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	THE MEDICOS MOMENT-Just another afternoon in the office

	 


  

This month we've seen at least 2 schizophrenia cases. One lady was supported by her husband and sister in law. Last night the 17 yo was being raised by an aunt and seemed, to me, to be on the verge of running away. The preceding 2 cases of miscarriage in process, and the IUGR oligohydramnios post term without any prenatal care in Memphis were challenging enough, but this one was the most tragic.

Initially it seemed as though we were only inches away from actually communicating. I did not articulate and strongly emphasize her flat affect, inappropriate laughter, and inability to focus on simple questions. It may have been awkward to sit down with a group of doctors, but this was more than shyness. It was tempting to interpret her apology for laughing as insight, but I do not believe it was insight by the patient. I believe she was coming in and out of the moment.

The management of these patients is made most difficult by the initial illusion that they are manageable using standard therapies available in the Medicos office. While we always offer them help for their multiple somatic complaints, most of our focus needs to be put on the family of these individuals. Without a family or community anchor, I have not observed that we ever establish an effective patient-physician relationship with these patients. 

Earlier we discussed a case of alleged panic attack patient who previously requested diet pills. Does the request for diet pills a year earlier designate this patient as a recalcitrant drug seeker? I am inclined to offer benzodiazepines and/or other psych meds for patients with illnesses similar to panic attack syndrome. There is the strong possibility of an ongoing relationship for these non-psychotic illnesses. In my experience the non-psychotics actually return 50-70% of the time. The neurotic illnesses are notorious doctor shoppers and "fragmented care" is common.

The bipolars and psychotics are much more tragic, and, as family physicians, we yearn to help them. It is not wrong to see them, but I recommend that you recognize them and make a decision about how much expertise you have to manage them. Too often they reverberate in the group practice going from physician to physician without any recognition of their core issues. 

As a policy proposal it is my expectation that these patients will be diagnosed and managed with extra care. The physician MUST create a sophisticated problem list [database.prev, major mental illness, psychosocial, shared care-psych, fragmented care], and establish boundaries for their care. They absolutely MUST have continuity of care, and it would be worthwhile having them see our counselor Joe Ventimiglia Ph.D. Since these patients rarely make appointments, they  MUST be flagged in the registration database such that they are not put into the standard urgent care system. They are inappropriate patients for medical students and residents unless you are in the room with them guiding the interview. Caring for these patients in the ecology of the busy 30 patients per day practice requires the highest level of skill. 
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