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Introduction to the 1st edition:


With the introduction of the new American Board of Radiology (ABR) Core Exam (a 13.5-hour, 2-day marathon) after the 3rd year of radiology residency, many residents are not receiving adequate interventional radiology (IR) exposure prior to the exam. The results of the recent Core Exam reflect this as IR again ranked lowest in mean national scores across all imaging modalities, similar to 2013. We decided that innovative teaching methods must be employed to improve our institution’s radiology resident’s performance on the IR section of the ABR initial certifying exam.


To that end, we have developed a weekly educational program that e-mails one or more IR questions to our radiology residents using a commercially available survey tool. These questions are written to help the resident understand an important concept in clinical interventional radiology. A few days after the question is sent out, the resident receives an e-mail with the answer/explanation in a PDF file. Radiology residents not affiliated with our institution can join the fun by contacting me at requarth@wakehealth.edu.


Our second educational tool is this self-assessment book, which is a compilation of the weekly e-mail questions. To date, we have written 57 weekly questions; thus, we have obviously added additional questions; nevertheless, this book is not a complete review of the field of interventional radiology. Hopefully, I will be able to fill in the omissions in coming editions. As the editor, I had to make the question and choose the most correct answer; thus, I am ultimately responsible for any mistakes in content, spelling, and grammar. Please feel free to e-mail me with any comments, corrections, and omissions; you may be able to help future generations of radiology residents.


Our third educational tool is the MyCareLibrary.com website. This free website has information about image-guided palliative care procedures for both physicians and patients. The website can be viewed as webpages or downloaded in a PDF format. Many of our questions use content, hyperlinks, and images/diagrams from this website. The MyCareLibrary.com website is written to fulfill the palliative medicine needs of interventional radiology. Any monies generated from this book will be used to fund the MyCareLibrary.com website.


Good luck with your exam; I hope this material helps.


Sincerely,


Jay A. Requarth, MD, FACS


Associate Professor


Vascular and Interventional Radiology


Wake Forest School of Medicine


Winston Salem, NC


Requarth@wakehealth.edu
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Terms of use:


This book is intended to provide general information about interventional radiology. Any information contained in this book is not meant to replace the information contained on product labeling or sound medical judgment. If you are a patient, this text is not meant to be a substitute for the advice provided by your own health care provider. While the authors use reasonable efforts to include accurate and up-to-date information, the authors do not intend to provide specialist advice concerning the products, services, or other health care advice. The authors make no warranties or representations as to this book’s accuracy. The authors disclaim all liability and responsibility for any errors or omissions in the content in this book.


Your use of the book is at your risk. The authors nor any other party involved in creating, producing, or developing this book will be liable for any direct, incidental, consequential, indirect, or punitive damages arising out of your access to, or use of, this book. WITHOUT LIMITING THE FOREGOING, EVERYTHING IN THIS BOOK IS PROVIDED TO YOU "AS IS" WITHOUT WARRANTY OF ANY KIND, EITHER EXPRESSED OR IMPLIED, INCLUDING, BUT NOT LIMITED TO, THE IMPLIED WARRANTIES OF MERCHANTABILITY, FITNESS FOR A PARTICULAR PURPOSE, OR NON-INFRINGEMENT. Please note that some jurisdictions may not allow the exclusion of implied warranties, so some of the above exclusions may not apply to you. Check your local laws for any restrictions or limitations regarding the exclusion of implied warranties.


Any communication or material you transmit to the authors by electronic mail or otherwise, including any non-personal data, questions, comments, suggestions, requests or the like is, and will be treated as, non-confidential and non-proprietary. Furthermore, the authors are free to use any ideas, concepts, know-how, or techniques contained in any communication you send for any purpose whatsoever, including but not limited to developing, manufacturing, and marketing products using such information.


Images, diagrams, products, people or places displayed in this book are either the property of Dr. Requarth, or used with MyCareLibrary.com’s permission. The use of these images by you, or anyone else authorized by you, is prohibited. Any unauthorized use of the images may violate copyright laws, trademark laws, the laws of privacy and publicity, and communications regulations and statutes. To request the use of photos, drawings, designs, images, other printed materials for educational purposes, please contact Dr. Jay Requarth at requarth@wakehealth.edu for more information.


The trademarks, logos, and service marks (collectively the "Trademarks") displayed in this book are registered and unregistered Trademarks. Products depicted in this book may be protected and covered in one or more foreign and/or U.S. patents (collectively the “Patents”). Nothing contained in this book should be construed as granting, by implication, estoppel, or otherwise, any license or right to use any Patent-protected product or Trademark displayed in the book without the advance written permission of Dr. Jay Requarth or such third party that may own the Trademarks displayed on the website. Your misuse of the Trademarks or Patent-protected products displayed in this book is strictly prohibited. Please be advised that the authors will aggressively enforce its intellectual property rights to the fullest extent of the law, including the seeking of criminal prosecution.


Any links or pointers to Internet websites maintained by third parties that are provided in this book are for convenience purposes only. The authors have not reviewed all of the third party sites linked to this website, and any information, products, services or claims on these third party sites are not operated or controlled in any respect by the authors. Such third party sites are provided "as is” and without warranties of any kind, either express or implied, and the linking to off-site pages or other sites are at your own risk.




Chapter 1: The Basics


Section 1.1: The consent


Question 1.1.1:


You are asked to consent a patient for a procedure. What topic is NOT necessary to discuss?


A. Prognosis


B. Diagnosis


C. Risks and benefits


D. Alternative treatments


E. Risk of death


 


 


1.1.1: The most correct answer is E: Risk of death (assuming the risk of death is very low)


Patient autonomy and shared decsion making is the law of the land; medical paternalism should be long deceased. The patient needs to understand his/her diagnosis and prognosis, the proposed procedure’s risks and benefits, any alternative treatments and their risks and benefits. Since most interventional radiology procedures have a very low risk of death, discussing the risk of death may not be a necessary part of the consenting process. A list of prognoses can be found at MyCareLibrary.com>Library>What you need to know> Prognosis.


Over the last 50 years, medical paternalism has given way to patient autonomy with shared decision-making. The Patient Self-Determination Act of 1990 established as Unites States law that a patient’s right of self-determination was the highest standard of medical ethics taking precedence over medical paternalism and beneficence. The American Medical Association adopted the following position statement on informed consent in 2006:


Physicians should sensitively and respectfully disclose all relevant medical information to patients. The quantity and specificity of this information should be tailored to meet the preferences and needs of individual patients. Physicians need not communicate all information at one time, but should assess the amount of information that patients are capable of receiving at a given time and present the remainder when appropriate.


While the previous position statement is rather vague with respect to “all relevant medical information”, several major court cases have specifically defined the medical information required for an informed consent. In 1994, G. Annas succinctly described the content required for an informed consent.


With the exception of emergent procedures and the extremely rare situation where the consent process would actually cause physical or emotional harm, informed consent requires not just options, risks, and benefits, but also diagnosis and prognosis.


The American College of Radiology (ACR) - SIR practice guideline on informed consent for image-guided procedures, 2011 revision, states that there are 2 legal standards for informed consent: 1) what a reasonable physician believes is appropriate to disclose to the patient (medical paternalism), and 2) what a reasonable patient would want to know, with the trend being toward the latter. This guideline also states that an explanation of the procedure (why it is being proposed and how it is performed), anticipated benefits and potential risks as well as reasonable alternatives to the procedure (including refusing the procedure) are the only necessary parts of an informed consent. The guideline does not discuss patient autonomy or the patient’s need for understanding his/her diagnosis and prognosis to fully participate in shared decision-making and, thus, may be flawed from a contemporary medical ethics and legal standpoint.


Sometimes the diagnosis and prognosis will be met with skepticism because of the patient’s unrealistic expectations. Realigning a patient’s expectations is central to respecting a patient’s autonomy and, although patients have no obligation to listen, doctors are duty-bound to correct the unrealistic health-related expectations of their patients. However, health care providers should not insist that a patient confront the reality of their approaching death and/or to destroy their hope (maleficence). How one tactfully negotiates between redirecting a patient’s unrealistic expectations and dashing his/her hope is a skill that comes only after extensive experience with its share of unsuccessful interactions.
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Question 1.1.2:


During the consenting process, the patient tells you that he wants you to discuss the case with, and get consent from, his daughter. The patient does not want to know any of the information. Which of the following statements is correct?


A. The patient is telling you he is not capable of making a decision


B. The patient is not competent to make his decisions


C. Degelation of the consenting process, when given voluntarily, is permitted


D. Refusal to listen to and understand the pertinent medical information is not acceptable. The patient must at least understand his medical situation.


E. He may refuse to give consent, but he must give his assent.


 


 


1.1.2: The most correct answer is C: Degelation of the consenting process, when given voluntarily, is permitted.


Patients have the right to refuse to be informed and can delegate the consenting process to someone else. This delegation must be voluntary however, it cannot be an overpowering spouse trying to protect the patient from the truth.


There are 6 recognized exceptions to informed consent:


1. Emergency procedure where the patient is incapable of making an informed decision and the patient’s family is unavailable. In these cases, it is assumed the patient would want aggressive care.


2. The patient would be harmed by the information. This “therapeutic privilege” should rarely if ever be used. Giving bad information is part of a doctor’s duty; we cannot avoid these discussions just because they are unpleasant.


3. The patient delegates these decisions to another competent person.


4. Court order to proceed with treatment with or without a patient’s assent.


5. The patient is a child that is too young to give informed consent. In this case the informed consent comes from the parents. The child’s assent should be obtained.


6. The child and parents refuse a life-prolonging blood transfusion because of religious beliefs. The courts have held that martyrdom is acceptable for adults not children. In these cases, physicians are obligated to give the transfusion.
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Question 1.1.3:


You are asked to consent a “demented” patient for G-tube placement. When you see the patient, she seems pleasant and asks appropriate questions, but she thinks it is 1998 and that the Bill Clinton is still the President of the United States. Which of the following statements is correct?


A. She is not competent to make her healthcare decisions.


B. She does not have the capacity to make her healthcare decisions.


C. She might have capacity; diagnostic testing is in order.


D. Dementia waxes and wanes.


E. Delirium is a chronic condition.


 


 


1.1.3: The most correct answer is C: She might have capacity; diagnostic testing is in order.


All persons are competent and capable until proven otherwise. Competency is a legal term and the determination of incompetence is a judicial decision. Capacity is determined by a physician.


Dementia is a chronic acquired decline in memory and at least one other cognitive function sufficient to affect daily life. Alzheimer’s disease (70%) and cerebrovascular disease including stroke (30%) are common causes of dementia. The Mini-Cog screen is an easy screening test for dementia that test for short-term memory. The test combines a 3-item recall test and a clock-drawing test. First the physician asks the patient to remember 3 unrelated items such as “pen, watch, and chair”. The clock-drawing test asks the patient to draw a clock accurately and put the clock hands on a specific time such as 11:10. The clock-drawing task must be completed within 3 minutes. After completing the clock-drawing task, the physician asks the patient to recall the 3 words. Each recalled word is 1 point each; the clock-drawing task is 0 points for an abnormal clock or 2 points for a correct clock. A total score of ≤ 2 indicates a positive screen for dementia.
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