in teaching hospitals are frequently asked to participate in research. Participants do not surrender legal rights simply by agreeing to cooperate and validly obtained consent cannot protect a researcher from Negligence.In hospitals, human experimentation is typically monitored by an institutional review board (IRB). Federal regulation requires IRBs in all hospitals receiving federal funding. These boards review proposed research before patients are asked to participate and approve written consent forms. IRBs are meant to ensure that risks are minimized, the risks are reasonable in relation to anticipated benefits, the selection of subjects is equitable, and informed consent is obtained and properly documented. Federal regulations denominate specific items that must be covered when obtaining informed consent in experimental cases. IRB approval never obligates a patient to participate in research.Advance Medical DirectivesEvery state has enacted advance medical directive legislation, but the laws vary widely. Advance medical directives are documents that are made at a time when a person has full decision-making capabilities and are used to direct medical care in the future when this capacity is lost. Many statutes are narrowly drawn and specify that they apply only to illnesses when death is imminent rather than illnesses requiring long-term life support, such as in end-stage lung, heart, or kidney failure; multiple sclerosis; paraplegia; and persistent vegetative state.Patients sometimes use living wills to direct future medical care. Most commonly, living wills specify steps a patient does not want taken in cases of life-threatening or debilitating illness, but they may also be used to specify that a patient wants aggressive resuscitation measures used. Studies have shown that living wills often are not honored, despite the fact that federal law requires all hospitals, nursing homes, and other Medicare and Medicaid providers to ask patients on admission whether they have executed an advance directive. Some of the reasons living wills are not honored are medical personnel's fear of liability, the patient's failure to communicate his or her wishes, or misunderstanding or mismanagement by hospital personnel.Another way individuals attempt to direct medical care is through a durable Power of Attorney. A durable power of attorney, or proxy decision maker, is a written document wherein a person (the principal) designates another person to perform certain acts or make certain decisions on the principal's behalf. It is called durable because the power continues to be effective even after the principal becomes incompetent or it may only take effect after the principal becomes incompetent. As with a Living Will, such a document has little power to compel a doctor to follow a patient's desires, but in the very least it serves as valuable evidence of a person's wishes if the matter is brought into court. A durable power of attorney may be used by itself or in conjunction with a living will.When advance medical directives function as intended and are honored by physicians, they free family members from making extremely difficult decisions. They may also protect physicians. Standard medical care typically requires that a doctor provide maximum care. In essence, a living will can change the standard of care upon which a physician will be judged and may protect a physician from legal or professional repercussions for withholding or withdrawing care.Right to DieA number of cases have addressed the right to refuse life-sustaining medical treatment. Broadly speaking, under certain circumstances a person may have a right to refuse life-sustaining medical treatment or to have life-sustaining treatment withdrawn. On the one side in these cases is the patient's interest in autonomy, privacy, and bodily integrity. This side must be balanced against the state's traditional interests in the preservation of life, prevention of suicide, protection of dependents, and the protection of the integrity of the medical profession.In in re quinlan, 355 A.2d 647 (1976), the New Jersey Supreme Court permitted withdrawal of life-support measures for a woman in a persistent vegetative state, although her condition was stable and her life expectancy stretched years into the future. Many of the emotional issues the country struggles with in the early 2000s were either a direct result of or were influenced by this case, including living wills and other advance medical directives, the right to refuse unwanted treatment, and physician-assisted suicide.The first U.S. Supreme Court decision addressing the difficult question regarding the removal of life support was Cruzan v. Director, Missouri Department of Health, 497 U.S. 261, 110 S. Ct. 2841, 111 L. Ed. 2d 224 (1990). Cruzan involved a young woman rendered permanently comatose after a car accident. Her parents petitioned to have her feeding tube removed. The Supreme Court ruled that the evidence needed to be clear and convincing that the young woman had explicitly authorized the termination of treatment prior to becoming incompetent. The Court ruled that the evidence had not been clear and convincing, but upon remand to the state court the family presented new testimony that was deemed clear and convincing. The young woman died 12 days after her feeding tube was removed.The Supreme Court decided two right-todie cases in 1997, Quill v. Vacco, 521 U.S. 793, 117 S.Ct. 2293, 138 L.Ed.2d 834 (1997), and Washington v. Glucksberg, 521 U.S. 702, 117 S.Ct. 2258, 138 L.Ed.2d 772 (1997). In Glucksberg, the appellate courts in New York and Washington had struck down laws banning physician-assisted suicide as violations of Equal Protection and due process, respectively. The Supreme Court reversed both decisions, finding no constitutional right to assisted suicide, thus upholding states' power to ban the practice.Though both cases were considered together, Glucksberg was the key right-to-die decision. Dr. Harold Glucksberg and three other physicians sought a Declaratory Judgment that the state of Washington's law prohibiting assisted suicide was unconstitutional as applied to terminally ill, mentally competent adults. The Supreme Court voted unanimously to sustain the Washington law, though five of the nine justices filed concurring opinions in Quill and Glucksberg. Chief Justice william rehnquist, writing for the Court, based much of his analysis on historical and legal traditions. The fact that most western democracies make it a crime to assist a suicide was backed up by over 700 years of Anglo-American common-law tradition that has punished or disapproved of suicide or assisting suicide. This "deeply rooted"opposition to assisted suicides had been reaffirmed by the Washington legislature in 1975 when the current prohibition had been enacted and again in 1979 when it passed a Natural Death Act. This law declared that the refusal or withdrawal of treatment did not constitute suicide, but it explicitly stated that the act did not authorize Euthanasia.The doctors had argued that the law violated the Substantive Due Process component of the Fourteenth Amendment. Unlike procedural due process which focuses on whether the right steps have been taken in a legal matter, substantive due process looks to fundamental rights that are implicit in the amendment. For the Court to recognize a fundamental liberty, the liberty must be deeply rooted in U.S. history and it must be carefully described. The Court rejected this argument because U.S. history has not recognized a "right to die" and therefore it is not a fundamental right. Employing the Rational Basis Test of constitutional review, the Court concluded that the law was "rationally related to legitimate government interests" and thus passed constitutional muster.Privacy and ConfidentialityConfidentiality between a doctor and patient means that a doctor has the express or implied duty not to disclose information received from the patient to anyone not directly involved with the patient's care. Confidentiality is important so that healthcare providers have knowledge of all facts, regardless of how personal or embarrassing, that might have a bearing on a patient's health. Patients must feel that it is safe to communicate such information freely. Although this theory drives doctor-patient confidentiality, the reality is that many people have routine and legitimate access to a patient's records. A hospital patient might have several doctors, nurses, and support personnel on every shift, and a patient might also see a therapist, nutritionist, or pharmacologist, to name a few.The law requires some confidential information to be reported to authorities. For example, birth and death certificates must be filed; Child Abuse cases must be reported; and infectious, contagious, or communicable diseases must be reported. In addition, confidential information may also be disclosed pursuant to a judicial proceeding or to notify a person to whom a patient may pose a danger.In spite of the numerous exceptions to the contrary, patients legitimately demand and expect confidentiality in many areas of their treatment. Generally speaking, patients must be asked to consent before being photographed or having others unrelated to the case (including medical students) observe a medical procedure; they have the right to refuse to see anyone not connected to a hospital; they have the right to have a person of the patient's own sex present during a physical examination conducted by a member of the opposite sex; they have the right to refuse to see persons connected with the hospital who are not directly involved in the patient's care and treatment (including social workers and chaplains); and they have the right to be protected from having details of their condition made public.A patient owns the information contained in medical records, but the owner of the paper on which they are written is usually considered the actual owner of the records. The patient's legal interest in the records generally means that the patient has a right to see the records and is entitled to a complete copy of them. The patient's rights are subject to reasonable limitations such as requiring inspection and copying to be done on the doctor's premises during working hours.Federal Patients' Bill of RightsDissatisfaction with an expanding corporate healthcare industry dominated by profit margins has spawned numerous reform ideas. One idea that has gained a foothold is a patients' federal Bill of Rights. In 1997, President Bill Clinton appointed an Advisory Commission on Consumer Protection and Quality in the Health Care Industry. The commission was directed to propose a "consumer bill of rights." The 34-member commission developed a bill of rights that identified eight key areas: information disclosure, choice of providers and plans, access to emergency service, participation in treatment decisions, respect and nondiscrimination, confidentiality of health information, complaints and appeals, and consumer responsibilities.The proposed rights include: the right to receive accurate, easily understood information in order to make informed health care decisions; the right to a choice of healthcare providers that is sufficient to ensure access to appropriate high-quality health care; the right to access emergency healthcare services; the right and responsibility to fully participate in all decisions related to their health care; the right to considerate, respectful care from all members of the healthcare system at all times and under all circumstances; the right to communicate with healthcare providers in confidence and to have the confidentiality of their individually identifiable healthcare information protected; the right to a fair and efficient process for resolving differences with their health plans, healthcare providers, and the institutions that serve them; and the responsibility of consumers to do their part in protecting their health. This bill of rights has been debated in Congress and there are bipartisan areas of agreement, but, as of 2003, no final action has taken on enacting a set of rights into federal law.

http://www.health.state.mn.us/divs/fpc/consumerinfo/mn_pts_rights_eng_reg.pdf


Filing complaint with the hospital

Failure to provide an interpreter 
Malpractice
Overcharging
HIPPA violations
www.health.state.mn.us/clearinghouse/complaints.h
tml

Tips for effective complaints
Seek an advocate to help

Presenter
Presentation Notes
Add stories: Hearing aids in glass, deaf janitor for an interpreter (rely on staff that knows the language)

http://www.health.state.mn.us/clearinghouse/complaints.html
http://www.health.state.mn.us/clearinghouse/complaints.html


Grading Hospitals

www.healthgrades.com
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Working with Interpreters:
The Americans With Disabilities Act

Key Words to Understand
Effective Communication
Qualified Interpreter
Undue Burden
Impartiality
Reasonable Accommodation: Who
decides?



Working with Interpreters:
Impartiality

The interpreter’s role is to facilitate communication between 
Deaf Patient and Doctor. 

The interpreter is not a participant or a witness in any 
discussions between the Deaf Patient and the Doctor.

Sometimes the Deaf Patient asks an interpreter for his/her 
own opinion. For example: “Should I have this surgery?”

Use of family members (or friends) to interpret not 
recommended



Working with Interpreters:
Waiting & Examination Room

Meeting the interpreter for the first time

How much information should be                  
exchanged?

Should the interpreter stay with you?



Working with Interpreters:
Cancellation Fees at Doctors’ Office

Canceling an interpreter will result in full fee
Who pays?
What does the ADA say? 



Advanced Directives

Important for end-of-life situations 
Written instructions showing how you want 
future medical decisions made
Only if you are unable to communicate or 
make decisions yourself
Orders health care professionals to follow 
these wishes
For help, contact CHW 



Aggressive care

CPR 
Intubation
Shock 
Feeding Tubes
Intravenous fluids

http://02varvara.files.wordpress.com/2009/02/icu1.jpg



Cardiopulmonary Resuscitation (CPR)

What is the survival rate when a person gets 
CPR for the following situation:

Person is elderly

Less than 5%
Person has severe chronic disease

Less than 1%
Person is hospitalized

15%
TV shows like “ER” or “Grey’s Anatomy”

66%
www.compassionandsupport.org/.../death_dying

http://www.compassionandsupport.org/.../death_dying


Cardiopulmonary Resuscitation (CPR)

Low survival rate for older individuals with 
severe illnesses
Risk of CPR increases with age

Broken ribs
Punctured lungs
Bruises



Intubation

http://www.aurorahealthcare.org/healthgate/images/FI00029_96472_1.jpeg

Intubation often leads to mechanical    
ventilator (“machine breathes for you”)
Can be difficult to get off of machine
Sedation (placed asleep)



Shock
Also known as defibrillation
Effective
Can leave a burn on body

http://cdn.24.com/files/Cms/General/d/94/f600cd49d6bc4d5f8fe9bf442f14a9ee.jpg



Want to avoid Aggressive Care?
Plan Ahead!

Accept our own mortality
Discuss with family & your doctor
Less costly
More peaceful, more humane care
Hospice care
Palliative care: relief suffering
Better quality of life



Hospice

Provides comfort and support to patients who are dying
Provides support for families of dying patients

Counseling for grieving

Goal is to improve quality of life of dying patient
Provides all types of care but focuses on pain control
Most hospices take place in the home or at nursing homes 
(not hospitals)



Dying

Be careful with the meaning of word, “Dying” 
to avoid embarrassing miscommunications 
that someone has died



Community Health Workers
http://www.deafchw.org/

http://www.deafchw.org/


Taking Care of Yourself

www.urmc.edu/ncdhr
www.deafmd.org
www.deafdoc.com
Obesity is significant problem for 

Deaf Community  

http://www.urmc.rochester.edu/ncdhr/links/
http://www.deafmd.org
http://www.deafdoc.com
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