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Cases used for Rush AC neuroscience 
course and UVa neurology clerkship  

1. Multiple sclerosis 

2. Guillain-Barré syndrome 

3. Patient with breast cancer and epidural abscess 

4. Apparent coma due to locked-in syndrome 

5. Seizure due to meningioma 

6. Dementia due to Jakob-Creutzfeldt syndrome 

7. Tremor due to Wilson’s disease 

8. Migraine 



















Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Selecting cases for teaching 

• Any case is good for teaching something 

– Select your teaching points 

– Riff on your student’s questions and responses 



Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Presenting cases to students 

• In a classroom 

– Pros: you can change the history, exam, lab data, 
treatment 

– Cons: not as immediate as a bedside presentation 

• At the bedside 

– Pros: real life; patient may be able to participate, 
answering questions you didn’t anticipate 

– Cons: real life is messy 



Objectives 

• Selecting cases for teaching 

• Presenting cases to students 

• Facilitating students’ presentations of cases to 
a group 



Facilitating students’ presentations 
of cases to a group 

• With preparation 

– Do all students get the case in advance, or just the 
presenter? 

– Should you coach the student? 

• Paper case 

• Live case 

• Without preparation 

– Paper case 

– Live case 

 



Does it matter whether education 
is case-based or lecture based? 

• Are they better practitioners throughout their 
careers? 

• How do they perform on standardized tests? 

















Professional Virtue  

and the Root of Inner Wisdom 

The Rev. Clayton L. Thomason, J.D., M.Div. 

Bishop Anderson Professor of Religion & Ethics in Medicine 

Chair, Dept. of Religion, Health & Human Values 

Director, Program in Healthcare Ethics 

Rush University Medical Center 

clayton_thomason@rush.edu 

http://www.rushu.rush.edu/rhhv 

 



Objectives 

 At the conclusion of this activity learners 

will be able to: 

 Distinguish role-specific professional 

obligations and ethical principles. 

 Differentiate principlism from virtue ethics in 

professional life. 

 Engage in reflection, dialogue and praxis on 

one’s professional ethical commitments. 

 I have no conflicts of interest to disclose. 

 



Thomas Merton 

3 

1915-1968 



What’s at Stake 

“The rush and pressure of modern life are a form ... 

of … innate violence.  To allow oneself to be 

carried away by a multitude of conflicting 

concerns, to surrender to too many demands, to 

commit oneself to too many projects, to want to 

help everyone in everything is to succumb to 

violence. The frenzy of the activist ... destroys the 

fruitfulness of his own work because it kills the 

root of inner wisdom which makes work fruitful.” 

Thomas Merton, Conjectures of a Guilty Bystander  
(New York: Doubleday, 1966, p. 86.) 



Human Person as: 

BIO 

PSYCHO 

SOCIAL 

SPIRITUAL 

 

Hiatt J.  Spirituality , Medicine and Healing.  South Med J 1986; 79:736-743. 



Features of a Profession 

 Training 

 Intellectual Rigor 

 Service 

 Other Features 

 Licensure 

 Professional Autonomy 

 Monopoly granted 

 Self-regulated 



Professional Ethics 

 Normative Standards 

 Consulting vs. Scholarly Professions 

 Professional Values Codified 

 AMA, ABA, ANA Codes of Ethics, Standards 

of Practice, e.g. 

 Your Professional Code . . . 

 Ethical Principles 

 To fill the gaps/ make the rules 



Professionalization Values 

 Praxis between  

 Principles/Rules 
 “talking the talk” 

 Character/Virtue 
 “walking the walk” 

 Education & Training 

 Technical Competence 

 Service vs. Profit 
 



Bioethics 
Principles 

 Autonomy 

 

 Nonmaleficence 
 

 Beneficence 
 

 Justice 
 

Beauchamp TL and Childress JF .  

Principles of Biomedical Ethics Bioethics, 3rd Ed. 

(New York: Oxford, 1989) 

 

Other Values 

 Community/ 
Relationality 

 Caring, kindness, 
devotion, compassion 

 Love, altruism, 
sacrifice, conscience 

 Preferential option for 
weak, poor 

 

Based on Meilander G. Body, Soul and Bioethics  

(South Bend, IN: Notre Dame Press, 1995) 



Role Accountability 

 Patient/Client = 1: The person who comes to you 
seeking your services 

 Employer/Payor: The person or entity who 
purchases your services 

 Other Professionals/Professional 
Community 

 Family 

 Society 

 Self 



Two Ethical Questions 

 What ought to be done in this situation, all things 

considered? 

 “Snapshot ethics” 

 Main focus of professional ethics 

 How ought I live a life of moral excellence in my 

chosen profession? 

 “Video ethics” 

 Main focus of professionalism 

 “Virtue Ethics” 



What Are Virtues? 

 Excellence in  function (Aristotle) 
 “Habits of the Heart” (Bellah) 

 Human, professional behaviors 

 Virtue as Practice (praxis) 

 Represent core moral values 

 One tries to live a life so that one’s daily 
behavior exemplifies those core values 

 “Obituary test”  
 (inherently biographical view)  



Classical Virtues 

 Cardinal Virtues (Plato) 

 Prudence 

 Justice 

 Temperance 

 Fortitude/Courage 

 Theological Virtues (Paul/Augustine) 

 Faith 

 Hope 

 Love 



A Caution from Merton 

“Some of the most virtuous [people] in the 

world are also the bitterest and most 

unhappy because they have 

unconsciously come to believe that all 

their happiness depends on their being 

more virtuous than [others].” 

Thomas Merton, New Seeds of Contemplation 

(New York: Doubleday 1962) 



Values & Personal Meaning 

 Identity/Integrity 

 Community 

 Connectedness 

 Intimacy/Trust 

 Forgiveness 

 Truth 

 Freedom 

 Service 

 Generosity 

 Magnanimity 

 Humility 

 Self-Care 

 Healing 

 Compassion 

 etc. . . . 



The Virtuous Student/Clinician 
 
 

 

 

 

   Competence  
 
   Honesty    Compassion  
      
 Respect for   Professional  
   Others       Responsibility  
      

Social  
 Responsibility 

 

http://www.chm.msu.edu/chmhome/medicaleducation/2a1over.htm#Professional 
 

http://www.chm.msu.edu/chmhome/medicaleducation/2a1over.htm#Professional


The Ethical Professional . . . 

Practice of 

Reflection 

Dialogue 

Praxis 



A Famous Musician 

 “If I don’t practice for one day, I know it. If I 

don’t practice for two days, the critics 

know it. If I don’t practice for three days, 

the audience knows it.” 

 “Fine discernment” and virtue 



Fine Discernment 

 Virtue ideally involves doing the right thing, in 
the right way, for the right reasons, with the right 
attitude 

 Like becoming a music virtuoso, achieving 
optimal virtue is a life-long project of becoming 

 Irony: The more virtuous one is, the better one 
can detect even slight lapses 



Merton on Fine Discernment 

“A great deal of virtue and piety is simply the easy 

price we pay in order to justify a life that is 

essentially trifling. Nothing is so cheap as the 

evasion purchased by just enough good conduct 

to make one pass as a "serious person” . . . 

But it is precisely this idea that a serious life 

demands "time to live" that is the root of our 

trifling.” 

Thomas Merton, Conjectures of a Guilty Bystander  
(New York: Doubleday, 1966) 



Your Work as: 

 JOB 

 

 CAREER 

 

 PROFESSION 

 

 VOCATION 



“Ethics: Dealing with questions 

 that don’t have an answer” 

Clayton L. Thomason, J.D., M.Div. 
Bishop Anderson Professor of Religion & Ethics in Medicine 

Chair, Dept. of Religion, Health & Human Values 

Director, Program in Healthcare Ethics 

Rush University Medical Center 

Clayton_Thomason@rush.edu 

>
 



Objectives 

1. Identify major sources of moral beliefs in health care ethics. 

2. Distinguish between medical certainty and moral certainty. 

3. Distinguish between moral disagreement and moral 

relativism. 

4. Assess the importance of reason to moral argument in 

health care ethics. 

 

I have no conflict of interest to disclose. 
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Moral Reasoning 

Moral WORLDVIEW 
 

Moral THEORY 
 

Moral PRINCIPLES 
 

Ethical RULES 
 

ACTS 



Principles of Bioethics 

 Autonomy 

 

 Nonmaleficence 

 

 Beneficence 

 

 Justice 

Beauchamp TL and Childress JF . Principles of Biomedical Ethics, 3rd Ed. 
(New York: Oxford, 1989 



Moral Theory: What’s Right-

making? 

 Deontological Theories 

 Teleological Theories 

5 



Ethical Tensions between . . . 

 Clinical Ethics 

 Based on principle of Respect for Patient 

Autonomy, benevolence, nonmaleficence 

 Focus on best interests of individual patient 

 Public Health Ethics 

 Based on Justice, fairness, communitarian 

values 

 Focus on best interests of society at large 



Hard Choices 

 Easier: Good vs. Bad Outcomes 

 Harder: Good vs. Good Outcomes 

 Hardest: Bad vs. Bad Outcomes 

7 

 

Harder 

 

Easier 

 

 

Easier 

 

 

Hardest 

+ 

+ 

- 

- 



Four Topics:  

Case Analysis in Clinical Ethics 

 

MEDICAL INDICATIONS 

 

PATIENT 

PREFERENCES 

 

QUALITY OF LIFE 

 

CONTEXTUAL 

FEATURES 

Albert R. Jonsen, Mark Siegler, William J. Winslade, Clinical Ethics: A Practical Approachto Ethical 

Decisions in Clinical Medicine, 6th Ed. (New York: McGraw-Hill,2006).  



Six Steps: a Process for Ethical 

Decision-Making 

Ruth Purtilo. 2005. Ethical Dmensions in the Health Professions (4th ed.) Philadelphia: Elsevier 
Saunders. 

1 Get the Story Straight -- Gather relevant 
information 

2 Identify the Type of Ethical Problem 
3 Use Ethics Theories or Approaches to 

Analyze the Problem(s) 
4 Explore the Practical Alternatives 
5 Complete the Action 
6 Evaluate the Process and Outcome 
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Some Ethical Issues in 

Healthcare 

 Confidentiality, Truth-telling, Trust 

 Decision-making Capacity, Competence 

 Informed Consent- Treatment, Research 

 Refusal of Treatment 

 Research Ethics 

 Futility, Medically Inappropriate Treatment 

 Withholding, Withdrawing Treatment 

 Euthanasia, Physician-Assisted Dying 

 Advance Directives 

 Palliative Care, Hospice, End-of-Life Care 

 Special Populations 
 Pediatrics, Disabled, ICU, etc. 

cf., http://www.bioethics.net 

 

http://www.bioethics.net/
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Best Practices: Healthcare Ethics 

Committees (HEC) 

 Interprofessional 

 Diverse perspectives in complex cases 

 Ethical issues are the business of everyone who 

cares for patients 

 Give voice to the practical wisdom of 

experienced clinicians as well as lay members 

 Forum for new, unusual cases, or in absence of 

policy or policy exceptions 

cf., Aulisio MP. Ethics committees and consultation. In: Post SG, ed. 

Encylopedia of Bioethics. 3rd ed. New York, NY: Macmillan Reference USA; 

2003:841-847. 



12 

Goals of Ethics Consultation 

 Help resolve uncertainty and 

disagreements over ethical issues in 

clinical care 

 ex.) Ethics consultations in ICU cases 

involving value conflict reduce length of 

hospitalization and are viewed as helpful by 

family members 

 JAMA 2003;290(9):1166-1172 
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Best Practices:  

Integrated Ethics Program 

 Ethics Consultation 

Responding to clinical ethics concerns 

 Preventive Ethics 

Addressing healthcare ethics on system 

level 

 Institutional/Organizational Ethics 

Fostering a positive healthcare 

environment 

National Center for Ethics in Healthcare, VHA. Integrated Ethics: 

Improving ethics quality in healthcare. 2006. http://www.vaww.va.gov/vhaethics 

. 

http://www.vaww.va.gov/vhaethics


The Ethical Professional . . . 

 Clinical Competence 

 Ability to act in ways that advance the 
best interests of the patients entrusted to 
their care 

 Ability to hold themselves and their 
colleagues accountable for their practice 

 Ability to work collaboratively to advocate 
for patients 



. . . The Ethical Professional 

 Ability to mediate ethical conflict among 
the patient, family, heath care team, 
payers, and other interested parties 

 Ability to recognize the ethical 
dimensions of practice and identify and 
respond to ethical problems 

 Ability to critique new health care 
technologies and changes 

Taylor C. What it means to be ethical.  
Case Management Advisor 1999; 141. 



The Ethical Professional 

practices . . . 

16 

Dialogue 

Praxis 

Reflection 
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Resources

• Primary care provider

• EAP

• Counseling Center Students & house staff
312/942-3687 

Employee, student, family
(800) 292-2780

www.ers-eap.com

User Name: rush

Password:   rush

http://www.ers-eap.com/




Shanafelt 2015

2011 2014



Physician  Burnout Relative to US Population

Burnout 48.8%  vs    28.4% <.001

Suicidal ideation past 12 mo.      7.2%         vs    4.0%.           <.001

Work schedule leaves me enough time for my personal/family life:

Strongly agree 7.6%         vs    22.8%         <.001

Shanafelt 2015

(n =7288)   





Why?



How do you spend your time?

Sinsky et al. 2016
57 physicians  - after hours diary

For every 1 hour  direct clinical face time with patients,
2 additional hours is spent on EHR and desk work

Another       1 to 2 hours of personal time each night doing 
additional computer & other clerical work. 

AMA  2013               Physicians average 37 PA/week
Average 16.5 hrs/week all staff time 



Sinskey. 2015



• Increased performance measurement

• Increasing complexity of medical care, medical knowledge 

• Electronic health records (EHRs)

• Patient care vs documentation

• Low control/ high responsibility

• Work load - # patients, turnover, hours - “fictive schedule”

• Loss of  autonomy – schedule, practice setting, decisions                             



Work Engagement 

Halbesleben 2010



• Sleep deprivation

• Imbalance between personal and professional life

• Lack of supports- in and out of work

• Lack of self care  (but also part of systemic culture)



Nuhait M  2017

Culture - Sickness Presenteeism





Direct    - Turnover, early retirement, reducing work hours

Indirect - Quality:

Medication Fahrenkopf 2008 and other errors       
Unnecessary testing and referrals
Greater malpractice risks
Possibly higher admissions/readmissions
Poor patient satisfaction Leiter 1998,  Vahey 2004, Halbesleben 2008

Urinary tract & surgical site infection Cimiotti 2012

LOS   Schaufeli 1995 

Post discharge recovery time  Halbesleben 2008

Suboptimal patient care procedures Shanafet 2002 

Mortality rates  Welp 2015

Cost of Burnout - Systemic



Shanafelt 2010

Medical Errors



Clinical effort:

1 point increase in burnout score, 
43 %  reduction clinical effort in 
the following 24 months (Mayo)    

Replacement cost: 
Recruitment, training, lost revenue

Physician - $200,000 - 1,000,000 
Nurse - upwards of $90,0000

Indirect -



Shanafelt 2017



Cost of Burnout- Individual

.  

Accidents 

Depression, suicide, SUD 

Hypertension

Decreased  responsiveness   to home demands

Lower quality of relationships/ marital satisfaction

Loss of medicine as a calling



Jager
2016



How to prevent and treat?



Interventions

National

Organization

Individual



Panagioti 2016
20 studies  
Small but significantly improved effects for  
organization-directed interventions but these  
interventions were rare. 

West 2016
15 randomised controlled trials and 37 cohort studies
Significant reductions in burnout with both 
individual-focused and organizational strategies 

Which?





Shanafelt 2017



Burnout

Engagement
Efficiency of practice
Culture of wellness
National/Organization

Resilience
Individual

Well Being



Level of Intervention: National



AMA Joy in Medicine Summit

Dyrbye L  2017

1. Research to establish links among physician burnout, well being and patient
outcomes

2.    Research to estimate the economic cost of physician burnout. referral patterns,
test ordering, prescribing practices, and work inefficiencies related to EHS , order entries

3.    Well funded and structured consortiums – healthcare delivery systems, finding agencies,
foundations, community, insurers, employers, patients   to address  physician burnout,
may facilitate tailoring  to individual institutions 

4. Use common metrics to measure meaning in work and professional fulfillment, 
burnout, engagement, fatigue, stress, quality of life , well-being , work-life integration 

5. Develop a comprehensive framework with individual and organizational components
to facilitate individual responsibility for self care and organizational responsibility for 

work environment 

6. Share best available evidence, tracking of best practices and effectiveness   by
large national organizations  



American College of Physicians
Reducing Administrative Tasks in Healthcare

Erickson,S 2017

1. Stakeholders -payers, governmental and other oversight organizations, vendors and suppliers, and others to provide 
financial, time, and quality-of-care impact statements for public review and comment – of existing and new 
administrative tasks. Tasks that are determined to have a negative effect on quality and patient care, unnecessarily 
question clinician judgment, or increase costs should be challenged, revised, or removed entirely 

2.     Administrative tasks that cannot be eliminated from the health care system must be regularly reviewed, revised, 
aligned, and/or streamlined in a transparent manner, with the goal of minimizing burden, by all stakeholders involved 

3. Stakeholders must collaborate with professional societies, frontline clinicians, patients, and electronic health record 
vendors to aim for measures that minimize unnecessary clinician burden, maximize patient and family centeredness, 
and integrate performance measurement of and reporting on performance with quality improvement and care 
delivery. 

4. Stakeholder should collaborate in making better use of existing health information technologies as well as 
developing more innovative approaches to facilitate the elimination, reduction, alignment, and streamlining of 
administrative tasks, 

5. Stakeholders should review and consider streamlining or eliminating duplicative administrative requirements as
healthcare system evolves . 

6. Rigorous research on the effect of administrative tasks on our health care system in terms of quality, time, and cost; 
physicians, other clinicians, their staff, and health care provider organizations; patient and family experience; and, 
most important, patient outcomes. 

7. Research on best practices to help clinicians reduce administrative burden within their practices and organizations.
Stakeholders, including clinician societies, payers, oversight entities, vendors and suppliers, and others, should
actively be involved in the dissemination of these evidence-based best practices. 



ACP
Erickson 2017



• Encourage :
Government/regulators to address the increasing regulatory burden driving
inefficiency, redundancy, and waste in health care  & to proactively monitor and
address new unnecessary and/or redundant regulations. 

CEO AMA Summit on Burnout

Noseworthy 2017

• Encourage and support  the AMA /national organizations :
To  work with regulators and technology vendors to align technology and policy
with advanced models of team-based care and to reduce the burden of the EHR on
all users.

In developing  initiatives by compiling and sharing best practices from
institutions that have successfully begun to address burnout, profiling case studies
of effective well-being programs, efficient and satisfying  changes in task
distribution, and outlining principles for achieving the well-being of health
professionals. 

• Continue to educate our fellow CEOs  & stakeholders in the health care ecosystem about 
the importance of reducing burnout and improving the well-being of physicians as well as
other health care professionals. 

• Support and use organizational research at our centers to determine the most effective 
policies and interventions to improve professional well-being among our physicians and 
other health care professionals. 



Level of Intervention: Organization



Shanafelt 2017



• Regularly measure physician well-being using a standardized, 
benchmarked instrument.

CEO AMA Summit on Burnout

Noseworthy 2017

• Incorporate measures of physician well-being into performance metrics.

• Monitor the institutional costs of physician turnover, early retirement and reductions 
in clinical effort.

• Emphasize the value of leadership development for physicians and managers

• Understand and address the clerical burden and misallocation of work that contributes
to the exhaustion component of burnout.

• Support collaborative, team-based care models that maximize physician expertise 
and delegate tasks to other appropriate care team members 



Level of Intervention: Individual



Stress:     a transaction between a person and his or 
her  environment that is appraised (perceived) as being 
taxing or exceeding one’s resources and endangering 
one’s sense of well being                                                    

Lazarus& Folkman

Resilience: capacity to handle adversity/stress



Self awareness 

Self care

Mind-Body Practices

Compassion

3 Good Things - Gratitude

Social supports



Self care

• Sleep
• Time off
• Physical activity
• Nutrition
• Social supports
• Health - PCP, Dental

“That physician will hardly be thought very careful of the 
health of his patients if he neglects his own.”     Galen 130-200 A.D



Mind-Body Practices

Mindfulness & meditation

Relaxation techniques:
Breath control
Progressive  Muscle Relaxation
Relaxation Response

Yoga



What is Mindfulness?

Moment to moment nonjudgmental awareness

Paying attention, to the present moment,
on  purpose, without the story.

Having your mind and body in the same place 
at the same time

Knowing what you’re experiencing while you’re experiencing it



/



Mindfulness

• Acknowledging present moment, whether pleasant 
or unpleasant without getting caught up in thoughts 
about, or  emotional reactions to it

• Intentional cultivation of attention

• An approach to stressful situations which promotes 
response rather than automatic reaction

• Open and non judgmental attitude

• Basis for emotional intelligence



Sensations

Thoughts Emotions
Inside

Outside

Mindfulness



For example…



Rush University Medical Center
Meditation Room

Mindful Meditation       Thursdays 12-12:30



Mackenzie.   2005        Nurses and nurses aides
Cohen,-Katz  2005        Nurses 
Krasner          2009         Primary care physicians
Goodman      2012        Healthcare providers
Fortny 2013        Primary care physicians
Asuero 2014.       Primary healthcare providers
Verweij,         2016        GP’s
Duarte           2016         Nurses

Milstein         2009          House staff
Moody           2013          Multidisciplinary

but subjective 
reports of improvement 

Mindfulness and Burnout

Positive Effect

No Effect 



Com - with 
Passion  - Pati = to suffer(also the root of patient)

Present with suffering

En- in
Pathos = feeling, 

In the feelings of the other



I realize that a high-volume, high pressure setting 
tends to stifle a caregiver’s inherent compassion 
and humanity. But the briefest pause in the 
frenetic pace can bring out the best in a care giver 
and do much for a terrified patient .... Makes the 

unbearable, bearable. 
Kenneth Schwartz 1995



Self Compassion & Healthcare Providers

Limitations re methods and measures

Self compassion trainings

Sinclair, S et al. 2017

8 studies             self compassion and work related stress 

3 studies          self compassion  on resilience

Self compassion:       burnout, compassion fatigue, stress symptoms



Change on many levels….

We’re all in this together….



If you always do what you always 
did, you will always get what you 
always got.

Albert Einstein















































































mailto:thurston_hatcher@rush.edu
mailto:mark_donahue@rush.edu

	RU Teaching Academy - Cybersecurity Presentation 20161115.pdf
	Cybersecurity Trends in Healthcare and Higher Education
	Introductions
	Business Challenges Facing Healthcare and Higher Education
	Regulatory Compliance culture - then and now (healthcare)
	Regulatory Landscape
	Important Concepts/Definitions in Healthcare and Higher Ed
	Major Themes in Federal Security and Privacy Compliance
	Cybersecurity - Basic Concepts
	Threat Matrix
	Increasing Information Security Threats
	Slide Number 11
	What are current cybersecurity threats?
	What are current cybersecurity threats?
	What are current cybersecurity threats?
	What are current cybersecurity threats?
	Cyber Threat Landscape - Healthcare
	Cyber Threat Landscape – Higher Ed
	Cyber Threat Landscape - Summary
	Mitigating Risk – what can we do?
	Discussion


