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Stem Case and Key Questions Content 
It is a brisk Autumn Monday morning at 6:45 AM. The leaves are turning and your assignment is the 
labor and delivery (L&D) suite. The day looks promising despite a moderately busy L&D as you 
usually have help in the form of a resident or CRNA and you can avoid the tumult of the OR that 
heralds the beginning of the week. 
 
After taking sign-out from the previous night’s team, you start to make your rounds of the patients with 
labor epidurals and check on the preoperative notes for the scheduled C-sections. As you are 
proceeding, one of the new obstetricians covering L&D comes to you, asking for your help in the 
triage room. It seems that a primigravid patient has just arrived. She has some sort of “bug” and has 
recently returned from an African vacation, which included a brief visit to the mountain beaches and 
nature reserves of Sierra Leone. She denies having had contact with anyone who was sick, but now 
exhibits fever, headache, muscle aches and soreness. She is mildly congested with a dry cough and 
has nausea and diarrhea. 
 
1. What do you do suggest? Do you suggest admitting the patient to the general labor floor? Do you 
suggest isolating the patient and if so, how? Do you suggest that certain people be notified? 
 
2. Do you isolate the husband who traveled with his wife but who appears not to have any symptoms? 
After much discussion, all involved agree that the patient should be separated from the rest of L&D. A 
makeshift isolation room with portable filtration devices and small anteroom is set-up for the patient. 
 
3. What is the differential diagnosis of the patient’s signs and symptoms? 
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4. What laboratory tests would be useful? 
The blood work has been sent and there is a brief lull in L&D. 
 
5. Should you proceed with the elective C-section schedule? 
 
6. Should you reserve one of the three operating rooms for the isolated patient? If so, how exactly do 
you prepare the OR for this isolated patient? 
As you are pondering what pearls of wisdom to spread across L&D, you are notified that the isolated 
term parturient is in labor. The patient requests an epidural. 
 
7. What do you do? 
None of the laboratory results are available. She is not bruised or bleeding and does not appear to be 
terribly unhealthy. 
 
8. Do you put in the epidural? If so, how do you proceed? 
 
9. Do you ask one of your helpers to help? 
 
10. Are there any risks other than the usual that you want to include or especially highlight in the 
informed consent discussion? 
After notifying the administration of the situation, you have a mini-conference with the obstetrician, the 
patient, the patient’s husband and the L&D charge nurse. You then agree to place the labor epidural 
without the help of a resident or CRNA. You call down to the ER and get a Hazmat type suit with a full 
face shield and are about to proceed with the procedure. You request that an L&D nurse be present, 
as is the protocol, but none of the nurses wish to assist you. 
 
11. What do you do? 
After much ado, the labor epidural is in place and you wish to place a dilute solution of bupivacaine, 
fentanyl and epinephrine in a pump for continuous administration. You ask the nurse to check the 
solution, as is the protocol. However, you are told by the L&D charge nurse that she and her staff will 
not have anything to do with your epidural. 
 
12. What do you do? 
The family member of a different patient on the L&D unit has overheard the discussion about, and the 
procurement of, the Hazmat suit, and wants to know details of the developing situation. 
 
13. Does this visitor have a right to know about the potentially contagious patient on the unit? Do you 
have an ethical obligation to disclose that there is a potentially contagious patient on the unit? Does 
the patient have a right to privacy if her disease can spread to others? 
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14. Would the situation be different if the person inquiring were not a visitor, but an employee of the 
hospital? 
After laboring for a while, the patient stops progressing despite an oxytocin infusion. The obstetrician 
reluctantly decides that a C-section is warranted. 
 
15. What do you do? Where will you perform this C-section (i.e., the L&D OR vs. the Main OR vs. the 
isolation room in which the patient finds herself)? How do you proceed when the L&D staff seems 
hesitant? 
 
16. Assuming the C-section will be performed under regional anesthesia, what do you tell her 
husband who is requesting to accompany his wife during the operation. 
The decision is made to keep the patient in the isolation room and to perform the C-section in there. 
 
17. What equipment should you call for, and how will you plan to manage this equipment after the C- 
section? 
The hospital administration is consulted and senior nurse “volunteers” are dispatched to help with the 
C-section. The OB/GYN and Pediatrics departments are supposedly sending up volunteers to further 
help with the delivery. 
 
18. Do others need to be notified and readied? 
The C-section is done and the patient has returned to her room. The baby is ready to be transferred 
from the warming bassinet. 
 
19. Where should the baby go? Should the baby go to the NICU for observation for the baby's own 
sake? Considering that the baby was exposed to the mother's blood during the delivery, is it safe to 
keep the baby in a place where other babies are kept? Is it safe for the staff caring for the baby to 
care for other babies as well? 
After delivery, the patient’s condition worsens over the next several hours. Her fever is higher, she is 
marginally hypotensive, and she starts to have significant vaginal bleeding. 
 
20. What is the differential diagnosis and what should you do? 
You ask the obstetrician if the patient’s condition could be from a partially retained placenta. The 
obstetrician then decides that a D&C may be warranted. 
 
21. What would you do and where would you do it? Would it be safe to transport the patient to the 
OR? Can the operation and the anesthetic be safely performed in the same isolation room? 
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Model Discussion Content 
The potential damage from the Ebola virus has caused most, if not all, health care institutions to have 
some sort of policy for dealing with patients with potentially lethal contagious diseases. In most 
hospitals, after being seen in the ER, the patient with a potential contagious disease and recent travel 
to an area, which is endemic to the Ebola virus, is rushed to a facility that is prepared to deal with the 
situation. These institutions have isolation rooms, trained staff and special equipment. 
 
Our patient came directly to the L&D suite. This might have happened because the ER shunts 
parturients upstairs without extensively delving into any possible problems. And while our patient 
could have still been sent to another facility, the choice to deal with her in-house was made because 
few of the designated Ebola facilities are actually specifically prepared for the obstetric population. 
Because of our patient’s travel history, you would reasonably be afraid that the she might have a 
contagious disease. You consider the Ebola virus, with Malaria or Typhoid fever being the usual other 
suspects. All viral hemorrhagic fevers (e.g., Lassa fever, Dengue fever, etc.) must be considered in 
the differential diagnosis. Influenza and a host of other less exotic infections are also possible. 
However, the parturient may also have these symptoms and not even be infected, as many 
noninfectious conditions such as an acute abdomen or even pregnancy itself can cause a wide variety 
of similar discomforts. An infectious disease consult is probably warranted, although not always 
readily obtainable. 
 
As to the disposition of the patient, the CDC recommends isolation for high-risk patients 
(http://www.cdc.gov/vhf/ebola/healthcare-us/hospitals/infection-control.html). This patient would be 
considered high-risk because the potential problems associated with the possible contagions are so 
onerous that the level of risk becomes high regardless of the actual chance of her having the 
contagion. So all involved would agree that the parturient should be isolated. To achieve this on L&D 
you need to create an isolation area if one is not currently available. You need to find space that has 
easy accessibility and yet can be separated from the other patients. Ideally there should be a delivery 
room and an anteroom. The delivery room should have a High Efficiency Particulate Arrestance 
(HEPA) filter fitted with high-energy ultraviolet lights. The delivery room should have a negative 
pressure with respect to the anteroom, which, in turn, should have negative pressure with respect to 
the rest of L&D. This ideal situation is costly and is very rarely found in L&D. For practical purposes, 
once the delivery room is chosen, an anteroom can be constructed by putting plastic sheeting outside 
the room as is done routinely during construction projects. A portable HEPA filter should be made 
available for the delivery room as well as the anteroom. The anteroom should be supplied with 
personal protective equipment (PPE) such as disposable Hazmat suits, facemasks with goggles or 
face shields, and gloves, etc. All PPE must be donned after entering the anteroom from L&D, and 
carefully removed and properly discarded upon returning to the anteroom, before leaving to go back 
to L&D. 
 
As to who should be informed of what; one must balance the potentially infected patient’s right to 
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privacy vs. the other patients' right to know of a potentially harmful situation. No absolute answer is 
possible as this is an ethical dilemma. However, this must be discussed at the highest levels before 
deciding on a strategy. If the information is put forth, panic may ensue regardless of any actual facts. 
If the information is withheld, anger and conspiracy theories may ensue regardless of any actual facts. 
And if the information is given to some and withheld from others, it risks creating a situation of 
bitterness and distrust between the informed and the uninformed. 
 
Ethical considerations are generally easiest to address when there are no conflicts among the various 
parties or when there are clear cut, long-standing, widely accepted rules that individuals can use to 
resolve conflicts. The situation of a potentially contagious person infecting others may be easier to 
resolve when there are not yet any health care professionals involved. Once in a health care 
environment, the situation bumps up against the Western tradition of privacy and privileged 
communication with doctors and nurses. We should all place ourselves in the position of the patient 
not wanting disclosure of our own personal medical problems, and also in the position of the 
concerned individual, deliberately kept in the dark about risks to one’s self. This is not an ethical 
conflict that society has yet resolved. 
 
Legally, HIPAA requires that we do not disclose health care information about a patient without his or 
her explicit permission, except in an emergency 
(http://www.hhs.gov/ocr/privacy/hipaa/administrative/privacyrule/index.html). On the other hand, 
OSHA demands that “employees have both a need and a right to know the hazards ... they are 
exposed to when working.” (https://www.osha.gov/Publications/osha3111.html). If there is any chance 
for exposure of a hospital employee to the patient’s infectious material, there is a legal obligation, on 
the part of the hospital, to inform the employee. Particularly in a situation in which you are either not 
completely certain of the diagnosis or not completely certain of the transmissibility of any infectious 
agent, the law requires that you err on the side of notification. There is a clear legal conflict, and the 
only certainty is that you are damned either way. The safest course is to get the hospital 
administration heavily involved in this situation as early as possible. 
 
One option in dealing with the situation is to close L&D to visitors including family and restrict access 
to qualified, trained health care workers. This would segregate the patients and decrease chances of 
actual transmission but would only be practical for a short period of time. This might work if the 
decision to go ahead with a C-section rather than waiting for a vaginal delivery is quickly reached. 
Another option is to discuss the situation with the patient and obtain her permission to reveal to L&D 
that there is a patient with a potentially contagious disease and she is being isolated from the rest of 
L&D, explaining further that privacy rules prevent giving more details. 
 
As to the husband, he is not showing any signs of disease and is not even a patient. So, at least for 
the moment, he is low risk for being contagious and there is less of an ethical dilemma as to his 
disposition. For practicality, it is probably best to ask the husband what he would like to do. He could 
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voluntarily consent to be isolated with his wife or he can just visit his wife being careful to don PPE 
each and every time he visits. The visits may be limited by practical considerations and he must be 
advised of this before choosing. In any event, the CDC or other relevant authorities may have a 
preference for how to handle the asymptomatic husband, and so they should be apprised of the 
situation. 
 
All hospitals have procedures for handling infectious material (OSHA bloodborne pathogens 
standards-
https://www.osha.gov/pls/oshaweb/owadisp.show_document?p_id=10051&p_table=STANDARDS). 
Blood samples for routine laboratory studies should be collected using these standards. The 
standards include wearing appropriate PPE and conveying the samples using the appropriate 
technique. Specially trained phlebotomists should be called upon to perform the actual venipuncture. 
Blood for special testing must be collected at the same time as blood is drawn for routine labs. Special 
tests would be able to identify specific viruses, etc. The blood can be sent to designated hospitals or 
even to the CDC. Specific handling procedures are noted on the CDC website. It may be as many as 
three days before the results become available. 
 
After isolating the patient and sending labs, the rest of the work on L&D must be considered. There 
are elective C-sections that are scheduled and all involved are probably anxious to start. Once again 
there is an ethical consideration as to how to proceed. Should you just start the schedule or should 
you offer these patients alternatives. Besides disclosing the possible risks of a contagious patient on 
the unit, deciding whether to delay the elective procedure for a few days or even moving to another 
hospital should be considered. The Ebola virus frenzy has caused many people to be quite concerned 
about a possible plague like outbreak and the reputation of the hospital may be damaged if word gets 
out that there was a potential Ebola patient at the hospital, regardless of whether it was revealed or 
not and regardless of whether it is true or not. 
 
Many of the same considerations are true for other infectious diseases. However, diseases such as 
Malaria or Typhoid fever do not have the same cache as the Ebola Virus. Even one of the other 
hemorrhagic fevers or HIV would not cause the same stir as an Ebola patient. And yet, the actual 
ethical considerations remain the same. 
 
You should probably not set aside an OR for this patient. All ORs including L&D ORs should be able 
to accommodate a patient with an infectious disease. The protocols are already in place, and many 
practitioners have experience with contagious (e.g., HIV) patients. In addition, most L&D suites have a 
separate OR that is reserved for emergency cases and should be able to accommodate our patient. 
Indeed, many L&D suites include labor rooms that can, if necessary, double as ORs. Some even have 
negative pressure with laminar flow. If it is possible to isolate a suspected Ebola patient in such a 
room, it may be unnecessary to transfer her to an OR for a C-section if one is needed. It is important 
to remember that the transmissibility of the Ebola virus is very different from the transmissibility of the 
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HIV virus and one should take appropriate care not to have contact with any blood or body fluids. 
Although a labor epidural is generally considered an elective procedure, situations periodically arise in 
which it is not truly elective (to be sure, few parturients requesting analgesia perceive it as elective). 
As a labor epidural is often helpful in facilitating vaginal delivery, it can be thought of as a useful 
procedure to reduce the chances of needing a C-section and its timely placement can be associated 
with some urgency. The placement of labor epidurals in infected and contagious patients is 
controversial. Some practitioners say that the potential risk of cross contamination prevents them from 
placing a foreign body into a patient. Others, including the author, feel that the risk of cross 
contamination are low and routinely place labor epidurals in high-risk (e.g., HIV) patients. However, it 
should be noted that far less is known about the Ebola virus than is known about HIV and other 
notable pathogens. What has proven to be true about HIV may not necessarily be the case with 
regard to Ebola, so a certain degree of intellectual humility is in order. 
 
This humility may reasonably steer a practitioner away from inserting an epidural catheter, in the 
interest of fulfilling the dictate of Primum non nocere, first doing no harm. Even though the patient 
does not appear to be coagulopathic now, if the patient indeed has the early stages of an Ebola 
infection, a severe coagulopathy may develop shortly, and the resultant epidural hematoma may be 
quite difficult to manage. On the other hand, if the patient requires a C-section, a neuraxial anesthetic 
may be a lower risk anesthetic for the patient. An additional consideration - and an ethical dilemma - 
is that lacking an indwelling epidural catheter, it may be more likely that the patient will require a 
general anesthetic and endotracheal intubation. While there may be more risk to an Ebola patient 
associated with a general anesthetic as compared to a neuraxial anesthetic, there is almost certainly 
more risk to the providers and to subsequent patients associated with a general anesthetic, as the 
disease is spread by respiratory droplets. Ordinarily we are compelled to consider only the risks and 
benefits accruing to the patient when deciding on a course of action. In the case of a lethal and 
transmissible disease like Ebola, it may be appropriate to consider others in determining how best to 
treat the patient. In any event, it is imperative for the caretakers to be honest with themselves about 
their motivations and considerations in choosing one treatment modality over another. 
 
No individual can be forced to participate in the insertion of an epidural catheter, especially since 
there are alternatives. As the responsible anesthesiologist, you must go ahead and place the epidural 
yourself or find a suitable and willing substitute. You should try to adhere to established protocols as 
they are in place to prevent errors. All of the nurses cannot simply say that they do not wish to 
participate. Thus, the charge nurse or a suitable and willing substitute must assist with the epidural. 
Likewise, the attending obstetrician must be available for his or her services unless a suitable, willing 
substitute can be found. Unfortunately, the responsibility is upon you as opposed to the nurses and 
“volunteers” will likely be scarce. This will probably be one of those times when you are truly on your 
own. Filling out an incident report after the fact may help in the future but would do nothing in the here 
and now. Others may disagree, but it looks like you have no choice in the matter. 
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A visitor has seen you carrying or donning a Hazmat suit. A direct question requires a direct answer. 
Specific information and how to answer this and other questions should have been discussed with the 
administration earlier. However, a statement that a patient is currently being separated from the other 
L&D patients to protect all involved, while vague, would not violate any HIPAA rules. If the visitor 
persists in trying to discover more, you can say that no specific information can be given about any 
patient, including the patient that he or she is visiting, and that the visitor should respect everyone’s 
right to privacy. 
 
The informed consent is no different than any other informed consent. You must describe the 
preferred anesthetic (presumably regional), alternatives and the risks and benefits of all. However, 
risks are uncertain, as the true diagnosis is uncertain. So, you probably should go over all possible 
risks including the rare, unusual and even the hypothetical. 
 
It seems that there are no accurate accounts of a live baby being born to an Ebola patient. The 
intrauterine transmission of the virus is unknown. It is hypothesized that intrauterine hemorrhage 
would be responsible for any fetal death. If there is a live baby, it does not necessarily mean that the 
patient does not have Ebola, but it is probably a good indication that the disease is less severe than a 
typical Ebola virus case, or at least at a less advanced stage. The baby would still have to be isolated 
and cared for in a separate area and may have to be transferred to a facility that can accommodate 
and isolate contagious neonates, although the process of transporting a potentially contagious 
newborn is fraught with hazard. 
 
If our patient has worsening symptoms postoperatively then one must consider all of the previous 
possibilities and common post-delivery problems such as a new infection and retained placenta. Keep 
an open mind and go through all the possibilities one at a time. 
 
Taking the patient to the main OR for a D&C may be the normal hospital policy, but it may be more 
prudent to just return the patient to the L&D suite whence she came, or leave her in the isolation 
room, if it is suitable. The volunteer staff is hopefully already in place. 
 
Cleaning equipment in an OR or converted delivery room after use with a potential Ebola patient is no 
different than cleaning equipment after use with any patient with a contagious disease. Policies are in 
place and should be followed. However, as the use of the equipment may be needed for a C-section, 
retained placenta and other unforeseen reasons, renting separate equipment may be useful for 
workflow issues. 
 
In summary, it would be helpful to have a plan in place ahead of time, so as to avoid making snap 
decisions on these challenging clinical and ethical issues. If there is no truly separate area for patients 
who must be isolated for whatever reason, an alternative isolation strategy should be established. A 
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policy, which designates the actual process and personnel for providing care, is essential. What you 
say and to whom you say it MUST be established BEFORE the crisis exists. Assume the worst and 
hope for the best! 
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