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Introduction

Concerns have been raised, both within and outside medicine, that

physicians and the medical education system have lost their commitment to

medical professionalism. One senses that in the perennial struggle between

self-interest and altruism self-interest may be winning out. The realities of

today’s medicine, including commercialism, conflicts of interest, decreased

autonomy, and increased oversight, have led to the erosion of the idealistic

values expected of physicians since the conception of the Hippocratic Oath.

This attrition of professionalism has, in turn, led to renewed calls to refine

how professionalism is taught in medical schools. Many organizations, in-

cluding the Association of American Medical College, the Accreditation

Council for Graduate Medical Education, and the American College of Physi-

cians have advocated initiatives to emphasize professionalism in medicine

and medical education.

Despite the calls for change, challenges remain about how an ethos of

professionalism should be inculcated in doctors-in-training. Professionalism

is taught in the explicit and the implicit curriculum in most medical schools.

Early in their education, students are first taught professionalism through the

explicit curriculum. This occurs mainly during lectures, small group discus-

sion and isolated events, including the ‘‘white coat ceremony.’’ The challenge

with learning professionalism in these settings is manifold. The explicit cur-

riculum (1) may not be consistently and readily integrated with the four-year

curriculum; (2) may be overly simplistic; (3) tends to focus more on the neg-

ative aspects of professionalism (such as using lists of rules and behaviors and

describing the negative consequences of bad actions); and (4) lacks a single

resource or text used for teaching students about medical professionalism.

Perhaps the greatest challenge of learning professionalism is that the behavior

stressed in the classroom setting is only partially corroborated by the stu-

dents’ experience in the clinical setting. As students advance in their training,

learning professionalism skills increasingly occurs through the implicit, or

1



hidden, curriculum. Values that were learned in lecture, small groups, and

ceremonies become less memorable as students are more influenced by what

they observe first-hand. Unfortunately, many of these first-hand observations

are not ideal. Students often complain that a significant number of their

educators display unprofessional conduct. The adage ‘‘do as I say, not what

I do’’ well describes the conflict students have as they consider both their

lessons learned in the classroom and in real-world settings. The cognitive

dissonance generated through exposure to unprofessional behaviors in the

hospital and outpatient setting frustrates and confuses students, and the

behaviors observed trump those of the explicit curriculum every time!

Another challenge to teaching about this subject is gaining a common

understanding of what the term professionalism means. Many physicians

claim to ‘‘know it when they see it,’’ yet when pressed have difficulty defining

it. Each profession – the clergy, law, engineering, architecture, and the mul-

tiple professions of medicine – has at its foundation a social contract between

that profession and society. From this perspective, professionalism may be

defined as the means by which members of that group fulfill the obligations

of that profession’s social contract. In the case of medicine, several benefits

may follow from the contract. One benefit is that the profession is permitted

to autonomously set expectations and guidelines for the field, while it regu-

lates and disciplines physicians when deviation from standard practices oc-

cur. The returned benefit for society from the social contract is that it can

then trust that physicians will be capable, moral, accountable, and will act in

the best interest of those whom they are serving.

Our primary goal in the creation of Professionalism in Medicine: A Case-

Based Guide for Medical Students is to give medical educators and medical

students a resource that can be useful throughout the four years of the

medical school experience. We aim to facilitate discussion and further

understanding of a wide range of topics within the domain of medical pro-

fessionalism. Following a review in Part I on how professionalism has

been defined, the book is organized around a collection of cases, commen-

taries, and literature reviews. The seventy-two cases portray real life medical

challenges that are relevant to the experiences of medical students. Many of

the cases focus on ethical dilemmas where there is no clear resolution. Some

are dilemmas encountered where solutions may be easier, but other issues

arise that demand deliberation. And still other cases broach topics where

students and physicians struggle with the friction between the patient’s

welfare and the practitioner’s own self-interest. Through applying clinical

judgment and fundamental ethical and professionalism principles, the

commentators explore reasoning behind and potential approaches to the

case dilemmas.

2 Introduction



The organization of this book is based on a view of professionalism de-

scribed in the publication Medical Professionalism in the New Millennium: A

Physician Charter (Ann Intern Med 2002:136:243–246). Developed by the

American Board of Internal Medicine, the American College of Physicians,

and the European Federation of Internal Medicine, the Charter has been

endorsed by specialties throughout the world and in all fields of medicine.

The Charter recognizes a set of three principles and ten professional respon-

sibilities that must be practiced by the medical profession and understood by

society (see Table). Such an expansive set of ideals, avowed by each physi-

cian, allows the public to place their trust in an ideal or virtuous physician.

Very early in their medical education – with the start of anatomy dissec-

tion or with the first patient interview in front of the class – students realize

that even this stage in their education presents encounters with ethical

meaning. In Part II of the book, medical students are the central characters

in cases. Each of the thirteen areas of the Physician Charter is explored by two

cases, one in which the student is at an earlier stage in his or her medical

education, and one later. Following each case, two commentaries are written,

one authored by a faculty member and another by a medical student. Many

of the cases raise issues asking students to balance their own health and

welfare, their own expectations, or their own educational needs with the

needs of their patients and with their vulnerable status in the academic

educational hierarchy.

The Physician Charter

Fundamental Principles

Principle of primacy of patient welfare

Principle of patient autonomy

Principle of social justice

Set of Professional Responsibilities

Commitment to professional competence

Commitment to honesty with patients

Commitment to patient confidentiality

Commitment to maintaining appropriate relations

Commitment to improving quality of care

Commitment to improving access to care

Commitment to a just distribution of finite resources

Commitment to scientific knowledge

Commitment to maintaining trust by managing conflicts of interest

Commitment to professional responsibilities
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Students aspire to learn from situations in which doctors have the lead-

ing role. The cases in Part III, the main section of this text, shift to vignettes

based on situations that physicians across medical specialties encounter. This

section comprises forty-two cases, each followed by two commentaries that

explore eight of the thirteen areas of professionalism in the Physician Charter:

the three principles (patient welfare, patient autonomy, and social justice)

and five of the professional responsibilities (honesty with patients, patient

confidentiality, improving quality of care, managing conflicts of interest,

and professional responsibilities). Following each case, two commentaries

are authored. The first, a physician commentary, is written by specialists

from family medicine, internal medicine, obstetrics-gynecology, pediatrics,

psychiatry, surgery, neurology, and emergency medicine. The physician-

commentator briefly describes the clinical issues that are relevant to render

a judgment, explains the salient professional issues to be considered, and

offers an opinion about how they would proceed with resolving the dilemma.

A second commentary is included because it is important to understand

that perspectives and approaches to the cases will differ. The authors of these

commentaries represent a wide variety of voices, each with a stake in health

care decisions. These authors include ethicists, lawyers, psychologists,

nurses, social workers, pharmacists, health administrators, health service

researchers, patient advocates, and other medical educators. Family mem-

bers of patients also comment on several of the cases. A unique format for

learning about medical professionalism has been created with the video pro-

duction of eight of the cases. These cases are brought to life by specially

trained standardized patients from the Rector Clinical Skills and Simulation

Center at Jefferson Medical College of Thomas Jefferson University. For ac-

cess to the videos and more information on medical professionalism, see

http://professionalism.jefferson.edu/.

Professionalism requires not only allegiance to the qualities discussed in

the Physician Charter, but also an understanding of the medical literature

and an awareness of where opinions originate. With this in mind, each of the

eight areas of medical professionalism in Part III includes a comprehensive

literature-based review of that topic. The authors also reflect on the com-

mentaries and connect these writings with current literature.

Learning medical professionalism is a challenging, evolving, lifelong

endeavor. Professionalism in Medicine: A Case-Based Guide for Medical Stu-

dents will help this process by engaging students and their teachers in re-

flection on and discussion of cases that will resonate with life experiences. If

this text, reinforced by appropriate clinical role models, fortifies the aspira-

tions of future physicians to practice medicine guided by the precepts of

professionalism, we will have achieved our purpose.

4 Introduction



PART ONE

Defining Medical Professionalism





1 Defining, Teaching, and Learning Professionalism

Professionalism is frequently described as the fundamental core of med-

icine. This chapter discusses the importance of professionalism, its historical

contexts, the current challenges, and the Physician Charter1 as a worldwide

medical response to these challenges. The chapter also examines and elab-

orates on other definitions of professionalism, explores how professionalism

is acquired and strengthened, and summarizes current medical education

approaches to promoting professionalism.

PROFESSIONALISM TODAY

Why Is Professionalism Important?

The Physician Charter avers in its preamble that ‘‘professionalism is the basis

of medicine’s contract with society.’’1 This pact or agreement denotes a

reciprocal, though tacit, relationship between the public and the medical

profession. The public gives physicians rights and privileges in return for

their adherence to values that enable them to protect the public health,

which is vital to the very existence of society itself. That is, in exchange for

authority to control key aspects of their working conditions, the public

expects physicians to maintain high standards of competence and moral

responsibility. According to the Charter, trust is essential to this contract.1

Public trust depends on whether the actions of physicians and their leaders

demonstrate the values of medical professionalism.

The authors would like to acknowledge the University of Missouri-Kansas City School of

Medicine, the Arnold P. Gold Foundation, Harry Palmer, the Avatar course, Peter Senge and

his collaborators.
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Why Is Professionalism Increasingly Important?

Healers across time and cultures have embraced the values of professional-

ism. Derived from the need to care for the sick, professionalism in Western

societies expanded in Hellenic Greece to include service and in medieval

England to include obligations to society and individual patients. In the early

1900s William Osler reminded physicians in North America and Britain that

medicine is a calling, not a business. He also stressed the role of empathy in

doctoring. Later, leading the charge to reform medical education in the

United States, Abraham Flexner added excellence and self-regulation to the

notion of medical professionalism. As medicine increasingly relied upon

science, expertise became an ever greater part of professionalism. In the last

two decades of the twentieth century, the American Board of Internal Med-

icine (ABIM) reintroduced the notions of service and caring, and triggered

a growing movement to reaffirm the importance of professionalism in med-

icine in both the United States and abroad.2

Why has this groundswell for professionalism emerged among physicians

and the public alike? Authors of the Physician Charter note that physicians

everywhere face unprecedented challenges that endanger the existence of

medical practice as a profession.1 These challenges involve the changing

nature not only of medicine, but also of health care systems, resources for

health care, physicians, and even patients.

Advances in medical technology and our increased reliance on it in patient

care, for example, have diminished physicians’ expression of humanism.1,3

With the enormous advances in medical science have come significant prog-

ress in helping the sick, as well as heightened anxiety about the efficacy and

safety of procedures and powerful drugs.4 Technology has outpaced our

ability to use it wisely.

Importantly, health care has become a business where commercial values

clash with those of the profession.1,5–9 Health is a commodity to be bought

and sold to customers where market forces dictate health care delivery.

Consumer and physician media marketing have influenced and perhaps cor-

rupted medical decision making. Other highly skilled health care professionals

compete with physicians for the health care dollar. Bureaucracy, at times,

trumps patient care. Limited resources fail to meet patient needs, and result

in unequal access to and coverage for health care.1,6 These colliding forces

have led to rising health care costs with an added pressure to contain costs.1,7

The intentional and unintentional acts of physicians themselves have

markedly contributed to the interest in medical professionalism among

physicians and the public.7,10,11 Faced with the above changes in medicine,
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health care delivery, and resources, physicians have found it increasingly

difficult to meet their responsibilities to patients and society.1 They did not

anticipate and adapt to the changing context of medical practice.6 They were

reluctant to become socially engaged12 and address the injustices in health

care,13 and they placed undue emphasis on income and power to the detri-

ment of patient welfare and the primacy of the patient’s interest.1,13 They

failed to regulate themselves and allowed incompetent and unethical

physicians to continue to practice medicine.10,12–14 In addition, a younger

generation of physicians favors a more balanced lifestyle.4 In these ways,

physicians themselves have contributed to the rising interest in profession-

alism within and without the profession.

For their part, patients have heightened expectations for the efficacy of

medicine, while disparities among the legitimate needs of patients grow.1

With greater access to medical information4,8 and the rise of patient choice

and empowerment,7,8 patients have become dissatisfied with physicians

and medical care. Moreover, there is a generalized mistrust in society today.

This mistrust not only transcends the profession of medicine, but targets it as

well.6

As a consequence of all these factors, external oversight and other outside

influences have become more dominant in health care. This, in turn, has

made it more difficult, yet more important, to maintain a commitment to

medical professionalism.12,15

What Is the Physician Charter?

In response to the challenges facing the medical profession, authors from the

United States, Canada, and Europe developed and propagated the Physician

Charter, which enunciates three principles of medical professionalism and

specifies ten professional responsibilities.1

The primacy of patient welfare, patient autonomy, and social justice con-

stitute the Charter’s principles. The principle of patient primacy contributes

to patient and societal trust by ensuring that ‘‘the interest of the patient’’ will

not be compromised by ‘‘market forces, societal pressures, and administra-

tive exigencies . . .’’1 The principle of patient autonomy requires physicians

to be honest with their patients and to empower them so they can make

informed and appropriate decisions about their own care. The principle of

social justice demands that the profession promotes the fair distribution of

health care resources and works to eliminate discrimination in health care.

Among physicians’ professional responsibilities are those that focus

directly on their commitments to patients: to be honest with them, safeguard
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patient confidentiality, and maintain appropriate relations with patients.

Honesty requires that patients understand their condition and treatment.

It involves telling patients about medical mistakes, should they occur, and

reporting and analyzing mistakes to prevent them in the future. Patient con-

fidentiality extends to persons acting on a patient’s behalf when the patient

cannot give consent. Commitment to confidentiality is more important than

ever because of electronic information systems. However, physicians must

recognize that considerations in the public interest must occasionally over-

ride confidentiality.

Several other principles in the Physician Charter refer to broad social

issues such as commitment to improved access to care and just distribution

of finite resources. Physicians must strive to eliminate barriers to health care,

so that uniform and adequate care is available. Commitment to equity in

care entails promotion of public health, preventive medicine, and public

advocacy without concern for self-interest of the physician or the profession.

A just distribution of finite resources requires physicians to develop guide-

lines for cost-effective care and scrupulous avoidance of unnecessary tests

and procedures.

The remaining principles relate to the collective responsibilities of the

profession. These include the commitment to professional competence,

improvement of the quality of care, and scientific knowledge. They also

include commitment to the management of conflicts of interest and dis-

charge of professional responsibilities to the profession and its members.

Regarding professional competence, physicians themselves must engage

in lifelong learning; the profession as a whole must ensure that the means

exist for all of its members to achieve professional competence. In addition,

physicians must be dedicated to improving quality of care by working with

other professionals to increase patient safety and optimize outcomes of

care, by developing and using better measures of quality, and by creating

better mechanisms to encourage continuous quality improvement of care.

The commitment to scientific knowledge entails the duty to uphold scien-

tific standards, promote research, create new knowledge, ensure its appro-

priate use, and guard the integrity of medical knowledge. To maintain

public trust, physicians and their organizations must recognize, disclose,

and deal with conflicts of interest that arise in the course of their multiple

activities. Professional responsibilities include collaboration to maximize

patient care and respect for one another. Other responsibilities address

standard setting for current and future members of the professions and

self-regulation, including remediation and discipline of members who have

failed to meet professional standards. A final aspect of professional
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responsibility is the acceptance of internal assessment and external scru-

tiny of all aspects of professional performance.

How Have Others Explained Medical Professionalism?

Teachers, clinicians, and learners have struggled with the meaning of pro-

fessionalism because it is a complex multidimensional concept.16 Frequently

they say they cannot define it but know it when they see it. However, scholar-

ship in the social sciences and medicine has produced more systematic

explanations of medical professionalism that can enable medical faculty,

practitioners, and physicians-in-training to better understand its meaning.

In the social sciences, early theoretical analyses of occupations distin-

guished the professions from other types of work and identified medicine

as the prototype profession. The features of a profession were: a specialized

body of knowledge, the altruistic service to patients and society, the right to

establish practice standards for its members who maintain them through self

regulation, and the responsibility to guard the integrity of the profession’s

knowledge and its use.16 The nature of the relationship between client and

professional was key. In the specific case of medicine, the placement of the

welfare of the patient above self-interest was a central and positive feature of

the profession.11,17

In medicine, the American Board of Internal Medicine (ABIM) contributed

to delineating professionalism through its project on humanism.18,19 The

Board identified three humanistic qualities that a physician should bring to

the profession of medicine: integrity, respect, and compassion.18,19 In the

mid-1990s, it defined professionalism per se in terms of aspiration to altru-

ism, accountability, excellence, duty, service, honor, integrity, and respect for

others.20 It noted that altruism – serving the best interests of patients, not

self-interest – is the essence of professionalism. It also listed challenges to

professionalism such as greed, arrogance, and impairment.

By the end of the 1990s, the Accreditation Council on Graduate Medical

Education (ACGME) designated professionalism as one of six core compe-

tencies for resident physicians to demonstrate. It specified professionalism

as ‘‘a commitment to carrying out professional responsibilities, adherence to

ethical principles, and sensitivity to a diverse patient population.’’21 About

the same time, the Association of American Medical Colleges (AAMC) pub-

lished a normative definition of professionalism to assist medical schools

with understanding and assessing professionalism.22,23 It listed nine behav-

iors necessary for physicians to exhibit in order to meet their obligations to

patients, communities, and their profession.
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Physicians subordinate their own interests to the interests of others; adhere to

high ethical and moral standards; respond to societal needs and their behaviors

reflect a social contract with the communities served; evince core humanistic

values including honesty and integrity, caring and compassion, altruism and

empathy, respect for others, and trustworthiness; exercise accountability for

themselves and for their colleagues; demonstrate a continuing commitment to

excellence; exhibit a commitment to scholarship and to advancing their field;

deal with high levels of complexity and uncertainty; and reflect upon their

actions and decisions.22

Next, the AAMC and the National Board of Medical Examiners (NBME)

joined forces to embed professionalism in medical education more thor-

oughly through assessment. Toward that end, an invitational conference

reviewed and organized principles of professionalism derived from the liter-

ature and produced a catalog of professionalism behaviors.7 Subsequently,

a task force at the Center for Innovation of the NBME developed a set of sixty

professional behaviors for use in an assessment tool, which emphasized

altruism, followed by responsibility and accountability, leadership, caring,

compassion and communication, excellence and scholarship, respect, and

honor and integrity.24

Having declared that the literature lacked an inclusive yet concise defini-

tion, Cruess, Cruess, and Johnston proposed a working definition of profes-

sionalism in 2004.15 Previously, professionalism was circumscribed as a series

of qualities or behaviors. Their efforts resulted in a definition of profession

serving as the etymological root of the frequently used words professional and

professionalism. The definition efficiently combined the major elements of

a profession as outlined by key sociologists and by scholars in medicine and

offered a comprehensive guide for teaching professionalism. But it was not

a definition of medical professionalism per se.

A ‘‘new professionalism’’ movement attempted to redefine professional-

ism in terms of greater physician engagement in the public arena while

retaining the commitment to the care of individual patients. New profession-

alism assigns physicians public roles for advocacy and for participation in

improving community conditions that affect the health of individuals, espe-

cially access to care and socioeconomic factors directly influencing health,

such as poor housing conditions.25 More pointedly, civic professionalism

equates fulfilling the social contract between the public and the profession

with physicians’ improving the quality of care for individual patients and for

the health care system through policy activism.26 Reflective practice organ-

izations27 and the medical profession itself have been assigned major roles

in spearheading policy initiatives.28–30 A similar movement also appeared in

the United Kingdom.31,32
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Still searching for a crisp, clear definition of professionalism that would

cover the meaning of preceding definitions and identify observable behaviors

for assessment purposes, Arnold and Stern equated professionalism to ‘‘the

aspiration to and wise application of the principles of excellence, humanism,

accountability, and altruism that rest upon a foundation of clinical compe-

tence, communication skills, and ethical and legal understanding.’’16

The definition points to the necessary but not sufficient elements of

professionalism – clinical competence, ethical understanding, and commu-

nication – which the authors depict as the foundational steps to a Greek

temple. It thereby recognizes the attitudes, knowledge, and skills that un-

derpin the application of the principles of professionalism. It refers to the

additional necessary and sufficient elements of professionalism – excellence,

humanism, accountability, and altruism – as aspirational principles,

depicted by the columns of the temple. The definition thus views profession-

alism as a set of virtues toward which physicians continually strive. Further, it

highlights the application of those principles in observable behaviors, which

is the crux of the definition that supports assessment of professionalism. The

definition implies that the principles may conflict and leads to the assertion

that those who can wisely resolve the conflicts may be considered truly

professional.16 It is through application of these principles that physicians

meet the health care needs of not only patients but also communities and

society.

Common themes can be found among the definitions of professional-

ism.2,16 These include the importance of physicians’ knowledge, skill, learn-

ing, and the process of safeguarding the validity of medical knowledge. The

definitions also typically mention the primacy of patient welfare over self-

interest or altruism, a concept critical to patients’ trust in physicians and to

healing. If patients are not able to believe that the advice they receive from

physicians is in their best interests, then the bond between patient and doc-

tor dissolves. The Charter itself opens with the statement ‘‘[Professionalism]

demands placing the interests of patients above those of the physician.’’1

Historically, the definitions often describe professionalism in terms of a list

of physician qualities or behaviors such as responsibility, reliability, and

accountability; honesty and integrity; respect and other interpersonal skills;

and self-improvement. Compassion and empathy are commonly included

too, but they are notably missing in the Physician Charter. Their absence

turns our attention to exploring differences in the definitions.

One striking difference turns on whether a definition treats professional-

ism as duty or virtue-based and envisions it as a contract or covenant

relationship. Swick and colleagues33 argue that the Charter envisions

professionalism as a competent, timely service; well-defined, circumscribed
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tasks characteristic of an occupation; and a duty-based ethical framework.

They maintain, however, that duty is not enough. They advocate for a defi-

nition of professionalism that transcends duty and competence and sub-

scribes to the ideals of a higher professionalism, namely, exceptional

service that transcends the provider’s self-interest, work as a calling with

often open-ended tasks, and a virtue-based ethical framework. The impor-

tance of the difference between duty and virtue-based can best be illustrated

by contrasting the pursuit of competence with excellence. Embracing

competence equals a commitment to meeting minimal standards, whereas

embracing excellence equals a continual conscientious effort to exceed or-

dinary expectations.16,20 Examples of pursuing the values of excellence and

exceptional service can be found in the successful quest for better means to

treat patients with cystic fibrosis,34 and in the conscious choice of the phy-

sician who identified severe acute respiratory syndrome (SARS) and subse-

quently died after contracting the illness.

Related to the distinction between duty and virtue-based professionalism

is whether a contract or a covenant shapes the relationship between the

public and the medical profession. According to Swick and colleagues, the

language of contract conveys a formal agreement explicitly codified and

enforceable by law.33 In turn, that legalistic language supports an interpre-

tation of professionalism as mere rules to be followed. It also suggests that the

relationship between the public and the profession is grounded in mistrust

leading to ‘‘ ‘ethical minimalism,’ in which physicians limit themselves to the

‘precise letter of agreement.’ ’’33 Swick and colleagues claim that the Charter

advances a duty or rule-based approach to professionalism.

An alternative approach to professionalism posits a covenant as the basis of

the relationship between the public and the profession. A covenant is a solemn

promise or pledge, exemplified by the oath that physicians take upon entering

the profession. When recited, the oath represents a publicly binding promise

that involves something beyond self-interest. It is a first step toward securing

trust between the public and medicine, and providing a moral framework

within which to consider the dilemmas that physicians and patients encounter.

Another striking difference in definitions is who the primary constituents

are (i.e., individual physicians in service to individual patients or the pro-

fession as a collectivity with responsibility to society). Some definitions of

professionalism, for example, largely describe the elements of professional-

ism in terms of qualities, behaviors, or values of individuals. Others implicate

the responsiveness of individual physicians as well as the profession and its

leaders in delineating professionalism.

Other variations across definitions reflect distinct physician qualities,

commitments, and/or behaviors; different emphases on these elements;
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and alternative interpretations of their meanings. Several of the defini-

tions, for example, are distinctive because they include autonomy and self-

regulation as elements of professionalism.10,13,15,35 Another definition adds

the ability to deal with uncertainty as a critical element of professionalism.22

One focuses on reflection and mindful practice36 while another introduces

the obligation to express regret, apologize, and make amends for patient

errors.37 Authoritative organizations and scholars assign varying degrees of

importance to the elements. Altruism, for example, is central to profession-

alism in some definitions,20 while its explicit use is absent in the Charter and

other definitions.1,38 Duty, advocacy, service, and/or social responsiveness,

on the other hand, are central to other definitions.12,15,27–32 One definition

places knowledge as foundational to professionalism while highlighting

excellence, humanism, accountability, and altruism.16 As for differences in

the interpretations of the elements’ meanings in defining professionalism,

accountability is variously defined across authors.20,39,40 The Charter shifts

respect for patients as persons to respect for patient autonomy, and one

scholar claims that this lexical change has impoverished how physicians treat

patients.41

The differences just identified among definitions stem from several factors:

the academic disciplines that inform the definition, the purpose of the def-

inition, and the health care delivery systems and cultural traditions in which

those systems reside. For example, the Charter’s notion of professionalism is

anchored in the bioethics movement with a heavy emphasis on patient

autonomy,33 while the Cruesses’ definition of profession reflects sociological

traditions.15 The Arnold and Stern definition of professionalism was tailored

to meet specifications of effective assessment,16 whereas Inui’s definition,

which has the qualities of the virtuous person at its core, serves as inspiration

and a guide to instruction and understanding.42 The absence of explicit ref-

erence to altruism in a definition from the Netherlands results, in part, from

the difficult fit between altruism and clinical practice there.38

Knowing the contents of the Physician Charter, identifying the elements of

professionalism, and being able to discuss the similarities and differences

among the various definitions of professionalism alone are not tantamount

to being a virtuous physician. We therefore turn our attention to the question

of how professionalism is acquired and strengthened.

HOW PROFESSIONALISM IS ACQUIRED AND STRENGTHENED

Cruess and Cruess provide an excellent outline to guide the teaching and

learning of medical professionalism.43 They emphasize that students indeed

must learn the ‘‘cognitive base’’ of professionalism at the outset of their
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careers (i.e., what professionalism is, where it came from, and the context in

which it exists). Once students intellectually acquire the principles of

professionalism, they must have access to opportunities to apply these

principles in authentic learning activities in order to bridge the gap

between ‘‘knowing what’’ and ‘‘knowing how.’’43 By reflecting upon these

experiences, students can then begin to build mindfulness36 about the prin-

ciples and engage in reflection-in-action.44 The environment must support

students as they learn, apply the professionalism principles, and come to

adopt them as their own because they are the values of the profession they

wish to join. This process, technically termed ‘‘socialization,’’ is therefore

a process of value transmission that occurs through meaningful experiences

reflected upon within supportive communities.

How Do Medical Schools Currently Teach Professionalism?

To facilitate the socialization process, medical schools and residencies are

designing programs that will eventually lead to comprehensive, evidence-

based education for professionalism. Medical schools’ curricula now include

the cognitive information on professionalism through readings and didactic

lectures. Small group discussions, standardized patient interactions, and

self-reflection papers further refine, highlight, and clarify aspects of profes-

sionalism and its application. In addition, respected role models provide live

examples of professionalism and discuss their actions in order to give

students first-hand experience of professionalism.

In short, educational programs need to include a combination of explicit

didactic and experiential approaches in authentic contexts in order to sup-

port a learner’s socialization to the profession. This book itself is an example

of such an approach. Cases about professionalism and professional lapses

are a starting point for discussions grounded in ‘‘authentic activities’’ where

learners can explore the application of principles without the risk of adverse

outcomes. Another example is a web-based education workbook that

includes stories about highly professional behavior.45 It also describes

experiential activities to undertake such as brainstorming solutions to pro-

fessionalism conflicts, rehearsing what to do in professionally challenging

situations, and practicing respectful interactions with challenging patients.

These approaches require the assumption that professionalism is devel-

opmental and can be taught, nurtured, and learned. There is increasing rec-

ognition that human capacities related to professionalism do develop, that

their development can be deliberately accelerated, and that there are useful

models to inform the process.
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How Is Professionalism Developed and Nurtured?

Medical educators describe the development of professionalism as depen-

dent upon career stage16 and involving acquisition of practical wisdom

through a prolonged period of experience and reflection on experience.46

Likewise, the psychologist Lawrence Kohlberg points out that develop-

ment of morality, a specific human quality related to professionalism,

unfolds in a predictable sequence of stages47 and is accelerated through

challenging social experiences such as directed student discussions about

thorny issues.48

The real challenge of professionalism is learning to resolve tensions and

conflicts in medicine with wisdom and compassion.16 A key reason that pro-

fessionalism issues are thorny is that conflicts between principles remain

invisible. In the authors’ work collecting narratives about professionalism,49

we saw situations in which it would be difficult, for example, to be both

humanistic and accountable or to be both compassionate and excellent.

Yet there was often little awareness of the existence of, implications for,

and solutions to the tension. This problem can be addressed by using cases

in this book to learn to recognize, name, and discuss unresolved issues in

professionalism. These discussions will contribute to new reflective experi-

ences and, in turn, foster growth in professionalism of learners and faculty

alike.

Didactic descriptions of professionalism principles may disguise the fact

that it is easy to act professionally when well rested and well provisioned and

when the compassionate route is clearly marked. Yet the value of profession-

alism is most visible when the stakes are high, information is incomplete, and

no predictable solution to the situation exists.50 Such events, as depicted by

the cases in this book, are familiar to the individual practitioner, to leaders of

medical institutions, and to the profession as a whole. These circumstances

can be associated with harmful reactions and emotions and unhelpful

thought patterns that diminish one’s ability to act professionally. Profession-

alism thus involves the art of deliberately choosing one’s actions according to

principles.51 Self-control, emotional control, and cognitive self-reflection

support students’ and physicians’ ability to act on principle and avoid de-

structive responses. The self-control literature provides strategies to limit

instinctive reactions like anger.52 Literature on emotional regulation and

character development53,54 describe how to develop positive emotions

and thereby increase helping behaviors,48 inspire further virtuous action,47

and support expressions of empathy and altruism.55 Achieving critical self-

reflection entails cognitive self-regulation that leads to an awareness of the
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thoughts and emotions of oneself and others, along with a decrease in think-

ing patterns that lead to unpleasant emotions.56 When not controlled, these

damaging human tendencies not only threaten a physician’s interactions

with patients, but also put our survival as a species at risk. Indeed, Fawcett

cautions that violence and vulnerability may lead humanity to self-annihilation

within five to ten generations.57

In this context, development of professionalism brings an unexpected

benefit. This chapter has outlined significant challenges now threatening

physicians’ ability to practice healing. Despite these challenges, a global net-

work of physicians has endorsed a code of professional behavior, attitudes,

values, and ideals.16 As physicians adopt and embrace these professional

ideals, they undergo a personal evolution toward noticing suffering, feeling

its impact, and doing what they can to provide relief. These ideals call for

physicians to treat their patients with respect, compassion, and integrity,

regardless of their origins, beliefs, attitudes, or behavior. A code of humanism

must not waver in the face of difference, difficulty, or hostility. Accepting

these ideals provides a worldwide model for reducing intolerance, cruelty,

and violence and expressing a humanism that encompasses all of us. An

unintended benefit of openly practicing professionalism is that physicians

do their part to shift the planet toward a saner time. That is a fundamental

importance of practicing professionalism with as much heart as one can.

Louise Arnold, Ph.D.

Professor, Associate Dean

Office of Medical Education and Research

University of Missouri-Kansas City School of Medicine

George Thompson, M.D.

Associate Professor

Office of Medical Education and Research

University of Missouri-Kansas City School of Medicine
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PART TWO

Cases Involving Medical Students





2 Student and Faculty Cases

PATIENT WELFARE 1

A student, a few months into the winter of his first year of medical school, is

increasingly anxious. He also has had frequent episodes of insomnia and ab-

dominal pain. He is now struggling academically. Prior to medical school, he

had no medical or mental health problems. Despite his ill health, he does not

seek medical attention.

A Medical Student Perspective

When I place myself in this student’s shoes, part of me is inclined to think,

‘‘I’m an adult. I can treat or ignore my health problems as I wish. My health is

my business.’’ Do you agree? Can physicians’ failure to care for themselves

negatively impact their patients? Does caring for others introduce an ethical

obligation to care for oneself?

As a medical student, my basic responsibilities for self-care expand when I

assume the role of caregiver. I think my patient care responsibilities begin

with a responsibility for my own health. A number of studies document an

effect of physician health and health practices on patient care. For example,

in an article on depression among medical students, Rosenthal and Okie

report that failing to seek treatment for depression can have a negative

impact on patient care.1 In a discussion of when it is appropriate for physi-

cians to call in sick, Swinker acknowledges the dangers to patients when

physicians continue to practice despite suffering from communicable ill-

nesses such as TB or gastroenteritis. However, she also acknowledges a strong

motivation to continue working despite illness because of a perceived ‘‘wimp

factor,’’ as well as the inconvenience of rescheduling a day’s worth of

appointments.2 In an article examining physicians’ preventive health prac-

tices, Frank and colleagues report that physicians’ personal health habits
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may influence the health counseling they give to their patients.2 Collectively,

these studies point to a real ethical responsibility for self-care on the part of

physicians in order to provide quality patient care.

Stress management is one aspect of self-care significant to students. The

stress response, while important for memory formation, is known to impair

learning and memory in the chronic phase.3 Moreover, chronic stress makes

us susceptible to illness. When a student is suffering from stress and illness,

what happens to his ability to learn and retain the information he will need to

care for his patients? From my own experiences studying the basic sciences

during medical school, the information I learned during times of effective

stress management was certainly better retained than the material I studied

during stressful times or times of distraction. This underscores the impor-

tance of effective stress management in the early years of medical training for

long-term retention of essential information.

Medical school, while certainly a time for clocking long hours with our text-

books, is also a time for establishing healthy stress-management behaviors

such as regular exercise and formal relaxation (yoga, meditation, getting out-

doors). In fact, in an article on physician impairment, Miller and McGowen

reason that maintaining healthy lifestyles as well as setting professional limits

and pursuing leisure activities outside of work are necessary to establish

a buffer against the stresses of medical practice.4 I interpret this as an endorse-

ment of having fun during medical school or at least achieving a balance.

In many ways, the stressors of medical education can be seen as positive

stressors. Entering a new hospital with a new team and new patients at the start

of each clinical block presents challenging but positive experiences for many

medical students. As we experience these stressors our bodies respond through

release of substances such as cortisol and b-endorphin.5 For the student in the

vignette, managing stress may include seeking formal medical attention, fol-

lowing good sleep hygiene, getting adequate nutrition and adhering to a daily

exercise regimen. Well-managed stress means that we experience the benefits

of the body’s stress responses, including a sense of accomplishment in meet-

ing our challenges and the support of learning and memory.

Molly Eaton

Medical Student, Jefferson Medical College

A Faculty Perspective

Medical student and physician distress is a serious, pervasive problem. About

half of physicians rate their morale as ‘‘five or lower’’ (on a scale of one to

ten). Two-thirds report emotional burnout. About one in twenty report
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job-stress-associated suicidal ideation. However, only about one in four

seeks personal counseling.6 A similar fraction of medical students report

burnout, with the percentage increasing as their training progresses.7

As I read the vignette, I considered the student’s differential diagnosis. But

there was so little information! I took the problem to my wife, who listened

calmly, then stated, ‘‘Well, I think you’d have to rule out pheochromocytoma.

Can you find out if the patient is having diarrhea or any other symptoms?’’

Before speaking with her, I’d only considered anxiety and depression. I was

unsure what to do next.

I took time later to reflect on my thoughts and responses. It occurred to me

that some sort of identification with the student in the vignette had hap-

pened. Perhaps I could understand my reactions apropos of the student

and his situation. Specifically,

1. The confusion of roles – Am I supposed to diagnose this myself or seek

help?

2. The uncertainty of how to proceed – Should I keep asking friends who

are in medicine for help (analogous to curbsiding)?

3. The pressure of time – Do I have the time to deal with this right now, or

can it be put off?

There is a correlation between some obstacles I was experiencing and

obstacles medical students encounter in dealing with illness. The difficulties

most frequently reported by medical students seeking care are financial con-

cerns, concerns about confidentiality, not having access to care, and that they

are ‘‘too busy to take time off.’’ In fact, more than six in ten students report

seeking informal consultation, stating reasons of convenience, decreased

expense, and speed.8

In their quest for consensual validation, students will ask others students

about their experiences as patients. The stories they hear may be further

incentive to avoid getting treatment, or to circumvent the ‘‘usual’’ channels.

In a poignant story written by a first-year medical student being treated for an

AVM, the student did not report difficulty with accessing care. However, she

was left wanting for more communication, recognition of her distress, and

recognition of the inappropriateness of her being a ‘‘teaching case’’ during

her treatment.9

During their pre-clinical years, medical students will learn about different

learning theories. They will learn that modeling is the most effective way to

learn new, complex behaviors. Caring for one’s own illness is an intricate

problem, and modeling will be a very important means by which students

will adapt solutions. In a paper on medical student distress, Dyrbye et al.
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proposed some ideas for promoting well-being during medical training.

Their ideas fell under four headlines: creating a nurturing learning environ-

ment, identifying and assisting struggling students, teaching skills for stress

management/promoting self-awareness, and helping students promote per-

sonal health.10 Although these four headlines represent a well-considered

strategy, I think the authors of the paper stop just short of a comprehensive

approach. If modeling is a means of skills acquisition for the students, then

having workshops for residents and attendings on managing stress and ill-

ness is an overlooked necessity.

Clearly medical students are:

1. very vulnerable to illness, and

2. at risk to experience difficulties accessing appropriate care.

Any efforts by educators to model healthy care-seeking behaviors would be

a high-yield investment. What would you do if you needed to deal with an

illness? Concerning the student from our vignette – how should he move

forward? His most pressing needs are recognizing that there is a problem,

and seeking help. Ideally, the services at his school system (student health,

student personal counseling, academic affairs) could work together. The

goals are to assure that he receives support, examines his options, and knows

how to begin appropriate treatment.

Robert F. McFadden, M.D.

Director, Student Personal Counseling Center

Jefferson Medical College

PATIENT WELFARE 2

A third year student has just finished a very busy day and overnight call on her

pediatrics rotation. She has had only an hour of sleep. Although the clerkship

syllabus states that it is appropriate to leave at noon after a night on call, her

resident has not sent her home. She is feeling the lack of sleep and is concerned

about her twenty-minute drive home. She is also concerned that asking to

leave will reflect poorly on her and affect her evaluation.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

As a medical student, my quality of life depends on finding balance between

work responsibilities and personal needs. However, my professional standing
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seems to depend on my work ethic and the sacrifices I’m willing to make for

my training.

What might be the negative repercussions of a student choosing to leave

her shift when she feels too tired or stressed out? Students often know the

most about a patient’s social and emotional state, so leaving without ade-

quately signing out psychosocial issues could compromise patient care.

Some patients may prefer to have a student present for support during

procedures or in family meetings. The student’s absence may affect the

patients’ perception of their care. Less time spent with patients could also

result in missed learning opportunities. The grueling environment of clin-

ical rotations may be a requisite ‘‘initiation’’ for the life-or-death decisions

that will come in the years ahead.

When faced with a difficult decision on the wards, perhaps the most salient

consequence for students is a poor evaluation. Medical students confronting

ethical dilemmas often make decisions based on how their residents will

evaluate them.11 Most strive to be a ‘‘team player’’ and are reluctant to speak

up about moral conflicts fearing it will reflect poorly on performance.12 Even

when work obligations are complete, leaving a shift without offering addi-

tional help risks being perceived as uncommitted and lazy. Nevertheless,

students making every effort to be a team player may find themselves com-

pelled to doing things they feel are unethical and counter-productive to their

learning.11 The first time a student is asked to do a difficult procedure can

result in failed attempts and suffering for the patient.11 Working extra hours

while sleep deprived can compromise learning and health. Sleep loss from

a night on call has been shown to impair cognitive performance13 and

increase the risk of motor vehicle accidents,14 and may be contributing to

the high rates of depression and anxiety among medical students.15 Psycho-

logical distress can lead to poor academic performance and decreased em-

pathy towards patients.15 Sleep loss and subsequent poor quality of life,

therefore, can interfere with the very reason we train to be doctors – to pro-

vide the best possible care for our patients.

Perhaps finding the courage to address the dilemmas we face is a step in

the right direction? The fear of being poorly judged for simple decisions, like

eating lunch or asking to leave, is real. However, the assumption that drives

that fear is often irrational. Most of my residents and attendings are reason-

able people who understand my need to eat and sleep. One of my greatest

epiphanies was realizing this obvious fact: the only way my residents can

know that I’m done with my work and ready to leave is to tell them! So, when

I’m exhausted on post-call days, I have found what often works is simply

asking my resident if there’s anything else I can do before I leave. This can be
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an effective and sensitive approach to finding balance between supporting

my team and advocating for my personal health.

Meghan Gould

Medical Student, University of California, San Francisco

School of Medicine

A Faculty Perspective

The tension between service to patients and attention to personal concerns is

pervasive in medicine and can be especially poignant for students because of

the importance of meeting supervisors’ expectations. Altruism, the commit-

ment to put the interests of others before one’s own, is a core value of med-

icine but making it a living value, that can be both aspired to and enacted

daily, is challenging. This challenge has increased over the past generation

as medicine has become substantially feminized, obviating the division of

labor that allowed physician-fathers to devote themselves to their patients

while stay-at-home mothers managed the household.

The third year medical student in the vignette is faced with a discrepancy

between her understanding of the expectations for her post-call responsibil-

ities and what she believes her resident requires. Her perceptions of her

resident’s standards for a third year student may be inaccurate, but perhaps

not. Unfortunately, residents too commonly say, ‘‘Where I went to medical

school, the students stayed all night with their teams,’’ or ‘‘Students carried

as many patients as the interns.’’ Once the resident has even intimated such

expectations it is difficult for a conscientious student to choose to fall short of

them. And, while students overestimate the importance of ‘‘putting in the

hours,’’ the resident’s opinion of her diligence and commitment to patients

will certainly color her evaluation.

The impact of duty hour reduction (DHR), mandated for residents in 2003,

has been complex and controversial. There are five outcomes of particular

interest: the quality of patient care;16,17 resident personal life and safety;

fostering of altruism; accomplishment of work previously done by residents;

and teaching and learning by all trainees.18–20 Although directed at house

staff, DHR has implications for medical students. Better-rested residents

might be more willing to teach or, given the obligation to be out of the

hospital within thirty hours of the beginning of a shift, residents may prior-

itize patient care over teaching. Faculty and students may feel that they are

filling in for residents who are mandated to be out of the hospital. Predict-

ably, the specific strategies used to reduce resident duty hours influence

whether the impact is regarded as beneficial or deleterious.21
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Medical schools must ensure that student patient-care responsibilities con-

form to school policy and that student learning is not compromised by policy

changes intended to address other issues. Medical students already evaluate

resident teaching and the learning opportunities afforded by their clerkships.

Perhaps evaluations should contain additional items encouraging students to

reflect on the balance between service to patients and their own personal needs

and addressing the clerkship’s conformance to school policy. The student might

be asked to respond to items such as: ‘‘This clerkship supported my continued

learning about altruism and balancing my service to patients with my other roles

and responsibilities,’’ and ‘‘The resident’s expectations of my performance were

consistent with school policy (night call, patient load, scut, etc.).’’ Medicine in

the twenty-first century requires a ‘‘new professionalism’’;22 there is more to

devotion to patients than working to exhaustion.

Molly Cooke, M.D.

Professor of Medicine

Director, the Haile T. Debas Academy of Medical Educators

University of California, San Francisco School of Medicine

PATIENT AUTONOMY 1

A second year student is assigned to obtain a history and perform a physical

exam on an elderly patient who was hospitalized for treatment of pneumonia.

After thirty minutes, the patient appears tired and politely asks if the student

can return the next day to finish the history and examination. The student is

expected to present to her attending and to hand in her H&P at the end of the

session that day.

A Medical Student Perspective

From the day we first put on the white coat, we take on a responsibility to

hold our patients’ health above our own interests. Faced with this situation,

the student in the vignette might choose to explain to the patient the impor-

tance of the assignment and beseech her to keep going. After all, what harm

would be done with just a couple more questions?

I think this rationalization uses dangerously selfish logic. While the proper

completion of the assignment may be a very real concern to the medical

student, it is far less important than the wishes of the patient lying in bed

in front of her. The medical student must recognize that while this assign-

ment is a valuable learning experience, it probably has no therapeutic benefit

for the patient. I would argue that the only ethically sound choice is for the

student to respect the patient’s wishes and leave to find another patient.
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The medical student has a responsibility towards the patient, but I don’t

believe that the patient has any such responsibility towards the student.

I fondly remember the time during my Family Medicine rotation when I

entered the room to see an elderly woman with chronic sinusitis. As I was

introducing myself she interrupted: ‘‘No, No, I’m here to see the doctor, not

just anybody,’’ she said, shooing me away. I smiled and told her the doctor

would be in shortly. I was taken aback by her rudeness but I begrudgingly

accepted her choice not to contribute to my medical education.

I am not ‘‘just anybody.’’ I am a future doctor who has studied countless

hours and has overcome many hardships to get here. Yet it is a common

mistake made by medical students to summarize our worth based on aca-

demic achievement. Our grades and test scores as undergraduates got us here

and our performance in medical school will determine entrance into resi-

dency. However, the ongoing drive for personal achievement can sometimes

compromise our ability to act courteously towards others. The second year

student in the vignette may feel indignant at the patient’s request. She may

think to herself: ‘‘My grade in this course, my entire future, is at stake and

you’re too tired to give me your stupid history? I’m tired too!’’ What is really at

stake is the patient’s autonomy, which is of greater value than any one

assignment or grade. Although a treating physician may be justified in trying

to change a patient’s mind to accomplish an important intervention, the

medical student must be mindful that is not the case here.

It can be quite easy for an enthusiastic medical student in a shiny white

coat to coerce the seriously ill patient. It is far more difficult for the student to

look the attending physician in the eye and explain that by respecting the

patient’s wishes she was not able to complete the assignment. Further, it is

critical that the educators of medical students be flexible in these situations

and consistently reinforce the need to handle difficult situations with grace

and good communication.

Andrew Radu

Medical Student, Jefferson Medical College

A Faculty Perspective

At first blush, this scenario seems very simple. The student should thank the

patient for his time and leave. But that’s easy for an attending to make that

determination. In fact, the reality of medical education dictates that the

student must get this assignment done. This reality includes completing an

assignment within a relatively short amount of time, writing up the medical

history, researching the patient’s diagnosis in order to discuss it with the
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instructor (in case asked), and all with a quick turn-around time. The bottom

line is the patient’s non-participation creates a problem.

If this was a third year medical student on an inpatient rotation at a hospital

where all patients had a student assigned to participate on their care teams,

one might have a stronger argument for participation, since the student

might positively impact the patient’s medical care. Or if the learner was

a resident, then it would be almost mandatory that they be involved in the

patient’s care. (I have made rare exceptions on my inpatient service under

extraordinary circumstances to allow a patient not to have resident contact.)

The bigger consideration is whether the patient is obligated to participate

in a student’s educational pursuits. One can give convincing arguments that

both support and refute this premise but ultimately it comes back to respect-

ing a patient’s autonomy.

In this scenario, the student has three choices, all fraught with a potentially

poor outcome:

1. The student can gently urge the patient to continue, although at the

risk of having the quality of the information obtained in the history

impacted by the patient’s fatigue, and, more importantly, agitating

the patient and exacerbating the illness.

2. The student can offer to come back later that day after the patient has

rested. If the student comes back later, he risks not being able to finish

the assignment in a timely manner.

3. The student can find another patient to help them complete the

assignment. This allows the patient to be autonomous. The student

does have to spend extra time interviewing a second patient but hope-

fully something is learned from the first patient encounter.

I believe the third option is best. And communication with the clinical

instructor is important.

This scenario reminds us that flexibility is necessary when interacting with

patients and completing clinical assignments. The nature of the healing arts

and taking care of ill people includes many variables, some which are unpre-

dictable and uncontrollable. Because patient care is a fluid and dynamic ven-

ture, the instructor should understand that a patient’s cooperation is part of

this process. The instructor should be flexible enough to either give an exten-

sion to the student’s assignment so the interview can be completed with the

initial patient or help find another patient in order to complete the interview.

William G. McNett, M.D.

Division Chief, General Pediatrics

Jefferson Medical College
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PATIENT AUTONOMY 2

A surgical resident and fourth year medical student on rounds see a patient

scheduled for an elective femoral-popliteal bypass. The patient looks at them

anxiously and says ‘‘I hope that Dr. White is doing the entire operation. I know

you are both here to learn, but I came to this hospital because Dr. White is

the best and I only want him to operate on me.’’ The resident explains that

Dr. White will be doing the entire procedure and he will be assisting and the

student will be watching. Near the completion of the operation, Dr. White

turns to the student and asks her to help close the incision.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

It is not hard to imagine that helping close the incision would be the easiest

choice for the student, as such participation is expected of a fourth year

student and would be done at the request of the attending. Closing incisions

also gives a student the opportunity to make a more personal contribution to

the case while practicing a useful skill. However, if she did so, the student

would knowingly break the agreement formed with the patient during

rounds. The fact that the student’s action would have little impact on the

outcome of the operation is not sufficient reason to ignore the patient’s

preferences. Doing so would place the trust of the patient at risk as well as

the patient–surgeon and patient–student relationships.

An appropriate first step is to make Dr. White aware of the conversation

from rounds. The student is thus showing respect for the patient and

acknowledging his right to make autonomous decisions regarding his care.

These are fundamental principles of the informed consent process.

Informed consent is considered an ongoing dialogue between patient and

surgeon,23 and the resident and student are participants in this process.

They have a mutual understanding with the patient regarding their roles

in the operation and should honor those expectations. Additionally, the

patient’s expression of personal preferences before a procedure should be

a foremost consideration when making decisions regarding an anesthetized

patient.

As medical students on clinical rotations, we see the look of hesitancy

some patients express when we ask permission to participate in their care.

Most patients are willing to interact with students, but this willingness varies

with the clinical setting.24 One survey in an outpatient clinic noted that only

2 percent of patients would not allow students to watch surgery but 59

percent said they would probably or definitely not allow students to suture
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incisions.24 As in this case, the appropriate response to patients’ concerns is

to err on the side of giving more information regarding trainees’ roles rather

than less. If open discussions do not resolve concerns over student involve-

ment, patients ultimately have the right to choose from whom they receive

treatment.25

Because of their willingness to interact with students, we come to expect

patients’ consent, even though our involvement may place additional bur-

dens on their care. Medical students have a right to a clinical education, but

the obligation to fulfill this responsibility rests with the university, not its

patients.26

In this case, the student must explain to the attending physician why she is

refusing a simple request. Speaking up is not without risk, because these

actions may affect her evaluation and status on the team. However, patients

entrust physicians to exercise moral courage on their behalf.27 Just as tech-

nical skills must be sought and practiced by future physicians, so too must

habits of character and ethical conduct.

Peter King

Medical Student, Medical University of South Carolina

A Faculty Perspective

In his preoperative discussion, Dr. White would have ensured that the patient

understood basic aspects of his disease and of the operation. During this

conversation, the patient did not express to Dr. White the same thought he

later mentioned to the resident and student: that he only wanted Dr. White to

operate on him. If he had, the surgeon would have explained that he could

not do the operation by himself: assistants – residents, medical students,

physician’s assistants, or nurses – would be helping him. They would some-

times hold tissue aside to allow him to see the blood vessels, and would

sometimes be cutting or sewing, according to the usual routine that he

employed in all of his operations. He would be physically present at the

operating table during all the critical parts of the operation and would be

fully responsible for every aspect of the procedure.28 These were the very

routines, he would have explained, that had led to his excellent surgical

results. Nearly all patients gladly accept an explanation of this kind. If the

patient insisted, however, that he and only he cut and sew, Dr. White would

be bound to do just that (or to refer the patient to another surgeon).

Because medical students are not physicians, the patient should be made

aware of their participation in operations: ‘‘In instances where the patient

will be temporarily incapacitated (e.g., anesthetized) and where student
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involvement is anticipated, involvement should be discussed before the pro-

cedure is undertaken whenever possible.’’25 Dr. White probably introduced

the resident and the student to the patient when they entered the room, but,

failing that, his mention of student assistants would have satisfied this ethical

guideline. The patient could ask for further discussion and could, if he

wished, exclude students from participating in the operation.

The resident’s response to the patient’s question is inappropriate. The

patient is naı̈ve about operating room procedures, so the resident’s succinct

reply misled him into false beliefs: Dr. White would be the only one cutting

and sewing, assistants do not perform these acts, and the student, merely

‘‘watching,’’ would not be scrubbed at the operating table. In reality, the lines

between roles are not nearly so plainly drawn in the operating room.

Because Dr. White did not talk with the patient about operating room

personnel, the student was ethically obligated not to help close the incision,

just as described in the above essay. Indeed, the student should not even be

scrubbed in at the operating table; rather, she should watch the operation

from the best available vantage point. When asked to help close, the student

should demur, repeating the resident’s comments to the patient. Dr. White

should then excuse the student from participating further in the operation.

Later, in private, he should have an edifying conversation with the resident,

explaining how to talk with patients about surgical assistants.

Robert Sade, M.D.

Professor of Surgery

Director, Institute of Human Values in Health Care

Medical University of South Carolina

SOCIAL JUSTICE 1

A second year student is doing a longitudinal patient care elective with a faculty

member in obstetrics/gynecology. After several sessions he realizes that his

participation is limited to the ‘‘non-private’’ patients, who had Medicaid or

no insurance. He was not invited to see ‘‘private’’ patients, who had commer-

cial insurance. He also noted that Latina and African-American patients were

more likely to be non-private patients. One of his friends, when asked, was

having the same experience with a surgery attending.

A Medical Student Perspective

This scenario gives cause for concern in that the patients are being stratified

into two categories: those whom the medical student is and is not ‘‘allowed’’
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to examine. From an educational standpoint, the groups break down into

those from whom the medical students can ‘‘learn’’ and those from whom

they cannot. Without proper explanation from the attending physician, this

second year student is left to wonder why he is only allowed to see the non-

private patients. Is it because those of lesser means do not have the right to

object to being seen by a junior medical student? This student’s experience is

similar to that reported in the literature. In a study of student experience in an

ambulatory clinic, students were significantly more likely to see patients with

Medicaid insurance and of a minority group.29

Working with those of lesser financial means is not new for most medical

students. Some volunteer at free clinics, while others offer assistance at

homeless shelters or community-based programs. For most students who

enter medical school, pursuing a career in medicine is accompanied by

a deep-seated desire to help those in need. Now for a second year medical

student, ‘‘those in need’’ are those in need of medical care. Imagine a pri-

vate and non-private patient with beds right next to each other in the

hospital. Repeat this situation several times, and the message being rein-

forced to the student may be that being a private patient earns certain

privileges, one of which is the privilege of not to being ‘‘practiced on’’ by

a medical student.

‘‘Practicing’’ on patients, some of whom may not fully understand the

extent of our inexperience, may pose ethical challenges. Even while getting

proper supervision, are we putting our patients at risk? Perhaps not. Studies

have shown that student involvement in indigent care may benefit both

patient and student.30 Studies of patients in an outpatient setting,29 mater-

nity ward,30 and inpatient surgical setting31 have reported that they appreci-

ate that students can give them more time than other members of the health

care team. Over 90 percent of surgical patients ‘‘agreed’’ or ‘‘strongly agreed’’

when asked if they had benefited from student involvement.31 Among

maternity patients, there was a significant trend for patients from lower so-

cial class groups to have a more positive attitude toward student doctors.30

Another benefit of working with indigent patients may be that the cultural

barriers between patients and students break down. Students then may

become more likely to work with the poor after their training ends.32

As students, we can’t control which patients faculty direct us to see. We

should, however, appreciate the altruism of those patients who generously

allow us to see them. And while working with patients, we can be reassured

that our efforts often improve their health care experience.

Anthony Farah

Medical Student, Jefferson Medical College
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A Faculty Perspective

The prevailing paradigm of clinical medical education, beginning with the

clinical clerkships and ending after residency or fellowship, involves caring

for patients under supervision. Graded authority and responsibility marks

this phase of professional maturation. The result of this gradual assumption

of authority and responsibility is a clinician with proficiency in the six

domains of clinical competence in their chosen specialty.33

Clinical experience for medical students occurs in the unique setting of

the systems of care endogenous to the teaching hospitals of their medical

school. These systems have evolved over generations, and are usually based

in settings where resident training also occurs.34 This ‘‘continuum’’ of med-

ical education places the resident in a position of teacher and supervisor, as

well as trainee.

Residency programs developed in many institutions with the dual purpose

of training the next generation of medical staff, as well as providing care for

the indigent. Teaching hospitals affiliated with medical schools often provide

care for a disproportionate share of the uninsured and underinsured of their

service area. The structures of care often involve private services and non-

private services, or entire hospitals dedicated to uninsured or underinsured

patients coupled with hospitals dedicated to insured patients.

The altruistic delivery of patient care is seen in both settings. Physicians

care deeply about the care provided to the patients they serve. Some physi-

cians make the care of the indigent their life’s work. Others provide care to all

who come to their door, regardless of their insurance or economic status.

Finally, some physicians provide care only to those economically capable of

affording their services.

Certain concepts are important to understand in relation to learning in the

clinical setting. First, it is a privilege to participate in a patient’s clinical care.

There is no ‘‘right’’ that accrues to an individual when they enter medical school

that entitles them to participate in the care of all patients. Some patients do not

wish to have their care directly managed by trainees. Those with choices are

largely those with health insurance. The institutions caring for the uninsured

and underinsured utilize residents and fellows to provide much of the hands-on

aspects of patient care, with more distant supervision provided by faculty. The

students in this case are observing the impact of this care dichotomy.

Second, trainees aspire to train in settings where they are granted greater

autonomy earlier in training, which is usually seen in settings where the

uninsured and underinsured receive care.

Third, the provision of care by individuals not competent to provide that

care is unjust. The bravado of ‘‘see one, do one, teach one’’ referred to
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nostalgically by senior faculty, where learning and care is haphazard, and

often at the patient’s expense, is distinctly non-altruistic. Thus, the needs of

the patient for expert care, and the needs of the student or resident to

acquire knowledge and experience, must be balanced. This is the role of

the faculty.

Fourth, most conceptual systems of social justice do not require equal

care for all, but rather some level of care for all. These dichotomous settings

are not, of their nature, unjust. The teaching hospitals in the United States

are now a major component of the safety net for those Americans who are

less fortunate, in addition to being the quaternary centers for high intensity,

research-based care.35 Indeed, the majority of the Medicaid admissions to

hospitals occur in the less than 20 percent of hospitals that are teaching

institutions, and the roughly 120 major academic medical centers associ-

ated with medical schools. In most cities, teaching hospitals have com-

pletely replaced indigent care institutions. In cities such as Chicago or

Houston, where separate county facilities exist, they are associated with

medical schools that provide students, residents, and faculty to care for

the indigent.

The net result of this system is the altruistic provision of patient care to

those who are less fortunate in teaching hospitals by teachers and students

of medicine. We have long believed that this environment would permit

them to learn that each person is unique, of value, and worthy of our best

effort. Indeed, for many students, that is the lesson they learn. However,

what unintended message might it send when students and residents are

encouraged to ‘‘learn by doing’’ in the context of caring for patients in one

setting, yet are not permitted to perform the same tasks in a private practice

setting? What message does it send when the faculty are more directly

involved in caring for their private patients than for their ‘‘unassigned’’

patients?

I fear that at least some of the students and residents get a very non-

altruistic lesson. That lesson goes something like this: ‘‘We learn on these

patients, so we can go out and care for those patients when we are finished

training.’’ And we all know who the these and those are.

These are not the lessons we intend. We prevent this unintended conse-

quence of the altruistic provision of patient care through education of our

trainees, and modeling of altruistic behaviors in all settings. The students in

this case must first recognize that it is a privilege to participate in the care of

any patient. Second, they must explore their reaction to this educational

setting, share their reactions to the dichotomy they are observing, and

reinforce those positive attributes that lead to both the development of clin-

ical competency and altruism. Third, they must understand that the laudable
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goal of gaining clinical competence must not occur at the expense of pro-

vision of excellent patient care to all.

Thomas J. Nasca, M.D.

Chief Executive Officer

Accreditation Council for Graduate Medical Education

Professor of Medicine

Formerly the Gertrude M. and Anthony F. DePalma Dean (2001–2007)

Jefferson Medical College

SOCIAL JUSTICE 2

A third year medical student struggles with her specialty choices. She was

inspired to go to medical school by her family physician, Dr. Dunn, who had

written one of her letters of recommendation for medical school. Her family in

rural Pennsylvania and Dr. Dunn expect that she will come home after

residency and join this practice. The student loved her family medicine

rotation, and to a lesser extent enjoyed her ophthalmology elective. With

a student debt of over $100,000, however, she is increasingly considering

ophthalmology.

A Medical Student Perspective

I have spent the past three years struggling to choose a specialty. With no

preconceived notions of my ideal fit, I found myself wanting to practice

whatever I was studying. My indecisiveness forced me to examine my

career goals and underlying motivations. I narrowed it down to internal

medicine and emergency medicine by the end of third year and arranged

a rotation in each for the beginning of my senior year. Emergency medicine

felt like a perfect fit from my first day. Although I wish I had discovered my

niche earlier in my training I am grateful for the lessons I learned from my

struggle.

While each student makes a decision with a unique set of priorities, the

factors can be separated into intrinsic and extrinsic. Intrinsic properties of

a specialty are inevitable: disease processes, organ systems, patient popula-

tion, procedures, level of continuity, and breadth of scope. Extrinsic proper-

ties of a specialty are to an extent within a physician’s control: salary, work

hours, call schedule, location, and academic opportunities. Within each spe-

cialty there are different practice environments that suit personal priorities.

Examining the intrinsic features of family medicine and ophthalmology

should help our student with her decision. She ‘‘loved’’ her family medicine
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rotation so presumably she enjoys a broad scope encompassing preventative

health care, managing chronic diseases, working with all ages, continuity with

her patients and the role of a generalist. In stark contrast, she enjoyed ophthal-

mology, which involves a very deep knowledge of a single organ system, oppor-

tunities for complex procedures, a lack of continuity and the role of a consultant.

Comparing the extrinsic features of these specialties may explain her

temptation to choose ophthalmology. The average salary in 2006 for a family

physician is $150,000 vs. $280,000 for an ophthalmologist.36 Furthermore the

family physician works an average of 52.5 hours per week compared to the 47

the ophthalmologist works.37 What would you do with an extra $130,000 and

250 hours of free time every year? It could determine whether your spouse has

to work, where your children go to school, or whether you can retire early.

In the few short years of medical school, students learn that time is their

most valuable commodity. While our friends are starting families, buying

houses, and traveling the world we go over $100,000 in debt so we can spend

the better part of our twenties in lectures, libraries, and hospitals. By the time

students have to choose a specialty they have more debt and less free time

than any other point in their lives. With student debt outpacing inflation38

and physician salary stalling behind,39 is it any wonder that our student is

considering ophthalmology?

Yet choosing a career solely on salary is risky. The pecking order of physi-

cian salaries will change several times throughout one’s career. Furthermore,

everyone reading this book can think of at least one job they would not do for

any amount of money. No matter what specialty a medical student chooses,

he or she is going to be in the top 10 percent of American incomes. After they

pay off their student loans and mortgage and send their children to college,

physicians still have to wake up every morning and go to work. When money

is no longer a problem what will keep you going every day? The bonds you’ve

created with your patients? The fascination with a certain disease? The

immediate gratification of procedures? In the end it is the intrinsic features

of a specialty that become most important. After going through this difficult

decision myself, my advice for this student is to schedule electives for the

beginning of her fourth year and see which one feels right.

Kevin M. Eanes

Medical Student, Jefferson Medical College

A Faculty Perspective

Choosing a medical specialty and practice location represent two of the most

important professional decisions that medical students and physicians
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make. This vignette raises a number of important issues focusing on an

individual’s career choices: issues related to social justice, balancing self-

interest with the needs of others, the role of income and debt, and the role

of faculty and mentors in advising future physicians.

Although a fundamental principle of medical professionalism is social

justice – which includes working toward improving the fair distribution of

health care resources40 – most of the longstanding and serious issues related

to the shortage of primary care physicians and those working in underserved

rural and urban areas do not represent a major factor in individual physician

career decisions. As with most helping professionals, medical students and

physicians struggle with the balance between service to others and their own

self-interest, though in reality, physicians have the luxury of usually doing both –

no matter what specialty or practice location they choose. Rather, the national

maldistribution of physicians is best addressed at a national and regional level

by government, medical institutions, and the broader health care system.

Substantial research is available regarding individual physician career

choice, and a myriad of factors have been identified as having an important

influence.41 These include: background and demographic factors related to

the individual; the influence of friends, family, and faculty; prior experiences;

issues related to finances, and, finally, the era in which we live.42 In this

scenario, we are presented with three items of information. First, the medical

student feels somewhat obligated to her family doctor and her family, who

expect her to return home and become a family doctor. Second, we are told

that she ‘‘loved’’ her family medicine rotation, and ‘‘to a lesser extent

enjoyed’’ her ophthalmology elective. And finally, she has over $100,000 in

debt and this appears to be an important factor in her ‘‘increasingly consid-

ering ophthalmology’’ as a career choice.

This scenario is not uncommon. And with increasing levels of debt,

students often feel substantial pressure to consider their debt burden as

they choose a future specialty. Those advising students have a responsibility

to present evidence-based information in order for students to make their

own best decisions. In some instances, however, students have shared that

faculty try to recruit them into various specialties, or to impose their own

specialty selection values or income expectations upon them. While it is

important for students to listen to the opinions and wishes of family,

friends, and other physicians – as they often provide important insights

from their own experience – it is critical that students balance the impor-

tance of these factors themselves, according to their own individual exper-

iences and values, and make their own decisions. It is also important for

students to seriously consider all aspects of their potential career, including

the actual professional work and the satisfaction and frustrations involved,

42 Part Two Cases Involving Medical Students



as well as the associated lifestyle (including income, hours worked, etc.).

Students also need to have an accurate understanding of themselves,

including their own income and lifestyle expectations (which differ widely

among individuals), in order to know how to personally weigh the relative

importance of all these issues.

Regarding debt, most students seem to feel this burden disproportionate to

its actual financial implications, given the available data. In this instance, for

example, repaying a $100,000 debt over twenty-five years will reduce annual

income by about $10,000 per year.43 While substantial, this pales in compar-

ison to the differences in yearly income between the two specialties: family

medicine $150,000 vs. ophthalmology $280,000.36

In summary, it is critical that all students make the important decisions of

specialty choice and practice location for themselves, considering the avail-

able evidence, collective experience, and advice of others. This student needs

to know herself, and identify what represents the best overall career match

with her own career and life goals. Only each individual student can make the

best decision for his or her career and life.

Howard K. Rabinowitz, M.D.

Ellen M. and Dale W. Garber Professor of Family Medicine

Director, Physician Shortage Area Program

Jefferson Medical College

COMMITMENT TO PROFESSIONAL COMPETENCE 1

A first year student, attending a medical school that uses the Honors-

Pass-Fail grading system, has nearly completed his microbiology course and

has an average of eighty. He realizes that it is not possible to obtain Honors in

this course and all he needs is a score of fifty on the final exam to pass. He

therefore decides to not attend many of the classes during the last week and to

not study the section on parasitology.

A Medical Student Perspective

As an individual who strives to do her best regardless of subject matter, I find

it difficult to accept the behavior of the student in this scenario. Although I

recognize that one cannot realistically master all of the information pre-

sented, I also believe that one should try to succeed to one’s fullest extent.

However, for the sake of evaluating our current methods of grading students

and teaching professionalism, I would like to consider other viewpoints.

There are two reasons I have identified why the behavior of this student

may not be as uncommon or unprofessional as it may initially seem.
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Although the student does not perform his best, he does do what the

faculty asks of him and masters 70 percent of the material. Similar to this

scenario, numerous medical schools today use the Honors-Pass-Fail

grading system where the faculty requires students to know 70 percent of

the material presented in order to advance in school.44,45 If faculty want

students to know everything presented, then the requirement should be to

know 100 percent of the material. Obviously, this is not realistic, and there-

fore is not currently in place. However, schools can continue to keep the 70

percent as a threshold for advancing in schooling, and simultaneously

encourage students to learn all that they are able to master. As noted by

the study from Stern et al.,46 it is crucial for medical educators to clearly

state what is professional behavior so that students are fully aware of what is

expected. If faculty believe professional behavior includes students learning

all that they can, then that should be clearly stated in the syllabus, along

with the reminder that 70 percent is the minimum standard required for

passing.

The second point is that the student faces a common, yet rarely discussed

or developed, decision – which material not to master. It is not only impos-

sible for medical students to master 100 percent of the material presented,

but also in the future it will be challenging if not impossible to learn all of the

details about new advances in one’s own specialty. Therefore, it is left up to

each future physician to decide what she or he will not learn. This is, in

a sense, one of the skills inherent in becoming self-directed learners.

Ultimately, I do not endorse the student’s behavior for he seems to have

made a decision based on his own short-term needs, rather than on com-

mitment to professional competence.40 However, I do think that his behavior

challenges us to find better ways of expressing to students what we deem as

professional. If it is professional to learn all of the information that one can

possibly learn, then we should clearly state that. And if there are ways to

appropriately choose what material to not learn, then we should provide

students with tools on how to make that decision.

Elizabeth Norheim

Medical Student, Jefferson Medical College

A Faculty Perspective

Faculty expend great care and deliberation in the development of medical

school curricula. Clearly, all medical knowledge cannot be taught in four

years to a medical student. Critical judgment is required to select those

topics which are essential for the transformation of medical students into
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physicians. The objective is to train physicians with sufficient knowledge to

treat their patients in all areas of medicine. Faculty struggle to teach and

examine only areas of significant importance for the practice of medicine

and the objective is that all students should achieve competence in all of

those critical areas. Realistic minimum criteria have been identified for

determining a student’s knowledge of each medical school course and

achieving a passing grade signifies that a student has met these minimum

criteria.

There are several aspects regarding the behavior of the student described

in this scenario that display an absence of the professional conduct

expected of a practicing physician. The student used his judgment to decide

that certain aspects of the curriculum were not important to him and could

therefore be skipped. One of the key elements in proper patient care is to

know when to trust your own judgment as opposed to the judgment of

another. In this case the student trusted his own judgment and disregarded

the opinion of the faculty. The student will pass the course, meeting min-

imum standards, yet demonstrated poor and potentially dangerous judg-

ment by deciding to intentionally skip a significant portion of the

curriculum. The ability to judge and then trust the opinion of others is

crucial for making medical decisions. If the second year medical student

does not trust the faculty to teach him what he needs to know to practice

medicine, it is hard to imagine who he will trust as he progresses in his

career as a physician.

Patients expect and deserve a 100 percent effort at every encounter with

their physician. The medical student described in the scenario has started

down the dangerous path of striving to meet minimum standards. Instead of

trying to learn 100 percent of the material, he has decided to be satisfied with

70 percent. This attitude is not acceptable in patient care and is therefore

unacceptable in attaining the knowledge required for appropriate patient

care.

It is understood that medical students cannot know everything that is

taught to them in their classes. Patients have the right to expect that their

physicians will know where their limitations are and will know how to reach

out to those more experienced in those areas. Furthermore, patients have

a right to expect that their physician will expend a 100 percent effort to deliver

optimal medical care to each of their patients. These behaviors do not sud-

denly appear when a student gets a medical degree. They are difficult to learn

and require patterning, time and experience to perfect. The behaviors of good

judgment, trust in deserving mentors and colleagues as well as a striving for

excellence in patient care are learned as medical students and practiced by

physicians. The student described in the scenario will have passed the
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course, yet will have failed in the critical demonstration of professional

behaviors required of practicing physicians.46

David Abraham Ph.D.

Professor, Department of Microbiology and Immunology

Jefferson Medical College

COMMITMENT TO PROFESSIONAL COMPETENCE 2

A fourth year student, working with a primary care internal medicine practice

over the past four weeks, has observed that the physicians, as well as the nurse

practitioner, usually prescribe antibiotics for patients who have signs and

symptoms of viral upper respiratory infections.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

I entered medical school, like most of my classmates, with an idealistic vision

of what I was hoping to accomplish with my degree. However, it has been

increasingly difficult to hold on to this idealism throughout school. This case

is one of those situations which seem to cause that idealism to slowly leak

out. Antibiotics will probably not cause the patient any immediate harm but

are not necessarily indicated. Are we, as students, in a position to question

the physician’s actions? How should we approach the discrepancy between

what we learn in lectures and what we observe in the clinic?

It is clear that students’ views of medicine change as they move

through school and especially through their residencies. They tend to

become more jaded and end with a paternalistic approach instead of a

patient-centered approach to medicine.47 As a student, I tried to approach

this case from both the doctor’s and patient’s perspective. What is medi-

cally best for the patient and at the same time satisfactorily meets their

expectations?

Current research indicates that even if patients expected antibiotics (re-

gardless of whether they received them or not) the patients will leave the

office satisfied if the physician educates them on the appropriate use and

misuse of antibiotics. A comparison of patient education programs with phy-

sician continuing education programs on the guidelines for antibiotic usage

found that programs involving patient education had the greatest decrease in

unnecessary prescription writing.48 Thus, if the physician takes an extra min-

ute to educate and explain to the patient why antibiotics are not indicated,

patients tend to accept this decision and leave the visit feeling satisfied.48–50
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It also helps to prevent antibiotic resistance, which is a growing and immi-

nent danger in today’s medical world.

As a medical student still learning how to negotiate the clinical world, I

can begin to understand how it might be difficult to practice evidence-

based medicine while still meeting patient expectations and satisfaction.

When we observe a case such as this, what are we to do? Who are we to

model ourselves on as we grow as clinicians? How often are we told ‘‘it’s

something you will learn as you get more experience?’’ Does this fall under

the ‘‘clinical experience’’ category that we will only be privy to as we move

forward in our careers? As I took a step back and thought about how I have

been learning throughout school, I realized that seeing what should not

happen has often left more of an impression on me than seeing what should

happen during a patient encounter. This physician, instead of prescribing

antibiotics for the upper respiratory infection, should have taken the time to

educate the patient about the risks and benefits of taking antibiotics in this

situation. Such an approach demonstrates to the student both an excellent

patient encounter as well as how to practice evidence-based medicine in

the face of opposing patient expectations, something most of us are yearn-

ing to understand.

Anna Filip

Medical Student, Jefferson Medical College

A Faculty Perspective

Acute upper respiratory infections are the most frequent reasons for seeking

medical attention in the United States. Although most of these infections are

viral in origin and self limited in nature, they account for up to 75 percent of

total antibiotic prescriptions written yearly.51–53 Many randomized, placebo-

controlled trials of upper respiratory illness have found no benefit for

patients taking antibiotics compared with placebo. Yet, of 51 million visits

for ‘‘colds,’’ upper respiratory tract infections, and bronchitis in the United

States in a year, 50–66 percent culminated in an antibiotic prescription.54 The

consequence of this excessive use of unnecessary antibiotics has been an

epidemic spread of antibiotic resistance not only in the United States, but

worldwide.51 Why physicians continue to prescribe antibiotics when they are

not clearly indicated is a complex issue.

Though guidelines for diagnosis and treatment of upper respiratory infec-

tions have been developed, physicians often prescribe antibiotics that are not

clearly indicated.55 It is difficult for a physician to be in a position where an
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illness might be made worse by inaction or where a chance to relieve

symptoms might be missed. Though we can stratify patients based on

symptoms and estimate the probability of bacterial infection, symptoms

are often non-specific and we are still left with uncertainty. Some clinicians

prescribe antibiotics believing that a fraction of their patients will obtain

benefit. By prescribing antibiotics, we hope to prevent the remote case of

a bad outcome.51 How do we know how to proceed? Very often we don’t.

Medicine is an uncertain art and clinical judgment develops with time and

experience.

In many cases, the physician’s decision has more to do with the physician–

patient relationship than the physician’s diagnostic skills. The concept of

antibiotic resistance is abstract and the patient’s perceived need is immedi-

ate. Giving an antibiotic is a personal act, one which shows the patient that

the doctor is involved and that he or she cares. It also means that the physi-

cian has made a diagnosis and knows what to do to make the patient better. It

has been said that ‘‘the drug prescription prolongs the physician–patient

encounter by enabling the patient to ingest a ‘dose of the doctor’several times

a day.’’54 Patients can be quite vocal with demands for an antibiotic, espe-

cially if they have received one in the past. Sometimes it is easier to avoid

a confrontation by giving in to a patient’s demand for an antibiotic.

Also it is time consuming for the physician to explain why an antibiotic is

not indicated and to reassure the patient that this is the right decision. Writ-

ing a prescription for an antibiotic is much faster. It completes the encounter

and terminates the visit.

Yet, as a physician in practice, I feel that my integrity is at stake when I

prescribe an antibiotic, or any intervention that is not indicated. The risk of

doing harm and of further increasing worldwide antimicrobial resistance

must take precedence. As stated in the student commentary, studies have

shown that patient satisfaction is correlated with physician time spent and

with the patient’s understanding of their diagnosis to a greater extent than

the receipt of a prescription for an antibiotic.53 In my practice, I find that

patients truly are more satisfied and actually more appreciative when I listen

to and understand their concerns. Their trust is reinforced when I hold true to

my principles and explain to them my clinical reasoning. Rather than an

unnecessary antibiotic, I can offer them a decongestant for symptomatic

relief, and reassurance of my availability in the unlikely event that they do

not improve.

Carol Reife, M.D.

Clinical Associate Professor of Medicine

Jefferson Medical College
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HONESTY WITH PATIENTS 1

A third year student, Rebecca Green, is near the end of her pediatrics clerkship

and is asked by her resident if she wants to perform a lumbar puncture (LP) on

an infant with a fever. Rebecca has observed lumbar punctures twice during

the past month and understands how to perform the procedure. Yet she is

concerned that her inexperience may cause harm to the child and that the

parents may not want an inexperienced student performing an invasive

procedure on their child. The resident, after encouraging Rebecca to be

assertive and that she should perform the LP, introduces her to the parents

as ‘‘student doctor Green.’’ During the informed discussion, the resident tells

the parents that ‘‘Dr. Green will do the procedure and I will be there if there is

any problem.’’

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

As a fourth year medical student, Dr. Wilfond’s essay below struck a chord.

He makes a compelling case for full and complete disclosure by a student

doing a first-time procedure. Then why, I wonder, when I found myself in

a similar situation, was acting ethically neither clear nor easy?

During my recent Emergency Medicine rotation I saw a middle-aged man

with AIDS and severe neck pain. When I presented to my preceptor, he

responded, ‘‘So you’ll do the LP.’’ We briefly discussed that this would be

my first time doing the procedure, although I had watched plenty. He assured

me that he would lead me through it. I reflexively took his offer as a sign that I

was worthy to do the procedure. The desire for approval from respected

preceptors goes beyond formal grading.

When I explained to the patient that I would be doing the procedure with

my doctor supervisor close by, he laughed: ‘‘Oh yeah, last time the rookie

couldn’t get it, but neither could any of the old doctors.’’ Clearly I was in

a situation with an informed patient and a thoughtful preceptor, yet I still

chose not to tell this patient it was my first time. He seemed to understand

that I was inexperienced, but if I told him directly that this was my first

time, would he still consent to the procedure? During our conversation, I

was conscious of my own tug between wanting to be honest and my near-

desperate desire to try the LP. By making my inexperience explicit, I worried

I would not only make the patient more nervous, but also risk having this

learning opportunity taken away.

Should a patient be given the opportunity to opt in or out of having a med-

ical student doing a procedure for the first time? We typically learn using
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patients until someone objects. Hospital employees or physicians’ family

members often avoid care by a student. Conversely, families who do not

speak English are rarely informed or empowered enough to opt out of student

care. When students like Rebecca are put in the awkward position of being

called ‘‘student doctor,’’ our participation verges on deception.

During my clinical rotations, I became aware of a perceived race to learn

procedures. Learning how to do a paracentesis seemed like less of a learned

skill and more of a badge of honor. On rotations lacking hands-on practice

with procedures, I feared I was falling behind my classmates. In reality, we

all need to learn procedures on some patients in order to perform them

competently on future patients. The potential risks and benefits justifies

a medical student’s participation in some cases while not in others.

In the end, I attempted but did not get the LP. The attending guided me

until it was time for his hands to take over. I felt indebted to the patient for

allowing me this chance to learn. In return, I spent time giving careful

answers to his questions and smuggled graham crackers from the nurses’

stations. I hope that despite a few extra pokes in his back, his overall experi-

ence was enhanced by my participation. As medical students, we continually

struggle to find our role; what do we do for patients, and not just to patients.

While we lack experience, we should not underestimate what we can offer:

time, compassion and a fresh perspective. Ultimately, honest communica-

tion may go farther to help patients than whether or not we ‘‘get the LP.’’

Sarah Bergman Lewis

Medical Student, University of Washington School of Medicine

A Faculty Perspective11,56–62

Medical trainees need to learn to do clinical procedures to become compe-

tent physicians, and the learning process will expose some patients to addi-

tional harm and discomfort because of the trainees’ inexperience. Rebecca’s

situation raises questions related to trainee qualifications and the appropri-

ate disclosure to patients. In the pediatric setting, these issues are compli-

cated because of the unique characteristics of procedures in children and the

reliance on parents to protect the child’s interests.

The first question for Rebecca is whether she is at the point in her own

professional development that she is technically prepared to do the proce-

dure. Has she mastered requisite procedures, such as drawing blood and the

use of sterile techniques? Does she understand the cognitive aspects of the

procedure, i.e., the anatomy, the risks, etc.? Some trainees may have exces-

sive exuberance for procedures while others demonstrate persistent
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avoidance. Supervisors of trainees must play a role in determining if a student

is prepared, rather than just relying on the trainee’s personal assessment.

Rebecca may be ready, but the supervisor would have to ask about her

experience to make this assessment.

A second question for Rebecca is whether this procedure is necessary for

her specific professional development. The impact of a failed or bloody LP on

an infant with a fever can include prolonged antibiotic treatment or selecting

the wrong antibiotic. Given these serious consequences, compensating ben-

efits are necessary. LPs should only be performed by those trainees who are

likely to be doing LPs on infants as part of their career. As a third year medical

student, Rebecca does not need to do this LP. However, if she were planning

on a career in pediatrics, the risk could be justified.

So when Rebecca becomes a pediatric intern, should she inform the

mother that this is her first LP and should she ask for permission? More

central to pediatric training than learning to do an LP is learning to respect

families, to communicate effectively, and to build trust with parents. Such

disclosure and permission can help Rebecca achieve those goals, regardless

of whether the mother agrees to allow Rebecca to do the LP.

Some trainees may worry whether a patient would ever agree to be the

intern’s first spinal tap. But disclosure is particularly important for those

parents of patients who would not agree, so they can have their wishes

respected. The challenge for Rebecca and her resident is for them to com-

municate confidence, care, and respect, so that the parent might agree. It will

be important to explain not only the risks of the procedure itself, but also the

nature and likelihood of those risks for a first time procedure (in this case, an

inconclusive diagnosis), that Rebecca will be supervised, and replaced, if she

is having difficulty. Parents must also be given the alternative of having the

supervisor do the LP. This discussion can increase the therapeutic alliance

between the medical team and the mother and will permit Rebecca to ask

questions while she is performing the procedure without having to pretend

she knows what she is doing. Learning how to communicate with parents

about uncertainty, inexperience, and the need for consultation and advice, is

much more challenging and more important to learn than doing a spinal tap

on an infant.

Benjamin S. Wilfond, M.D.

Department of Pediatrics, University of Washington

School of Medicine

Director, Treuman Katz Center for Pediatric Bioethics,

Seattle Children’s Hospital
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HONESTY WITH PATIENTS 2

A student on a fourth year gynecology rotation observed a vaginal hysterec-

tomy. The following morning on rounds, the attending reviewed the prior day’s

orders and asked the house-staff team why prophylactic antibiotics were not

given. The resident and intern replied that it was an oversight and that they

would be more careful with future patients. The intern, after listening to the

discussion on rounds, included in his progress note the error of the missed

antibiotic and the concern about an increased risk of postoperative infection.

Later in the day the resident, when meeting with the student and intern,

reprimanded the intern for including the antibiotic omission in his note and

said: ‘‘So you want to be sued? You should know that this is just what plaintiff

attorneys look for.’’

A Medical Student Perspective

Malpractice. It is a word that scares all physicians, and as a student with

limited knowledge about the medical-legal system, I am terrified at the pros-

pect of being involved in a lawsuit. In this case, both the intern and the

resident are the student’s superiors, making the decision of whom to listen

to even more difficult. The intern has just begun his training in the hospital,

whereas the resident already has some experience under her belt. Who

should the student believe as she makes her way towards her professi-

onal career, and models her own behaviors after those she observes in her

clerkships?

As a student, I find this situation confusing and frightening, but feel that

honest documentation is the best strategy. It is important to realize that

careful recording of the events that occurred while the patient was in your

care is needed for the credibility and validity of the record should the

patient’s chart ever be requested for legal examination. In this case, prophy-

lactic antibiotic treatment is the standard of care for a vaginal hysterectomy

as recommended by the American College of Gynecologists.63 By noting the

omission of the antibiotic, one can show honesty and awareness of good

medical practice, both of which will lend credibility to the physician. In an

article on avoiding lawsuits, Rice argues that a physician’s record is his or her

best argument in court, but if it is inconsistent, a plaintiff’s attorney will

immediately go after the doctor’s credibility.64 In all likelihood, there will

be documentation elsewhere in the chart listing other medications given to

the patient during treatment; thus, a missing medication will catch the eye of

anyone closely combing the record. At least if the omission is noted, a person
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reading the records will see that the physician attempted to follow recom-

mended guidelines, but accidentally forgot to dispense the antibiotic.

Furthermore, and possibly most critically, it is important to note the

missing dose of antibiotic because the chart is the centerpiece of commu-

nication for the entire team. The patient’s treatment regimen has changed

because the antibiotics were not dispensed, and the rest of the team must

be made aware of this. In this situation, where an omission has occurred,

guidelines have been set forth by the American Health Information Man-

agement Association to produce consistent standards of medical record

keeping.65 These guidelines recommend that documentation of the missed

antibiotic should be identified as a ‘‘late entry.’’ The time and date of the

additional entry must be noted, and a reference to the date of the incident

should be documented. The source of the information on the omission

should be included in the note. Under no circumstances should the chart

be altered in any way to hide any missed medical care, as this is definitely

a misstep plaintiff attorneys look for in their searches.66

Unfortunately, in an age of the highly charged medical-legal environment,

it is often difficult for anyone practicing medicine not to feel as though their

every move is under a microscope. As a student learning to practice within

the ever-changing legal atmosphere of medicine, one should seek the counsel

of the clerkship director if ever confused, and if still unable to get an answer,

then the question should be brought to the hospital’s ethical board.

Lee Rabinowitz

Medical Student, Jefferson Medical College

A Perspective from an Attorney

Documentation in the hospital chart is critical. Documentation should be

accurate, comprehensive, legible, and contemporaneous. The chart should

be able to tell other caregivers in a concise way the status of the patient,

treatment, and medical decisions. The chart is not, however, a place for care-

givers to argue with one another, or fix blame.

The medical student’s perspective above sets forth all of the salient issues.

The progress note written by the intern was accurate and truthful. The

information about the failure to give the antibiotic could have been gleaned

from a careful review of the chart, including the medication orders, medica-

tion administration document, and nurse’s notes. The intern’s note high-

lights the failure to provide the antibiotics when they should have been

given and may be helpful for future caregivers. This accurate and complete
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documentation could affect the patient’s subsequent treatment and possibly

prevent actual infection and injury – which would be the most effective way

to avoid a potential lawsuit.67

The resident’s reaction was probably an overreaction. Certainly, a plain-

tiff’s attorney reviewing the case may zero in on the antibiotic omission as set

forth in the note, but a note such as this is certainly not as harmful as a less

than truthful notation in the chart, or, much worse, an altered record. An

alternate option – and likely preferable reaction to the error – would be for the

physician not only to document it accurately in the chart but to inform the

patient and discuss it with her. While the natural reaction to a medical error

may be to withhold information and hope that no one discovers it, there is

a school of thought in both medical and legal circles that honest communi-

cation with a patient, even in the face of an error that causes injury, may

decrease the likelihood of a lawsuit. If there is a lawsuit, jurors certainly are

likely to view honesty on the part of the doctor more favorably than they are

any suggestion of a cover up or outright dishonesty.

The comment by the resident, as well as the medical student’s perspective,

sets forth the highly charged atmosphere dealing with the repercussions of

medical errors and medical malpractice. From a learning, patient safety, and

risk management perspective, the entire system would be better served by

a shift in focus from a culture of blame to a culture of learning.68

Perhaps the resident’s comments and inquiry would have been better

served in determining why the antibiotics were not administered, and

attempting to have everyone learn from what was apparently a system failure

to correct it from occurring again.69

Peter J. Hoffman, Esq.

Eckert, Seamans, Cherin & Mellott, LLC, Philadelphia, PA

PATIENT CONFIDENTIALITY 1

Following a lecture in which a patient is interviewed in front of the class, two

medical students meet with a friend at lunch. The friend is not a student. While

dining, one of the student talks about the lecture and mentions specific details

of the patient’s medical condition.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

As medical professionals, we balance benefit and risk every day in our efforts

to help patients while doing them no harm. Every clinical action – every test,
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every intervention, every piece of advice – is a human one and bears the

potential to harm as well as the possibility to help. Sharing information is

a necessary risk in medicine. Patients share a wealth of sensitive data about

their bodies and their lives so that we may fully understand their health

problems and diagnose and treat them properly. In doing so, they trust that

we will handle their confidences with the utmost respect for the hurt, em-

barrassment, and personal, professional, and financial catastrophe that their

disclosure might cause.

Each time confidential information goes beyond the physician–patient

covenant, the possibility of breach and resultant harm is amplified,

but clearly some disclosure is necessary. Medicine is a team endeavor –

patient data must be shared freely with nurses, staff, and other physicians

in order to deliver the highest quality integrated care. All members of

the team are similarly sworn and legally bound to maintain patient confi-

dentiality. The flow of information within the team is necessary to benefit

the patient.

In this scenario, however, the students are privy to patient information

for the benefit of their education, and they reveal details in front of a non-

medical friend. It is clear that sharing in this situation is not for the purpose of

helping the patient. It is unclear, though, whether the students in the vignette

have revealed anything identifying about the patient. Patient confidentiality

is only breached if the listening party can connect the material to an individ-

ual. Unfortunately, discerning how much can be revealed without compro-

mising patient confidentiality is tricky. Is it worth the risk if there is no

possibility or intention to benefit the patient?

Although discussing patients outside the professional context is inherently

risky, I believe it is unrealistic to expect medical professionals never to speak

about their work outside of the office or hospital. We must all cope with the

emotional consequences of our professions, and healthcare workers have the

special burden of dealing with issues of life and death every day. In addition, I

believe it is integral to our own well-being that we are able to share our

experiences with our loved ones to maintain our personal relationships

and support systems. Ultimately, essential to ensuring that we are fit to take

care of patients is taking care of ourselves.

The challenge, then, is how to talk about our professional lives without

jeopardizing patient privacy. It is a difficult undertaking; often it is hard

to predict what number of details will be identifying, as outsiders might

already be familiar with some cases from the news or through connections

in the community. The struggle to find a solution, however, is worthwhile.

In my own experience, physicians and medical students handle this quan-

dary in ways that span the spectrum, with some choosing to share whole
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case reports with loved ones, omitting only the patient’s name, and others

exercising varying tactics of discretion. Institutions, therefore, would serve

their health care workers and patients both by working with practitioners

to achieve more uniform approach. A realistic set of guidelines would

acknowledge that clinicians are humans with personal lives of their own

while helping them guard their patients’ privacy as strictly as possible.

Amanda Lerman

Medical Student, Jefferson Medical College

A Faculty Perspective

Confidentiality is typically the first crucial concept to learn in the process of

the professionalization of medical students. It is an early chapter in all the

textbooks for a reason: Before you learn anything about a patient, you must

understand the importance of having the right to that information.70 The infor-

mation to which it applies can be defined thus: If you would not have known

that information were you not a medical student, then you cannot share that

information with anyone who does not share your oath to confidentiality.

To first year medical students, the expectations placed upon them often

seem unfair. This is totally natural: One cannot change one’s sense of per-

sonal identity or self-image overnight. Yet that is what the faculty often

appears to expect. The gap in expectations can be so great that some expla-

nation may be needed for both groups to understand each other.

Here is my suggestion for how to mediate between medical student self-

image and faculty expectations of professionalism with regards to confiden-

tiality. First, the faculty must understand that professionalization is a gradual

psychological process, and one that begins in the first year but is not com-

plete until the third year (or later). If there is reason to worry about whether

students can maintain patient confidentiality, then the faculty might be bur-

dening students with confidential information too early in their training. It

might be better to offer only paper cases and standardized patients for the

first semester or the entire first year while the students begin to make the

adjustment to their new professional responsibilities.

Second, to take the student’s perspective, I would suggest that we can help

them understand their responsibilities with the following metaphor. Apply-

ing to medical school is not just applying to get into a highly competitive

undergraduate institution. It is also akin to proposing to marry someone.

When a school interviews you, it is like a first date. Much of what they are

looking at is what sort of a person you are, and whether they would like to be

seen with you in various settings. When they admit you, it is like accepting

your proposal: They don’t just like your grades, they like you.
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Once you are admitted you still have a chance to change your mind, rather

like getting cold feet from the cost and complexity of wedding planning. But if

you don’t cancel your wedding plans, then you are making a lifetime com-

mitment to another person. You will care what they think of you, and will be

willing to make some personal changes to meet their expectations. Becoming

a doctor is not just getting a degree, or learning a lot of new information. It also

means a change in your identity. First others will start to see you differently,

and later you will start to think differently and see yourself differently as well.

So what should you say to your friend at that lunch? You can tell them that

medical school is harder than you thought, but it isn’t just the science

courses, it’s learning how to react to the stories patients tell – what to say,

and what not to say. Tell your friends about confidentiality, and how that’s an

important part of becoming a doctor. It is possible to keep your old friends,

but gradually you will probably find, as have many others, that you have less

in common with your old friends and more in common with your fellow

medical students. And it isn’t about science; it’s about your developing

new professional identity.

Jeffrey Spike, Ph.D.

Professor and Director, Campus-Wide Ethics Program

McGovern Center for Health, Humanities and the Human Spirit

University of Texas Health Science Center, Houston

PATIENT CONFIDENTIALITY 2

A medical student, nearing the end of her third year, is curious about the

outcome of a patient who she became close with and helped care for during

her pediatric clerkship nine months previously. The patient is a fourteen- year-

old girl who was diagnosed with acute renal failure from glomerulonephritis.

The student accesses the hospital electronic medical records, which contains

inpatient and outpatient records, to understand how the patient has been over

the past nine months.

A Medical Student Perspective

Having spent most of the preceding two years in the classroom, third year

medical students have been seasoned with a myriad of facts, lectures, and

exams. Eager to test the real-world applications of extensive historical med-

ical knowledge and contemporary scientific research, they enter the wards to

learn firsthand about patient care. Witnessing how medical intervention can

influence the course of disease and affect patient outcomes is a powerfully

Student and Faculty Cases 57



rewarding and sometimes humbling experience. As fresh and enthusiastic

members of the health care team, it is natural for students to want to follow

patients’ long-term progress, especially when electronic medical records

make access readily available.

Even though the student in this case was directly involved in the care of the

patient, for how long is it morally permissible to access medical records in

order to follow her progress? What influence do – and should – patients, and

in this case, parents have in deciding this? And if access were more restricted

or more difficult, would the student still pursue follow-up?

It is important to think about the intent of the student in this case. Most

likely the student would feel she wants to check on the patient out of genuine

concern for the well-being of her former patient. Part of the reward in pro-

viding care is seeing how you have improved the quality of life for another. As

long as the student is not hurting the patient or indulging ulterior motives,

she is acting appropriately.

However, in my experience on the wards, verbal interaction with patients

is frequently impersonal. It is often limited to eliciting critical information for

a diagnosis rather than fostering any appreciable discussion about what the

patient wants, needs, thinks, or feels. I believe that the focus of modern

medicine in this country has shifted too far away from the patient, and cen-

tered too much on the disease. I recall the feeling of being categorized as an

illness when I was a patient myself; I felt very protective of my personal

information and did not want anyone accessing it without my consent. If I

were the medical student in this case I would have to ask myself exactly why I

wanted to follow up on that patient, and, if I were the patient, if I wouldn’t

want my wishes to be assigned more importance.

As medical students we must reclaim the heart of medicine by serving

patients and focusing our efforts primarily on them. We must treat each

encounter as a sacred experience, and allow those decisions best made by

patients to remain in their hands. A brief phone call to the family to obtain

permission would be the most appropriate thing to do. If concern about the

patient is truly at the heart of the matter, talking directly to the family would

be most ethical. And if there were more information available only in the

medical record, permission to access it could be given during that phone call.

Even though we have an obligation to improve our medical education, our

highest obligation is to the wishes of the patients who allowed us the oppor-

tunity to become involved with their care in the first place.

Mark Sylvester

Medical Student, University of Miami Miller School of Medicine
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A Faculty Perspective

Medical privacy and confidentiality are neither courtesies offered by the

powerful to the embarrassed, nor administrative pains in the neck endured

for the sake of compliance with regional or national laws imposed by legis-

lative busybodies. They are, rather, ancient duties identified by physicians as

essential to high-quality medical practice. Put differently, the values of pri-

vacy and confidentiality are internal to the medical profession. Protecting

them has good consequences and helps physicians treat patients with

respect.71

Medical education and the privileges it affords are likewise ancient.

Patients, who might prefer that only seasoned physicians care for them, often

come to appreciate their crucial role in the fledging years of future doctors.

And patients generally understand that medical students are competent to do

comparatively little, but that in order to learn how to do most anything they

must be included as members of a team, and so allowed access to intimate

personal information.

That right to access information is, however, not eternal; it ends after –

well, when? Perhaps the best answer to this question is to be given by the

patient herself (or parent or guardian; or both). That is, the foundation of

privacy protections in ethics and the law rests on the idea that patients ought

to control who has access to their information.

It is good that medical students bond with patients and come genuinely to

care about them; and it is good that such caring does not expire. But this is

not to say that caring for patients entitles students (or trained physicians, for

that matter) to look around in the electronic medical record after a formal

relationship has ended. Medical records, whether paper-based or electronic,

are tools for patient care, not resources to be used to gratify personal interests

or curiosities, no matter how benign or even noble.

Moreover, ‘‘curiosity’’ and ‘‘caring’’ do not necessarily overlap. One could

argue that if our third year medical student were truly interested in the wel-

fare of a former patient she should seek permission to visit her; the electronic

record is a poor medium for staying in touch. In the other direction: Suppose

the student did not care at all about the former patient (she did wait nine

months for her curiosity to get the better of her in a case involving a malady

with as much as a 7 percent mortality rate), but thought there might be

something of importance or medical interest to learn from the review of

a former patient’s chart. In that case, the student might still want to seek

permission, though in the environment of a teaching hospital such permis-

sion could be given by an attending or resident.
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The role of medical students is special and privileged: Society needs physi-

cians, and it is prepared to give students access to patient secrets while they

learn their profession at the bedsides of sick people. But in the absence of an

ongoing clinical relationship or of a bona fide learning moment, access to

more patient information should be controlled by those at the center of the

health care universe: patients.

Kenneth W. Goodman, Ph.D.

Professor of Medicine, Miller School of Medicine

Director, Bioethics Program

University of Miami

MAINTAINING APPROPRIATE RELATIONS WITH PATIENTS 1

A second year medical student visits her mother, who was admitted to the

hospital thirty-six hours earlier with chest pain. The student is concerned that

her mother is not getting timely and appropriate care. She tells her mother

about these concerns and asks the hospital house physician why a CT scan of

the chest has not yet been performed.

A Medical Student Perspective

As a second year medical student, the daughter does not have the compe-

tence or knowledge of a fully trained physician, nor is she likely to be familiar

with the workings of the hospital. But as long as the best interests of her

mother are served, she has every right to ask questions about the medical

management. Some individuals thrust into this scenario might be hesitant to

use their medical knowledge for fear of doing more harm than good or of

acting unprofessionally. Such hesitation, however, unfairly holds individuals

who happen to be medical professionals to a different standard than that of

any other family member who has a sick loved one.

Whether one is a physician or medical student, most individuals would feel

overwhelmed in this scenario, and might seek to gain some amount of control

over the situation by trying to understand what had happened. And whether

our student’s concerns over delay stem from spurious or genuine knowledge,

asking questions, unless done without tact, represents a way of understanding

and aiding both patient families and, conceivably, the medical team.

Why then might advocating or asking questions in the interest of a sick

parent or spouse be labeled as inappropriate intervention? For instance,

when does advocacy become interference? Perhaps the concept of ‘‘do no

harm’’ applies here to worried family members just as to medical
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professionals.72 Family members, especially medical professionals, must re-

alize that despite whatever they may advocate, advise or ask for, they are

ultimately neither the person being treated nor the physician doing the treat-

ing. Some actions by the student, even with the best of intentions, may

constitute inappropriate intervention and predispose to harm. These actions

include looking at the medical chart or looking up study results, without

permission of her mother. More alarming would be if the daughter somehow

went against her mother’s wishes to exert her own clinical beliefs. To exceed

the normal role of a family member or to essentially treat or practice medi-

cine rather than solely advocate creates worrisome ethical quandaries. In

short, do all one can to advocate but leave the stethoscopes at home when

visiting a loved one in the hospital.

Rather than chastise the daughter for ‘‘meddling’’ in this scenario, the

house physician should take time to explain the clinical thinking and plan

so as to better include both mother and daughter in the medical management

of the chest pain. It is likely this daughter simply wants the best care for her

mother, not to medically manage. Though we may be medical professionals,

we are sons and daughters first.

Dylan Kann

Medical Student, University of California, Davis School of Medicine

A Faculty Perspective

There have been some prevalence studies and analyses in the literature about

physicians treating their own families (many, probably most, do at one time or

another), with arguments back and forth about how appropriate this is.73–76

Currently, while it is generally advised against, there can be no absolutism in

an ethical prohibition to this behavior, since its probity is much dependent on

individual circumstances (is another competent, non-relative doctor readily

available or not? Is the complaint of the family member straightforward or

complex? Is the physician in the family expert enough in the suspected illness

to do the best job possible for his or her loved one? Is he or she so emotionally

involved as to have impaired judgment in the choices of diagnosis and ther-

apy?) The outcomes of such in-family therapy are, so far as I could find, un-

documented in the literature in any systematic way, and so the theoretical

ethical rectitude of physicians treating their own families is difficult to judge

in evidence-based terms of risk and benefit to the patients involved.

Our scenario, however, is a different one. This is not a case of a doctor

treating her own family. It is, rather, a daughter, who happens to be a medical
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student, making inquiry of the treating team of the care provided to her

mother. She is, in this scenario, not very different from ‘‘lay’’ individuals

who, having equipped themselves with some information from the neigh-

bors, other doctors and students, and/or the Internet, question the treating

physician about options for diagnosis she has heard are used in others who

have the same complaint as her mother.

Her role as medical student should not, indeed cannot, disenfranchise

her from pursuing what she naturally sees as her filial duty to her mother.

In fact, when a family member (including a medical student or physician)

is too hesitant to ‘‘interfere’’ with the treating doctors’ care of a loved

one (even though one has some concern about it) and things subsequently

go badly for the patient, terrible self-recrimination may follow. An essay

by a cardiology fellow published in the Annals of Internal Medicine77

poignantly tells the story of her reluctance to challenge her teachers

in their approach to her beloved father’s therapy, and how she now

believes that her ‘‘non-interference’’ eventuated in his premature and un-

necessary death from heart disease. She says, ‘‘I have yet to overcome the

failure, sorrow, loss and despair that descended on me when my father

died.’’

There is another aspect to this scenario, however, that must be

addressed. As I read our case, the student ‘‘tells her mother about these

concerns’’ before discussing them with the hospital house physician. In

doing this, the student may have inadvertently increased her mother’s

anxiety and unnecessarily decreased her mother’s confidence in her

physicians’ skill and knowledge. Since sustained patient trust in her doc-

tors, if merited by them, can significantly ameliorate suffering and be

a major contributor to therapeutic success, the student may have under-

mined the very thing she wanted to assure: her mother’s best care. She

should have discussed her misgivings about the absence of CT scan with

the treating physicians (who might have either alleviated her concerns by

their explanations of their chosen approach or agreed with her and or-

dered the CT scan) before sharing her doubts with her mother. Since it is

the duty of both family members and doctors to promote rather than

erode the patient’s comfort, there would be no conflict to our student,

nor to any caring family member, in pursuing this clarification. The

medical student was not, therefore, unethical, but simply inexperienced

and mistaken in this specific act in her attempt to contribute to her

mother’s care. And if she did this to demonstrate to her mother how

knowledgeable and in-charge she was, to show off her medical sophisti-

cation a little, then her error was that she acted more from pride, or a desire
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for approval for herself, than from a daughter’s thoughtful concern about

her parent.

Faith Fitzgerald, M.D.

Professor, Internal Medicine

Asst. Dean of Humanities and Bioethics

University of California, Davis School of Medicine

MAINTAINING APPROPRIATE RELATIONS WITH PATIENTS 2

A fourth year medical student is asked by his sister-in-law if she should have

a prophylactic mastectomy. Her mother and grandmother both had breast

cancer at an early age and she has just learned that she carries a mutation

in the BRCA1 gene. The sister-in-law’s physician discussed the risks and bene-

fits of a mastectomy, but did not give a firm recommendation for or against it,

only stating that she would need to consider both options, talk to family mem-

bers, and make an informed decision.

A Medical Student Perspective

From the day I was accepted into medical school, my family considered me

a doctor. It did not matter that I had many years ahead of me before becom-

ing a physician; in their eyes I was already able to accurately diagnose and

treat any number of maladies. I was, and am, continually honored to be asked

for medical advice: It tells me that my family trusts me. There are, however,

certain personal and professional concerns that accompany giving medical

advice to family members, especially when we are still in training.

It is important to recognize what role family members expect us to play

when they ask our advice. Are they looking for professional opinions about

medical care, or are they approaching us solely as a family member? If we are

being asked for medical advice, the burden of maintaining a proper patient–

physician relationship falls on us.78 For example, as a medical professional

the student ought not discuss the sister-in-law’s medical problems with any-

one else in the family – doing so would break doctor–patient confidentiality.

When a person is accepted into medical school, families feel a certain pride,

which can motivate the student to succeed. When family members ask for

medical advice, however, this sense of pride can become a hindrance. As stu-

dents not wanting to disappoint our families, we may feel tempted to exagger-

ate our clinical knowledge. This can result in us offering incorrect advice, which

can end up hurting our families. It is our responsibility to recognize our limi-

tations so we can avoid risking complications in the care of our loved ones.79
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The student may have never encountered a situation like the one his sister-

in-law is facing and may not be qualified to offer medical judgment. Even

some experienced physicians do not adequately prepare women for deci-

sions about prophylactic mastectomies. A 2007 study found that 81 percent

of women reported not having sufficient counseling before undergoing the

procedure.80 If fully trained doctors do not adequately counsel patients about

these decisions, it is unrealistic to assume that students will be able to suf-

ficiently answer all the relevant medical questions.

Also, it can be awkward when family members seek our medical advice,

particularly when we need to ask them sensitive or embarrassing questions.

Without this information, however, we will not have a complete history, and

will be at risk for providing inaccurate advice.81 A mastectomy can result in

long-term psychological effects such as changes in emotional stability, sexual

relationships, and feelings of femininity. Will the student be prepared to talk

to his sister-in-law about topics such as the possibility of future breastfeeding

or breast implants? Is he able to address the possible psychological ramifi-

cations of this surgery, such as anxiety and loss of femininity? If not, then it

will be very difficult to offer useful and accurate medical advice.

One study reported that 99 percent of physicians received requests from

family members for medical advice.74 As we move through our medical ed-

ucation and into our careers, we not only have to accept the challenges of

treating our patients but also of responding to requests from our family

members. It is important to set boundaries with our families early in our

training to avoid conflicts in the future. If we are unable to offer medical

advice, we are still able to offer time, empathy, and a listening ear.

Christine Lee Ruehl, M.D.

Medical Student, Penn State College of Medicine

A Faculty Perspective

What should a medical student do when a family member seeks health-

related advice? Should the student decline on the grounds that he or she is

not yet a physician, or that it is inappropriate to have a therapeutic relation-

ship with a relative? Or should students use their knowledge and expertise

(limited as it is) to consult and advise, since they likely know (and care) more

about the family member than an impartial physician? Such requests are

commonplace74 and challenging,82 typically beginning early in a student’s

career and continuing until (or past) retirement. Yet they can be awkward for

the student, who has one foot in the world of doctors and the other in the

world of patients, all the while knowing the limits of his or her knowledge.
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As is often said, good ethics starts with good facts, so to address this ques-

tion, some clarifications are in order. First, it is important to understand of

whom this question is being asked. Is the request for advice being directed to

the student in his role as medical expert, or supportive family member? Pro-

fessionalism is about many things, not least of which is behaving in a manner

consistent with one’s role. What is expected and ethical in one role may differ

from that in another,83 and it is crucial to clarify roles and obligations up front.

Second, it is important to clarify what is being asked. Is the sister-in-law

looking for empathy and reflective listening, or medical advice? A fourth year

medical student may have more of the former to offer, although it’s possible

that the latter is what is really wanted. Given the potential discomfort of

having expertise sought that is not yet present, it behooves the student to

find out what the sister-in-law hopes to achieve through their conversation,

and to establish clear and appropriate expectations.

Third, it is important to note that this particular request would be challenging

even if the student did have advanced knowledge about breast cancer, since

decisions regarding genetic testing and prophylactic mastectomy are particu-

larly value driven,84 and students (as well as the physicians) generally have no

particular expertise about a patient’s risk tolerance, values, or preferences.

Furthermore, while we might fantasize that a person facing the choice of

whether to undergo prophylactic surgery is a rational decision maker who

systematically weighs all the pros and cons and then decides through a dis-

passionate and deliberate process, the literature on decision making shows

this is seldom the case.85 Rather, such choices are governed by many factors,

including fear, past experience, personal appeals, and anecdotes.86 In this

context, the views of an individual who is both a close family member and

a novice medical expert could potentially receive disproportionate weight,

and inappropriately influence the decision.

In addition to the empirical question of whether the student has sufficient

knowledge to offer substantive medical advice in this situation is the norma-

tive question of whether he ought to advise, regardless of his knowledge level.

Professional organizations have opined about the role physicians should play

in providing treatment to family members, and in general, have argued that

they ought to avoid doing so. For example, the AMA Code of Medical Ethics81

states that physicians generally should not treat their close family members

because ‘‘the physician’s personal feelings may unduly influence his or her

professional medical judgment.’’ Likewise, the American College of Physi-

cians’ Ethics Manual87 states ‘‘physicians should avoid treating themselves,

close friends, or members of their own families,’’ because ‘‘the physician’s

emotional proximity can result in a loss of objectivity.’’ Such guidelines

would apply to students as well.
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So, what’s the student to do in this case? In my view, the student should

help in a way that is consistent with his professional obligations and role,

clearly delineating boundaries and clarifying expectations. What might such

help look like? First, listen carefully and be empathic, by reflecting the sister-

in-law’s feelings and being non-directive. This can help the sister-in-law

articulate her concerns and uncertainties, and may aid her deliberation. Sec-

ond, help the sister-in-law gather more information, by providing readings,

credible Web sites, information about support groups, and perhaps putting

her in contact with others who have made similar decisions. Third, encourage

her to speak with her physician and a genetic counselor, and offer to help her

generate a list of questions. If these individuals are not responsive, offer to

help her find others who are, either for a second opinion or to transfer care. In

summary, there are many ways a student can help family members with their

medical concerns without directly telling them what to do. Learning such

skills early in one’s career is vital if one is to avoid perpetual expectations for

medical advice in subsequent years.

Michael J. Green, M.D., M.S., FACP

Professor of Medicine and Humanities

Director, Penn State Bioethics Program

Penn State College of Medicine

IMPROVING THE QUALITY OF CARE 1

A medical student is on her first clinical rotation. On morning rounds with her

team she notices that several of the residents – including the senior supervising

resident – neglect to clean their hands between patients. When she observed

this on the first day of her rotation, the student assumed that the residents

failed to clean their hands because the team was rushing to complete rounds

before a teaching conference. The next day, however, she again saw the same

individuals examine three patients in a row without cleaning their hands. The

student wonders whether and how she should address this with the residents

who are supervising her during this rotation.

A Medical Student Perspective

The first exposure to clinical rotations can be an extremely disorienting time

for a medical student. How else can one explain the confusion that this

student felt when observing others deliver flawed health care? Being exposed

to a completely unfamiliar system in which we are constantly judged and

evaluated places us in a precarious position. This clinical vignette highlights
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the constant conflict that we face between pleasing those around us and

pleasing our ethical compass. It can often feel as though we are being forced

to choose between promoting our own success and promoting the success of

our patients.

Today, no clinician can deny that hand cleaning is a critical part of patient

care. Infections due to resistant bacteria have become common and the rate of

nosocomial infections is rising. Thus, inattention to hand hygiene is simply

bad medicine. Intellectually, we are all aware of this. Everyday, however, up to

50 percent of doctors fail to clean their hands prior to examining a patient.88

As medical students, our job is to observe the various physician models

and pick and choose those attributes we would like to incorporate into the

physician we hope to become. These lessons are learned from both the good

and the bad role models. Multiple studies have shown that the poor hand

hygiene of our role models can leave a lasting impression. In an observational

study performed in 2006, Snow and colleagues found that mentor hand hy-

giene was the strongest predictor of student hand hygiene.88 Nonetheless,

students and trainees do have the ability and the responsibility to increase

awareness among their more experienced colleagues. Observing, but not

addressing, suboptimal clinical care allows this behavior to continue and

permits our own ethical vigilance to deteriorate. Each time such an issue

goes unchallenged, we slide deeper into the system we hope to improve.

I believe that people enter the field of medicine with the intent to take good

care of their patients. I also believe that physicians know that hand washing

improves patient care. However, in the chaos of day-to-day medicine it is

easy to develop a disconnect between these two concepts. As medical stu-

dents with a fresh perspective, we are in the unique position to remind our

more experienced colleagues what they knew at our stage – that they are too

busy not to wash their hands. Without the nosocomial spread of resistant

bacteria, we would all be less busy.

Yet, within the medical hierarchy, there are appropriate ways to address

the residents’ behavior. Making an obvious show of stopping to wash your

hands reminds all the team members of the importance of hand hygiene.

Carrying around sanitizing hand gel and offering it out to others at regular

intervals makes it hard for other team members to refuse. This can be ac-

complished without shaming or accusations and makes it easy for increased

compliance to happen more naturally. Most importantly, we need to take the

negative influence and learn from it, so that those who come after us are not

negatively influenced by us, the mentors and role models of the future.

Kiona Allen

Medical Student, University of Pennsylvania School of Medicine
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A Faculty Perspective

Although hand hygiene is the bedrock of infection control practice, many

clinicians fail to recognize its importance. Breaches in hand cleaning have

led to hospital-based outbreaks of serious viral infections, spread of resis-

tant bacteria to vulnerable patients, and transmission of infections from

patients to health care workers. Nonetheless, observational studies suggest

that in some intensive care units compliance with basic hand hygiene prac-

tices may be as low as 30 percent and that physicians are less likely to

perform appropriate hand hygiene than other members of the medical

team.89

So why does the scenario described occur everyday at virtually every hos-

pital? Barriers to hand hygiene have been studied extensively and include

convenience, workload, and knowledge.90,91 Surveys of health care workers

revealed that the mere placement of sinks and alcohol hand rub dispensers

can make a significant difference in the frequency of hand cleaning. Some

clinicians reported that they had too many patients or that a patient was ‘‘too

critical’’ to permit hand cleaning prior to delivering care. Finally, clinicians

often underestimated the significance of hand hygiene, stating that hand

cleaning was unlikely to improve the health of their patients.

The culture of academic medicine, which often entails strict attention to

hierarchy, may also play an important role in undermining the delivery of

the high quality medical care. Many of the basic practices associated with

good medical care are simple to perform but require vigilance to ensure

they are consistently done. Thus, members of a team of health care workers

are in an ideal position to remind each other when an important facet of

care – such as hand hygiene – has been inadvertently overlooked. Sadly,

many of us work in hospitals and health care settings where we worry that

a gentle reminder to a colleague, such as ‘‘I think you might have forgotten

to clean your hands’’, would not be well received. Studies have demon-

strated, however, that verbal reminders are remarkably effective at improv-

ing compliance with hand hygiene and that their impact is more lasting

than educational interventions.92

Delivering high quality medical care is difficult, surprisingly difficult. Iron-

ically, many of the practices that determine the quality of care – such as hand

hygiene and other infection prevention activities – require little or no spe-

cialized knowledge or skill. Thus, the potential for delivering high quality care

is available to all members of the health care team, regardless of their edu-

cation or position within the medical hierarchy. Although uncomfortable, I

would encourage the student in this scenario to find a graceful but direct way
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to remind her senior resident, and all other members of the team, to clean

their hands. This simple intervention might save her patient’s life.

Susan Coffin, M.D., M.P.H.

Medical Director, Infection Prevention and Control,

Children’s Hospital of Philadelphia

University of Pennsylvania School of Medicine

IMPROVING THE QUALITY OF CARE 2

A fourth year student is doing an office-based primary care clerkship. In this

very busy practice, the student typically sees every third patient and presents

the information to the physician and they then see the patient together. Today

they are forty-five minutes late. The student and physician see an elderly man

who has atrial fibrillation and has had difficulty staying at a therapeutic

anticoagulant level while on warfarin. The physician evaluates the patient

and adjusts the warfarin. After the physician leaves, the student elicits the

additional history that the patient consumes about six beers daily.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

Many medical students on their core clinical rotations see their work on

a clinical team as redundant. Every note they write is rewritten or co-signed

not only by the intern, but by the resident and often by an attending. Every

order they place must also be reviewed/co-signed up the chain of command.

As a third year medical student, it is easy for one to be disenchanted with

one’s place on the team and feel trivialized.

In today’s health care climate, physicians are under pressure to see a large

volume of patients more efficiently. Overall time spent seeing the patient is

further reduced due to increased administrative duties. Primary care physi-

cians may spend an average of ten to twenty minutes per patient.93 As med-

ical students, we are in a unique position. Given our lighter patient load, we

have the luxury of spending more time with our patients than our mentors. In

this particular case, the extra time the student spent with the patient shed

light on a probable cause for the patient’s inability to maintain a therapeutic

dose of warfarin – his alcohol consumption.

On my first day of an inpatient rotation during my third year – my first day

on the ‘‘ward’’ – I was in a pediatric unit, examining my first patient and

noticed a heart murmur on physical exam. The patient had been on the floor

for two days, but in looking over the previous notes, I noticed that neither the
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resident nor the attending documented this murmur. Since it was my first

day, I was still unsure of myself. Summoning the little self-confidence I had, I

presented my findings to the resident. Thankfully, the resident not only ap-

preciated my input but also went over to the patient with me, performed

a cardiac exam, and also noticed the murmur. This experience showed me

how important it is to the team environment to have encouraging leaders

who provide a safe setting for the other members of a team to voice their

opinion.

Though we do not know the result of the vignette, the student will next

present his findings to the physician. As Dr. Holmboe highlights below, an

important part of health care education in the clinical setting is having team

leaders, the physicians, in facilitating roles, where the other members of the

team can approach them with their opinions.

Similarly, the medical student needs to demonstrate an adequate level of

development as a team member – and demonstrate competence and a will-

ingness to take responsibility.94 The student can assist the physician’s role as

a leader and facilitator. After identifying the patient’s alcohol consumption as

an important modifier of his anticoagulation status, the student should relay

the importance of this information to the physician. In an ideal environment,

the physician would facilitate this communication and, if necessary, act

on the new information.

However, practical situations are hardly ideal, and there are team settings

where lines of power and authority are clearly drawn. It is my hope that our

educational system will continue to improve, and in much the way we have

fostered interdisciplinary care on the floors – integrating different specialties as

well as different professions (nursing, medicine, pharmacy, social services, etc.) –

we will continue to tread towards integration amongst the lanes of hierarchy,

as seen in the relationship between the student and attending physician.

Neerav Goyal, M.P.H.

Medical Student, Jefferson Medical College

A Faculty Perspective

Medicine is, and always has been, a team activity. We are only now beginning

to understand how important teamwork is in providing patient-centered,

effective and safe care. In both inpatient and outpatient academic settings,

students are an important member of the interdisciplinary team. As Mr.

Goyal points out above, students are often in a position to spend more time

with patients. This ‘‘extra’’ time with patients can have several positive
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consequences. First, students can develop a meaningful, human relationship

with patients as they learn more about who the patients are as people; this is

especially true during a chaotic hospital admission. Second, students will

often explore medical histories and physical exams in greater depth, and as

a result may uncover findings missed by others on the health care team.

One might assume that students may uncover historical and physical exam

findings missed by others simply because they may have more time to con-

duct a thorough history and exam. However, some evidence suggests that

students may be every bit as competent as their attendings in some skills. For

example, Vukanovic-Criley and colleagues found the cardiac examination

skills of both full-time and volunteer faculty were no better than those of

third or fourth year students.95 Mr. Goyal’s experience with the heart murmur

is certainly testament to this research finding. Students were also found to be

positive contributors to quality improvement in community-based faculty

outpatient offices, helping those practices identify opportunities for im-

provement through medical record audits.96 Thus, students bring important

and useful knowledge and skills to the care of patients.

However, the hierarchical nature of physician and local medical culture

can have a pernicious effect on students wanting to point out potential prob-

lems, errors, or unique information about patients. Students clearly see

themselves as the bottom of the academic food chain; much in their envi-

ronment supports this perception. First, students are highly dependent on

faculty for grades and may be reticent to point out an oversight or missed

finding by an attending. Second, faculty often spend limited time with stu-

dents, and that time is often shared with other learners on the team. Third, as

Mr. Goyal points out, physicians in the outpatient setting are often harried in

today’s practice environment, and students may perceive any disruption to

workflow as unwelcome.

However, beyond issues associated with hierarchy, one of the biggest bar-

riers to the professional development of medical students is the hidden cur-

riculum. The hidden curriculum is defined as ‘‘the set of influences that

function at the level of organizational structure and culture, including for

example, implicit rules to survive the institution such as customs, rituals,

taken for granted aspects’’ – a set that can be positive and/or negative.97 In our

current vignette, an attending and office staff dismissive of the student’s con-

cern about the patient’s drinking would be sending a strong message to the

student to ‘‘stay out of the way,’’ at substantial risk to the patient. On the other

hand, an attending that acts on the information uncovered by the student,

even if she neglects to give the student positive feedback, is sending a powerful

message that the student is a valued member of the office team.
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In a recent review, Baker and his colleagues developed a core set of team-

work competencies.98 Three of these competencies are pertinent to our vi-

gnette: team leadership, mutual performance monitoring and mutual trust.

In Baker’s model of team competencies several key leadership behaviors in-

clude facilitating problem solving and synchronizing the individual team

member contributions. Clearly both behaviors apply to the student’s role

in caring for this at-risk patient.

For mutual performance monitoring and trust, identifying mistakes and lapses

in other team member actions, sharing information (in this case the alcohol use)

and the willingness to admit mistakes and accept feedback are crucial behaviors

to ensure patient safety and effective care. Imagine the powerful message sent

if the attending admitted his or her own mistake to a student but more impor-

tantly acted on the event to learn and improve their own future performance.

Professionalism can only be known in and through action. This vignette

highlights the important potential behaviors by both the student and the

attending that are essential to ensure this patient receives patient-centered,

effective, and safe care.

Eric Holmboe, M.D.

Senior Vice President for Quality Research and Academic Affairs

American Board of Internal Medicine

IMPROVING ACCESS TO CARE 1

A first year medical student’s school and the Liaison Committee on Medical

Education requires that all students have health insurance. Students can opt

out of the insurance plan offered by the school with proof of other insurance. In

order to save money, the student elects to stay with his family’s plan, which

covers children up to the age of twenty-three. The family plan does not have

prescription or mental health coverage, and stipulates that the non-emergency

care he receives must be from a provider close to his parents’ home, which is

a hundred miles away from the medical school. The student affairs dean con-

tacts the student to discuss her concern about the limitations of this plan and

to recommend he obtain a more comprehensive plan offered by the school.

A Medical Student Perspective

The conflict between the student and his school resembles the struggle

between autonomy and paternalism in the patient–physician relationship.

It is unrealistic, however, to expect that an institution would know its stu-

dents as intimately as a physician would know his patients. And it is
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unreasonable for the school to justify the imposition of this policy in a pa-

ternalistic manner.

In electing to stay with his family’s health plan, a justification the student

provides is that this plan is cheaper. The implied fault of this decision is that

the student is jeopardizing his access to health care to cut costs – yet research

has shown that student debt creates stress that can contribute to burnout.99

Financial stress, when manifesting as clinical symptoms, can adversely affect

academic performance.100 A 2006 study found that there was a direct corre-

lation between students’ perceptions of their own debt and their perfor-

mance in school.101 The student in this vignette may perceive his debt as

a source of stress that could be exacerbated by a more expensive plan. A

cheaper plan might elicit less stress and, subsequently, not risk poor aca-

demic performance.

Another discrepancy between plans is the coverage of mental health.

Though mental illness is a serious concern, access to mental health care

may seem less of a necessity from the student’s perspective. Several studies

have shown that medical students are reluctant to acknowledge mental ill-

ness and pursue the appropriate treatment because they are apprehensive of

the repercussions for their continued medical training and career.102 Though

there has been an increasing awareness of mental health concerns, some of

the stigmas remain, even among medical students. As a consequence, 47

percent of medical students still sought mental health care outside the uni-

versity and 19 percent explored other avenues of care.103

Finally, there is concern that this student’s choice of insurance does not

provide access to care locally. Several studies have found that, even in instan-

ces where insurance coverage was not a concern among students, there still

exist obstacles to seeking primary care. One study found 55 percent of med-

ical students were ‘‘too busy,’’ 43 percent self-diagnosed and anticipated the

problem resolving on its own, 31 percent were concerned with cost, and 12

percent worried about confidentiality.103

In isolating the potential motivations behind this student’s choice of in-

surance, the struggle again between the principles of autonomy and pater-

nalism is evident. The school is not in a position to understand the student’s

consideration of all these variables and, therefore, cannot hope to advise him

with his own interests and concerns in mind. Only the student is aware of

these subtler influences, risks, and benefits. The medical school ought to fully

respect the student’s autonomy and therefore recognize him as an individual

uniquely capable of making the most appropriate decision for himself.

Christopher H. Henry

Medical Student, Jefferson Medical College

Student and Faculty Cases 73



A Faculty Perspective

Health care costs rise each year, and medical students, most of whom are in

considerable debt from education loans, increase their indebtedness further

from rising health care premiums. It is no wonder that students look for ways

to trim expenses. Therefore, saving money by limiting health insurance cov-

erage becomes an easy target.

Medical students are, by and large, a young healthy group of individuals.

Many have not sought medical care in years, so typically they do not think

they’ll ever ‘‘need’’ a more comprehensive and more expensive health plan.

‘‘I don’t ever get sick’’ is a phrase used by some students as they try to opt for

an inexpensive catastrophe-only plan in order to save hundreds of dollars

annually.

The Association of American Medical Colleges (AAMC) recommends that

every medical school provide its student body with health insurance. Al-

though it is often joked that second year students believe they have many

of the diseases they learn about in pathology, the truth is medical students do

actually frequent physicians and use medications more than the general

population in the same age group. An analysis among nearly a thousand

medical students at Jefferson has shown an increased health care utilization

compared to aged-matched controls.

The AAMC also recommends that medical school health care plans include

mental health services, prescription drug coverage, and access to care in the

vicinity of the medical school. Yet these components of health insurance add

significantly to the cost of the plan, and make most ‘‘affordable’’ plans found

elsewhere unacceptable. Some students may argue that they don’t need

mental health coverage, but, indeed, I have found that they often do. With

the stress of medical school, the pressure of exams, the volume of informa-

tion to be learned – all in students in an age group where we are likely to see

new onset depression, anxiety, and even bipolar disorder, the need for mental

health coverage seems obvious. Students need access to mental health for

test-taking anxiety, insomnia, depression, anxiety, and other mental health

concerns without having to worry about whether or not it is covered. A 2008

report underscored the importance of such coverage. In this cohort study of

over 4,000 medical students, the investigators found that 10 percent of stu-

dents experience suicidal ideation during medical school.103

As a student affairs dean who manages a medical school insurance plan, I

have struggled over the years with the requirement that a health care plan

allow students to be seen by physicians in a non-emergency setting in the

vicinity of the medical school. Students may argue that they will continue to
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use their physician ‘‘back home’’ who will take care of anything while on

break, and if they are sick they can be seen at student health or the emergency

room. While this may hypothetically sound reasonable, in reality, this does

not work out. Over the years, I have seen enough injuries and illnesses to

conclude that such a geographic restriction sacrifices care and adds to the

already stressful life of a medical student.

As stated in the Physician Charter, physicians need to be committed to

improving the access of care for their patients, must strive to reduce barriers

to equitable health care, and eliminate barriers to care based on financial

considerations.40,103 While medical students learn how to promote the best

care for their patients and adhere to the many tenets of medical profession-

alism, they ought to be concerned about their own welfare and not limit their

own access to care. I therefore believe that students should make a relatively

small financial sacrifice, and obtain the comprehensive insurance coverage

that is recommended by their school.

Kristin DeSimone, M.D.

Assistant Dean, Student Affairs and Career Counseling

Jefferson Medical College

IMPROVING ACCESS TO CARE 2

A fourth year medical student working in a homeless shelter clinic observes the

difficulty that some of the patients have in accessing physicians at his medical

school. Each of the patients has chronic and disabling medical problems, has

Medicaid insurance, and has been referred by their primary doctor at the clinic

to a subspecialist at the medical center. The patients have included a man with

refractory seizures (referred to a neurologist), a woman with sickle cell anemia

and severe avascular necrosis who needs a hip replacement (referred to an

orthopedic surgeon), and a woman with poorly controlled type I diabetes and

recurrent diabetic ketoacidosis (referred to an endocrinologist). In each case, the

patient had been informed that they could not be evaluated by the subspecialist

because the practice did not accept Medicaid insurance.

For a video of the vignette, see http://professionalism.jefferson.edu/.

A Medical Student Perspective

As a third year medical student one will certainly witness the inequalities of

the U.S. health care system. In this vignette, patients are denied visits to

subspecialists because they have Medicaid insurance. As a student, it is

always disheartening to witness the health care system fail a patient. It is

intellectually satisfying to make a diagnosis and effective treatment plan,

but demoralizing for yourself and the patient when the treatment is
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unattainable because of insurance. Speaking with individual specialists does

not solve the problem, because the policy regarding which insurances to

accept is usually made by the practice administration and not an individual

physician. It is not the place of a third year medical student to navigate the

labyrinth of reimbursement and coverage.

Unfortunately, rejection by specialists is becoming even more common

for Medicaid patients, which covered 15 percent of non-elderly Americans

in 2003.104 Among specialists, about 20 percent of medical specialists

and surgical specialists are no longer accepting Medicaid patients.105 Physi-

cians commonly note low reimbursement rates, excessive administrative

demands, delayed reimbursements, full practices and the high clinical bur-

den as common reasons for not accepting Medicaid patients.105

As in this vignette, most medical students will participate in a student-run

clinic where many patients either have Medicaid or are uninsured.106At these

clinics, students have the opportunity to act as an advocate, which may entail

speaking with a caseworker, contacting specialists directly, or providing

patients with information about outside resources. Learning to become

a physician-advocate is becoming increasingly important in securing the best

health care for your patients. In fact, advocating not only for individual

patients but also for larger projects (local public health projects, policy

changes, and global health) related to health is part of a physician’s profes-

sional responsibility.107

As the next generation of physicians, we must collectively remember that

the only way to effect permanent change is to become more involved in

advocacy beyond individual patients. If the current health care system

remains, we will have an increasing number of uninsured and underinsured

patients, a high average of student debt, and declining real incomes.108 The

challenge that lies before us is to balance our principles of equal access, social

justice and integrity with the practicality of earning an income that provides

us with a comfortable lifestyle. We need to learn from and look to those

physicians already in practice on how to handle these issues. By observing

the behavior of our physician-colleagues, we can begin to develop our own

guiding principles regarding balancing care for people and financial reim-

bursement. During my own practice, I hope to treat and be an advocate for

many insured as well as uninsured and underinsured patients. Ultimately,

one will have the choice to provide or deny care to certain populations. The

question one must start answering now is: what kind of physician will you

become?

Kimmie Pringle

Medical Student, Jefferson Medical College
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A Faculty Perspective

Medical student-run clinics in homeless shelters are common throughout

the United States.109 They provide hundreds of students with opportunities

for valuable and substantive service-learning experiences that enhance their

clinical training, augment team-building and leadership skills, and foster

their role as patient/societal advocates. The stories and problems of the

homeless population are complex and reflect the growing divide between

‘‘those who have, and those who have not.’’110 Homeless men and women

have a significant burden of chronic disease, with increased morbidity and

mortality,111 much of which is preventable and/or treatable. For a myriad of

reasons, the ‘‘system’’ of care for the homeless is often the student-run shel-

ter clinic, the emergency room and/or a hospital bed. Access to specialty

services is limited, particularly for the uninsured or those with Medicaid.

The Medicaid program was created in 1965, in part to increase access of

low income people to mainstream medical services. However, over the years,

office-based physicians have reduced their treatment of Medicaid patients,

and many have withdrawn from the program altogether.112 In addition, spe-

cialty physicians are much less likely than primary care physicians to accept

new Medicaid managed care patients.113 The inadequacy of Medicaid pay-

ment rates, in comparison with those of Medicare and private insurance, is

often cited as a major factor contributing to low levels of Medicaid partici-

pation by physicians.114 In fact, adverse selection may present serious finan-

cial risks for academic medical centers participating in Medicaid managed

care.115

The question is, can physicians refuse to accept patients who have

Medicaid? Certainly they can. But should they refuse to accept Medicaid

patients, particularly when these patients have been seen and evaluated by

medical students from their institutions? Again, they can. But what message

is this sending to the medical students, who rely on their faculty to model

medical professionalism?

Medical educators are increasingly focusing on medical professionalism as

a key element in the curriculum. As Inui writes:

And how are we faring as medical educators in preparing future physicians for

professional roles in our complicated world? I would conclude that the ‘‘forma-

tive arc’’ of education today is strong on the acquisition of technical knowledge

and weak-to-negative on the acquisition of values and moral formation. While

preparing successfully to pass tests of knowledge, our students measurably move

from being open-minded and curious to test-driven and minimalistic, from

open-hearted and idealistic to self-centered and well-defended, and from altru-

istic to cynical. In the course of their educational experience with us, they also
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move from taking notes and focusing on the explicit curriculum (what we say) to

learning most from what we do. Here, then, is the greatest challenge of educating

for professionalism. If we wish to change our students’ preparation for their

careers, we ourselves will need to change.116

Medical professionals and educators should look to Medical Professional-

ism in the New Millennium: A Physician Charter40 as a guide to their work and

actions. The preamble to the Charter is that professionalism is the basis of

medicine’s contract with society. Fundamental principles of professionalism

are the primacy of patient welfare, patient autonomy, and social justice. ‘‘The

medical profession must promote justice in the health care system, including

the fair distribution of health care resources. Physicians should work actively

to eliminate discrimination in healthcare, whether based on race, gender,

socioeconomic status, ethnicity, religion, or any other social category.’’40

Specialists should follow the tenets of the Charter and live by these pre-

cepts. They should resist efforts to impose a corporate mentality on a pro-

fession of service to others.40 Students should not have to work in a system

that models behavior which disregards the precepts of medical profession-

alism, and contributes to the erosion of their idealism and altruism. Instead,

students should be afforded opportunities to be effective ‘‘community ori-

ented primary care advocates.’’117

James Plumb, M.D., M.P.H.

Professor, Department of Family and Community Medicine

Jefferson Medical College

COMMITMENT TO A JUST DISTRIBUTION OF FINITE RESOURCES 1

A third year student working with a gastroenterologist observes the physician

ordering CT scans for most patients he sees for abdominal pain. The physician

explains that ever since he ‘‘was burned in the past’’ because of missed pan-

creatic cancer, which can be difficult to diagnose, he usually orders CT scans for

patients with abdominal pain.

A Medical Student Perspective

The majority of formal education in professionalism occurs in the first two

years of medical school. Some of what students learn during the pre-clinical

years, however, is inconsistent with what is observed in clinical settings.

The practice of defensive medicine illustrates this point. Defensive

practices, performed by medical students’ clinical role models, have at

least two broad ramifications. First, defensive practices have the potential
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to damage the patient–physician relationship. Second, medical students

learn unprofessional values by observing physicians who practice defensive

medicine.

The practice of defensive medicine often constitutes a breach of profes-

sional values. When a physician orders a test that is not medically indicated,

but rather fulfills the desire for protection from the threat of litigation,

the physician breaks the bond of professional trust that characterizes the

patient–physician relationship. This bond is predicated on the belief that

physicians will always act in the best interests of patients.118 Some defensive

practices subject patients to additional costs without additional risks. As

illustrated by this case study, other practices expose patients to additional

costs as well as potential risks associated with the invasive follow-up of an

incidental finding.

While these practices may damage the trust between patients and physi-

cians, they also have negative implications for medical students who observe

this behavior. According to a study by Brownell et al., senior residents

reported that their clinical role models were the best teachers of profession-

alism.119 Because of the nature of medical training, these same role models

may also influence medical students’ values. When medical students observe

unprofessional behavior, they learn distorted professional values. This has

the potential to damage the culture of professionalism, which will ultimately

be sustained by tomorrow’s physicians.

The behavior of attending physicians may have positive or negative influ-

ences upon trainees. Medical students are assigned to clinical rotations,

which means that they are not able to choose their preceptors. For this

reason, medical students must identify what type of behavior is worthy of

emulation. This is complicated by the fact that there is a spectrum of practice

that constitutes defensive medicine. Some defensive practices have the

potential to improve the quality of care. Thorough documentation, expanded

informed consent, and positive interactions between patients and physicians

are examples of these behaviors.118 The motivations behind these practices

are consistent with defensive medicine, but the end result is improved

patient care. The challenge for medical students who are new to the clinical

setting is to recognize when this boundary is crossed. Students need to iden-

tify the behaviors that are consistent with patients’ best interests, which is

a difficult task.

Justin S. Brandt

Medical Student, Jefferson Medical College
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A Faculty Perspective

At first glance, the practice described by the practitioner in our hypothetical

case seems stunningly inappropriate. How can a medical professional, who

has taken an oath to provide altruistic care to his patients, make medical

decisions so callously positioned to save his own skin? Wouldn’t it be more

appropriate to limit the use of expensive imaging utilizing ionizing radiation

to those cases that clinically merit such intensity? Isn’t this an example of

‘‘defensive medicine,’’ clinical behavior designed to avoid liability? Doesn’t

this sort of indiscriminate use of medical technology add to the spiraling cost

of medical care, leading to further inequity of services?

On closer inspection, however, the behavior of this physician needs to be

interpreted in the context of modern practice of medicine. The use of medical

technology, especially imaging, has greatly increased the cost of health care, but

has also contributed to better outcomes.120 Specifically, there is evidence that

a lower threshold for the use of CT scanning in the evaluation of acute right

lower quadrant pain leads to fewer laparotomies for suspected appendicitis.121

The case in point is not one of acute abdominal pain, however. Clearly the

practitioner is ordering CT scans in patients who do not need them. Defen-

sive medicine can be seen in two major forms. Assurance behavior (‘‘posi-

tive’’ defensive medicine) is characterized by the provision of additional

medical services that are of no medical value, often to document a legal

standard of care. Avoidance behavior (‘‘negative’’ defensive medicine) is

characterized by physicians’ attempts to distance themselves from risk by

eschewing certain procedures, refusing to care for certain populations of

patients, or even leaving clinical practice altogether.122 The behavior of our

hypothetical physician is far from an aberrant; defensive medicine is wide-

spread. Defensive medicine is described in a variety of health care and legal

systems around the world, including the United Kingdom, Australia, and

Japan.123,124 In the United States, self-estimates of defensive practice behav-

iors is well over 50 percent in generalists and as high as 90 percent in high-risk

specialists. These behaviors are more common in those who lack confidence

in their liability insurance or perceive a high insurance premium burden.122

Unless we accept that the majority of our colleagues, and ourselves, fall

short in the department of professionalism, we must ascribe at least some of

these defensive behaviors to the milieu in which we practice. It is clear that

various reforms of the medical system can lead to decreases in defensive

medical practices. For example, enactment of caps on damages reduced

hospital expenditures up to 9 percent in the late 1980s, while adoption of

direct liability reform led to growth in overall physician supply in the late

80 Part Two Cases Involving Medical Students



1990s.123 Other measures that may have decreased the perceived need of

physicians to practice defensively include restrictions on contingent fees,

adoption of no-fault insurance instruments, and the use of alternative

dispute-resolution systems. Systems utilizing these models already exist

elsewhere in the world.

As physicians, we must never abrogate our professional responsibilities,

nor should we deflect blame for our ethical transgressions to others. But part

of our professional energies may be well spent on bringing positive change to

the system in which we practice, allowing us more latitude for clinical judg-

ment in our daily practices.

Steven K. Herrine, M.D.

Professor of Medicine

Assistant Dean for Academic Affairs

Jefferson Medical College

COMMITMENT TO A JUST DISTRIBUTION OF FINITE RESOURCES 2

A fourth year medical student on an ICU (intensive care unit) rotation

is taking care of an elderly patient with severe dementia, admitted from

a nursing home with sepsis and multi-organ failure. The family insists on

pursuing all available interventions, including hemodialysis and mechani-

cal ventilation.

A Medical Student Perspective

Contrast these scenarios: In a rural Mexican village, an elderly patient who

has suffered multiple strokes spends her last months at home with family,

passing her days in a hammock in the jungle instead of a wheelchair or

hospital bed. Caregivers are present at all times; she is fed, washed, turned,

and carried as needed. Her body eventually tires and she dies at home, with-

out lines or machine attachments.

In an urban U.S. hospital, an elderly patient with severe dementia develops

sepsis, survives, and requires prolonged hemodialysis and mechanical ven-

tilation. His family wishes to care for him at home, but he is unable to be

extubated. With his family nearby, he dies in the ICU two months later after

dialysis, a tracheotomy, multiple infections, blood transfusions, and count-

less studies.

End-of-life care decisions are extraordinarily difficult and fraught with

emotion. Families often wish to have every treatment available provided

for their loved one, with the perception that more interventions and doing
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‘‘everything possible’’ will mean better outcomes and offer the greatest

chance for survival. Yet numerous studies, including the Dartmouth Atlas

of Health Care’s 2008 report, indicate that higher spending and more

care are not associated with greater patient satisfaction, quality of care or

improved health outcomes.125

How end-of- life care decisions in the ICU are made – who gets what care,

when and why – is not readily transparent to medical students. Patients with

little chance of recovery seem to receive intervention after intervention.

Early on, every medical student learns certain degrading terms: ‘‘total flog,’’

or ‘‘train wreck,’’ and associates these names with unceasing care in the

face of medical futility. Overworked residents, already stretched thin, really

bear the brunt of such decisions, fully realizing that resources spent on

patients with little hope of recovery are taken away from other patients

who might indeed benefit. These resources are not only financial, but also

labor intensive since they can involve time spent at a patient’s bedside or

reviewing a complex patient’s chart. It becomes difficult to make sense of

the efforts expended in certain clinical situations, as in the vignette, and

patients become dehumanized and resented, seen as ‘‘cases’’ rather than as

individuals.

As a medical student, I frequently wondered when I was going to receive

instruction in the big picture. What were we doing and hoping to accom-

plish? Did our work seem as futile to my teachers as it sometimes did to me?

If so, to prevent the next ‘‘wreck,’’ who was going to ‘‘stop the train’’?

Interestingly, Barnato et al. found that elderly patients themselves preferred

palliative treatments to life-extending ones.126 If patients weren’t demand-

ing such interventions, whom were we treating – our patients’ families?

Ourselves?

We are a long way off from allowing our loved ones the peace to die while

lying in a hammock. I left the ICU thinking that so much unnecessary treat-

ment could have been avoided by advance planning. Early, frequent, and

clear communication amongst family members and between patients and

their primary care doctors is the most effective means to a just and trans-

parent distribution of end-of-life resources.127 And for the people I care about

in my own life, I hope they would choose to spend their last days and weeks

with family, at home, as unencumbered as possible by tubes, lines, and

hourly vitals checks.

Patty Frew

Medical Student, Oregon Health and Science University
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A Faculty Perspective

This vignette illustrates two dilemmas facing modern medicine – how to best

care for a patient with severe dementia when the family insists on pursuing

all available interventions, and how to model professional behavior in this

teaching setting. My approach, as an intensivist, is to develop a framework

for the medical student to use in the ICU, to provide ethical guidelines

for admitting and discharging ICU patients and for the use of scarce ICU

resources.128

In this framework, I lay out the missions of the ICU: to (1) preserve mean-

ingful human life, (2) provide palliative care, and (3) provide compassionate

care at the end of life. I point out to the student that patients who suffer from

severe irreversible lack of cognitive function rarely benefit from ICU care, so

the reasons for the family’s insistence need to be carefully explored.129

I also review the ethical principles of beneficence, nonmaleficence,

autonomy, and justice. These are all components of decision making for this

patient. Students easily understand how beneficence and autonomy support

the request for initial use of ICU care. Nonmaleficence often needs further

explanation, a reminder that ICU care is invasive and uncomfortable, as

are invasive procedures such as mechanical ventilation and hemodialysis.

Finally, I address justice, which I define as ‘‘just allocation of scarce resour-

ces.’’ This should also be addressed at the institutional level, for example, the

institution may have an explicit institutional policy for priority in admissions

and discharges based on medically objective criteria.130

I review with the student the steps I take to recommend goals of care to

a family. I first identify my own recommendation. For the patient in this

vignette, I would recommend limiting ICU care. This is at variance with family

goals, so I then determine whether or not other health care providers, for

example, nurses, respiratory therapists, consultants, agree with my recom-

mendation. Once I have consensus, my team holds a family conference.131 At

this conference, my initial goal is to identify the concerns of the family. Often

there are good reasons for insistence on ‘‘doing everything,’’ and if we can

understand these, we can reassure and support families. In defense of this

approach, families rate clinicians’ communication skills as equally or more

important than clinical skills.132 Let me give several approaches I often take:

1. Clear and understandable explanations of dialysis and ventilation are

important. We can reassure the family that they have done all that

should be done in this situation. When families recognize this, there

is considerable relief, and often a decision to withdraw support
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follows. It is vital to invest time on these family dynamics, both for the

student to see, and to minimize post-bereavement complications for

the family.133

2. The family may not understand the discomfort the patient experien-

ces in the ICU. I encourage them to visit if they have not done this.

Often the family will recognize that the comfort of good palliative care

will offer the patient greater benefit than an invasive procedure or

ongoing treatment.

3. The family needs guidance to express what the patient would want in

this situation, not what they would want. Often this redirection helps

the family say ‘‘no, she/he wouldn’t want this,’’ and move toward

palliative care.

In summary, teaching students the mission of the ICU, reviewing ethical

principles, and modeling family conferences, can help students to work with

a family, such as the one described in the vignette, with greater compassion. It

will also allow students to feel more comfortable working as part of the ICU

team.

Molly Osborne, M.D., Ph.D.

Professor of Medicine and Associate Dean Student Affairs

Oregon Health and Science University

COMMITMENT TO SCIENTIFIC KNOWLEDGE 1

Nearing the end of his third year, a student recalls many outpatients during his

medicine, family medicine, and obstetrics-gynecology clerkships who

requested diagnostic tests learned about through the media, advertisements,

or friends but not recommended by their physician. These tests included CT

scanning for lung cancer screening, CA-125 testing for ovarian cancer screen-

ing, virtual colonoscopy for colon cancer screening, and cardiac calcium scor-

ing for coronary artery disease.

A Medical Student Perspective

Medical students are often asked questions about the latest screening recom-

mendations. It seems inevitable that patients will request medical tests, which

have no known benefit as screening tools. Understanding the evidence and

guidelines regarding health care screening is essential to fulfilling a critical role

as part of the medical team. The United States Preventive Services Task Force

(USPSTF) is an excellent resource for the latest evidence-based medicine
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(EBM) recommendations on screening.134 However, using EBM to support or

refute tests to screen for pathology is limited by the amount of available re-

search. Studies illustrate about 30 percent of patient care is based on random-

ized clinical control trials.135 Therefore, utilizing evidence, when it does exist, is

of the utmost importance in the consideration of such requests.

EBM-based screening is poorly implemented for a variety of reasons.136

Patients are increasingly knowledgeable and vocal about their wants and

needs regarding health care. Often patients confuse a screening test with

a diagnostic test. An astute medical student will guide the history taking with

specific questions to address the patients’ underlying concerns. An appro-

priate screening test looks for disease not expected to be present, has a high

sensitivity and specificity, and an available treatment able to change the

overall outcome.137 Diagnostic tests are used when symptoms or disease

are identified during the history and examination.

While it may seem easier for a physician to comply with such requests to

satisfy the patients’ desires, there is the potential for numerous harmful

consequences. These include false positive results (causing anxiety), false

negative results (causing false reassurance from future screening), and

expense, as the patient may have to bear some or all of the costs.

Acquiescing to patients’ requests for screening tests can damage trust in

the patient–physician relationship. For example, if a clinician orders a test for

screening purposes without supporting evidence, the results could lead to

doubt and confusion. Professional autonomy dictates the ability to apply

knowledge as a means to benefit the patient.136 The refusal to perform lab-

oratory or radiographic tests that have no evidence as an appropriate screen

falls under the practice of professional autonomy.

When encountering this situation, a medical student needs to prepare the

patient for the attending physician’s ultimate decision. Thoughtful interac-

tion with patients allows for further explanation and education. A medical

student needs to anticipate the patient’s response to why tests will be refused

and discuss the request with his or her attending physician. Patient accep-

tance of a screening test refusal may be variable. If the patient remains

unconvinced regarding the lack of evidence, one could consider counseling

the patient about potential harmful consequences.

Finally, some physicians could err on the side of pleasing their patients.

Medical students can address this by asking the attending physician ques-

tions which would elicit the reasoning guiding the decision. The opportunity

may arise for medical students to illustrate the current evidence-based

recommendations to both the medical team and patients. Through being

inquisitive, being concerned, and using an evidenced-based approach,

Student and Faculty Cases 85



medical students may then be able to engage both the patient and physician

in an important dialogue about the best use of screening tests.

James J. Buchino

Medical Student, University of Louisville

A Faculty Perspective

Patients ask physicians for medical screening tests for many reasons.

Requests may be based on a personal health history or experiences of family

or friends. Interest in screening may also come from media coverage or

perceptions of marketing, Internet Web sites, and special interest groups.

Such tests are not necessarily beneficial to the patient. The number of screen-

ing examinations proven as beneficial by randomized controlled trials is far

fewer than patients and physicians would imagine.137 Nevertheless, physi-

cians often acquiesce in ordering tests that have not been proven to be of

benefit due to concerns of patient dissatisfaction.

Acquiescence fails on two counts. First, when a test is proposed, it should be of

benefit to that patient; that is, the test has been shown to be of more gain than

harm in discovering disease (with parameters of prevalence, detection, and

ability to treat upon discovery) to warrant screening. Second, many requested

screening tests have no empirical foundation in evidence for their support, with

many known to be ineffective or more harmful than beneficial. Such tests are not

acceptable per the USPSTF standard of evidence.134 There are other factors,

though, that may have bearing on one’s willingness to order a test.

Family history or individualized occupational hazard histories may war-

rant a consideration of elevated-risk screening. Having in-depth discussion

of family history or aggravating co-factors may even result in the discovery

of symptoms that warrant diagnostic testing – a different matter, as testing

for disease in the presence of symptoms alters the calculus whereby the

pathophysiologic rationale for testing enters into the hunt for the sought

disease.

Physicians can best role-model how to respond to patients requesting

possibly non-beneficial screening tests when working with medical students

by using a virtue- and principle-based approach to patient care. Physicians’

efforts should be directed toward promoting medical goals that benefit

patients, while also acknowledging their own professional integrity and pru-

dence. The medical student can then observe and learn those skills necessary

in declining requests for non-beneficial screening tests. Patients may balk

when physicians refuse to order tests. Role-modeling to medical students
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a sensitive refusal may still uncover any additional mitigating history, risk

factors, or symptoms that they have not disclosed. In their absence, patients

have no ethical claim to a test that is without proven benefit (e.g., ‘‘I want it

and I deserve it’’), and medical students need to learn how to convey this

message.

An essential tenet for physicians refusing to order unproven screening

tests is professional integrity.138 Professional integrity is the virtue that

guides the physician to use established values, standards, norms of medi-

cine with which the individual practitioner acknowledges and accepts.

The physician needs to convey those aspects of medicine that are standard

of care and those that are not. The patient – and medical student – need to

comprehend why a request is outside the doctor’s perception of profes-

sional integrity if it is judged to be without merit. Education of both

patients and medical students is key – physicians need to convey why

something may be helpful or not, rather than ‘‘will the doctor order it or

not?’’ The physician is steward of the patient’s medical care in promoting

his or her benefit through the prudent use of testing while minimizing

harm, and medical students need to have this demeanor role-modeled

to them.

David John Doukas, M.D.

William Ray Moore Endowed Chair of Family Medicine and

Medical Humanism

Professor and Director of the Division of Medical Humanism

and Ethics

Department of Family and Geriatric Medicine

University of Louisville

COMMITMENT TO SCIENTIFIC KNOWLEDGE 2

A fourth year student on an otolaryngology clerkship works with a

physician who frequently recommends complementary/alternative medicine

(CAM) to patients. The student observes the physician suggesting B vitamins,

gingko, and black cohosh for a woman with tinnitus. During other patient

visits, the physician recommends acupuncture and therapeutic bodywork for

a man with temporomandibular pain and butterbur for a woman with

chronic allergic rhinitis. The student, while recalling the evidenced-based

lectures he had the last three years, wonders how the otolaryngologist can

recommend these CAM treatments without clear data supporting their

benefit.
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A Medical Student Perspective

The student should be applauded for being critical of the otolaryngologist’s

CAM treatment recommendations. With an increasing emphasis on the im-

portance of practicing evidence-based medicine (EBM), it is crucial for med-

ical students to develop and start practicing an analytical mindset with

encountered medical practices. In this situation, the student has an oppor-

tunity to practice this approach – it is certainly appropriate for the student to

politely question the doctor’s recommendations. However, the student must

make sure that any conversation about this be approached in a professional

manner. To avoid an awkward patient–doctor interaction, it would be best to

ask such a question outside of the clinical exam room. It might also be helpful

to conduct some research on your own, allowing for a better-informed

discussion with the doctor. As long as discretion is appropriately practiced,

most physicians would be open and happy to explain their decisions and

recommendations.

It is always in our patients’ best interests that we, as their health care

providers, constantly strive to provide treatments that have been scientifi-

cally shown to be beneficial. However, this dedication to EBM must be

applied to all medical decisions we make for our patients, whether ‘‘allo-

pathic’’ in nature or not. CAM therapies should not receive a reprieve from

the rigorous standards of EBM. However, the inherent nebulous and some-

what foreign quality of CAM modalities has prompted most of us, as Western-

trained practitioners, to artificially develop a hypercritical attitude when

evaluating such options.

When interacting with some of my fellow classmates or even other non-

medical friends (or even within myself), I can sometimes notice a mindset

that subconsciously promotes a relatively unquestioning acceptance of

Western medicine, especially when compared to CAM. As evidenced by the

data shown from Clinical Evidence as laid out in Dr. Rindfleisch’s commen-

tary below, there is still a large portion of Western interventions that have not

been scientifically proven to be effective. These data illustrate the importance

of our needing to utilize the same critical eye for all medical recommenda-

tions we make for our patients.

This scenario focuses on the health care provider being an advocate for

CAM therapies, but a more common situation would be for the patient to

initially inquire about such options. With over one-third of Americans report-

ing CAM use at least once over the past twelve months in 2002, CAM modal-

ities have become oft-accessed treatment options.139 It is inevitable that
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we will encounter patients who have utilized or have questions about CAM

treatments.

Overall, a delicate balance needs to be attained that allows one to be open-

minded about the use of CAM therapies, but also to remain critical and offer

evidence-based opinions on these modalities whenever possible. Working

towards this equilibrium would be a big step towards improving our ability

to provide well-informed patient-centered care.

James Wu

Medical Student, University of Wisconsin School of Medicine

A Faculty Perspective

People frequently use complementary/alternative medicine (CAM) modal-

ities. A 2002 survey revealed that over 50 percent of U.S. adults have

ever used CAM, not including prayer and megavitamins.139 A 2005 study

reported that 37 percent of respondents had recently taken botanicals.140

However, many people choose not to tell their health care providers about

CAM use. For example, a 2001 study indicated nearly half of the respond-

ents felt their physicians were ‘‘prejudiced’’ against supplement use and

one-third (and the percentage is higher in other studies) had not disclosed

to their doctor that they took supplements.141 I would posit that we as

providers will offer better care if we are aware of what CAM therapies our

patients are using and if we can offer them knowledgeable guidance that

accounts not only for research findings, but also for safety of CAM inter-

ventions, patient autonomy, and cultural and other influences shaping the

choices patients make.

Increasing numbers of physicians are incorporating CAM into their practi-

ces. This is one part of the approach used in integrative medicine which,

among other things, ‘‘focuses on the least invasive, least toxic, and least costly

methods to help facilitate health by integrating both allopathic and comple-

mentary therapies.’’142 Most proponents of integrative medicine argue it

should not be considered as a specialty unto itself, but rather as ‘‘good med-

icine’’ that can be practiced by all medical practitioners, regardless of specialty.

This case exemplifies a situation that can commonly arise in an integra-

tive practice. Like the surgeon in the scenario, I often recommend CAM

treatments. Many of these approaches may not have randomized, controlled

trials supporting their use, though it should be noted that many do. When

possible, evidence-based data should of course be weighed into decision

making, but if such data are not available, how might decisions be made?
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The availability of ‘clear data’ supporting therapeutic interventions is an

issue that extends beyond the use of CAM. I was quite surprised the first time

I opened BMJ’s Clinical Evidence, a comprehensive, evidence-based review

of the medical literature.143 Ratings are assigned to all interventions

reviewed, and then a summary is provided of ‘‘the state of our current knowl-

edge.’’ This summary indicates that:

� 13 percent of interventions used by healthcare providers are beneficial

� 23 percent are likely to be beneficial

� 8 percent show a tradeoff between benefits and harms

� 6 percent are likely to be ineffective or harmful

� 6 percent are unlikely to be beneficial

� 46 percent are classed as ‘‘unknown effectiveness.’’

As providers, we owe it to those who seek our care to advise them openly

and honestly about what is known and not known about any therapies they

might use. That requires that we keep ourselves updated on the current state

of the research. Ultimately, we must acknowledge that the final decision

about use of a treatment is the patient’s.

In this scenario, I would encourage the student to review the data about

such therapies and talk to the surgeon about them in more depth. The stu-

dent would do well to note what criteria he or she will follow when deciding

whether or not to recommend various therapies. How much should such

decisions be based on one’s knowledge of the literature? How much should

one draw from personal experience? Where does familiarity with the treat-

ment fit in? The experiences and wishes of the patient? Our intuition and gut

instincts about what the patient needs? Answering such questions falls into

the realm of the ‘‘art of medicine,’’ and different providers will answer those

questions differently. Regardless of the answers, exploration of these ques-

tions will help us grow as practitioners and enhance our capacity to meet our

patients’ needs.

J. Adam Rindfleisch, M.D., M.Phil.

Assistant Professor, Department of Family Medicine

Consultant, Integrative Medicine

University of Wisconsin School of Medicine

MANAGING CONFLICTS OF INTEREST 1

A student attends a pharmacology lecture given by a psychiatrist who discusses

the medical treatment of depression and anxiety. He is very enthusiastic about
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a new drug. In the syllabus, it is noted that the psychiatrist is also a consultant

for the company that manufactures this drug.

A Medical Student Perspective

With the increasing trend for academic physicians to serve as consultants for

industry, the lines which define conflict of interest have become less and less

distinct. Industry has an important place in health care. Pharmaceutical and

medical device companies develop new products and support clinical trials

as well as post-marketing surveillance. However, the influence of industry at

the medical student level can only be detrimental.

As students we trust that what our mentors and professors teach us is

accurate to the best of their knowledge. It is this inherent trust which neces-

sitates proper modeling from the institutions and faculty whom we turn to for

our curricula. In this case, when the psychiatrist includes a disclaimer in the

syllabus stating that he has a conflict of interest, how should we apply this to

our interpretation of his lecture? Should we consider him biased or should we

consider him better informed than someone who does not serve as a consul-

tant? Despite the ambiguity of this question, the solution is clear – students

should not be placed in the position of having to speculate as to the validity of

this lecture.

During the clinical years, it is common for students to witness and partic-

ipate in drug lunches and to be offered designer pens and other flashy devices

which bear the name of some new and expensive drug. At first glance, it

seems that there may be no harm in a free lunch for house staff and samples

of expensive drugs for patients who may not otherwise be able to afford

cutting edge medicine.

But the truth is – there is no such thing as a free lunch. Gifts engender

a sense of loyalty which can quickly transform into a prescription for the

latest, most expensive drug when the generic standard of care may have been

more appropriate. A patient who receives a free ‘‘new’’ drug sample can later

be left in a difficult situation when the samples run out and she cannot afford

the ‘‘new’’ drug once no longer free.

I believe there is a balance that must be struck between industry and

academics. Institutions must insure that those privileged with the task of

teaching future generations of physicians eliminate sources of bias and con-

fusion regarding relationships with industry. This can be accomplished by

developing clear guidelines for what is acceptable to be included as part of

the curriculum and what is not. Additionally, as recommended by the Asso-

ciation of American Medical Colleges,144 medical schools must recognize and
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mandate that gifts, meals, and free samples are not appropriate and should

be eliminated. Guidelines set by academic institutions can help faculty

understand what is appropriate with regards to medical school education

while outlining what is acceptable in terms of physician participation as

consultants or clinical trial investigators. Finally, there needs to be open

discussion regarding the concept of disclosure. Conflict of interest disclosure

needs to become a process rather than the last slide of a presentation or a line

in a syllabus. Mistrust flourishes in the unknown and so we need to be clear

and open so that students, when presented with material which contains

disclosures, can learn how to process the information.

As a profession, we must continue to recognize those specific situations

in which the influence of industry is harmful to medical education. As the

relationship between pharmaceuticals companies and academic institution

changes, we will need to re-evaluate and maintain open forums for discussion.

This will allow us to keep our institutions unbiased so that a person in a teach-

ing position does not need to offer a disclaimer. Because when he does, what is

really being disclaimed is the trust which is vital to this great profession.

Shanu Kohli Kurd

Medical Student, Jefferson Medical College

A Faculty Perspective145

Medical school faculty have the daunting task of fostering the knowledge,

attitudes, and skills that students under their tutelage will need to become

physicians. The medical school faculty’s job is to teach, the students’, to

learn. There exists an unspoken bond of trust between the students and

faculty that to the best of the faculty members’ ability they will teach those

‘‘truths’’ of knowledge and experience, that will help the students to best care

for their patients.

A conflict of interest is ‘‘a set of conditions in which professional judgment

concerning a primary interest tends to be unduly influenced by a secondary

interest.’’ In the case vignette, the astute student will call into question

the ‘‘truths’’ purportedly spoken in the lecture on depression and anxiety

treatments because the student has reason to be concerned that the faculty

member’s professional judgment has been affected by a secondary interest,

namely, the faculty member’s consulting relationship with the company that

manufactures a drug discussed during the lecture.

Medical schools have developed mechanisms to manage faculty members’

relationships with the pharmaceutical industry for the purpose of conduct-

ing clinical trials, including conflict of interest policies, institutional review
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boards, and patient informed consent. These mechanisms serve to protect

the patients’ welfare in the setting of a faculty member’s potential conflict of

interest. Additionally, many medical schools have adopted policies which

significantly limit the potential influence of commercial entities on campus,

such as prohibiting gifts and meals.

Given the inevitable interdependence between health care providers and

the industries which test and sell health care products, at a minimum, it is

necessary that medical schools address related issues, such as bias in re-

search and conflict of interest, through the curriculum. Medical schools

should also insist on transparency and disclosure to students of faculty’s

potential conflicts of interest. These approaches, while important, do not

really address the primary issue raised in the vignette.

When students begin to doubt the motivations of the faculty and a breach

in trust in the student–faculty relationship occurs, the medical school will

have failed in an important component of the student’s education. Medical

school faculty have a duty to model the attributes of proper professional

behavior. As altruism, or the demonstration that patient interest comes

before self interest, is arguably one of the most important attributes of

the professional behaviors expected of a physician, faculty should be advi-

sed to avoid not only real conflicts of interest, but the appearance of them as

well.

Karen Novielli, M.D.

Professor of Family and Community Medicine

Senior Associate Dean, Faculty Affairs

Jefferson Medical College

MANAGING CONFLICTS OF INTEREST 2

During a small group discussion on the subject of conflict of interest, third year

students were divided on the ethics of receiving lunches and gifts from phar-

maceutical companies. Many students felt that there was nothing ethically

wrong with this practice since they were unable to prescribe drugs. Also, many

students appreciated the money saved on lunches.

A Medical Student Perspective

The onslaught of pharmaceutical lunches began in my sophomore year of

college when I only thought how great it was these people gave me free food.

I felt detached from the influence on patient care. This detachment was easily

maintained through the beginning of medical school, but as I progressed,
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I began to sense how this idea was flawed and that as a medical student,

I do have a significant effect on patient care – I have an effect on their out-

look, family perspectives, communication, occasionally treatment, and over-

all quality of care.146–150 I realized that what is shaping me now will be what

affects the future care of my patients. The bottom line is that, like any edu-

cation, it is most effective for pharmaceutical companies to gain influence

early in a physician’s career. It is likely well worth a few sandwiches to phar-

maceutical companies to create a favorable outlook for future medical stu-

dents and beyond.31

So when does our education cover this issue? At my school, it is in our first

year Physician and Society course, with the topic stuck somewhere between

the discussion on abortion and how capitation works. Aside from an occa-

sional lunch lecture (student group funded), the discussion is largely lost

until we see how ubiquitous it is in the hospitals.151

This process seems inherently backwards to me: discussion (class)

followed by observation (clinic). I emphasize observation because very often,

as students, we feel powerless to question an attending physician on ethics –

after all, they are grading us. I remember a recent conversation between three

surgeons about a ‘‘great’’ vendor-sponsored dinner they had attended. I

wanted to ask about their feelings in attending such an event regardless of

the value to patients. I did not, however, pose this question as I was not

comfortable questioning their morals. At the very same time, I remember

thinking it must be terrific to be treated to a $100 meal. And herein lies the

problem. During our training, often tacitly, students are made to feel entitled

to these perks, gently having their egos massaged and being reassured that it

is all for the good of the patient. And when it is not done to us directly, we see

and hear it in conversations between our mentors: the physicians who train

us on rotations.

I feel lucky to have had time to think about conflict of interest (COI) using

good evidence, objectivity, and transparency before I am put in the posi-

tion where this may seriously impact my patients’ care. I hope that my

future actions will be dictated by objectivity and good evidence. Indeed,

maybe this is all any of us need to sort out the topic for ourselves: time to

reflect and form our own opinions about what is best for our future

patients.

Phil Barbosa

Medical Student, University of Minnesota School of Medicine
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A Faculty Perspective

Conflict of interest has been a long-standing issue within medicine. In its

most generic (and historically situated) form, COI is framed as a clash

between commercialism and the image of the physician as a professional

person. The Prayer of Maimonides, for example, exhorts physicians not to

‘‘allow thirst for profit, ambition, for renown and admiration, to interfere

with my profession.’’

Our case study is of interest for several reasons. First, most medical stu-

dents do not receive their principal instruction in COI issues within the

formal curriculum. Instead, much of what students learn about COI (e.g.,

what is defined as a COI within medicine; what should one’s response be

when an issue arises) takes place within medicine’s informal and hidden

curriculums.

Second, while commercialization and the influence of ‘‘big pharma’’

are substantive issues, they are by no means the only COI issues. Other

important topics are the integrity of research findings, hospital adminis-

tration policies, efforts to control the cost of care, self-referral and physician

ownership of hospitals, clinics, and labs, and publication (journal) policies.

Third, while discussions about free lunches and gifts are a necessary part

of any professionalism curriculum, the most intimate and personal COI

issue for medical students remains essentially unaddressed – and thus

remains an invisible part of one’s learning about COI. This is the conflict

between the patient as a recipient of health care and the patient as a learning

tool. How students/physicians learn, both formally and informally, to

negotiate this tension (e.g., ‘‘When does patient safety and quality of care

take precedence over my learning?’’) sets both the tone and the stage for

how students/physicians respond to and define other COI issues. Because

all this takes place largely on a tacit and unconscious level means that the

lessons learned have an invisible and often insidious effect on student

socialization.

The ubiquity of tacit learning around COI issues brings us to a fundamental

conundrum. Although organized medicine is taking significant steps to cur-

tail COI within medical schools and academic health centers (see below), and

although research on COI clearly documents the biasing impact of industry

funding and sponsorship on physician prescribing behavior and medical

research findings, many physicians flatly reject the idea that their personal

decision making can be dictated by outside influences. The typical rationale/

response is: ‘‘Yes, COI is real – yes, my peers can be influenced – but not me.’’
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This refusal to personalize the corrosive power of COI remains a major barrier

to COI reform.151,152

The potential impact of several publications bear watching. Most recent

(2008) are two reports, the first, a comprehensive set of recommendations 144

from the Association of American Medical Colleges (AAMC) on COI within

educational settings, and the second a report from the Macy Foundation

on continuing education in the health professions.153 Both reports were

preceded by another AAMC report154 summarizing research on the interper-

sonal dynamics and psychological effects of social reciprocity. Other influ-

ential publications include the American Medical Student Association’s

(AMSA) second-generation report card on ‘‘U.S. medical schools’ policies

on pharmaceutical company access and influence’’ (eight schools received

A while forty-seven received F )155 and the widely cited policy proposal pub-

lished in JAMA urging academic health centers to curtail COI.156 Finally, laws

have been passed at the state level (e.g., Minnesota, Vermont) requiring in-

dustry to report gifts/payment to physicians, while Congress is debating

a similar statutory approach to transparency at the national level. All of

this scrutiny is creating waves of discussion and discord within physician

ranks.157

As for the case itself, believing that lunches and gifts are permissible

because one is not yet able to prescribe is a rationalization unworthy of

medical students – and their instructors. The fact that a group of highly

educated individuals would unabashedly offer such tortured and ‘‘distanc-

ing’’ logic is testimony to the power and pernicious impact of medicine’s

informal and hidden curriculums and how distorted COI issues can become

within these subterranean learning environments.

Frederic W. Hafferty, Ph.D.

Professor of Behavior Sciences

University of Minnesota School of Medicine – Duluth

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES 1

After the anatomy final, a first year medical student returns to her college alma

mater to attend a fraternity party. That night she is arrested for drunk driving

and disorderly conduct. A mutual friend from college informs one of her med-

ical school classmates about the incident, which is later confirmed by the

classmate’s review of the local paper’s Daily Record. The medical school’s pol-

icy states that all violations of the student conduct policy including misde-

meanor arrests must be reported to the school.
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A Medical Student Perspective

How would you feel about your child’s pediatrician if he or she had been

arrested for drunk driving and disorderly conduct? As future physicians, our

reputation and character will be significant factors in building relationships

with our patients.

For a medical student, this case raises several issues. The first relates to the

importance of medical students acting professionally as they represent their

schools and the profession. Roberts and Dyer158 defined professionalism

as ‘‘those attitudes and behaviors that serve to maintain patient interest

above physician self-interest. Accordingly, professionalism . . . aspires to al-

truism, accountability, excellence, duty, service, honor, integrity, and respect

for others.’’

As medical students, we experience significant stress. Many students drink

alcohol to cope with the stressors within and outside of medical school and

some students experience deleterious consequences associated with its use.

As medical students entering the profession of medicine, we must move

beyond self-interest to accountability to the school, colleagues, the profes-

sion of medicine, and ultimately our patients. Therefore, we are accountable

to a higher standard both inside and outside of the classroom. By doing this,

we earn the respect of those we work with, including our patients.

The second professionalism issue entails the duty to address unprofes-

sional behavior of medical school classmates by confronting the student or

reporting the incident to the school. The American Medical Association Code

of Medical Ethics81 emphasizes the importance of safeguarding the health of

patients by identifying and helping impaired physicians to return to optimal

functioning. As professionals, medical students should also be accountable

for confronting colleagues and superiors in any case of gross professional

misconduct. Anonymous reporting opportunities within the medical school

would certainly facilitate medical student reporting. This would also assure

that impaired students get the help they need and eliminate any repercus-

sions to the student reporting the problem.

The third professionalism issue relates to the institutional response toward

the student exhibiting unprofessional behavior. In essence, this involves the

perspective of the medical academic community and its obligation to address

unprofessional conduct. Stern and Papadakis46 emphasize the importance

of immediate action by licensing boards against unprofessional behavior

because ‘‘public safety and the public’s trust of our profession are at stake.’’

Medical schools overseeing the professional development of students should

take the same position. Early intervention for student problems with
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professionalism is essential and may be helpful in decreasing future physi-

cian disciplinary action by medical boards.159 Medical students behaving

unprofessionally, such as the student in this case, must be identified and

then given an opportunity to undergo counseling to address behavioral

changes with the understanding that the next incident will result in dismissal.

In summary, as future physicians, we are held to an even higher standard

by taking an oath to conduct ourselves with dignity and professionalism. It is

incumbent on medical students to act responsibly and on medical schools to

assist in our development of professionalism through an appropriate report-

ing structure and early intervention for students experiencing problems with

professionalism.

Danielle Ku’ulei Potter

Medical Student, Creighton University School of Medicine

A Faculty Perspective

A 2006 study160 found that 89 percent of medical students had used alcohol

over the previous year. Whereas this rate is higher than in the general pop-

ulation or in those who are college educated,161 at-risk and binge drinking

among medical students is lower than age-matched peers.7 The fact that

alcohol and drug abuse are among the leading reasons for disciplinary action

against physicians162 makes it imperative for us to closely monitor our stu-

dents’ use and its consequences.

The student affairs dean would likely consider several issues regarding this

case scenario. To begin, the classmate has been placed in a difficult predic-

ament. She can protect the student from untoward consequences by saying

nothing or adhere to her professional responsibilities to the school and ulti-

mately the profession by reporting this incident to the administration.

As students matriculate into medical school and enter the profession of

medicine, many take an oath during a white coat ceremony that stresses

professionalism. Key components of professionalism include self-regulation

and accountability for actions, both of which enhance a commitment

to professional responsibilities, engender patient trust, and assure patient

well-being. With this in mind, students should not only be encouraged to

discuss professionalism issues directly with their classmates, but also to

report incidents that violate school policy. In this case, self-reporting of the

arrest would likely result in a referral for a substance abuse/dependency

assessment and possibly treatment with monitoring thereafter, which could

benefit the student and prevent future problems. Far more negative
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consequences would likely be associated with the school’s independent dis-

covery of the arrest.

In order to foster accountability for actions and professionalism, it is

incumbent upon student affairs administrators to create a reporting struc-

ture and environment perceived as safe by students. Schools should have an

effective mechanism in place that provides a supportive and confidential

manner for handling student conduct problems. These policies should not

only be clearly advertised, but they should also provide maximum opportu-

nities for rehabilitation and treatment as they minimize potentially career-

threatening consequences, for example, notation on the Medical Student

Performance Evaluation (a.k.a. Dean’s Letter). In doing so, students will be

more willing to self-report or to report concerns about classmates.

Finally, professionalism, like any other behavior, may be learned through

coursework and the hidden curriculum. Professionalism must be thought of

as a skill set that may be specifically taught within the medical school cur-

ricula. Training should take into account the many real-world ethical dilem-

mas, challenges, and stressors that our students are likely to encounter when

deciding to take action. Educators and administrators must also model pro-

fessionalism in interactions with students, colleagues, and patients.163 In

addition, schools must support substance abuse prevention programs along

with activities and wellness-oriented functions that are alcohol free or stress

the appropriate use of alcohol. In the end, students with proper training,

a supportive environment, and exposure to role models who exhibit profes-

sionalism will not only be more committed to acting professionally, but will

also be more likely to work effectively through difficult professionalism

dilemmas.

Michael G. Kavan, M.D.

Associate Dean for Student Affairs

Professor of Family Medicine

Creighton University School of Medicine

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES 2

A third year student, on his surgical clerkship, sees a newly hospitalized patient

with his resident. The patient had a history of inflammatory bowel disease and

is now admitted with increased pain and diarrhea. The student observes the

resident as he completes a cursory history and exam and then presents findings

to the attending, many of which have been fabricated.

For a video of the vignette, see http://professionalism.jefferson.edu/.
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A Medical Student Perspective

Grades, respect of peers and residents, a future in surgery; all seem at risk by

simply considering the consequences of reporting the incident. Fortunately, I

am yet to face this dilemma in real life, but each year up to 75 percent of

graduating students state they have personally witnessed medical errors.164

Disappointingly, but not surprisingly, fewer than half of these errors are

reported.

From the reading of the Hippocratic Oath on the first day of class, students

understand professionalism: competently caring for patients, maintaining

accountability, humility, and an altruistic attitude all while respecting colle-

gial relationships and the academic atmosphere.165

The student role in the hospital, though, is often ill defined.166 Not quite

a doctor but more than a passive observer, contributions are difficult to

measure. SOAP (subject, objective, assessment, and plan) notes are often

discarded, presentations ignored, and attempts to ‘‘help’’ frequently seem

burdensome. Is it your role to be an active patient advocate? Do the same

rules of professionalism govern students, residents, and attendings?

Society, as Arnold points out, tends to frown at whistle-blowers.167 In

general, remaining quiet is preferred to questioning a peer. Formal, anon-

ymous methods of incident reporting exist, but are often written off as too

severe a penalty, leaving simple avoidance as the most commonly chosen

alternative.

From a selfish point of view, avoidance is easily justified. Third year stu-

dents lack confidence in their knowledge and place supreme importance on

grades and evaluations. With minimal stress, it is easy to assume the patient

will be cared for properly. But what if they aren’t?

As students, we strive to embody the ideals of medicine. We are eager to

show empathy, professional ethicality, and maintain an absolute desire to help

others.167 Every missed opportunity for professional behavior, though, serves

as justification to repeat the infringement in the future. Doing the right thing is

always difficult but is part of what defines professionalism, and if approached

appropriately, can maintain our ideals while limiting adverse consequences.

Personally, I am best suited to a subtle approach. I would avoid confront-

ing the resident in the presence of others, as embarrassment and lost trust

can irreparably damage relationships and opinions. As students, we follow

a fraction of the patients covered by house staff, providing ample opportunity

to complete the history and physical and discern the patient’s true issues.

Briefly presenting all new and pertinent findings to the resident will draw

attention to previous misrepresentations. Further, I would take advantage of
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my status as a student to ask the resident to repeat and teach troubling parts

of the patient’s exam and history.

These cautious approaches provide the opportunity to correct mistakes

without blatantly challenging the resident. I believe most mistakes are prod-

ucts of fatigue and stress rather than true shortcomings in ethical fiber. A

tired resident will always appreciate help in averting disaster, and in the end

the patient will receive appropriate care.

In the rare case of an unresponsive resident, buckle your seat belt and stick

to your professional values. The character of all involved will be exposed and

everyone will be better for it.

Chris Yingling

Medical Student, Jefferson Medical College

A Faculty Perspective

On one level, the responsibility of the student is simple. As a member of the

health care team, he or she is morally obliged to make certain that accurate

information is passed among team members to ensure optimal care of

the patient. If we wish to incorporate the aviation concept of crew resource

management into medical practice, then any member of the health care

team, no matter how junior, should feel free to speak up and note an in-

correct piece of data that is being shared.

However, the scenario portrayed here is not the simple matter of a single

test result being mistakenly recounted by a busy resident. Nor is it an exam-

ple of ‘‘roundsmanship’’ where the resident smoothly throws out a ballpark

number – ‘‘the potassium was 4.3’’ when the result was actually 4.1 – in order

to give the appearance of total control of their service. The latter is a some-

what less egregious, although still not completely innocent, behavior.

Rather, this resident is engaged in a behavior which is, at the very least, un-

ethical, and is, very likely, potentially dangerous for the patient. A missed ele-

ment of the history of present illness, of past history, or of a pertinent physical

finding, could lead to a very real error in diagnosis or a delay in care. It is also

likely that this episode does not represent just a one-time misstep. A resident

who glibly fabricates false information has probably done so many times before.

I believe that it is a lot to ask of a student to try and to remediate this

problem on his or her own and I am not confident that the efforts described

by the student in the commentary above would be successful. Although an

adept student may be able to artfully work the true details (or lack thereof )

during the rounding session with the resident and attending, the underlying

behavior of the problem resident has not been addressed. Furthermore, it is
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unlikely that a junior student would be able to discuss this problem mean-

ingfully with the resident after the event occurred. The well-established

medical hierarchy almost certainly ensures that counseling efforts will

not be accepted or viewed constructively when directed up the chain of

command.

Therefore, the student is placed in the very uncomfortable position of

acting as a whistle-blower. He or she must bring the problem to the attention

of a superior, at the risk of jeopardizing that resident’s job or professional

standing in the program. Not understanding how a residency program or,

indeed, how the entire medical profession, deals with ethical problems such

as these, adds to the student’s unease in this situation. Further, the student

may believe that by being a ‘‘snitch’’ they are jeopardizing their own standing

within the department, with a resulting negative impact on his or her own

career.

My recommendation for the student in this case is to immediately bring

this episode to the attention of the clerkship or program director. Trying to

directly report the misbehavior to the particular attending could, depending

on that attending, lead to a less than ideal handling of the situation. Rather,

the clerkship director or program director should hear the student’s con-

cerns. Then, in collaboration with the patient’s attending, a re-interview and

examination of the patient can elicit what was or wasn’t performed by the

resident. Directed questions such as ‘‘And when the resident asked you

about . . . ’’ or ‘‘When the resident performed the rectal examination . . . ’’

will quickly expose the fabrications of the resident. The problem can then

be addressed directly by the attending or the program director, without

exposing the student to undue retribution or recriminations by the resident,

or by others in the program. The behavior of the problem resident can then

be closely reviewed and, hopefully, appropriate remediation may be

achieved.

We must educate our clerkship directors and prepare them to handle these

ethical dilemmas. We must also let our students know that they have a safe

pathway through which they can share their concerns and encourage them to

make the morally correct choices. By working together, we can develop the

just culture that will allow medicine to provide safe and ethically sound care

for all patients.

John C. Kairys, M.D., FACS

Assistant Dean for Graduate Medical Education and Affiliations

Vice Chairman for Education, Department of Surgery

Jefferson Medical College
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3 Principle of Primacy of Patient Welfare

Cases and Commentaries

PATIENT WELFARE – ADULT PRIMARY CARE

A family physician recommends that an eighty-two-year-old woman with

a history of coronary disease take the non-steroidal anti-inflammatory

(NSAID) drug celecoxib (Celebrex) for osteoarthritis. The physician chooses

celecoxib over a non-Cox 2 inhibitor because of his concern about NSAID-

induced gastropathy. Celecoxib requires prior authorization and the physician

is aware that the insurance company only allows use of this drug when a

patient has tried and is intolerant of other NSAIDs. The physician forwards

a note to the insurance company indicating this to be the case, despite the fact

that the patient has not tried other NSAIDs.

A Perspective from a General Internist

Clinical Background

Each year, the use of NSAIDs, including aspirin, accounts for a significant

amount of gastrointestinal complications, mainly gastric ulcers and gastritis.

These complications lead to an estimated 7,600 deaths and over 70,000 hos-

pitalizations in the United States.1 Factors listed in Table 3.1 have been

shown to increase the risk of NSAID-induced gastropathy.

The average duration of NSAID use before the onset of GI symptoms is

twelve weeks. The longer the duration of NSAID use, the higher the risk of

gastropathy.

There is an approximate 1 percent absolute risk reduction for symptomatic

ulcer disease when using celecoxib compared to other non-COX-2 inhibiting

NSAIDs over a one-month duration. Other methods to decrease NSAID-

induced gastropathy include the concomitant use of proton pump inhibitors,

high-dose H2 receptor antagonists (not standard dose), and the prostaglan-

din E analog misoprostol.1,3
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Risks for gastropathy with this patient include her age and the possibility

that she may be on an NSAID long-term. Therefore, the family physician is

appropriately concerned about risks to his patient while she is on an NSAID.

Professionalism Consideration

It is understandable that this family physician, as most other physicians, can

become frustrated with the need to justify to his patient’s insurance company

why this patient should be on celecoxib.

First, there are many time-consuming administrative challenges that the

physician experiences on a daily basis. This may involve running an office,

managing employees, issuing referrals, and dealing with billing and coding

concerns. Administrative burdens may also include filling out prior authori-

zation forms not only for this class of drug, but also for medications to

treat some of the most common conditions in primary care such as hyper-

lipidemia, hypertension, allergies, peptic ulcer disease, and depression.

Additionally, prior authorization may be required for items other than phar-

maceuticals, such as CT or MRI scanning and patient use of medical equip-

ment. With these burdens, it may be understandable that a physician would

want to fill out the prior authorization form quickly and not verify the in-

tolerance by clarifying this with the patient or reviewing the patient’s medical

records.

Second, the physician may not want his clinical judgment to be ‘‘second-

guessed’’ by an agent for the insurance company. The physician can reason-

ably argue that only he should be able to make clinical judgments regarding

which medication a patient is placed on and this judgment should not be

influenced by guidelines mandated by insurance companies. The physician’s

decision is solely guided by what is clinically best for the patient, whereas

insurance company guidelines are often significantly impacted by cost

considerations.

Last, this physician may be aware that prior authorization may lead to

biases or potentially reduced treatment in certain patients. Traditionally,

Table 3.1. Risk factors for NSAID-associated gastropathy2

Risk factors for gastropathy Increased risk

Prior history of an adverse GI event such as an ulcer or hemorrhage 4 to 5 fold

Concurrent use of glucocorticoids 4 to 5 fold

Age > 60 5 to 6 fold

High (more than twice normal) dosage of a NSAID 10 fold

Concurrent use of anticoagulants 10 to 15 fold
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patients with Medicaid or other ‘‘less desirable’’ insurance plans may have

a more restrictive prescription plan and therefore may have far fewer choices

about what medications can be used. Also, patients who are required to have

their medication prior authorized may discontinue the medication in that

class of drugs entirely, thereby avoiding any potential benefit.

As noted in the commentary by Dr. Gordin that follows, prescription drugs

continue to be a significant contributor to the overall costs of health care, an

expense that is rising substantially more than inflation. Over 45 million

Americans lack health insurance and, even for those with health coverage,

insurance premiums are rapidly rising for individuals and employers. A 2006

study has shown that the average cost of a family insurance plan that

Americans receive through their jobs has risen 7.7 percent between 2005

and 2006, to $11,500.4

Although it may be burdensome for physicians to regularly and honestly

complete prior authorization forms, this process has been clearly shown to

reduce health care expenses.5,6 Physicians may prefer this form of cost con-

tainment rather than others, including decreased physician reimbursement

or eliminating the coverage of the medication regardless of prior authoriza-

tion. Patients may also prefer this form of cost containment by insurance

companies, rather than even greater increases in their premium.

Most importantly, there is no evidence that mandating prior authorization

results in any clinical sacrifice to the patient. If there is a true clinical benefit

to the drug preferred by the physician, it should be easily explained on the

authorization form and readily approved by the insurance company.

Opinion

Although it may be perceived as a harmless act, the physician has committed

fraud. As noted in the commentary below, an act of fraud may place the

physician at risk for contractual termination by the health plan. And it may

lead to larger problems for the physician, such as loss of staff privileges

and sanction by the state board of medicine. The physician may consider

working within the system and the state medical society to ease the admin-

istrative burden on doctors. One solution may be to lessen the number of

medications requiring prior authorizations. Another possibility may come

through electronic prescribing, which may allow quicker recognition of

medications requiring prior authorization as well as more efficient process-

ing of the request – particularly while the patient is in the office for his or her

visit.

John Spandorfer, M.D.

Associate Professor of Medicine, Jefferson Medical College
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A Perspective from an Insurance Executive

While overall costs for prescription drugs have moderated, national prescrip-

tion-drug spending accounts for about 10 percent of total health care costs.7

Additionally, over the 2003–2014 period, national health care spending is

forecast to continue to grow faster than gross domestic product (GNP), from

15.5 percent in 2003 to 18.7 percent in 2014.8 Over the past twenty years there

has been a substantial increase in the share of national health expenditures

attributed to pharmaceutical costs, and total pharmaceutical spending for

public and private payers. This trend is driven by new drug development,

increased utilization, an aging population, and price inflation, as well as pro-

motional spending, especially direct-to-consumer advertising.

To insure continued affordability and access to quality health care,

evidence-based medicine must drive appropriate drug utilization to enhance

patient outcomes and to reduce drug benefit costs. This is becoming increas-

ingly important as employers move toward ‘‘consumer driven health care’’

benefits, such as Health Savings Accounts, which place a greater portion of

the heath care cost burden on the patient.

Insurers and pharmacy benefit management companies utilize multiple

approaches in balancing ways to provide affordable benefits for their members

with managing pharmacy costs. The impact of these types of programs is dem-

onstrated by a reduction in pharmacy spend trend to 8.2 percent in 2004, reflect-

ing a ten-year low that was attributed in part to increases in use of generics and

tiered co-payment structures.7 Pharmacy utilization usually focuses on select

drugs or drug categories known to have potential for misuse, abuse, or adverse

effects. Utilization techniques include plan designs which encourage generic

alternatives; formulary design and co-pay structure; specialty drug manage-

ment; drug quantity management; prior authorization; and step therapy.

This particular clinical scenario highlights prior authorization and step

therapy. Step therapy is a program designed to encourage the use of thera-

peutically equivalent, lower-cost drugs (first-line therapy) before stepping up

to medications that are more expensive (second-line therapy). Because COX-

2 drugs are several times more expensive than non-selective generic NSAIDs,

COX-2s are only cost effective if used by patients who truly need them. Ad-

ditionally, inappropriate use of drug therapies may result in unnecessary

patient exposure to risk. In the case of COX-2s, this issue is highlighted by

the continuing concerns over the cardiovascular safety of cyclo-oxygenase 2

inhibitors, which led to the market withdrawal of rofecoxib (Vioxx) in 2004

and of valdecoxib (Bextra) in 2005.

A 2003 report demonstrated 19 percent of patients in the study had no

medical condition that would indicate the need for a COX-2 inhibitor; 65
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percent of those new to COX-2 therapy did not have an indication of being at

risk for GI events, and 68 percent had no history of trying a lower cost non-

selective NSAID before beginning COX-2 therapy. Overall, 45 percent of new

COX-2 users (individuals with no GI risk or prior traditional NSAID use) were

given a COX-2 inhibitor as first-line therapy when lower cost nonselective

NSAIDs might have been the most cost-effective approach.9

Prior authorization can help identify those patients who may have a con-

traindication for the non-selective NSAIDs and thus may require COX-2 ther-

apy. Clinical criteria to support pharmacy management initiatives such as

prior authorization are developed by an independent, multi-specialty phar-

macy and therapeutics (P&T) committee, which includes practicing physi-

cians who review drugs in all therapeutic categories, and evaluate them based

on efficacy and cost.

Assuming these criteria were being utilized by the health plan to determine

medical necessity for first-line use of COX-2 therapy, the patient would have

received authorization secondary to the fact that she was eighty-two years

old, irrespective of the fact that she did not have documented gastrointestinal

intolerance to NSAIDs.

It should be noted that by misrepresenting the patient’s clinical history in

order to obtain an authorization, the physician risks contractual termination

by the health plan. Additionally, the misrepresentation could potentially be

considered heath care fraud, which is defined as knowingly and willfully

falsifying, concealing, or covering up a material fact or making a false state-

ment or representation, or submitting a document known to contain false

information to a health care benefit program.

Stephen Gordin, M.D.

Director, Clinical Affairs, Horizon Health Care of New Jersey

PATIENT WELFARE – OBSTETRICS AND GYNECOLOGY

A thirty-year-old woman in her first pregnancy is sent for a routine ultrasound

to evaluate fetal anatomy. The pregnancy has been uncomplicated. She has not

had medical problems in the past nor had any surgeries. The only medication

she takes is prenatal vitamins. She was sick at the time the ultrasound was first

scheduled (twenty weeks of gestation) and is twenty-three weeks of gestation

when the examination is finally rescheduled.

On the ultrasound, fetal anatomy appears normal. However, the maternal

cervix appears shortened when imaged transabdominally and so a transvagi-

nal scan is performed. This shows a cervical length of 0.5 cm (normal > 2.5–3

cm) with funneling of the amniotic membranes down to the level of the

internal os. (Normally there should be no funneling.)
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A high-risk obstetrician tells her that a shortened cervix with funneling is

a risk for preterm delivery. He indicates that there is no intervention demon-

strated to prevent preterm delivery in such cases but that he recommends strict

bed rest and hospitalization at least until twenty-eight weeks of gestation to

avoid a delivery at the extremes of prematurity.

The patient agrees to his plan and is admitted to the hospital and placed on

strict bed rest. On rounds one afternoon after two days of hospitalization, the

patient is in tears. Asked, she indicates that she has just been called by her

insurance company to say they will not authorize a hospitalization for bed rest

alone and that if she stays even one night more she will be personally liable for

the resulting charges.

A Perspective from an Obstetrician

Clinical Background

Ten to twelve percent of deliveries in the United States are premature

(<thirty-seven weeks of gestation) and preterm birth is the second leading

cause of neonatal mortality in this country.10 The majority of preterm de-

liveries, however, are the result of preterm labor. Risks for preterm labor

include a history of preterm delivery and multiple gestations, but most pre-

term labor occurs in pregnancies with few recognized risks.

Labor is defined as a pattern of regular uterine contractions associated

with cervical opening (dilatation) and shortening (effacement). Generally,

such changes are evaluated using a vaginal, digital exam. Vaginal examina-

tion, however, only allows evaluation of that portion of the cervix that pro-

trudes into the vagina. Recognizing that ultrasound may allow visualization

of the whole cervix, researchers have recently studied the utility of measuring

cervical length as a predictor of preterm delivery. In fact there is an inverse

correlation between cervical length and risk of preterm delivery and a short-

ened cervix (< 2.5 cm) as a predictor of preterm labor and delivery.11

Unfortunately, although a short cervix is a recognized risk for preterm de-

livery, no intervention demonstrably improves outcome or increases the

length of gestation. Initially, obstetricians hoped that a cervical cerclage

(a stitch placed transvaginally to tie and hold the cervix shut) would improve

outcome when a short cervix was detected, but carefully conducted, random-

ized trials have failed to show such a benefit.12

Faced with such patients, obstetricians often recommend bed rest. How-

ever, while activity has been associated with increased frequency of uterine

contractions (irritability), little firm evidence is available to support bed rest

(as compared to usual activity) to prevent preterm delivery.13 These limita-

tions of evidence aside, many patients and providers feel that reducing
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activity offers them the opportunity to ‘‘do something.’’ After all, could they

forgive themselves if they didn’t change what they were doing and went on to

have a very premature delivery?

Professionalism Considerations

Hospitalization, at least in theory, offers several advantages over at-home

management: stricter limitation of activity, closer observation for concerning

symptoms, and the availability of prompt evaluation, intervention and, po-

tentially, delivery and newborn care. Yet even without treatments or other

interventions, hospitalization is expensive, for a hospital bed has an over-

head – associated staff and equipment – that one’s bed at home does not.

Insurers, recognizing cost and the absence of evidence of benefit may, not

surprisingly, object to these hospitalizations.

When insurers and patients and providers disagree, education is a good

place to start. Those caring for the patient should speak with those making

coverage decisions (e.g., a medical director). These conversations can present

patient and provider concerns, distinguish the patient’s circumstances

(a very short cervix as opposed to one just at the lower limit of normal) and

detail alternate plans that have been tried or considered and rejected. Those

making decisions may not be expert in the field and may mistake absent

evidence (no appropriate trial conducted, given the challenges in recruit-

ment and design) for negative evidence (a well-designed trial has shown no

benefit). In my experience, conversation and education are strong per-

suaders. In an effort to make one’s case and win over the insurer, however,

one should not misstate facts, exaggerate risk, or misrepresent concern for

adverse outcome as certainty.

Next, providers should consider and reconsider alternatives. Be creative! Is

there a skilled nursing facility appropriate for the patient? Are there home

services that can make being at home a safer, more comfortable and pro-

ductive place? Perhaps a home health aid would make strict bed rest possible

and have a lower cost that would make home care with an aid appealing to

the insurer. If the issue of concern is child care, maybe there are others who

can help or, again, professionals to hire. If the concern is distance from

hospital, maybe a willing relative or friend lives closer. If admission is

designed for education (imagine a patient with newly diagnosed gestational

diabetes), visiting nurses or others might make in-home education possible.

Frequent contact by phone might substitute for the questions asked on daily

rounds. In my own years of practice, I’ve found that more is ‘‘do-able’’ at

home and that more resources are available than I had once imagined.

In facing these challenging situations, it may be tempting to tailor the care

plan to meet what insurance will cover. If daily intravenous therapy would
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meet the acuity required for coverage, why not add it? The ethical value of

honesty argues otherwise. A provider’s relationship with patients, other staff,

and insurers is based on trust, and as others see or conclude that a doctor is

stretching the truth or lying, the provider’s position as a trusted resource

and caregiver will be eroded. Even without making arguments invoking a

slippery slope, a core ethical foundation of medical care is recommending

and providing patients only with the care likely to improve their health and

outcome.

Of course, the patient should be aware of all these discussions. In such

conversations, providers should communicate concerns raised by and deci-

sions of the insurer, avoiding the temptation to vilify them for their decision.

After all, the patient (and the provider) is likely to continue to need to work

with the insurer and changing coverage at this point is unlikely to be an

option. Care also needs be taken to assure the patient that she will neither

be abandoned nor her health compromised.

Opinion

If these alternatives have been explored and found to be unsatisfactory, the

patient should not be discharged. Financial concerns are important but not

paramount. Our primary professional obligation is to our patients, not their

insurance providers. Providers can and should advocate for their patients and

their needs at the hospital level; often fees can be waived or expenses covered

by a pool set aside for such situations.

Jeffrey L. Ecker, M.D.

Associate Professor of Obstetrics,

Gynecology and Reproductive Biology

Harvard Medical School

A Perspective from a Health Care Attorney

The first and most important question is: ‘‘What does the doctor think is the

best treatment?’’ If inpatient care best serves this patient, then the focus must

be on reversing the non-approval of the admission by the insurer.

In order to get approval, one needs first to identify why it is not available.

There is a practical and legal difference between services which are not cov-

ered by the insurance policy, and those which are subject to prior authori-

zation. Non-covered services are services not included under the insurance

contract. Generally, it is extremely hard, if not impossible, to get around the

problem of a service being non-covered.
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A more common scenario is that although covered, the recommended

treatment requires prior authorization. After you have prescribed these serv-

ices and your office or hospital administrator, who calls the insurance com-

pany for approval, has been turned down, you are entitled to a peer-to-peer

conversation with a physician at the health plan. Much of the decision to

authorize care is dependent on whether the care is medically necessary.

Health plans typically use an algorithm to assess whether a given service is

medically necessary. The algorithm and medical necessity definition should

generally be made available to the physician by the plan upon request. You

may be able to demonstrate that your patient’s situation meets the criteria

under the algorithm. If not, then you may convince the plan physician that

your patient has special circumstances (i.e., she is pregnant, has a shortened

cervix, and is at high risk for preterm delivery) that call for the exercise of good

medical judgment to avoid a bad, and expensive, birth outcome. However, if

the algorithm leads to ‘‘no’’ and the plan’s doctor cannot be convinced that

your patient’s situation merits an exception, the question of whether the

service is covered turns on whether the service is medically necessary as

defined by the health insurance contract.

This is where many physicians lose an important opportunity to gain ap-

proval of a service. In their anger and frustration, they fail to address how

their patient’s situation meets the insurer’s definition of medical necessity.

‘‘Medical necessity’’ is a legal term that varies from one health insurance

contract to another. Whether a given service is medically necessary depends

on how the insurer defines medical necessity in its insurance contract. For

example, if a contract were to define medically necessary services as ‘‘those

services which, if denied, would cause the demise of the patient in five days,’’

it is unlikely that this patient (or any other patient for that matter) would get

treatment. If the plan’s medical necessity definition is more liberal, your

chances of getting the service approved are greater.

In this vignette, the admission that you requested has been ‘‘not ap-

proved.’’ Hospitalization is generally a covered service, so the dispute is likely

over whether the admission is medically necessary. Federal Medicaid law

requires states to establish a process for providing notice and an administra-

tive hearing whenever a service is reduced or denied. You or your assistant

need to file the appeal. The hospital may have someone who is able to file an

appeal for you. The argument will be whether the admission is ‘‘medically

necessary’’ under the terms of the insurance contract. Regulations may pro-

vide for expedited review in urgent cases, and generally the attending physi-

cian’s opinion on whether a situation is urgent is controlling.

If this fails, look to see if there are patient advocates in the community who

can help, such as the staff of the Pennsylvania Health Law Project. Other
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states also have legal advocacy groups. Isn’t managed care beautiful, the way

it gets doctors and lawyers working together?

Michael Campbell, Esq.

Reuschlein Clinical Teaching Fellow

Villanova University School of Law, Villanova, PA

PATIENT WELFARE – PEDIATRICS

The pediatric team is asked to evaluate a one-year-old child with asthma who

is admitted by the orthopedic team for a femur fracture. The orthopedic sur-

geon is a neighbor of the child’s family. On evaluation, the pediatrician sus-

pects child abuse and recommends further investigation before the child is

discharged.

A Perspective from a Pediatrician

Clinical Background14,15

The estimated incidence of femur fractures in the United States in the one-year

age group is 33 per 100,000 children. Clinicians evaluating femur fractures in

this age group use the history, physical examination, and radiographs to make

a reasonable determination between accidental and non-accidental injury.

Walking or running increases the likelihood of a femur fracture from

tripping and falling. Therefore the index of suspicion for abuse in a non-

ambulatory child is higher. The description of the mechanism of injury from

the family or caretaker must be plausible and there should be no inconsis-

tencies in the story over time or between different family members. Delay in

seeking medical care and a history of previous injuries raises the index of

suspicion. It is essential to ask about other factors in the history that are

known to increase the risk of child abuse. These include child-related factors

(medical fragility, special needs, behavior problems, a non-biologic relation-

ship to the caretaker), social factors (isolation, domestic and intimate partner

violence, poverty, unemployment), and caretaker factors (substance abuse,

mental health problems, a criminal history, and inappropriate expectations

for child behavior and supervision).

The physical examination must include observation of the quality and

appropriateness of the interaction between the child and caregiver. Note

should be made of other physical findings that might indicate the possibility

of abuse/neglect such as bruises and other skin lesions or scars, soft tissue

swelling, presence of soft or hard callus, poor hygiene, and indications of

infrequent diaper changes. Radiographic data contribute to making an as-

sessment of the risk of non-accidental femur fracture. Sub-trochanteric and
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metaphyseal fractures are more highly associated with abuse than longshaft

fractures, but are not pathognomonic. The decision to proceed with further

evaluation is based on whether there is a reasonable history for the femoral

fracture, appropriate timing in seeking medical care, and no evidence of

additional trauma or neglect. If further evaluation is warranted, a skeletal

survey or scintigraphy (bone scan) and radiographs of any area with specific

clinical findings should be done.

In summary, when evaluating a child with a femur fracture all the elements

described have to be considered and, unless the physician is confident that

the fracture is accidental, an immediate report must be made to child pro-

tective services.

Professionalism Considerations15,16

In this scenario the professionalism issues revolve around the following four

questions:

� Did the orthopedist not consider child abuse?

� Did the orthopedist lack the knowledge to make a correct decision after

thinking of child abuse as a possibility?

� Did the orthopedist not act on the suspicion of child abuse because this

was the child of a neighbor?

� Is the pediatrician wrong in suspecting child abuse?

Orthopedic surgeons – whether they are in general or pediatric practice –

should routinely evaluate all injuries in children to determine whether they

are accidental or non-accidental. They should have the knowledge and skills

to perform this task and, if they are unsure, readily consult with colleagues

who are more knowledgeable or experienced. However, if no consultant is

available the physician must file a report with child protective services.

Telling a family that he/she is filing a report of suspected child abuse is

anxiety provoking for a physician. Reactions by the parents/caregivers to the

news of the report and the need for additional investigation may range from

acceptance and appreciation to denials, attempts to leave, and, rarely, vio-

lence. It is essential that the physician not be swayed from his/her legal (and

moral) duty to report a suspicion of child abuse because of fear of how the

family may respond. Equally important, it is critical to recognize and elimi-

nate from the decision-making process factors that negatively influence

sound clinical judgment. Examples of influencing factors include knowing

the family (as is the case in this scenario), making a judgment about the

family from superficial impressions of appearance, and erroneously believing

that a nice family would not abuse their child.
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Opinion

As a physician, you are the advocate for the child and you are required by law to

report suspected child abuse. Keeping this in the forefront of your mind is the

key to handling these difficult situations. Most medical education programs

today offer communications skills training related to child abuse using role-

play or standardized patients. This training makes it easier to discuss sus-

pected child abuse with a family for the first time in the real clinical setting.

The duty to report supersedes the professional confidentiality inherent in

the doctor–patient relationship. Physicians are protected from legal liability

when they report in good faith. It is not the physician’s job to ‘‘prove’’ or to

‘‘be certain’’ that abuse has occurred before reporting. Instead, reporting

puts in motion the process that ensures that an abused child will be protected

from further harm or finds the case ‘‘unfounded.’’

Approaching the family in a non-accusatory manner, demonstrating sup-

port and empathy while explaining that the overriding concern is for the

safety and welfare of the child usually defuses a negative response from the

family. It is crucial to explain your legal obligation to report and also what will

happen after the report is filed; for example, representatives of child pro-

tective services and perhaps the police will speak with the family as part of

the investigation.

Throughout my career in pediatrics when I have seen injuries, rashes, and

so forth, I have always asked myself ‘‘could this be a result of abuse?’’ I hope

that this approach has allowed me to identify most, if not all, the cases of

child abuse that have presented in my practice.

J. Lindsey Lane, M.D.

Associate Professor of Pediatrics

Jefferson Medical College

A Perspective from a Medical Director of a Child Abuse Program

The physician who identifies or comes in contact with a child with a suspi-

cious injury has four major professional responsibilities: to the child as a pa-

tient, to the child’s family, to the child’s referring or primary physician, and to

society. Medical professionalism requires a primary focus on patient welfare.

Any physician providing medical care for a child has an ethical responsibility

to the child’s family; however, the primary responsibility is to ensure the

welfare of the child patient.

The orthopedist in this case may face a conflict involving his/her profes-

sional responsibilities as a physician with his/her personal relationship as

a neighbor to the parents of the child. Physicians are sometimes met with the
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professional challenge of providing appropriate medical care for individuals

who are friends or colleagues. This challenge is magnified when the physician

with the personal relationship with the family is providing medical care for

a child with possible or suspected abuse. Personal bias related to the physi-

cian’s education, experiences, attitudes, and beliefs affects recognition of

abuse.17–19 The most difficult cases to recognize are those children with

parents who have characteristics much like the physicians conducting the

evaluations. Adding a personal relationship to these other apparent biases

further interferes with an objective approach.

It is stressful for both the physician and the family to approach the eval-

uation of suspected abuse. Avoiding this stress, however, may place the

child’s welfare at further risk by not identifying ongoing abuse.18 The physi-

cian must recognize that the primary responsibility is providing appropriate

care for the injured patient. Part of that responsibility is to understand how

the child became injured and preventing subsequent injury. Estimates of the

risk of repeat injury from abuse in a previously abused child are as high as

35 percent.19 The physician must consider the possibility that the child may

have been abused either while in the care of someone else or while in the

parents’ care. If the child has been injured through an act or an omission by

the child’s parents or other ‘‘substitute’’ caretakers, addressing the act or

omission is necessary to prevent future injury.

In the United States, all fifty states have laws that require health care

providers to report suspected child abuse to child protective services agen-

cies so they can conduct investigations and make interventions when appro-

priate.19 In many cases of suspected abuse, the final diagnosis is made

through a collaborative effort of medical professionals and community agen-

cies.20 The cornerstone of statewide systems to evaluate suspected child

maltreatment, treatment for families with abuse histories, and child abuse

prevention programs is the appropriate recognition of the abused child and

appropriate recognition of injuries that are truly unintentional. Problems in

recognition are often caused by a false or misleading history misdirecting the

diagnostic process, a process often shaped by the history.17 Lack of recogni-

tion can result in not properly reporting the incident to child protective

service agencies. Problems in reporting can also be traced to physician bias

and physician beliefs that reporting requires a high probability of abuse or

that child protective service systems will make things worse.

Abuse must be considered in the differential diagnosis of all childhood

trauma. An injury pattern is rarely specific for abuse or accident without careful

consideration of the explanation provided. Accidental injury is very common

and both inflicted and accidental injuries may be seen simultaneously in a child.

As a general consideration, the more severe the injury and/or the younger the
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child, the more extensive is the need for diagnostic testing for additional injur-

ies and a consideration of possible abuse.19 If a lack of appropriate supervision

or exposure to a high-risk situation was responsible, at minimum the physi-

cian should address child safety and ‘‘accident prevention’’ with the parents.

Familial and social risk factors should be considered. However, the single most

important consideration in suspected abuse is whether the history provided

adequately explains the type, location, and severity of the injuries found on

examination, radiographic imaging, and laboratory testing.

What is not clear from the scenario is whether the pediatric team was being

consulted for asthma management, to help evaluate for possible abuse, or for

some other reason. But the reason for the consultation does not change the

pediatrician’s responsibility to the patient welfare and should not alter

the medical recommendations or conclusions. It may, however, affect how

the pediatrician approaches the family and the orthopedist. The pediatrician

must recognize a responsibility to consider the possibility of abuse in any

injured child, conduct a careful and comprehensive evaluation, assess the

explanation provided for the injury, and determine whether there is a reason-

able suspicion that the injury may have been caused by abuse.18–20 As a con-

sultant to the orthopedist, the pediatrician should discuss the findings and

concerns with the orthopedist, but the pediatrician must assume responsi-

bility when there is a reasonable suspicion of abuse and report the suspicion

to a child protective services agency.

Allan DeJong, M.D.

Medical Director, Children at Risk Evaluation (CARE) Program

Alfred I. duPont Hospital for Children, Wilmington, Delaware

PATIENT WELFARE – PSYCHIATRY

Mrs. Gold is a sixty-nine-year-old retired widow who lives independently and

is competent to make her own financial and medical decisions. Mrs. Gold

has been experiencing a severe episode of major depressive disorder and her

symptoms have not responded to several trials of antidepressant medications.

Consequently her psychiatrist, Dr. Smith, has recommended a course of elec-

troconvulsive therapy (ECT). Mrs. Gold has agreed to receive ECT but her

children call Dr. Smith to discuss their opposition to this plan.

A Perspective from a Psychiatrist

Clinical Background

ECT has been an efficacious psychiatric treatment for more than sixty

years. Meta-analyses and double-blind random assignment studies have
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consistently demonstrated the therapeutic benefits of ECT in reducing

depressive symptoms and improving patients’ quality of life.21,22 Because

of its greater efficacy and more rapid onset of action relative to antidepres-

sants, ECT is particularly valuable in treating patients whose symptoms have

not responded to medications or whose depression is life threatening (due to

suicidal risk or limited oral intake).21 Nevertheless, many misconceptions

about ECT persist.23

In contrast to portrayals of ECT in television and film, the ECT procedure21

is not a dramatic one. Patients are given a short-acting intravenous anes-

thetic medication (typically a barbiturate) and a medication to minimize

muscle contractions (typically succinylcholine). Once the patient is asleep,

an ECT stimulus lasting several seconds is given via two electrodes that are

positioned on the patient’s head. The induced electrical seizure typically lasts

for thirty to sixty seconds and is accompanied by a minimal amount of bodily

movement. Within about five minutes, the patient gradually awakens from

anesthesia.

As with all medical procedures, ECT has potential side effects as well as

therapeutic benefits.21 The most common side effects are headache, muscle

aches, and nausea or vomiting. During the ECT-induced seizure, patients

may exhibit alterations in blood pressure, heart rate or cardiac rhythm that

are detected with routine monitoring and generally resolve spontaneously.

Rarely, more serious pulmonary or cardiovascular complications can ensue,

with a mortality rate that appears comparable to that of anesthesia alone.

Memory difficulties may also occur around the time of ECT but typically

improve once the ECT treatments are completed. However, a small number

of individuals report longer lasting (or even permanent) gaps in memory.

Each of these potential therapeutic benefits and side effects of ECT are

reviewed with the patient as part of the informed consent process.

Professionalism Considerations

Across medical settings and specialties, disagreements about recommended

treatments are commonly observed between patients and families or among

family members. As typified by this clinical scenario, the clinical decision

making and informed consent processes associated with ECT are often par-

ticularly complex. Most families have realistic concerns about the potential

benefits and side effects of ECT for their family member. In addition, indi-

vidual family members may have specific biases about psychiatric treat-

ments, including ECT, because of their own experiences or belief systems.

The persisting stigma and misunderstandings about ECT among lay people

(as well as in the medical community)23 also make it difficult for patients and

families to obtain accurate information to assist with their decision making.
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Communicating with family members is important regardless of whether

they agree or disagree with the recommendation for ECT.21,24 Particularly,

given the repeated nature and side effects of ECT treatments, families will

often need to provide the patient with pragmatic assistance (e.g., transporta-

tion supervision if ECT is associated with confusion). In addition, family

disagreements about treatment may jeopardize the patients’ emotional sup-

port network, magnify patients’ level of stress, and exacerbate patients’ symp-

toms. Although some clinicians are reluctant to speak with family members

because of concerns about confidentiality, most patients are in favor of family

involvement. With patient consent and in emergency situations, family con-

tact is permissible.25 Generally, conversations with family members include

obtaining information about the patient’s history, hearing family observa-

tions that are relevant to diagnosis or treatment, and providing the family

with information and education about mental illness and its treatment.

Whenever a procedure such as ECT is contemplated, it is important to

consider whether the patient has the decisional capacity to provide informed

consent. To give consent, patients must understand the procedure that is

being recommended, apply reasoning in considering the consequences of

the recommended treatment or therapeutic alternatives, accurately appreci-

ate the way in which this information applies to them, and be able to make

a logical treatment choice based on this understanding, appreciation, and

reasoning about the procedure.25 Although psychiatric illness, in and of itself,

does not change the presumption that an individual is competent, a patient’s

ability to appreciate the consequences of a particular decision may be shaped

by specific mental symptoms. Thus, cognitive deficits (e.g., due to dementia

or associated with depression) can impair the ability to recall and understand

information about the procedure, suicidal ideas can affect perceptions of

mortality risks, and the ambivalence and indecision that often occurs with

depression can limit patients’ ability to make a choice about treatment. If

a patient lacks decisional capacity, substituted consent (possibly by a family

member) or a judicial hearing will be necessary, with the exact requirements

varying from state to state. However, for many patients, educational inter-

ventions can be used to improve decisional capacity and most individuals are

able to provide informed consent.25

Opinion

Upon receiving a phone call from Mrs. Gold’s children, the first step is to

obtain Mrs. Gold’s permission to speak with her family members. In doing so,

it is helpful to specifically delineate information that Mrs. Gold would or

would not want shared with her family. Such a discussion can also provide

insight into the patient’s relationship with the family and background
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information about family experiences that may influence their opinions of

ECT.

Assuming that Mrs. Gold gives permission for Dr. Smith to speak with her

children, the next step is determining whether this is best achieved by phone

or with an in-person meeting, either with the family alone or with Mrs. Gold

and the family together. During discussion with the family, it is usually best to

begin with open-ended questions about their concerns.

Dr. Smith will also want to provide information about ECT, including the

potential benefits and risks of ECT as compared to other therapeutic options,

and the specific details of the procedure. After the meeting, Dr. Smith should

speak with Mrs. Gold to review the meeting discussion and address any

additional questions. Assuming that Mrs. Gold continues to agree with ECT

and that she has the decisional capacity to provide informed consent, ECT

can be initiated as planned.

Laura J. Fochtmann, M.D.

Professor of Psychiatry and Behavioral Science

Stony Brook University School of Medicine

A Perspective from an Attorney and Ethicist

What should the physician do when his or her competent informed patient

wants to proceed with treatment that family members object to?

The patient, Mrs. Gold, is competent to decide to undergo this treatment,

and has given consent. But before ECT begins, her psychiatrist, Dr. Smith,

hears from Mrs. Gold’s family members that they oppose the treatment plan,

which they have learned of from the patient. So, we know that the patient has

discussed the proposed treatment with family members, but we do not know

the nature of the patient’s relationship with her family, or if the physician had

any prior interactions with family members. Should Dr. Smith even be talking

to the family members?

The physician must strike a balance between respecting patient autonomy,

preferences, and values, while acting in the patient’s best interests and

making patient welfare the first priority.26 He or she should assume in the

absence of evidence to the contrary that the family has the patient’s welfare

at heart, too, and recognize family members’ role and concern for the patient.

First, Dr. Smith should discuss with Mrs. Gold whether it is acceptable

for him to talk to family members about her care. Confidentiality and respect

for patient privacy are key to patient–physician relationships and the

trust necessary to sustain them. In addition to ethical obligations, physicians

must be aware of state and federal confidentiality requirements, including
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the Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Privacy Rule. Patients will not speak candidly about their health problems

and care if wishes about privacy are not respected. Sometimes family or

friends of a patient want to talk to a physician but ask them not to reveal to

the patient that they are doing so or what they have said to the physician. The

physician is not required to keep such secrets and must act in the patient’s

best interests.27

Assuming discussion with family members is acceptable to the patient, the

physician might explore what the family actually knows about the diagnosis

and prognosis, and what troubles family members about the treatment plan.

Fictional accounts of ECT, such as the portrayal of the procedure in the film

One Flew over the Cuckoo’s Nest, have often been downright scary. ECT is

controversial in the eyes of the public, and many people are skeptical of its

effectiveness, probably believing it is a relic of the past. Family members may

not be aware of ECT’s acceptance in the medical community and when its

use is indicated. They may also be worried about side effects or know things

that the doctor does not (for example, if the patient is just going along with

the plan because she doesn’t want to be seen as ‘‘difficult’’).

While patient autonomy should be respected and the competent patient

should be empowered by the physician to make informed health care deci-

sions, consensus building among family members to at least understand the

physician’s recommendation and the patient’s preference is desirable. It is,

after all, the family who likely knows the patient best, and will live with the

consequences of her health care decisions. In fact, in some cultures and fam-

ilies, health care decision making is a family role embraced by the patient.

Even so, families sometimes have difficulty being heard. Although its focus

is on families with active caregiving roles, one article has noted that in prac-

tice and in the medical literature, there is a tendency ‘‘to equate families with

trouble.’’28 Also, ‘‘physicians often assume that conflict is undesirable and

destructive,’’29 says another article, written in the context of end-of-life-care

decision making. The authors recognize, however, that ‘‘conflict handled well

can be productive, and the clarity that results can lead to greater family,

patient, and clinician satisfaction.’’29 Discussions based on the shared in-

terest of physician and family members for enhancing the patient’s welfare

can clarify treatment goals (and on what evidence they are based). Further-

more, discussions will help build consensus, or at least signal to the family

members that they have been heard and respected.29

The physician’s primary duty is to the patient and her welfare. Ultimately,

Dr. Smith should respect the treatment preferences of this competent, in-

formed patient. Working with the family, when the patient desires this,

requires strong communication, a process which takes time, but is probably
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time well spent. Family members often have a role to play in the patient’s

health care too.

Lois Snyder, J.D.

Director, Center for Ethics and Professionalism

American College of Physicians

PATIENT WELFARE – SURGERY

A general surgeon working in a community hospital learns he is HIV positive

six months after a needle stick injury. He is uncertain whether to disclose this

information to anyone who may report his diagnosis to the hospital where he

works.

A Perspective from an Infectious Disease Physician

Clinical Background

What is the risk of this surgeon transmitting his HIV infection to his patients?

While there are many case reports and clusters of patients acquiring HBV

(hepatitis B virus) and HCV (hepatitis C virus) from infected clinicians, there

have been remarkably few documented cases of HIV transmission from cli-

nician to patient. Since the recognition of the HIV epidemic in 1981, there

have been only eight patients proven to have become infected from a health

care worker, most of whom were not infected from an HIV-positive sur-

geon.30 These occurrences have been so rare that the true risk of a patient

acquiring HIV from an infected surgeon is unknown, and retrospective epi-

demiological studies have been unable to implicate HIV-infected surgeons in

the transmission of their infection to their patients.30 Thus, it is unclear how

much of an infectious risk this surgeon poses to his patients.

Professionalism Considerations

Primum non nocere. Above all, do no harm. This maxim of nonmaleficence,

the basis for the physician–patient relationship, is surely one of the oldest

ethical principles to guide medical practice.31 Can this principle help this

unfortunate surgeon make his difficult decision?

Decision making in ethics, as decision making in the rest of medicine,

should be evidence-based and informed by empiric scientific data as much

as possible. Knowledge of the risk of transmitting bloodborne pathogens –

especially HIV – is germane to this case. Since the early 1980s, when HIV was

recognized to be the cause of the acquired immunodeficiency syndrome

(AIDS), medical professionals have regarded HIV as a potential occupational

hazard. Operating room personnel are recognized to be at particularly high
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risk for occupational injuries that expose them to their patients’ pathogens,

and a variety of strategies for preventing or mitigating these injuries have

been developed and become routine in surgical practice.32 Efforts have lead

to a reduction in on-the-job transmission of HIV, HBV, HCV, and other

bloodborne infections.

What are the consequences of this physician disclosing his infection to his

colleagues or to his patients? The American College of Surgeons’ Code of

Professional Conduct reminds practitioners that trust is integral to the prac-

tice of surgery, and that disclosure to patients of their therapeutic options

and risks is a professional obligation.33 But if this surgeon is otherwise phys-

ically, mentally, and intellectually competent, and if public health and in-

fectious disease experts cannot clearly define or calculate the risk that he

might pose to his patients, will his patients be well served if they are routinely

informed of his HIV serostatus? For comparison, most physicians would not

feel morally obligated to disclose to their patients other personal medical

conditions (e.g., diabetes, cancer) or family issues (e.g., marital discord) that

might profoundly affect the physician’s own life, but would not necessarily

affect their professional work. And who in his hospital will the surgeon be

able to trust with this personal medical information and help him decide

whether or how it will affect his practice? After all, he is now a patient with

a chronic disease, and like all patients he enjoys legal and ethical protections

and deserves to have his medical information held in a confidential manner.

Opinion

The complexities of this surgeon’s dilemma have been problematic to pro-

fessional societies and legislative bodies. In fact, there are few published

guidelines that can be used to determine the right action in this case.34

One expert committee has developed ‘‘a list of exposure-prone procedures

and a decision chart that indicates under what conditions infected physicians

can practice beyond the need for disclosure.’’30 I agree with these guidelines,

which stipulate that this general surgeon would be counseled to avoid par-

ticipation in surgical procedures that have been assessed as particularly risky

(e.g., cardiothoracic surgery; orthopedic procedures), but would be allowed

some latitude to continue medical practice, especially if his HIV infection is

well controlled. Further, I agree with this committee’s conclusion that rou-

tine disclosure ‘‘is unnecessary, ineffective, and inappropriate’’ in guiding

the physician’s practice.30

The tenets of professionalism include a call for physicians to serve the

greater needs of society. With an increasing need to retain skilled surgeons

in the workforce,35 this physician provides a community service by continu-

ing his practice, even if limited. Perhaps the most urgent professional
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injunction that this surgeon must heed is to seek and be adherent with expert

medical care for his HIV infection. It is imperative that he find an experienced

and knowledgeable clinician with whom he can establish a trusting doctor–

patient relationship, who can guide him with his collegial relationships, and

longitudinally assess his ability to continue professional activities. With

appropriate education and treatment he will likely ‘‘do no harm,’’ stay

healthy, and remain a valued member of his profession and his community.

Ira K. Schwartz, M.D.

Associate Dean of Medical Education and Student Affairs

Director of Admissions

Emory University School of Medicine

A Perspective from an Expert on Physician Disability

The physician who encounters a patient with a non-curable disease or dis-

ability faces a direct challenge to his/her sense of professional mastery. Such

disabilities may be interpreted as a failure of medicine.36 But if the individual

with the disability is also a physician he/she confronts a special paradox,

being in a high status social role (doctor) while simultaneously being in

a low status role (patient). The cognitive dissonance that results from this

concurrence of social roles helps to explain the reluctance of the physician-

patient to disclose his illness or limitations if at all possible.37,38 ‘‘Invisible’’

disabilities such as those which may be produced by HIV disease, cardiopul-

monary disease, chronic pain, or milder degrees of hearing and visual impair-

ments may allow the affected physician to pass as able-bodied. Severe

neuromusculoskeletal diseases such as spinal cord injury, stroke, or multi-

joint arthritis are, by their nature, more immediately visible and cannot be

concealed from medical peers or patients.

I have had to deal with these issues of self-disclosure during my own career

as my lifelong visual impairment progressed to functional blindness. From

that personal experience, I have concluded that the primary criterion for

disclosing disability is whether it has any potentially negative implications

for the patient under treatment. As a physiatrist, I primarily see patients with

neuromusculoskeletal problems as local as lower back pain or as generalized

as quadriplegia. The overwhelming majority of these patients can be exam-

ined and managed by me without the need for functional vision, given the

easy access to computer technology and secretarial staff. If there is a skin

lesion, it passes out of my powers of observation (though an educated

hypothesis can be made), and referral to a sighted colleague or other special-

ist is the immediate action taken.
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The most important characteristic required by any physician with signif-

icant functional impairment is unimpaired judgment. This implies a clear

awareness of the limits of one’s own clinical competence. We all have our

limits or else there would be no need for more than forty medical and surgical

subspecialties. In such circumstances excess hubris can be far more disabling

than any motor or sensory limitation. The decision to limit one’s practice or

even to terminate it due to disability should begin with the affected physi-

cian’s thoughtful assessment of the effects of disability on clinical practice.

Many factors need to be considered: for example, motor or sensory deficits

loom far larger for a surgeon than for a medical specialist or psychiatrist;

group or hospital practice settings can give access to other clinicians and

support staff that facilitate compensatory strategies, and specific procedures

can be referred to colleagues if their performance is affected by a disability.

What should a physician with a disability such as visual impairment say to

the patient? Do you shake hands and start the interview by informing the

patient that you are blind, visually impaired, or something in that vein? This

seems no more necessary than telling the patient that you have a bad head-

ache/stomach ache, or that you are in a foul mood because you had a major

argument with your spouse just before coming into the office. These daily

experiences can certainly color the physician–patient interaction, but I would

like to think that if the pain or the argument was bad enough to compromise

clinical ability the physician would not engage in any patient care at that

time. The same should hold true for more permanent disabilities. I would

not presume to work as a dermatologist, ophthalmologist, or surgeon given

my vision loss, but it has only minimal effect on my daily practice as a hos-

pital-based academic physiatrist. I do not think that the physician with a dis-

ability needs to keep the disability a secret, but it only needs to be directly

addressed if its presence may negatively impact patient care.

An HIV-positive physician whose practice does not involve invasive proce-

dures (for example, a psychiatrist or medical specialist whose diagnostic and

therapeutic practice does not entail increased risk of a needle stick) should not

need to disclose his/her HIV status. For the HIV-positive physician whose prac-

tice does involve invasive care it should not be forgotten that a physician’s own

illness or disability may provide a unique window into their patients’ world

which can heighten the practitioner’s empathy for the disability experience.

Stanley F. Wainapel, M.D., M.P.H.

Clinical Director, Department of Rehabilitation Medicine,

Montefiore Medical Center

Professor of Clinical Rehabilitation Medicine,

Albert Einstein College of Medicine
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PATIENT WELFARE – EMERGENCY MEDICINE

A sixty-seven-year-old ill-appearing man was sent to the emergency depart-

ment from his primary care physician’s office with a fever and cough that he

had had for the past three days. He presented to his physician’s office late in the

afternoon and, because his physician did not have access to appropriate stud-

ies or treatment modalities, was sent to the ED after an initial evaluation. He

had previously felt well, and had no past notable medical history. In the

emergency department, his initial blood pressure was 96/44 and improved to

104/60 with one liter of normal saline. His other vitals included a temperature

of 100.4, heart rate of 124, which decreased to 110 with intravenous fluids

(IVF), a respiratory rate of 26, and pulse oximetry of 90 percent. Significant

laboratory results included a white blood cell count of 16,600 per cubic milli-

meter with 92 percent neutrophils, and creatinine of 1.8 mg/dL. The chest

radiograph demonstrated a consolidation in the right middle lobe.

The patient stated that he felt better after initial treatment of IVF, antipy-

retics, and antibiotics. The emergency physician called the patient’s primary

care doctor and recommended that the patient be admitted. The primary care

physician, who had seen the patient earlier in the day and sent him to the ED,

asked the emergency physician not to admit the patient but rather to discharge

the patient from the emergency room, to continue him on the oral antibiotic,

and tell him to follow up in the office within two days.

A Perspective from a General Internist

Clinical Background

At the turn of the century Sir William Osler described pneumonia as ‘‘the

captain of the men of death,’’ as it accounted for an estimated 5 million

deaths per year. The development of antimicrobial therapy has dramatically

reduced this, but pneumonia remains a major health issue today.

Over the last thirty years there have been over a hundred studies looking at

the prognosis of community-acquired pneumonia.39 Most of these studies

were to identify patients at high risk, so that appropriate attention, including

intensive care unit admission, could be employed.40 A recent study looking at

hospitalization of nursing home residents has demonstrated increased costs

without benefit of decreased morbidity and mortality41 associated with hos-

pitalization compared with non-hospitalization.

Given the recognition of scarce resources, measures to identify individuals

who can safely receive care at home, rather than be hospitalized, have been

identified.42 Authors of the PORT (Pneumonia Patient Outcomes Research

Team) identified that the absence of certain clinical findings, such as systolic
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hypotension, tachypnea, or laboratory findings, such as acidemia, or hypo-

natremia may safely predict a patient who can successfully be treated in

a non-hospital setting.42

Professionalism Considerations

This case touches on multiple issues of professionalism, including patient

welfare, honesty with patients, commitment to a just distribution of finite

resources, and managing conflicts of interest. The latter, managing conflicts

of interest, can be addressed first. The ED physician may feel that the

patient’s best interest is in hospitalization, but that may be borne out of fear

of litigation based upon lack of post-discharge follow-up. Utilizing a conflict

resolution strategy43 with the patient’s best interests as the ultimate goal

should help to resolve this issue. In this model, one separates the people

from the problem, focuses on common interests, and considers options that

will satisfy all parties. Clearly both physicians have the patient’s best interest

at heart, with the goal of safe, effective treatment of the patient’s pneumonia.

Setting this as the goal allows the exploration of different options for treat-

ment and disposition, allows a patient-centered approach, and eliminates

physician-centric perspectives. Using this approach generates care options

that include inpatient and outpatient care, and allows discussion of these

options from a patient-centered point of view.

Whether or not this patient should receive a hospital bed when there are

‘‘sicker’’ patients is a more difficult issue. Although dogma states that we

should not ration health care resources at the bedside, the medical literature

suggest otherwise.44 The central tenets of professionalism – nonmaleficence,

autonomy, beneficence, and justice – insist that physicians put patients first.

Not providing appropriate care, such as hospitalization if necessary, because

of the theoretical needs of others places a patient’s physician in the role of

public health provider, not primary physician and advocate. Although at

times these roles may overlap, in this particular situation they are conflicting.

Doing what is best for this individual patient, or beneficence, requires that

other concerns be subjugated to the patient’s best interests.

More importantly, and in line with honesty with patients, a study looking at

disclosure of information about rationing of care to patients found a substan-

tial majority of patients in favor of physicians explicitly providing informa-

tion45 regardless of the outcome of the decision. The older model of

paternalism in medical decision making, as well as the more recent consum-

erist model, both fail in this setting, as decision making should be a shared

physician–patient responsibility. To fully understand the implications of

these shared decisions, patients need to be provided with all appropriate

information in a manner that they can comprehend. The role of both
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physicians in this setting is to convey this information without bias, in a man-

ner that is understandable to the patient.

All health care decisions should ultimately be made with an orientation to

the patient’s welfare. In this scenario, this perhaps is the ‘‘easiest’’ profes-

sionalism issue, although couching this decision in the realm of evidence-

based medicine is still fraught with difficulty. The interpretation of clinical

data46 and development of a differential diagnosis is not simple, and is only

the first step in the application of the evidence-based medicine guide-

lines mentioned previously. Applying the PORT42 criteria, generated from

population-based studies may miss the subtle nuance of each individual

patient, information that the patient’s primary physician may well have,

and allow him or her to make a more tailored decision in this patient’s care.

Opinion

The patient’s primary care physician has to balance the evidence available in

the medical literature with the validity of applying it to this particular patient.

The patient’s clinical status after ED triage and initial management suggests

that he can be safely treated at home. Recognition of potential conflicts

between the patient’s general internist and the emergency medicine physi-

cian caring for the patient, and the ethical pitfalls that arise out of this, is

paramount in the appropriate management of this patient.

Lawrence Kaplan, M.D.

Professor of Medicine

Assistant Dean for Clinical Education

Temple University School of Medicine

A Perspective from an Emergency Physician

Conflict resolution and risk stratification are integral to the practice of emer-

gency medicine. Frequently, the assessment of risk and level of risk that a phy-

sician is willing to assume for a given patient leads to conflict between the

emergency physician and physician potentially admitting that patient. Risk, in

this case, can be thought of as the odds of that patient dying or being perma-

nently disabled from the disease process that brought him or her to the emer-

gency department. In many cases, this risk can be quantified using clinical

decision rules such as the Pneumonia Severity Index derived from the Pneumo-

nia Patient Outcomes Research Team (PORT). By adding numerical values

assigned to various demographic factors, co-morbid conditions, physical exam-

ination findings, and laboratory results, a PORT score is calculated. The PORT

score puts a patient into one of five different risk classes. The creators of the
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decision rule concluded that patients in risk classes I and II can be safely treated

as outpatients, while class IV or V patients require hospital admission. For

patients in risk class III, where the mortality rate ranges from 0.9 to 2.8 percent,

recommendations vary. In the original PORT article, Fine et al. suggested ‘‘brief

inpatient observation’’ for class III patients.42 A subsequent article that Fine co-

authored recommended outpatient treatment for class III patients,47 and an

informal survey of online PORT score calculators reveals that most recommend

‘‘outpatient or inpatient treatment depending on clinical judgment.’’48,49

Clinical decision rules are very helpful, but can’t always be applied uni-

formly. Such a rule or guideline should be thought of as an adjunct to clinical

experience and not a calculator that will always spit out the correct con-

clusion if you just enter the available objective data. Medical societies

which create guidelines for the management of community acquired pneu-

monia such as the Infectious Diseases Society of America, American Thoracic

Society,50 and American College of Emergency Physicians51 have recognized

the limitations of objective admission criteria and have concluded that

a physician’s clinical judgment should supersede strict application of these

scoring systems. As these groups indicate, risk is difficult to assess, and risk

stratification cannot be completely objective.52 There is also no universal

agreement on what amount of risk is acceptable when discharging a patient

home from the emergency department.

When there is conflict regarding the disposition of a patient, two physi-

cians with roughly the same set of data, but different conclusions, must

ultimately come to an agreement. Ideally, these discussions should be colle-

gial. Often, new information is introduced which changes the opinion of one

of the physicians. This information might include previously unknown med-

ical history, social factors, results of a prior workup, unexpected lab results,

strong feelings on the part of the patient, the availability of early follow-up, or

conclusions drawn from medical literature relative to the case.

Based on the available data, our hypothetical patient with pneumonia has

sepsis. A reanalysis of PORT patients in a subsequent study revealed that

pneumonia patients with severe sepsis have a mortality rate of 13 percent

regardless of risk class.53 We don’t have the arterial blood gas results neces-

sary to determine whether our patient meets the definition of severe sepsis

used in this article, but given his level of hypoxia measured by pulse oximetry,

it is quite likely that he would. Additionally, utilizing an alternative, and

perhaps superior, clinical decision rule, CURB-65, with the incomplete data

that we do have, would confer a mortality of 9 percent on our patient, leading

to a recommendation to ‘‘consider hospital supervised treatment.’’54 Our

patient also has renal dysfunction that is likely due to hypovolemia and

hypoperfusion of his kidneys. We are missing his blood urea nitrogen level,
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but can confidently infer from his elevated creatinine that it would be greater

than the CURB-65 cutoff, putting him in a group with a mortality of 22

percent, where the proposed treatment options are ‘‘manage in hospital as

severe pneumonia’’ and ‘‘assess for ICU admission.’’54 Sharing this informa-

tion with the admitting physician would likely preclude the need for a lengthy

discussion, and result in mutual agreement on inpatient admission.

At times, a solution or compromise does not arise from a simple exchange of

information. When conversations regarding disposition evolve into disagree-

ments, professionalism becomes paramount. Above all, both physicians should

walk away from these disagreements with their dignity intact. As soon as one of

the participants becomes disrespectful or dismissive, the conversation will

quickly deteriorate and the common goal of doing what is best for the patient

becomes subservient to the more ego-satisfying goal of winning a heated argu-

ment. Acknowledging the validity of the other physician’s position, while

calmly and clearly stating your own is a good way to show respect for a peer.

Certainly, there are times when a physician must advocate passionately for his

or her patient, but this should be more of a last resort, when diplomacy fails.

This ‘‘sixty-seven-year-old ill-appearing man’’ with sepsis and hypoxia

from lobar pneumonia requires admission to a monitored bed for treatment

with oxygen, intravenous fluids, and intravenous antibiotics. While sole

reliance on a clinical decision rule might indicate otherwise, the vast majority

of physicians would agree with this statement. It is important to remain

professional while resolving conflicts of interest, but for our hypothetical

patient, the only acceptable dispositions are either an inpatient admission

or a discharge from the emergency department against medical advice (pro-

vided he clearly understands the risks of leaving a monitored setting, is

capable of making medical decisions, and still refuses to be hospitalized).

There are instances where compromise is reasonable or even preferable dur-

ing discussions of disposition, but when using clinical judgment one should

always err on the side of patient safety. Typically, hospital admission is a safer

alternative to discharge home. In this case, it is the clear choice.

H. Edward Seibert, M.D.

Assistant Residency Director, Department of Emergency Medicine

Jefferson Medical College

SUMMARY – PRINCIPLE OF PRIMACY OF PATIENT WELFARE

Background

The primacy of patient welfare stands with patient autonomy and social

justice as one of the pillars of professionalism.26 In this section, the origins
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and evolution of the principle of patient welfare will be described. Also, the

challenges now faced by the medical profession in fulfilling society’s expec-

tation that this principle will guide the patient–physician relationship will be

explored.

The principle of patient welfare is based on a dedication to serving the in-

terest of the patient. ‘‘Altruism contributes to the trust that is central to the

physician–patient relationship.’’26 Patient welfare derives from both the ‘‘in-

dividual’’ trust between each patient and physician and the ‘‘collective’’ public

trust that is built between society and the medical profession as a whole.

Physicians are simultaneously healers and professionals. These roles have

different origins, traditions, and links to patient welfare. The role of the

healer, long recognized by society, arises from third-century Hippocratic

tradition and has always been intuitively understood. The Hippocratic Oath

is the earliest expression of a beneficence model of moral responsibility in

medicine.55 It acknowledges physicians’ special knowledge and skills, as well

as a commitment to using those skills to benefit patients. In addition, the

physician is enjoined from doing harm unless the treatment, on balance,

benefits the patient. In contrast, medicine as a profession has its origins in

the guilds of the Middle Ages. Professionals are granted autonomy, status,

prestige, and significant rewards in return for moral and altruistic behavior.

‘‘This formed the basis of the social contract between medicine and society,

and functioned relatively well as long as both the profession and society were

reasonably homogeneous and shared many values.’’56

The concept of a social contract was proposed by Hobbes, Locke, and

Rousseau over three hundred years ago.57 They suggested that it was based

on a reciprocal set of rights and privileges. As care of patients has become

more complex and the role of the physician more multifaceted, the expect-

ations of both patient and physician have evolved. In addition to morality and

altruism, the expectations of physicians by society in the twenty-first century

include assured competence, accountability, transparency, objective advice,

and promotion of the public good. In turn, physicians expect that society

will expand their prerogatives, to include self-regulation, a value-driven and

adequately funded health care system, a role in public policy, and a shared

responsibility for health. Regardless of the specifics at various points in time,

trust is fundamental to this relationship. ‘‘Society must trust individual

physicians and physicians must believe that society will meet its reasonable

expectations.’’58

Paul Starr noted in 1982 that the contract needed to be revised to cope with

the growing tensions between the medical profession and society.59 The

social agenda of the 1960s and 1970s had a significant impact on the social

contract as medicine emerged to consume a large portion of the wealth of the
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United States and many other Western nations. It was a time when traditional

values and all sources of authority, including medicine, were viewed with an

increasing skepticism. There were complaints that the profession was

exploiting its position to advance physicians’ own self-interest rather than

the needs of society in general and their patients in particular. There was

concern that medicine had failed to self-regulate and that its institutions

were more committed to serving their own members than to serving society.

Medicine was accused of failing to meet some of its central obligations under

the social contract. Medicine’s response was defensive, lending further sup-

port to the criticism.56

It was also during this period of time that government and the private

sector were taking increasing control of the business of medicine, specifi-

cally, who and what would be covered by third party payers. As this was

recognized by the public, when blame for a less than ideal medical system

was meted out, medicine was held less responsible than once would have

been the case, since it was no longer viewed as holding a monopoly over

health care. A positive, if unintended consequence of this loss of control,

was that medicine was perceived as being more objective when it offered

commentary on the state of the health care system.

Fortunately, society still has great respect and dependence on the role of

the physician as healer. Patients still want to have a relationship of trust with

their physicians.

It is paradoxical that . . . while the profession has actually lost power, and in

particular the ability to control its market, there appears to be the opportunity

to rebuild trust. The public wishes physicians, not corporations or the state, to

make major decisions regarding their health and health care. Also, physicians

want to regain the power to make such decisions. For the first time in decades

there appears to be a confluence between what the public wants and what the

medical profession wants.60

This was illustrated in the debate about health care in the 2008 presidential

election.61,62

It is important to note that there are some objections to the description of

the relationship between medicine and society as a ‘‘contract’’ as put forth in

the Physician Charter.26 One objection is that the term ‘‘contract’’ implies

a written formal agreement that is enforceable by law and has a lack of trust.

Moreover, contracts are written with a legal tone, often in the third person.63

From this perspective, a comparison between a contract and an oath leaves

the contract wanting.

As doctors begin their careers in medicine, they are inducted with an oath,

often the Hippocratic Oath. Oaths, in contradistinction to contracts, are
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always in the first person, and ask that the newly formed professional openly

affirm a commitment to the profession, to patients, and to oneself. An oath is

a solemn promise that makes physicians a part of a moral community.64 It

sets the profession apart in committing to something beyond self-interest. It

is also a reminder of the continuity of the profession. As Swick et al. write: 63

We perceive the major difference between the Charter and the Hippocratic Oath

to be the contractual nature of the Charter as opposed to the older, more cove-

nantal model for the physician-patient relationship . . . If a contract connotes

a relationship of distrust, a covenant connotes a relationship of trust, even though

both reflect a degree of commitment . . . In a covenantal model, the physician’s

task is not to meet the minimum standards stipulated by a contract but rather to

be worthy of trust, not to behave in a certain manner because one is constrained

to do so but because one feels a genuine commitment to the values of an oath.

Although physicians of today share the core values espoused in the Hip-

pocratic Oath with the healers of the past, the practice of medicine has

changed dramatically in the last forty years. Physicians and their patients

need to acknowledge these changes and openly discuss the impact that this

has had on them and our profession. It should be expected that profession-

alism will continuously evolve as the health care system, societal needs and

expectations, and each physician’s needs and expectations change.

While the collective values of the profession evolve with changes in the

wider society, individual physicians develop their professional values as they

progress through the hierarchical career stages of medical school, residency,

fellowship training, and then practice. All physicians have not had the same

experiences, though. The medical profession is more diverse now than ever

before. The demographic spread of the profession now includes recent grad-

uates and physicians who trained fifty years ago. With each succeeding med-

ical school class, the diversity of values and personal goals has also grown,

reflecting the broader background from which the graduates come. It seems

inevitable that this would result in significant generational differences in

professional values. One area of tension has centered on the concept of

altruism and physicians’ quality of life. While there is an inherent conflict

in the concept of altruism between self-interest and the patient’s interests,

some physicians in practice have viewed the younger generation’s emphasis

on the importance of quality of life issues as a perceived lack of commitment,

particularly time commitment, to patient care. Although there are many

similarities across the generations of physicians, the differences cannot be

ignored if there is to be a continued identification with the profession. As

Irvine notes, ‘‘medicine’s professional values must be constantly negotiated

with a changing society and with a changing cohort of members. For such
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negotiations to take place responsibly, however, new generations of physi-

cians must learn professionalism.’’65

Keeping up with new medical information has always challenged physicians

to be lifelong learners. In our electronic age, much more information is now

also available to patients. This presents a new challenge to physicians as an

increasing number of patients come to see their physician with their own

medical suggestions and want to be more involved with decisions about their

care. ‘‘Medicine is in transition from a predominantly doctor oriented culture

to a patient centered culture of professional values founded on the principle of

patient autonomy.’’66 This is a change in the dynamic of the patient–physician

relationship to which physicians trained in an earlier time need to adjust.

The patient–physician relationship is necessarily a fiduciary one, in which

the imbalance of power between the two individuals requires a high level of

trust.67 This idea of fiduciary professionalism was first described by the eigh-

teenth-century Scottish physician John Gregory.67 He delineated three key

elements: (1) physicians must accept the intellectual discipline of science to

assure that their practice will be free of bias; (2) the primary consideration of

the physician should be the protection and promotion of the patient’s health;

and (3) physicians should keep all forms of self-interest, economic and other-

wise, systematically secondary.

Review of the Cases and Commentaries

As insurers and the government are increasingly involved in decisions

regarding the care of patients, Gregory’s second point – protecting and pro-

moting the patient’s health – has become more problematic. This is nicely

illustrated in the adult primary care case of Spandorfer and Gordin on

approved drug therapies, as well the commentary by Ecker and Campbell

regarding the obstetric care of a high-risk patient. A poorly designed plan of

care advocated by an insurer can lead to inappropriate use of tests, treat-

ments, or procedures. It is very difficult for the physician when a program

promotes and measures one action, but the patient’s condition requires

another. Physicians have a societal obligation to work to change any such

system to keep the patient’s need foremost. Hendrickson describes this pro-

cess very compellingly: ‘‘Physicians must retain within the profession a sense

of responsibility for critically evaluating new initiatives . . . and for constantly

seeking the best ways to support each other in providing the highest-quality

care to their patients and their communities.’’67

In describing the primacy of patient welfare, the Physician Charter notes,

specifically, that ‘‘market forces, societal pressures, and administrative exi-

gencies must not compromise this principle.’’26 Counterbalancing these
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external influences must be the physician’s commitment to altruism, a com-

mitment that is central to the physician–patient relationship. Physicians are

required in the course of the practice of medicine to ask very personal ques-

tions and to carry out invasive procedures. This can only be carried out in an

atmosphere of trust and this trust will only be given if the patient believes that

the physician is placing the patient’s interest before their own.58

Although the concept of altruism is most often discussed as influencing

how the physician will directly deal with his or her patients, there is also

a more personal aspect for the physician. This is illustrated in the commen-

taries by Eaton and McFadden (see Chapter 2) about a first year medical

student who has been ill but has not sought medical attention. One must

have self-awareness and recognize one’s own biases to be capable of looking

out for the best interests of one’s patients. How a physician reacts to his or her

own vulnerability will no doubt affect the way that a patient in need is viewed.

There is little doubt that the ill or stressed physician is not as likely to be

sympathetic, caring, or attentive to patient needs. Doctors are human, with

human foibles, including the susceptibility to illness and stress. If we want to

be partners with our patients, and do the best job for them that we can, we

need to recognize, and deal with, our own problems.

Self-awareness is one of the many areas of professional behavior that

physicians must be careful to model for medical students and residents.

Trainees will not learn that they should attend to their own well-being if they

don’t see their mentors behaving this way. Medical students and residents

need to have opportunities to reflect on the link between their own well-

being and their ability to sustain the capacity to truly care for others. The

tension between the explicit and tacit values that students see encourages

students to ‘‘objectify their patients and devalue their sensitivity.’’68 All

physicians need to develop and maintain their self-awareness to connect

with, and respond to, their patients’ experiences.

This theme is echoed in the case of the sleep-deprived student thoughtfully

analyzed by Gould and Cook (see Chapter 2), but there are other themes that

this case also illustrates. Patients want to be able to trust that their doctors are

competent and caring. One of the assumptions made when physicians

were granted privileges associated with a profession was that they would

self-regulate quality. When the evidence became clear that a tired doctor,

especially one still in training, was more likely to make mistakes, trying to

minimize errors related to sleep deprivation became crucial. It has not been

easy, in part because of the generational differences in expectations between

doctors of different ages who are trained at different times. The message that

being tired is to be expected and worked through is a part of the hidden

curriculum.
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Younger physicians are sometimes criticized by their older colleagues as

unprofessional for taking into consideration personal lifestyle and balance in

making career choices. The complaint is that they lack the intrinsic values

necessary for the medical profession. The recent enactment of work hour

regulations by the Accreditation Council for Graduate Medical Education

has created a generational conflict. Smith points out that ‘‘baby boomer

physicians, who ‘thrived’ in the old system, blame residents and students

for the new regulations. They fail to acknowledge that society is deeply con-

cerned about the harmful effects of long work hours and fatigue on making

life and death decisions.’’69 The risk is that physicians will blame residents for

being less dedicated than they were/are. Smith also adds that ‘‘professional-

ism must be defined by the essential qualities (embrace being a physician,

caring and altruistic, honesty and integrity, team player, strive for excellence,

accept the duty for serving patients and society, courage and heroism) of

a physician regardless of hours worked.’’ Medical educators must stress that

it is excellence that should be rewarded, not endurance.

In a social contract, there are rights and responsibilities for both physicians

and the society as a whole. A large part of the tension that physicians now feel

is due, in part, to what they perceive as their loss of autonomy. Autonomy was

supposed to be one of those privileges granted to physicians in the social

contract in exchange for their compassionate, high-quality care. As corpo-

rations and insurers have reined in the options in the physicians’ armamen-

tarium by restricting what they will pay for, physicians have sometimes felt

that the only way that they could fight back was with deception. This is

a counterproductive tactic, though, putting the physician on the slippery

slope of not always being truthful. And such tactics may potentially open

the door for charges of dishonesty. This is a time when doctors should take

a stand for what they feel is in the best interest of their patients and recapture

the trust that the public so desperately wants to place in their physicians.

Although ‘‘deception may be a symptom of a flawed system, in which physi-

cians are asked to implement financing policies that conflict with their pri-

mary obligation to the patient,’’70 it is a better course to work to change the

system than to risk the good name of the profession. Such a course, once

discovered, also invites increased oversight, and further compromises the

autonomy of the physician. These points are also nicely exemplified in the

case discussion by Spandorfer and Gordin on approved drug therapies, as

well the commentary by Ecker and Campbell regarding the obstetric care of

a high-risk patient.

Spandorfer and Gordin’s case also illustrates an area of overlap between

the principles of patient welfare and social justice. Physicians cannot ignore

the cost of the diagnostic tests and treatment that they prescribe. It is a new
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age of accountability and given the huge amounts of money spent on health

care, lack of attention to such factors opens the door to outside, non-provider

intervention. Caution is advised, however. Cohen and Gabriel write,

We should welcome the introduction of good business practices from the world

of commerce. Such practices are essential if we wish to optimize the effective-

ness of the care we provide, increase its safety, reduce its variability, and expand

its reach. Where commercialism has no place, and professionalism must prevail,

is in the value-laden domain of social justice and the sacred domain of the

doctor-patient relationship.71

It would be preferable for the physician, if he or she really believes that the

insurance company’s algorithm for care is inappropriate, to work with them

to change the recommendation.

The child abuse case, sensitively discussed by Lane and DeJong, has simi-

larities to the case of the ill medical student, in that it asks that physicians to

know themselves and their biases, their weaknesses and strengths. Patients

assume that physicians will have the patient’s best interest as their most

important guide in making medical decisions. To maintain trust, this expec-

tation must be met, even in situations that make the physician uncomfortable.

Aristotle described the virtue of practical wisdom, or phronesis, as the capacity

of deliberation and judgment and discernment in difficult moral situations.72

Teaching students this capacity is one of the jobs of a mentor. Aristotle also

maintained that we learn by practice and the best way to learn virtue is to

model a virtuous person. DeRosa73 lists six virtues entailed by a professional

commitment and the outcomes that actualize that commitment: (1) fidelity

to trust; (2) benevolence; (3) intellectual honesty; (4) courage; (5) compas-

sion; and (6) truthfulness. Making sure that a patient receives the care that

they need sometimes requires all of these virtues, especially courage.

The second principle described in the Physician Charter,26 patient auton-

omy, is a principle invoked in the case of the woman with depression care-

fully considered by Fochtman and Snyder. The principle of autonomy gives

the patient the authority to make decisions about his or her own treatment as

long as the care is appropriate and is in keeping with ethical practice. It also

assumes that the patient is competent to make a decision about their care.

Patients are able to exert their autonomy when their physician is honest with

them and gives them enough information about their condition that they are

able to make an informed decision about their treatment. Just as a physician

expects that their autonomy be respected, so should they hold patient

autonomy as a trust to be upheld whenever possible.

The case of the physician who has contracted an HIV infection, with

insights by Schwartz and Wainapel, broadly illustrates nonmaleficence, the
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principle generally associated with the maxim primum non nocere, ‘‘above

all, do no harm.’’ If a physician has a condition that will put his patients at risk,

he must disclose at the very least, and avoid (clinical) situations that put his

patients at risk. This requires self-awareness of when this is appropriate and

the conviction to do the right thing, even if the physician loses some of his or

her prerogatives in the process. As Huddle concludes, ‘‘the bread and butter of

morality in medicine is not in the ‘hard cases’ where the right way forward is

difficult to see; it is acting rightly when the right path is clear before us but other

pressing needs and desires pull us away from that path in the midst of day-to-day

medical routine, under the often burdensome stresses of contemporary medical

practice.’’74 It is difficult to think of a moral principle that could be invoked to

justify a physician’s nondisclosure when faced with a high risk situation.

The case of the ill patient who presents to the emergency room for treat-

ment when his own physician was not available, and the reflective discussion

by Siebert and Kaplan, outlines a number of tensions that physicians may feel

when they are caring for patients that may include factors such as the setting

in which they practice and who pays them. In describing the primacy of

patient welfare, the Physician Charter notes, specifically, that ‘‘market forces,

societal pressures, and administrative exigencies must not compromise this

principle.’’26 The physician’s commitment to altruism must act as a counter-

balance against these external influences.

Conclusion

The concept of patient welfare has implications for the physician, the

individual patient, and society at large. The commitments of each to the other

are not static. They change as society and the role of the physician evolves.

This chapter has described the evolution of some of the expectations inher-

ent in a social contract. It also makes some suggestions about how future

actions of members of the profession of medicine can help to shape the

ongoing transformation of the physician–patient relationship.

Clara Callahan, M.D.

Lillian H. Brent Dean for Students

Jefferson Medical College
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4 Principle of Patient Autonomy

Cases and Commentaries

PATIENT AUTONOMY – PRIMARY CARE

An eighty-seven-year-old man wants prostate cancer screening despite his

family physician’s recommendation that such screening is not warranted. He

has not had any change in urinary symptoms over the past five years. His past

medical history is significant for chronic atrial fibrillation, hypertension, and

advanced osteoarthritis. His medications include warfarin, diltiazem and

acetaminophen. He has no family history of prostate cancer.

A Perspective from a General Internist

Clinical Background

Screening for prostate cancer is done through palpation during a digital rectal

examination (DRE) and measurement of the level of prostate specific antigen

(PSA) in blood serum. Digital rectal examination allows for palpation of only

a portion of the prostate gland. PSA measurement is used to augment the

digital rectal examination in screening. PSA levels are known to rise as the

prostate volume increases, even in the absence of cancer. The recommenda-

tions for initiation and frequency of prostate cancer screening are controver-

sial. The presence of new urinary or sexual symptoms should prompt an

evaluation to exclude the presence of prostate cancer.

Further testing for prostate cancer takes place if the DRE is abnormal with

marked asymmetry, presence of a nodule or nodules, or a hard consistency.

PSA levels that are within the normal range but rise more rapidly than

expected are also an indication for further testing. A PSA level outside of

the normal range in the absence of prostate infection leads to further testing

as well.

The additional testing might include transrectal ultrasound of the prostate

with prostate biopsy. If prostate cancer is diagnosed, a staging evaluation
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with a computerized tomogram of the abdomen and pelvis is done. Disease

felt to be localized to the prostate can be treated with surgical excision (pros-

tatectomy either through transabdominal or laparoscopic/robotic method),

external beam radiation, or radiation seed implantation.

Prostate biopsies can have false negative results due to sampling error.

Risks of biopsy include pain, bleeding, infection, and nerve damage. The risks

of treatment for prostate cancer include those of biopsy, but also erectile

dysfunction and urinary incontinence, and, in the case of radiation, gastro-

intestinal side effects.

Professionalism Considerations

It is expected that physicians will work with patients to prevent disease and

promote early detection to decrease morbidity and mortality. Many cancer

screenings – such as colonoscopy for colon cancer – show a survival benefit in

early detection. The benefits of screening for prostate cancer in elderly men

are less clear. The reasons for the lack of clarity include the facts that most of

these cancers are slow growing and the patient is more likely to die from

conditions other than prostate cancer. Also the morbidity from the evalua-

tion and treatment process is not insignificant.

Physicians have an obligation to provide informed consent to the patient1

and to follow the patient’s wishes if the patient has capacity and their wishes

are reasonable. Even if the patient’s wishes are not what the physician would

choose, they should be followed. In the situation described, the physician

should explain the process of prostate cancer screening and discuss the sce-

narios regarding abnormal findings. After this is done, the physician should

review the further diagnostic studies and the treatment options that the patient

may face. At this time, one would need to be sure that the patient has capacity

and understands the implications of proceeding with screening. Cultural sen-

sitivity about perceptions when discussing PSA testing is important.2

It is also important for the physician to understand why the patient wants

the screening. Some patients may state that they would want to be diagnosed

and treated as aggressively as possible while others may simply want to know

‘‘the likelihood they have cancer’’ for their own piece of mind and may have

no intention of pursuing treatment. The patient’s reasoning for screening/

testing may indicate gaps in knowledge that the physician should address.

The physician is well aware that if the patient has an elevated PSA, many

tests, treatments, and potential complications might very well follow. The

patient would also need to know all of this information. In this case, the

patient’s atrial fibrillation and anticoagulation would add a complexity and

risk to the process, for if biopsies were indicated, stopping the anticoagula-

tion and administering interim anticoagulation would be needed.
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Opinion

Before proceeding with DRE and PSA measurement, the physician should

review with the patient the fact that the absence of new urinary symptoms

lowers the probability that aggressive prostate cancer exists in this elderly

man. Noting that 25 per cent of men in their seventies will have an elevated

PSA is important information to share.3 Description of the additional steps

that would be needed to obtain a biopsy – given his atrial fibrillation and

anticoagulation – should follow, along with treatment issues previously out-

lined. The lack of clarity that early detection has a benefit in mortality should

also be emphasized.4 It is appropriate for the physician to verbalize his/her

opinion about the utility of the screening. The physician can recommend

against screening if that is his/her belief, while reinforcing that the physician

will continue to provide care, guide, and refer as indicated. The physician

should not refuse to do the testing if this is the patient’s ultimate wish.

David Lambert, M.D.

Senior Associate Dean for Medical Student Education

University of Rochester School of Medicine and Dentistry

A Perspective from a Bioethicist

This case presents a conflict between clinical judgment about what is in the

patient’s best interest and patient autonomy, or the freedom to make one’s

own decisions regarding medical care. In general, patients do have the right

to make their own decisions about medical care. However, there are a few key

exceptions that limit that right. Respecting patient autonomy is just one pro-

fessional commitment. It is tempered by other commitments, including pro-

viding quality care and acting in the patient’s best interest (patient welfare). If

a patient is making a decision that the physician believes is life threatening,

either for the patient or others, the physician can and should intervene.5

Serious conflicts arise when a patient disagrees with the physician about

what is in the patient’s best interest. Judgments about patient welfare are

always a matter of values and interpretation, not objective evidence alone.

For example, some cancer patients legitimately opt out of surgery or further

treatment even if it means shortening their lives in favor of enhancing the

quality of life they have remaining.

One further condition for respecting patient autonomy is assuring that

patients are making choices that are voluntary and with full understanding

of the issues. Rather than taking patient preferences at face value, they should

be explored. In this current case, we do not yet know what the patient under-

stands about prostate cancer screening and the likelihood that he will benefit
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from it. Culturally, we are inundated with messages about the importance of

cancer screening and prevention.6 It is understandable that a gentleman

would come into a clinical visit with a preference for screening. Indeed, select

screening patterns suggest that the majority of men receive PSA testing7 and,

in one population-based survey, 67 percent of men over eighty-five believed

their physician recommended screening.8 As Dr. Lambert describes in his

commentary, the physician should be up-front with the patient about the real

likelihood of having an elevated PSA at age eighty-seven and the potential for

complications from doing the follow-up tests.

The physician may feel that he is actually jeopardizing patient welfare or

misusing resources if he goes along with the patient’s preference to screen.

The U.S. Preventive Services Task Force guidelines promote informed de-

cision making and support men making their own choices in the case of

prostate cancer screening, largely because the evidence does not provide

clear direction.9

The guidelines do suggest an appropriate stopping point for screening,

stating that men with less than ten years of life expectancy are the least likely

to benefit. Is it important for this man to understand his overall prognosis? It

has been argued that honest conversations with patients about what to ex-

pect with their illnesses are difficult for physicians emotionally and practi-

cally and because prognosis is difficult to predict.10 Clinical probabilities do

not specifically predict a single individual’s life expectancy as many patient

stories affirm.11 The physician’s obligation in this case could be more focused

on the need to assure the patient is making an informed decision to move

forward with screening, rather than having an obligation to not administer an

inappropriate test. This physician faces the communication challenge of

maintaining a good relationship with the patient while being honest with

him and striving to achieve best practices.

The crux of this dialogue is to assure that the patient is making an informed

choice. A good starting point for that discussion is to understand the patient’s

position – what is his perception of his current health status and his prospects for

the future? What expectations or concerns does he have regarding prostate can-

cer and prostate cancer screening? If the decision-making discussion can start

with an exploration, the physician is in a much better position to meet the patient

appropriately, and either rectify misunderstandings or affirm appropriate con-

cerns and offer guidance for alternative ways of holding those fears at bay.12

Once the patient’s position is better understood, the physician can share

his or her thinking with the patient in a process Howard Brody describes as

‘‘transparency.’’13 Rather than needing to give an exhaustive analysis of the

existing data and current controversies with testing, the physician need only

provide enough access to what is informing his or her thinking about the
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preferred decision to not screen at this time. By sharing one’s thinking, the

physician can be honest with the patient without being confrontational. After

checking in again – ‘‘Does what I am saying make sense to you? What are you

thinking about now, given what I have just said?’’ – the physician can ask for

a decision from the patient, which may even be to simply postpone the test

for now until he has had more of a chance to consider his options and the

implications of his choices. Offering postponement of the decision as one of

the alternatives can be helpful. With this as an option, the patient is less likely

to feel this is a forced choice situation. Realistically, this patient will be

returning to see the physician soon enough for monitoring of his other

chronic conditions allowing an opportunity for further discussion.

In summary, this case presents what appears to be a classic conflict between

patient autonomy and the duty to provide quality of care. However, on closer

examination, I argue that this case should be viewed as an opportunity to be

honest with the patient and have a forthcoming and exploratory discussion

with him about what his hopes and fears are for the remaining years of his life.

While not easy, and certainly not done in the space of a ten- or fifteen-minute

visit, these conversations are worth having and we all (family members,

friends, and professional contacts) would do well to create the opportunities

for them.

Kelly Fryer-Edwards, Ph.D.

Associate Professor

Department of Bioethics and Humanities

University of Washington School of Medicine

PATIENT AUTONOMY – ONCOLOGY

A forty-nine-year-old woman with stage 2 breast cancer (3 cm tumor with no

lymph node involvement) and a lumpectomy two months ago wants to dis-

continue all treatment (radiation, chemotherapy) for her cancer and begin

‘‘alternative medicine’’ treatments in Mexico.

A Perspective from a Family and Palliative Care Physician

Clinical Background

The choices and decision making faced by a forty-nine-year-old woman with

stage 2 breast cancer are complex and often bewildering.14 In this vignette, the

patient has already made decisions regarding diagnosis and staging surgery,

lumpectomy, mastectomy, sentinel node dissection or axillary lymph node dis-

section; radiation therapy, and adjuvant therapy which may include chemother-

apy, hormonal therapy, or monoclonal antibodies depending on tumor type.
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These treatment options are not without significant side effects. Healing

from surgery entails pain and discomfort, some disfigurement of the breast,

and the possibility of lymphedema. Following radiation, the breast tissue

may be somewhat firmer than non-irradiated tissue. Systemic adjuvant ther-

apy, especially chemotherapy, has frequent side effects including nausea,

vomiting, hair loss, fatigue and menstrual irregularities, to name a few.

Beyond these physical side effects, women in treatment for breast cancer

may experience many other effects. Dealing with the uncertainty of the

outcomes is by itself very stressful. The woman and her whole family are

affected. The energy for caring for children may be affected; decisions

around what to tell the children are challenging. Effects on her sexuality

and the relationship with her partner may also be issues. The American

Cancer Society (ACS) has recognized the challenges that women in this

situation face and much more effort has recently gone into supportive care

for women in treatment. The ACS also recognizes that many women seek

complementary care ‘‘along with mainstream medical care’’ or alternative

‘‘instead of standard medical treatments’’ at this time.15

Professionalism Considerations

As a physician, when your patient wants to discontinue standard medical

therapy, one usually begins by asking, ‘‘Why?’’ We know that reasons women

may give include difficulty with the side effects of treatment or mistrust of

Western medicine or their practitioner.16 It is an opportunity for the physi-

cian to reflect on how supportive he/she and the team have been. Conceiv-

ably this could be a cry for help, ‘‘You’re not listening to me and I really need

to get your attention.’’ Each concern needs to be sensitively explored with the

patient. Statements such as ‘‘I am really committed to providing the best care

to you. Could you help me understand why you are making this decision?’’

may be helpful openers. A physician could even acknowledge, ‘‘Sometimes

our patients want to stop treatment because they feel unsupported. Is there

anything we could do to make you feel better?’’

Once it is established that there are no reversible factors in the patient’s

decision, a physician must consider whether the patient is making an in-

formed refusal of treatment. This process entails revisiting the patient’s un-

derstanding and appreciation of the risks and benefits of the treatment you

are offering. This may also be an opportunity to review whether other less

toxic treatments might be offered instead.

The ACS suggests some questions that patients may consider in making

their decisions about alternative therapy that may identify dangerous

treatments:
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� Is the treatment based on an unproven theory?

� Does the treatment promise a cure for all cancers?

� Do the promoters tell you not to use regular medical treatment?

� Is the treatment or drug a secret that only certain people can give?

� Does the treatment require that you travel to another country?

� Do the promoters attack the medical or scientific establishment?15

In discussing these questions, we may unearth a significant difference in

values. Our medical culture values rationality in decision making and views

the scientific paradigm as paramount. Not all of our patients share these

values. Some patients may find comfort in anecdotal accounts of success

and find our detached statistics difficult to fathom and frankly overwhelming.

While we may present information in different ways – on paper, with words,

with graphs, online – we do tend to insist that patients accept our values.

Some patients however prefer to follow advice from a trusted friend, or a rel-

ative with a ‘‘miracle cure.’’

The challenge then becomes how to support a patient with a ‘‘nonscientific’’

viewpoint. Supporting patient autonomy includes supporting decisions that

we may consider unwise or different than our own. It may be tempting to fall

into a more paternalistic role, to argue strongly against the patient’s wishes or

use fear to coerce the patient into changing her mind. It may even be difficult

not to feel angry towards the patient.

One way through these challenges is to move away from trying to get the

patient to see the situation through our eyes, and to truly see it from the

patient’s perspective. This struggle will likely be seen by the patient as a sign

of our caring. This caring goes far in building trust in the doctor–patient

relationship, which is built on so much more than our expertise. With trust,

the patient may reconsider what we have to say. If the patient only feels that

we are reacting to having our authority and viewpoint challenged, she may

not be as sympathetic.

Opinion

Supporting a patient who is making a decision to stop traditional therapy,

which offers an evidence-based and potentially good outcome, for alternative

therapy, which has little or no evidence base, is difficult. Our patient may be

making a decision irrationally. In such a case, using more rationality is un-

likely to be helpful. I believe that forming a partnership with the patient to

meet her needs is more likely to result in the patient listening to the physi-

cian’s view. A good option is to offer to monitor her progress and resume care

if she does not meet with success. The public are clear that they prefer their

health practitioners to work together and are interested in ‘‘integrative
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health’’ where they don’t have to choose one approach over another.17 They

may also prefer to make decisions we don’t agree with.

Monica Branigan M.D., MHSc (Bioethics)

Family Physician in Palliative Care

St Joseph’s Health Center, Toronto, Canada

A Perspective from a Medical Humanities Scholar

This case is notable in that there is, strictly, no doctor here at all. The case

describes the patient and her decision making – or, to be exact, what she wants.

It leaves the reader to infer or imagine a place for the physician. This absence is

especially significant where the central problem is a patient’s apparent desire

to remove allopathic medicine, and by implication its practitioner, from her

life. The case raises questions about appropriate professional deportment in

the face of an implicit rejection of the values of the profession itself.

The case raises the difficult but not uncommon predicament of acknowl-

edging, evaluating, and helping manage patients’ use of non-allopathic ther-

apeutic paradigms. More fundamentally, though, it also leads us to explore the

implications of respecting patient autonomy: At what point must the physician

reassert professional authority? What happens when a patient’s apparently

autonomous choice is to make the physician disappear? How does this affect

the patient’s identity as patient and the doctor’s identity as doctor?

But before we allow the physician to be erased by the patient’s disclosure

that she wants to become the patient of a different kind of medicine, we (and

the physician) must be careful to establish the precise motivation behind her

announcement.

The case tells us a little about the patient. She is middle-aged and female.

Her cancer at diagnosis was somewhat advanced, but not hopelessly so. She

consented to and underwent surgery, a relatively conservative lumpectomy

and not a mastectomy. The word ‘‘discontinue’’ suggests she has begun

radiation and chemotherapy but now wants to stop. We must speculate –

as will her physician – about what has made her change her mind. We wonder

about earlier conversations. How were her diagnosis and her treatment

options presented to her? Did her doctor minimize the suffering and incon-

venience that would ensue? Did the patient begin the treatment assuming no

viable alternative, all the while fearing there was little hope of benefit? How

much trust did she feel when she made earlier decisions? Was the informa-

tion on which she based her initial decisions appropriately tailored to her

particular life situation and values, as well as to the type and stage of her

cancer? And what has changed since then?

Principle of Patient Autonomy 161



Answers to these questions will help clarify the meaning of her present

decision – if it is in fact a decision at all. Is she simply putting him on notice

that she is leaving or is she asking for advice, support, reassurance, or per-

mission to explore other modalities while continuing as his patient? She may

fear that seeking alternative treatment constitutes some unforgiveable infi-

delity to the medicine in which she has, till now, placed her faith. In the face

of a potentially lethal disease, questions of faith and belief, which some may

see as superstitious, are not irrelevant. The patient’s life may be at stake. The

information and values underpinning her autonomy as a patient have never

needed as much reinforcement and support as they do now.

The physician, then, must take great care not to jump to conclusions about

her motivation and intentions, even if he feels defensive in the face of this

most radical challenge patient autonomy can pose to a physician’s sense of

professional authority. The patient, faltering in her own will to tolerate a tax-

ing course of treatment, may be presenting the Mexican alternative not as an

announcement but as a test of the doctor’s faith. His response, then, requires

a fine balance between respect for her right to self-determination and con-

fidence in the authority of the medical paradigm in which he practices.

The physician needs to find a way to respect the patient even though he

may feel that she is expressing disrespect for his work, ingratitude for his

help, even infidelity to this patient–physician relationship. He must avoid

belittling or trivializing her interest in alternatives, but he must also retain

the authority of his own professional expertise. He must tread the line be-

tween paternalism and resignation.

This is not a simple matter. Expansive openness to alternatives can lead to

profound and dangerous contradictions in the rationales behind treatment.

Patient autonomy is based in informed consent, and being informed assumes

(perhaps optimistically) a degree of understanding and acceptance of the

fundamental scientific and philosophical assumptions underlying the treat-

ment consented to. Some have argued that belief – ‘‘buying into’’ the mean-

ing of the treatment – can make a difference to its efficacy and tolerability.

A loosely open-minded physician, who simply encourages her to continue

radiation or chemotherapy while she expands her search, without his involve-

ment, for cure or relief to other health care paradigms, might in fact further

diminish the patient’s flagging confidence in her current course of treatment.

The professional test here is that of fidelity – and therefore attention – to

the patient even in the face of this apparent vote of no confidence. The

physician needs to begin by inviting the patient to provide a detailed account

of the story that underlies her announcement. Setting aside defensiveness,

the physician must listen for her reasons and her beliefs. By presenting her

plans, perhaps as an ultimatum to her doctor, the patient may be exercising
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her right to autonomy at a time when the cancer and its current treatment

have made her feel disempowered and trapped. To take her at her word

without exploring further may be a kind of abandonment, for there is more

at stake here than treating the disease. The physician must be a precise and

insightful interpreter of the patient’s words – and also of what she has not

(yet) put into words. Then he must collaborate with her in plotting out the

next part of her story, whether or not he will be included as a character in it. In

this way his authority as a physician will no longer be tied to her compliance

as a patient, but instead to her autonomy as a person.

Catherine Belling, Ph.D.

Assistant Professor, Medical Humanities and Bioethics

Northwestern University Feinberg School of Medicine

PATIENT AUTONOMY – NEPHROLOGY

An eighty-three-year-old widow with known progressive renal failure and

depression, who signed a living will several years ago stipulating that she

does not desire dialysis or other aggressive interventions at the end of life, is

admitted in uremic coma. The patient’s only child comes from another state

and demands that dialysis be started.

A Perspective from a Hospitalist

Clinical Background

Uremic coma is the advanced stage of metabolic encephalopathy associated

with renal insufficiency. Early symptoms of uremic encephalopathy often

include memory disturbance, agitation, and confusion. As azotemia worsens,

these symptoms progress to the profound alteration in consciousness clas-

sified as coma.

We know that this patient has progressive kidney disease. The encepha-

lopathy likely indicates her renal function has now declined to levels associ-

ated with end stage renal disease. Alternatively, this patient may have

suffered a new renal insult, with acute renal failure superimposed on her

chronic renal disorder. In either case, the encephalopathy is a marker for

significant renal dysfunction, and the only successful treatment at this time

would be initiation of dialysis. Indeed, uremic encephalopathy is one of the

absolute indications for the initiation of dialysis.18

Professionalism Considerations

Before instituting any therapy, one must consider the risks and benefits spe-

cific to the individual patient, as well as the impact of the therapy on the
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patient’s quality of life. Moreover, this information must be presented to the

patient as she makes decisions about the planned treatment. The immediate

benefit of dialysis in this case would be the amelioration of the encephalop-

athy. However, balanced with this must be the fact that dialysis is one of the

most demanding therapies of any offered by modern medicine. An important

change in lifestyle associated with dialysis relates to the multiple treatment

sessions per week. Older patients typically choose hemodialysis, which is

scheduled for three to five hours, three times per week. Consideration of

a treatment’s impact on quality of life should also include expected symp-

toms associated with that therapy. For dialysis patients common symptoms

include pain, fatigue, and sleep disturbance.19

It is also important to review the expected prognosis with a patient. Com-

prehensive statistics for patients with kidney disease are available, and these

statistics can be striking for patients who are considering dialysis. Based on

2004 data, a woman her age would spend an average of sixteen days in the

hospital per year in addition to the regular outpatient dialysis treatments. The

survival statistics are quite sobering in this patient’s demographic group. A

2003 study found the one year survival rate for a dialysis patient eighty years

old or more to be 59.2 percent. The five year survival rate for this group is only

8.4 percent.20

Thus, the decision to begin dialysis, based only on absolute and relative

indications, is not always a straightforward one. This step must be made in

concert with an informed patient. Age, other medical conditions, and quality

of life are necessary factors to consider in the decision-making process. It is

probable that this patient was presented these facts when she decided to

forgo dialysis in her advanced directive.

The issue here is the conflict between this patient’s prior wishes to decline

dialysis and her daughter’s current demands that this therapy be started. Can

a patient’s closest living relative overrule an advanced directive when the

patient is not able to voice her current preferences?

The ethical principle central to this dilemma is the respect for patient

autonomy. This encompasses ‘‘a person’s right to hold views, make choices

and take actions based on personal values and beliefs.’’21 An important as-

pect of patient autonomy is the process of informed consent or informed

refusal. The latter applies to this case. In denying future dialysis in her ad-

vanced directive, the patient has used her right of informed refusal. And by

preparing an advanced directive, the patient has exercised her autonomy and

provided an answer to the question of whether or not she would want dialysis.

As the closest living relative, the patient’s daughter would be legally

granted status as a substitute decision maker to assist in making decisions

of consent or refusal for the patient. However, there are important criteria
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that guide substitute decision making. One, that the patient must currently

lack the capacity to make a medical decision, is met in this case. A second

important stipulation is that the patient’s wishes for a given medical decision

are unknown. Here, the patient’s advanced directive states her wishes re-

garding dialysis, and so this specific decision does not need to be made in

consultation with a substitute.

It is important to address the daughter’s emotional well-being as one

assists in such an ethically charged situation. Indeed, acknowledging her

feelings and concerns will be as helpful as any other action. Many families

also benefit from consultation with pastoral care services as they face a loved

one’s terminal illness and discuss end-of-life decisions. The patient’s daugh-

ter should be offered this option.

This physician must also explain the ethical conflict that would ensue if

dialysis was begun in a kind, non-judgmental manner. It would be useful to

review the advanced directive and reinforce that the patient herself asked not

to have this invasive therapy. As part of this process, it is equally important for

one to explore the reasons why the daughter is requesting that dialysis be

started. This discussion will help the health care team better assist the daugh-

ter in coping. If the daughter still demands this treatment, an important

option would be to consult with the ethics committee of the institution for

further guidance.

Opinion

It is not ethically appropriate to begin dialysis for this patient. The patient’s

daughter cannot overrule the patient’s previously stated wishes. She cannot

be a surrogate for this important decision, since the decision has already

been made directly by the patient. In ethical terms, overruling the advanced

directive would be a violation of this patient’s right to refuse treatment and

her autonomy.

John Caruso, M.D.

Associate Professor of Medicine, Assistant Dean for Graduate

Medical Education and Affiliations

Jefferson Medical College

A Perspective from a Bioethicist

At the level of rules and principles, the ethics of this case are simple: We

should act in accordance with the patient’s informed preferences, as best

we can determine them. And failing that, we should do what will benefit

her the most, or at least inflict the least harm and suffering.

Principle of Patient Autonomy 165



Of course, this answer hides a host of complexities. Does a statement made

several years ago, in other medical, psychological and social circumstances,

apply now? Did her refusal of dialysis apply only to the ‘‘end of life?’’ Assum-

ing this, how confident are we that her current medical condition qualifies?

And what about this daughter? Why is she asking that dialysis be started? Is

she thinking dialysis can stave off death indefinitely or only hoping for

a chance to say goodbye? What does she think her mother would want, and

what reasons does she have for thinking it?

Different answers to these questions will lead us toward different decisions

about what to do. A plan of action is required but just as important is how we

decide what to do, and what professional and personal qualities and virtues

we bring to the task. Thinking she is most concerned with her own needs, we

might respond to the daughter’s request in a brusque and imperious way,

drawing a firm line, and refusing to consider anything other than what the

living will clearly stipulates.

This response lacks compassion. We have to be open to the possibility that it

is really the daughter’s grief and fear of losing her mother at the root of this

request; we will see beyond her words only if we have genuine concern for her

as a fellow human being. We need to be moved by her grief, to console her and

to be gentle with her, even if we’re convinced that we should not do as she asks.

It’s this compassion, not standing on the principle of substituted judgment,

which will lead us to frame the decision in a way that acknowledges the daugh-

ter’s need, rather than confronts it. ‘‘I know you love your mother, and don’t

want her to die. We don’t want her to die either. But we’re at the point where

there’s little we can do to stop her dying that’s not going to make her last days

worse for her. I don’t want that for her, and I don’t think you do either.’’

The imperious response carries another vice, as well – the moral certainty

that comes from a lack of imagination, about many things. What are the

daughter’s needs that are driving this demand? Hatred and revenge, love

and need for amends, hope for a few last words, emotional dependence?

These aren’t equal and each needs to be handled in a different way in order

to get to the right decision. What’s more, we need the imagination to see that

the daughter is most likely not motivated only by her own needs. Most people’s

motives are not so one-dimensional. She likely cares about her mother, and

does not want her to suffer yet can’t bear the thought of losing her. Recognizing

and exploring this ambivalence will help us find a path to agreement.

Finally, we need the imagination to understand the reasoning beyond the

patient’s words that she does ‘‘not desire dialysis.’’ Was she concerned or

even fearful of side effects, poor quality of life or futility? Each of these rea-

sons could lead to different decisions about whether the use of dialysis now is

consistent with her preferences, not just with her literal words. We must
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strive to honor the values and goals of the patient, even with her words right

in front of us.

Exercising our moral imagination in all these ways helps us maintain some

humility. The world, the ethical world included, is a complicated place. Maybe

her daughter is right; or at least we can imagine circumstances in which she

would be right. Then we can approach her with respect, as a moral equal. Even

if in the end we disagree, we understand how easy it is to get it wrong.

Acting in an ethical way is more than knowing the ethical principles or

rules that apply. It requires us to be compassionate, imaginative, and hum-

ble. Only then will we be able not just to do the right thing, but to do it in the

right way, and with the right spirit.

Thomas Tomlinson, Ph.D.

Professor and Director, Center for Ethics and Humanities in

the Life Sciences

Michigan State University

PATIENT AUTONOMY – PEDIATRICS

A sixteen-year-old child with muscular dystrophy is admitted for evaluation

and management of pneumonia associated with respiratory distress. Two

similar hospitalizations have resulted in prolonged intubations. As the

patient’s pulmonary status deteriorates, the child announces that he would

rather die than be intubated. The parents appear teary eyed and distraught by

his wishes.

A Perspective from a Pediatrician

Clinical Background

The muscular dystrophies are a group of disorders characterized by progres-

sive muscle degeneration. Multiple types exist, each distinguishable by its own

unique genetic defect and inheritance pattern. The presentation, age of onset,

and rate of progression may differ significantly between the various types.

Duchenne muscular dystrophy is the most commonly encountered muscu-

lar dystrophy, occurring in one in 3,600 male infants. Muscles deteriorate

slowly over the first few years of life often resulting in a delay in diagnosis until

two to three years of age. Early findings include development of limb/girdle

hypotonia, delayed motor milestones, a waddling gait, scoliosis, and calf

hypertrophy. By seven, most children can no longer walk. Weakness of the

bulbar muscles makes eating and speaking difficult. Diaphragmatic and in-

tercostal involvement results in poor cough, frequent pneumonias, and respi-

ratory insufficiency. Cardiomyopathy is common. On average, death ensues by
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age eighteen as a result of acute respiratory or cardiac failure. Currently there is

no treatment to reverse or halt the progression of this disorder.

Recent advances in management of muscular dystrophy have permitted

survival into the second decade of life. For patients without chronic respira-

tory insufficiency, improved critical care management has resulted in sur-

vival rates of 90 percent for acute respiratory failure from pneumonia.22

Advances in therapy to improve pulmonary toilet and utilization of chronic

mechanical ventilation have made significant impact.23,24 In one recent

study, severely disabled patients reported a perceived quality of life similar

to unaffected controls regardless of their level of disability.25

Professionalism Considerations

Since most pediatric patients are not legally or intellectually able to make

their own medical decisions, pediatricians need to help parents decide what

care is in the best interest of their child. With time the child may be able to

voice an opinion. In order to try to respect this opinion, the parent and

physician should offer choices, if indeed safe and equal choices are available.

In many instances, however, choice about medical care is not possible.

In this case, the patient has a chronic, terminal illness. He has been living

with severe disability for some time, and has experienced the unpleasantness

of being ventilated for acute respiratory failure on two previous occasions. He

can relate to his parents how upset he would be if he had to experience this

ordeal again. Although he should know that his disease is fatal, his level of

maturity may not allow him to understand the true meaning of withholding

treatment in this situation. As a minor, he is not legally allowed to supersede

his parent’s decisions. In this situation, helping his parents make a decision

about further treatment based on probable outcomes, the likelihood of wors-

ening disability, expected level of discomfort, and the psychological well-

being of their son is the responsibility of the treating pediatrician.

This patient has a life-ending disease about which his parents should have

been previously educated. They should already be aware of the expected

outcomes, and should know that they may have to make some tough deci-

sions. The deteriorating nature of their son’s condition could be a sign that

worse times are ahead.

If appropriate counseling about advanced medical strategies has been pre-

viously introduced, they should already have some idea about the use of assis-

tive respiratory devices to prolong his life. Evidence has shown that these

non-invasive devices are safe, painless, and quite effective at maintaining

health. More invasive forms of therapy requiring tracheotomy are also available

and effective. These devices are now commonplace and parents can be easily

trained to manage them at home with little difficulty. Although these modalities
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are available, they are in no means required, and families need to consider their

possible benefits to decide what is in the best interest of their child. The best

time to introduce these concepts to families is before a crisis occurs.

Opinion

In this case, the parents need to be told that the likelihood of their son

surviving this episode of pneumonia is quite good. In fact, with proper ther-

apy it is expected that he would survive. Improved sedation strategies may be

available to make his time on the respirator more comfortable. It would be

expected that upon successful treatment of the pneumonia he will regain his

previous state of health. As such, if the only reason that the parents would

withhold treatment is that their child doesn’t want to be on a ventilator, my

personal opinion would be to convince them otherwise. As pediatricians, we

do things that children don’t like every day. It would be no more correct to

withhold therapy in this case than to withhold vaccines because they hurt, or

not look into a child’s ear because it may make him cry.

In certain other situations, not initiating care may be best. For example, if it

was anticipated that the patient would need to begin chronic ventilator man-

agement, or if it was not expected that the child would make a reasonable

recovery, discussion about not initiating care may be in order. If this child

already had chronic respiratory failure, and if the parents and child have

previously discussed the issue and decided that they would not wish to ele-

vate care beyond simple means, then this may be the time to prepare for the

child’s death. The child, parents, and pediatrician should work together to

develop an understanding of the technologies available to sustain life and

their threshold in utilizing those means.

Paul J. Bellino III, M.D.

Janet Weis Children’s Hospital, Geisinger Medical Center

Danville, Pennsylvania

A Perspective from a Pediatric Psychologist

First, let us acknowledge the medical, ethical, and existential challenges of

the situation.26,27 Here is a patient with a progressive neuromuscular disorder

that will foreshorten his life expectancy. Muscular dystrophy is a formidable

foe, especially in the context of a society that values youth and vibrancy,

health and long life, and expects medical brilliance and vanquishment of

disease. At the heart of this case lies the fragile balance of integrating re-

storative medicine and palliative care for the patient and his family, and

the ethics and burden of escalating technology.28–30

Principle of Patient Autonomy 169



Our sixteen-year old patient is indeed an adolescent, not a child. Some,

including the patient himself, might view him as a young man. For the sake of

clarity, let us assume that our patient has Duchenne muscular dystrophy and

is of normal intelligence. He has lived with the disease for his entire life and

has experienced two similar hospitalizations for respiratory distress that re-

quired prolonged intubation. When he declares that he would rather die than

be intubated again, we must acknowledge that he is coming from a place of

first-hand, intimate, lived experience. It behooves us to elicit, listen to, and

understand the patient’s point of view. Through this process we bring forth

and clarify the patient’s perspective, decision-making capacity, and wishes

that are so vital to moving forward. Although parents in most cases retain

legal authority to make decisions about their teenager’s medical care, this

fact does not and should not restrict parents and practitioners from involving

youngsters in discussions and decisions about their care in a manner con-

sistent with their cognitive and emotional maturity.26,27

There are several important questions. How emergent is the situation? Is

immediate intubation required? Does the team believe that this is an acute

reversible process? If so, does the patient understand this? In the largest study

to date documenting the outcome of patients with neuromuscular disease

admitted to the pediatric intensive care unit (PICU), most recovered without

the need for prolonged invasive ventilation. The authors of this study recom-

mend that patients be provided with acute respiratory support in anticipa-

tion that they are likely to recover.30 That said, repeat hospitalizations and the

use of non-invasive home-based ventilation were common, with the pros-

pect of chronic respiratory failure. Ideally, in our patient’s situation, it would

be possible to institute measures short of intubation to improve his comfort

and respiratory status and to enable us to better assess the patient’s perspec-

tive, decision-making capacity, and health care values. Since the patient is

able to communicate clearly and coherently now, we need to take advantage

of this window of opportunity.

It is likely that issues of disease progression and decision making have been

previously broached, given the patient’s condition, recent prolonged critical

care hospitalizations, and the standard of integrating palliative care into

chronic care.27,29 Are there any previous conversations and understandings

from which to draw upon and guide us now? Does the patient have a realistic

view of his future course should acute treatment not be pursued? How does

he envision his life and what is he hoping for? Has he known other patients

who have more advanced disease and who are technology dependent? If at all

possible, the patient should have the opportunity to share his views and

concerns in the presence of his family as well as independently, because it

may be difficult for him to be forthcoming about his needs and wishes in the
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midst of his family’s anguish. Who has provided care and established trust, and

who may have insight into the patient’s and family’s underlying health care

values and may be in a good position to counsel and advise the patient, his

family, and the team?28 Perhaps there is a community pediatrician, pulmo-

nologist, home health nurse, respiratory therapist, social worker, psychologist,

or chaplain who can enlighten the process? Inclusion of psychosocial staff in

family meetings has been associated with better synchrony between staff and

family recognition that end of life is at hand, better symptom management,

and earlier referral to hospice care in the pediatric oncology population.31

Clearly, the teary-eyed distraught parents need attention and care, and the

opportunity to sort through the situation and decisions at hand. Hearing their

son state that he would rather die than be intubated is likely to be very

upsetting and may unleash deep fear, grief, and guilt. They may struggle

and feel overwhelmed with the decision to pursue immediate critical care

for their son against his stated wishes. Or, they may be able to step back and

reflect on whether repeat intubation is right for their son. The realities of the

disease, reconfigured parental role as a result of the disease, uncertain prog-

nosis and the pressure of past treatment success conspire to make parental

decision making complex.31 Several factors influence parental decision mak-

ing at end of life including the perceived quality of the child’s life, the likeli-

hood of getting better, perceptions of the child’s pain or suffering, what

parents believe the child wants, religious and spiritual beliefs, and advice

from family and practitioners.32

Acute care providers often do not have the luxury of time.31 The team

would do well to provide a calm and non-anxious presence, to institute

measures short of intubation to ensure the patient’s comfort, and, if possible,

to enlist the help of practitioners who know the patient and family well.

Ultimately, this team’s job, as impossible as it may seem, is to educate,

support, and advise patients and their families to find the ever-changing

balance of restorative and palliative interventions that maximize quality of

life and help mitigate physical and emotional suffering.29 Indeed, each

patient’s voice needs and deserves to be heard loudly and clearly throughout

this delicate process.

Elaine C. Meyer, Ph.D., R.N.

Director, Program to Enhance Relational and

Communication Skills (PERCS)

Director, Institute for Professionalism and Ethical Practice,

Children’s Hospital Boston

Associate Professor of Psychology

Harvard Medical School
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PATIENT AUTONOMY – PSYCHIATRY

A thirty-year-old schizophrenic man sees his psychiatrist and tells him that he

wants to stop the antipsychotic medication that he had been on the past twelve

years. The patient works as a taxi cab driver.

A Perspective from a Psychiatrist

Clinical Background

Adherence to an antipsychotic regimen is critical to the maintenance of re-

mission in schizophrenia. Without medication, 60–70 percent of patients will

relapse within the first year and almost 90 percent will relapse within two

years.33 Unfortunately, most patients find the experience of taking an anti-

psychotic medication dysphoric.

This dysphoria is related in part to a general non-specific subjective expe-

rience, and in part to specific side effects. Recently developed antipsychotic

medications are well known to cause dramatic weight gain, while older an-

tipsychotic medications cause a variety of movement-related side effects,

such as dystonia, parkinsonian symptoms and tardive dyskinesia. Some

patients also experience akathesia, an intense restlessness that responds

poorly to adjunctive medication management. So it is not surprising that

the taxi driver wishes to discontinue medication.

On the other hand, stopping medication may lead to an acute psychotic

episode, which can be exquisitely painful. Cherished goals may be lost. As the

patient’s thoughts become disorganized, the ability to maintain a job, hous-

ing, and even personal hygiene and nutrition may deteriorate. If paranoia

develops, the patient may experience the terrifying belief that others are

plotting against his life. He may hear voices criticizing him, and invading

his privacy by remarking on his every behavior. No physician who has ever

seen a patient in acute psychosis will take medication discontinuation lightly.

Professionalism Considerations

When working with a patient who is not following treatment recommenda-

tions, the approach of many physicians is to educate and exhort the patient. If

this is not successful, the physician often disengages, with a shrug of the

shoulders and a reduced commitment to problem solving. This is an under-

standable reaction, but not likely to lead to a satisfying outcome for either

patient or doctor.

A genuine commitment to patient autonomy requires the physician to take

an active role in supporting the patient in directing his or her own care. This

requires the physician to actively elicit patient concerns, communicate in
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clear terms, assess the patient’s understanding, screen for poor decision-

making capacity, and sometimes to support the patient in making the best

of a choice that the physician disagrees with.

In this case, there are some signs that things have been going very well in

the doctor–patient relationship. Rather than simply stopping his medication,

this patient comes to the doctor to discuss his plans. Apparently the physi-

cian has previously communicated interest in the patient’s experiences and

opinions about treatment. The patient does not anticipate being shamed by

the doctor, and does not expect the doctor to be offended by his questions.

This psychiatrist needs to learn why the patient wants to stop the medica-

tion. Perhaps there is a side effect that if well managed will be more accept-

able to the patient. Perhaps the patient has misconceptions about the

medication that can be addressed by education. Perhaps an irrational con-

cern about the medication is a first indication of relapse, and additional

supports should be called into play.

The doctor should assess the patient’s understanding of his diagnosis and

of the risks of discontinuing medication. This should include asking the pa-

tient to describe his understanding to the doctor. Simply relating the facts

and asking the patient, ‘‘Do you understand?’’ may fail to uncover important

deficits in understanding. Genuine autonomy requires a well-informed pa-

tient who is able to reason clearly.

If the patient has reasonable concerns about continuing medication, has

been stable for a significant period of time, and has a good back-up plan in

case of deterioration, the patient and the psychiatrist may be able to reach an

agreement about how to proceed. Unfortunately, schizophrenia often affects

the capacity for insight. Patients may be unaware of their deficits, or they may

have irrational explanations for their symptoms. It is not unusual for a psy-

chotic patient who is suffering a great deal to deny that anything is wrong

with him or her, and to refuse treatment. This places the physician in a very

uncomfortable position. The principles of patient welfare and patient auton-

omy come into conflict.

In general, society in the United States balances this conflict by permitting

mentally ill patients to refuse treatment unless they pose an imminent threat

to themselves or others.34 Jurisdictions vary regarding what qualifies as an

imminent threat, what treatments may be imposed, and how government

oversees involuntary treatment. The greater the impingement on autonomy,

the greater the justification for limiting it must be. Former and current

patients have spoken persuasively to legislators and regulators about the

harmful effects of forced treatment.

On the other hand, many mental health advocates feel that the current

balance favors autonomy too much. Severely mentally ill patients who are
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not threatening themselves or others are permitted to refuse treatment. Some

wander the streets, vulnerable to abuse and with inadequate food and cloth-

ing. Some seclude themselves in their rooms, where family members must

watch in distress as a loved one refuses to eat or bathe. These scenarios lead

many family members and mental health workers to feel that concern for

patient welfare should override concern for autonomy. Widely publicized

dramatic episodes of violence often lead to calls for broader powers to com-

pel treatment, although few mentally ill patients will ever commit an act of

significant violence.

Opinion

If I were the treating psychiatrist for this patient, I would recheck the accu-

racy of the diagnosis and the appropriateness of the medication regimen and

work with the patient to reach a treatment plan that had a reasonable chance

of averting relapse. If we could not come to an agreement, and the patient

persisted in wanting to discontinue medication, I would help the patient

make plans for what we would do if he became psychotic, with consideration

of both his welfare and the welfare of his family and the public.

Working as a taxi driver, this patient is often alone with members of the

public. Although most psychotic individuals are not violent, there is some

increased risk of perpetration of violence. I would monitor him carefully for

signs of increasing hostility. It is less obvious but equally important to mon-

itor him for vulnerability to victimization in this isolated job. Mentally ill

patients are more likely to be victims than perpetrators of violence.35 If I

saw indicators of increasing risk, I would insist that he restart his medication,

or take other measures to protect the patient and the public.

I would also have to consider what I could effectively manage in my work

setting. As a solo practitioner with an office-based practice, I would not be

well equipped to manage psychosis. I would refer if necessary. I am usually

willing to work with patients who refuse my recommendations, but support-

ing patient autonomy does not mean agreeing to do more than I can realis-

tically do.

Kimberly Best, M.D.

Director of the Division of Psychiatric Education

Albert Einstein Medical Center, Philadelphia, PA

A Perspective from a Mental Health Patient and Advocate

I am a person living with a mental illness who, like the cab driver, makes

difficult decisions about my own mental health care. My response to this case
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study is drawn primarily from reflections on my own experience of living with

a psychiatric disorder.

As someone diagnosed with mental illness for over twelve years, there have

been multiple times I stopped taking medication without the input of friends,

family, or a doctor. Needless to say, these periods were riddled by failure and

instability. I was making decisions in a vacuum, completely alone. In order to get

better I had to move beyond my comfort zone and reach out to others for help.

Over time I have begun to realize my privilege in doing so, as I gained access to

five key resources that many others do not receive when they reach out in the

same way. These five resources constitute my ‘‘golden web’’ of recovery.

1. A health care professional familiar with my medical history

2. Excellent education about treatment options

3. Supportive family and/or peers

4. Financial means to afford the best treatment

5. Understanding of recovery as leading to quality of life – not only

suppression of symptoms.

In thinking about the cab driver I wonder whether he has access to such

a web. With what tools has he been equipped to make decisions? Does his

family receive him with compassion and offer support? Can he afford the

medication he needs? Does he have access to a professional with knowledge

of his personal history? If so, does that professional offer him more than one

treatment option? Does the professional direct his care in a way that leads

towards quality of life, not only the suppression of symptoms? Does the pro-

fessional educate him about medications and their side effects? Is the cab

driver’s input into his treatment plan valued?

Without my golden web it would have been easy to fall, to lose hope, and

to stop pursuing treatment. It would also have been easy to persist on a med-

ication that was not a good match for my body and to settle for a life of lesser

quality than what I now have.

Psychiatric medications are strong and can have severe side effects. For

instance, one medication I took was very successful in controlling my re-

current delusions and paranoia. However, it caused me to gain over forty

pounds and led to a risk of developing diabetes. Another medication I was

prescribed caused me fatigue so severe I was unable to drive. Yet another had

sexual side effects that interfered with having a healthy relationship. The

pills, in essence, became bitter to swallow. They complicated an already

complicated life. At times it seemed hard to distinguish which was worse,

the disease or the medications. However, over time and with persistence my

doctor and I found an effective mix. My social/community network helped
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me gain coping skills to fill in gaps that still existed, since with mental illness

there is no cure yet.

Unlike so many people with mental illness seeking treatment, I am lucky

enough to have a doctor who offers me options, and who expects me to

experience more in my life than an absence of symptoms. I have adequate

time with the doctor – forty-five minutes at each of the visits – to relate my

most recent thoughts, moods, symptoms, and side effects. There is a thought-

ful study of my concerns and a heartfelt wish to help me get better. My family

is ever present, cheering me on during the most difficult times – like when my

clothing size swelled from a size 8 to a size 16. They have assisted me mon-

etarily when I could not work. In turn, I have ceased making decisions in

a vacuum.

Where does this leave the cab driver? Is he making his decision in a vacuum

as I once did – thinking he can solve any problem on his own? Or is there

something more beneath the surface of this story that we cannot see because

it was not told? In other words, where is the golden web?

Sarah O’Brien

National Alliance on Mental Illness, Arlington, VA

SUMMARY – PRINCIPLE OF PATIENT AUTONOMY

Background

In contrast to the principle of patient welfare that has roots in antiquity,

patient autonomy emerged as a tenet of professionalism only recently. Prior

to this, most major medical decisions were made by physicians, with good

intentions but without full participation of the patient. In the latter half of the

twentieth century, major increases in public and private research funding

catalyzed biomedical research that, in turn, began the technological trans-

formations of medical practice. In this setting of unprecedented growth in

the power of the medical establishment and the potency of medical inter-

ventions, the call for attention to the person – to patient’s rights and primacy

as decision makers – emerged.

‘‘Bioethics was born out of a crisis of imperialism in biomedical research

and medical treatment.’’36 Respect for autonomy – ‘‘the duty to protect and

foster a patient’s free, uncoerced choices’’ joined the long-standing princi-

ples of beneficence (the duty to promote good and act in the patient’s best

interests) and nonmaleficence (the duty to do no harm).37

The patient’s rights of self-decision can also be viewed as one example of

the rights of self-determination codified by Anglo-American law. It is not
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a coincidence that scholarly attention to patient autonomy grew in concert

with the women’s and civil rights movements. Early bioethics scholarship

focused on ‘‘assuring that the paternalistic doctor stays dead and buried.’’38

That kind of overstatement is matched by excesses in the name of autonomy

that leave the physician a mere technical advisor. So, how has the definition

of patient autonomy actually evolved over the past forty years and, most

important, how can we get it right?

The evolution and complexities of autonomy in the patient care setting has

been analyzed in elegant detail by Carl Schneider.39 He presents two very

different theoretical models of patient autonomy, representing the extremes,

as a starting point for clarity: mandatory and optional autonomy. They are

briefly described here.

The mandatory model, also called ‘‘independent choice,’’39 places empha-

sis on the patient’s duty to make medical decisions. In this model, individuals

are obliged to be self-governing, to not burden others with their decisions and

owe it to themselves to make their own choices. The physician’s role is to

provide information, ascertain that the patient understands this information,

and ‘‘at least encourage if not require the patient to make diagnostic and

therapeutic decisions.’’40

The optional model, in contrast, proposes that patients are entitled to

make medical decisions but not required to do so. In this model, it is recog-

nized that individual and situational barriers exist to full autonomy. It is again

the physician’s role to educate the patient, and to try to remove or at least

minimize barriers to making decisions. Yet it is accepted that a patient may

not want to exercise full autonomy and may want to share decision making.

This is akin to the model, described by Quill and Brody, of enhanced auton-

omy, wherein decision-making power is tailored to the person making the

decision. ‘‘There is active listening, honest sharing of perspectives, suspen-

sion of judgment and genuine concern for the needs of the patient . . . The

assumptions, values and perspectives of both parties are fully explored.’’41 In

a call to re-affirm our contract with society, the Physician Charter on Pro-

fessionalism states: ‘‘Physicians must have respect for patient autonomy.

Physicians must be honest with their patients and empower them to make

informed decisions about their treatment.’’42

Using the enhanced autonomy model, we can look critically at patient

autonomy in the ‘‘real world’’ of patient and physician. It is important to

add that medical decision making takes place in the context of a health

care bureaucracy; drug formularies, practice guidelines, insurance protocols,

the interests of the physician, the institution, payers, and other potential

conflicts of interest also impact the process. Now more than ever, we must

respect our patients as people and strive to provide patient-centered care in
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the multitude of micro-systems that comprise our often chaotic health care

system. As challenging as this is, taking time to really listen to our patients

and to effectively communicate our medical expertise is of paramount

importance.

The process of securing informed consent is fundamental to patient au-

tonomy. Informed consent implements and protects the patient’s choices

and is based on respect for autonomy. The principles of beneficence, non-

maleficence, and justice also provide an ethical foundation for the consent

process. An informed patient can more fully be engaged in, and take respon-

sibility for, his or her health care.

The consent of the patient allows the physician to provide care. Without

consent, the unauthorized touching of a person is considered battery, even if

the goal is to provide medical treatment. Most often, especially in the setting

of the hospital, patients provide written or oral consent for a particular test or

procedure. This is known as expressed consent. In many medical encounters,

however, consent can be implied or presumed when the patient presents to

a physician for evaluation and care. In medical emergencies, consent to

treatment to sustain life or restore health is implied unless it is known that

the patient would refuse the care.43

The doctrine of informed consent focuses on the content and process of

consent. The physician should provide enough information to allow a patient

to make an informed decision about whether and how to proceed about

a proposed test, procedure, or other treatment. The information should in-

clude the physician’s recommendation. The patient (or his or her surrogate

where appropriate) should be adequately informed about the nature of the

medical condition; the objectives of treatment and possible outcomes; the

alternatives to treatment; and risks of the proposed treatment. Physicians

should be sensitive and respectful in their disclosure of all relevant medical

information to patients.44 The patient’s decision should be voluntary and

uncoerced. All states have statutes or case law requiring and setting stand-

ards for informed consent.

Written patient information or outside resources such as articles and Web

sites may assist patients in better understanding their options. Communica-

tion techniques such as having the patient explain information back to the

physician may also enhance comprehension and decision making. The pa-

tient should have ample opportunity to ask questions in making an informed

decision about whether to proceed with or to decline a test, procedure, or

other care.

Adult patients are considered competent to make decisions about medical

care unless declared incompetent by a court. Frequently in clinical practice,

physicians and family members make decisions for patients who lack
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decision-making capacity without a formal competency hearing in court.

Decision-making capacity is defined as the ability to receive and express

information and to make a choice based on that information and the indi-

vidual’s values. This clinical approach is ethically acceptable if the physician

has carefully determined that the patient is capable of understanding the

nature of the proposed treatment, the alternatives to it, and the risks, bene-

fits, and consequences of it. However, assessing patient understanding can

be difficult. The capacity to express a particular goal or wish can exist without

the ability to make more complex decisions. Higher proof of capacity should

be required by the physician as the seriousness of the consequences of the

decision increases.37

An appropriate surrogate should make decisions when a patient lacks

decision-making capacity. Decisions should be made based on the patient’s

preferences. Surrogate decision making recognizes the principle that the

patient’s rights and wishes should not be lost when the individual can no

longer speak for him or herself. Some patients have appointed a surrogate

through a durable power of attorney for health care. When patients have not

selected surrogates, family members often serve as surrogates. Some states

have health care consent statutes that specify who and in what order of

priority family members or close others can serve as surrogates. Physicians

should be aware of legal requirements in their states for surrogate appoint-

ment and decision making.

The legal foundations of informed consent were established in cases in-

volving treatment of patients, but the same principles apply to informed

consent for research.

As shown in Figure 4.1, the medical decision-making process is facili-

tated by situations in which the patient and physician agree to proceed or

not to proceed with an intervention. Patient autonomy dilemmas occur

when there is a ‘‘mismatch’’ between the physician/medical team and

the patient or patient proxy in a decision on a course of action. Note that

in this figure, as with 2 3 2 tables created to describe sensitivity, specificity

and predictive values of a diagnostic test, the ‘‘gold standard’’ is the pa-

tient/proxy choice at the top, the column legend. Ultimately, in the vast

majority, although not all situations, the final choice belongs to the patient.

The Physician Charter says that patient decisions are paramount, ‘‘as long

as those decisions are in keeping with ethical practice and do not lead to

demands for inappropriate care.’’42 This is true for mundane decisions such

as taking medication for hypertension as well as in decisions that require

explicit informed consent. It may also mean that the patient decides that

someone else should be the decision maker, such as a family member or

members, or the physician.
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Review of the Cases and Commentaries

This concept is a useful starting point for review of the patient autonomy

cases. Both of the student-faculty commentaries are mismatches between

students who wish to provide care and patients who do not want it. In the

first, an elderly patient, tired with pneumonia, asks a second year student to

return the next day to finish an assigned history and physical due that day

(see Chapter 2). This interaction is, in a sense, a simulation of a patient–

physician encounter. This data-gathering encounter has been specifically

designed to benefit student learning. The medical student is not work-

ing with the patient’s medical team and hence not officially linked to the

official providers of care. However, time with a medical student, who brings

a kind ear and companionship during the stress of a hospitalization, is of

benefit to the patient. It is even possible that some piece of information

from this encounter, appropriately directed, might improve this patient’s

care.

Medical ethics is often focused on the rights of the patient but patients also

have ethical responsibilities. The eleven responsibilities cited in the AMA

Code of Ethics45 each emphasize aspects of collaboration between patients

and their physicians and include the following statement: ‘‘Participation in

medical education is to the mutual benefit of patients and the health care

system. Patients are encouraged to participate in medical education by

accepting care, under appropriate supervision, from medical students, resi-

dents, and other trainees.’’ In fact, taken to the limit, patient acceptance of

the participation of medical students and residents in their care is requisite to

sustaining a population of competent physicians. Each person who allows

medical students, residents, and other health professions students to partic-

ipate in medical care is contributing to this social good.

+

+ −

 

Physician/Team
Choice  

−

Agree To
Proceed  

Patient/Proxy
Choice

Agree Not
To Proceed  

Mismatch A 

Mismatch B 

Figure 4.1. Medical Decision Making in 2 3 2 Format
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This section of the code continues: ‘‘Consistent with the process of in-

formed consent, the patient or the patient’s surrogate decision maker is

always free to refuse care from any member of the health care team.’’ This

ultimate right to refuse also applies to the second vignette, in which the

educational setting shifts to the real world of the operating room (see the

commentaries by Sade and King in Chapter 2). The fourth year student is

a bona fide member of the patient’s clinical team. The patient, who is sched-

uled for an elective surgery, explicitly tells the student and resident that he

wants only the attending to do the operation. The student’s dilemma is set up

by the resident in stating that the attending and he will be doing the surgery

and that the student will be observing. The dilemma comes to the fore when

the attending, who was not present for the prior conversation, asks the stu-

dent to assist with closure. This student, as in the first vignette, must weigh

the respect for the patient’s request against the perception that a clinical

grade will suffer if the task is not performed. In both situations, as the com-

mentaries describe, the patient’s autonomy drives the appropriate response.

In both of these cases, better communication could have prevented these

missed educational opportunities. Recruitment of appropriate patients for

participation in the second year course should be done earlier the same day.

Since clinical status and patient wishes may change, guidelines should also

be provided to the second year students and preceptors to address acceptable

alternatives when the patient refuses participation. As noted by Sade in

Chapter 2, better preoperative communication, including definition of the

roles of all involved, might have allayed the patient’s concerns about student

participation and would have at least prevented the awkward moment for the

student in the operating room.

While it may seem that the eighty-seven-year-old man’s request for pros-

tate cancer screening is a very simple request, prostate cancer screening is

a very complex issue (see Lambert’s and Fryer-Edward’s commentary in this

chapter). This mismatch, between what this patient and what this physician

think are best screening practices, pits hard, cold clinical probabilities

against the power of personal experience.

The uncertainty about the effectiveness of prostate cancer screening is

unfortunately unchanged since the U.S. Preventive Services Task Force

first published evidence-based recommendations in 2002. The evidence is

insufficient (category I) to recommend for or against routine screening

for prostate cancer using prostate specific antigen (PSA) testing or digital

rectal examination (DRE).46 As noted in Lambert’s commentary if early

detection improves health outcomes at all, it is for men aged fifty to seventy

and men over forty-five who are African-American or have a family history

of a first-degree relative with prostate cancer.
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This patient’s personal experience with prostate cancer must be explored.

The conversation should include thoughtful questioning about why he wants

to be screened. Perhaps he knows someone who suffered or died from pros-

tate or other cancers. Perhaps he heard very convincing anecdotes or testi-

monials about the benefits of prostate cancer screening from media coverage

or an advocacy group. The ideas discussed in this dialogue will set the stage

for honest, shared decision making.

The dilemmas in the next four cases involve treatment decisions. What the

first three patients, with muscular dystrophy, schizophrenia, and breast can-

cer have in common is that they do not want treatment that the physician

anticipates will have medical – in some cases life-saving – benefit.

For the sixteen-year-old with muscular dystrophy, as Bellino and Meyer

have discussed, this patient, as a minor, cannot legally refuse intubation, as

he is not yet legally vested with the right to make health care decisions. This

exception to the ethical concept of patient autonomy derives from the prin-

ciple that minors are not competent to provide voluntary and informed con-

sent and that parents or guardians are better able to act in the best interests of

a child47 in the absence of abuse or neglect. However, research in decision

making has shown that during the adolescent years minors are better able to

weigh information and opinions and more capable of making their own judg-

ments. The concept of adolescent assent, with engagement in discussion

about the illness and seeking preferences regarding treatment, is proposed

as an interim step toward full decision-making autonomy. Both the American

Medical Association and the American Academy of Pediatrics48 recognize the

ethical duty to promote autonomy of minor patients by involving them in

medical decision-making processes commensurate with their abilities. Yet

neither offer clear guidelines on how to proceed when parents and adoles-

cent patients disagree. Though physicians are encouraged to include minors

in decisions and respect their autonomy, statutes permit parents to make

almost all decisions on behalf of their children.49 The primary exceptions to

this are related to family planning and abuse.

For the schizophrenic man who tells his psychiatrist he wants to stop his

medication, as noted by Best, the ethical dilemma is foremost between patient

welfare and autonomy. Finding the optimal treatment plan, one that minimizes

both the risks of psychosis and unpleasant side effects, is a delicate task well

described by O’Brien. There is also subtext linked to mental competence and

public health. There are circumstances that allow for involuntary treatment; these

circumstances must meet standards for severe mental illness. This is defined,

for example, in the Mental Health Act of Pennsylvania as ‘‘when capacity to

exercise self-control, judgment and discretion in the conduct of affairs and

social relations or to care for one’s own personal needs is so lessened that one
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poses a clear and present danger of harm to others or to oneself.’’50 This

patient does not meet these criteria at this point in time and indeed, he

has demonstrated good judgment in choosing to discuss his point of view.

The patient’s occupation as a taxi driver raises special considerations.

A physician has the responsibility to recognize impairments in patients’ driv-

ing ability that pose a strong threat to public safety and which may need to be

reported to the Department of Motor Vehicles.51 The AMA guidelines specif-

ically state that the driver must pose a clear risk, not a potential threat as in

this case, to public safety for action to be considered. From both a personal

and an occupational risk perspective, the importance of clear sensorium

while driving must be factored into this patient’s treatment planning.

The physician caring for a woman with breast cancer faces the issues

of quality of care and patient welfare vying with patient autonomy, with

her consideration of alternative medicine in Mexico instead of conven-

tional treatment. As noted by Branigan and Belling, the reasons for this

dramatic and life-threatening mid-treatment change of direction need

thoughtful attention and thorough exploration. New use of alternative med-

icine has been associated with greater psychosocial distress and worse qual-

ity of life among women with stage 1 and stage 2 breast cancer.52 In his

extensive review of alternative cancer therapies, Ernst53 has described the

‘‘life-cycle’’ of ineffective remedies. Anecdotal evidence, promoted by ven-

dors and in the media, leads to interest in the conduct of rigorous clinical

trials. When these turned out to be negative, proponents claim that the stud-

ies are flawed. These therapies then submerge into a medical subculture – the

Mexico connection – and hopeful, sometimes desperate, cancer patients

continue to seek them.

There are non-traditional therapies that have been shown to be effective as

adjunctive treatment for breast cancer in randomized clinical trials. Electro-

acupuncture, in combination with anti-emetic drugs, has been shown to

further reduce nausea and vomiting in women receiving high-dose, highly

emetic chemotherapy for breast cancer.54 Although they did not improve

clinical outcomes, relaxation techniques with guided imagery have been

shown to improve quality of life measures in women with breast cancer.55

A willingness to ask about use, to investigate the current status of alternative

therapies, and to frankly discuss what is known about risks and benefits, ena-

bles the physician to align with patients who have interest in complementary

and alternative medicine remedies. This approach may well avert the tragedy

of such therapies replacing others with proven effectiveness.

In the last vignette in this chapter, an elderly woman who has had the

foresight and taken the time to put her end-of-life choices into a living will

is now comatose, and near death, due to renal failure. The medical basis of
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her decision may well have been based on conversations with her physician

and others during the years of her illness. The patient and her physician may

have discussed the demands of dialysis and prognosis in the very old. In

a study from the United States Renal Data System, the one-year mortality

of patients aged eighty and older was 46 percent.56 There is also an increased

frequency of the usual complications in the elderly: hypotension during di-

alysis, malnutrition, infection especially of vascular access sites, and gastro-

intestinal bleeding.57

The legal basis of her decision is on the firm ground established by state

law, and by the Federal Patient Self-Determination Act of 1991. This Act

requires health care institutions to ask all adults admitted as inpatients

whether they have an advanced directive and to inform them of their right

to refuse treatment. Institutions failing to meet this standard risk losing

Medicare and Medicaid funds. The law has three primary purposes: (1) to

educate the public about state laws governing the refusal, withholding, and

withdrawal of treatment at the end of life; (2) to encourage wider use of

advance directives to prevent the uncertainty among doctors and family

members that often leads to prolonged treatment of the dying, and in some

cases to lengthy court battles; and (3) to reduce the costs of treatment at the

end of life by reducing unwanted and unnecessary intervention and the

perceived need for defensive medicine.58 And, as noted by Meisel et al.,

end-of-life decision making when patients cannot speak for themselves is

not simple and may create fear of litigation. However, living wills do have

legal support in all fifty states either through legislation or case law.59

The real challenge here is to the interpersonal skills of this physician. If

a patient previously clearly expresses his or her wishes and is subsequently

incapable of making a decision, the family/surrogate should be told of the

patient’s prior statements. It is not stated if the daughter was aware of her

mother’s wishes and it is interesting that the daughter was not specifically

given durable power of attorney for health care. As next of kin, the daughter is

the default surrogate, but since there is a living will, she is very limited in her

right to contradict her mother’s decision. For example, if she is able to con-

vince the physician that her mother was depressed at the time the will was

written, its validity would come into question. This seems unlikely in this

case, but in fact we really do not know anything about the conversations or

relationship between this mother and daughter.

Conclusion

Which brings us full circle. Respect for autonomy is a fundamental ethical

obligation but autonomy alone is not the beginning and end of the ethical
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analysis. Instead, resolution of ethical dilemmas often involves the weighing

and balancing of conflicting principles, with careful consideration of all of the

facts and physician recommendations coupled along with a healthy dose of

good communication. Those who invoke patient autonomy as the key, or

sometimes only, argument supporting a decision (such as in some cases

of physician-assisted suicide) fail to consider the ethical, moral, and social

heart of the matter they raise: autonomy for what? What are the purposes

and consequences of such self-determination? As these cases illustrate, and

real world experience reinforces, good patient care requires collaboration

between patient (and/or family) and physician, and ethical analysis and

decision making that reflects this alliance.
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5 Principle of Social Justice

Cases and Commentaries

‘‘Justice is conscience, not a personal conscience, but the conscience of the

whole of humanity. Those who clearly recognize the voice of their own con-

science usually recognize also the voice of justice.’’

Alexander Solzhenitsyn

SOCIAL JUSTICE – CARDIOLOGY

A fifty-five-year-old woman complains that her husband is getting better care

than she is for her coronary artery disease. They both have angina. She noted

that her husband received a stress test, cardiac catheterization, and stent

placement within three days after complaining of chest pain. She received

the same treatment over a month period and only after she had repeatedly

complained of chest pain to her internist.

A Perspective from a Cardiologist

Clinical Background1

While women are more likely to die from heart disease than any other cause,

diagnostic approaches to their chest pain are often less aggressive than those

for men. Twenty years ago it was reported that 40 percent of male patients

with abnormal exercise radionuclide scans were referred for cardiac cathe-

terization whereas only 4 percent of female patients were referred for test-

ing.2 In an analysis of patients who were entered in the CURE (Clopidogrel in

Unstable Angina to Prevent Recurrent Events) trial, a study of patients treated

for acute coronary syndrome, women were found to be less likely than men to

receive coronary angiography (25.4 percent vs. 29.5 percent).3 These gender-

related differences in care are not limited to the United States. In a European

survey of patients presenting to cardiologists with stable angina, women were

189



less likely than men to receive cardiac exercise testing, less likely to receive

coronary angiography even after adjustment for the results of their noninva-

sive test, and less likely to be referred for coronary artery revascularization.

For those in whom significant coronary artery disease was diagnosed, women

were less likely than men to receive secondary prevention therapies.4

Professionalism Considerations

The reasons for this gender specific health care disparity are multiple and

complex and it is only within the past few years that they have come to light.

Reasons include unsubstantiated medical beliefs leading to gender bias,

gender-specific variations in the significance of presenting symptoms of heart

disease, uncertainty about the diagnostic validity of stress tests in women,

and gender-related differences in the agreement to undergo cardiac testing.

Coronary artery disease has long been considered a ‘‘man’s disease.’’

Women have been thought to be at lower risk of coronary artery disease,

which may explain why less attention may be paid to symptoms of coronary

artery disease in women when compared to men. While women with coro-

nary artery disease often have their first cardiac event six to ten years later

than men, this delay in disease presentation has contributed to a mistaken

assumption that women are ‘‘protected’’ from coronary artery disease. When

women are found to have coronary artery disease they are often at a more

advanced stage than their male counterparts. Cardiovascular death rates are

decreasing in men, but they remain constant in women.

Epidemiologic data suggests that chronic angina in women is less predic-

tive of the presence of clinically significant coronary artery disease than in

men. The Coronary Artery Surgery Study (CASS) demonstrated that 50 per-

cent of women referred for coronary angiography to evaluate chest pain did

not have significant coronary artery disease compared to only 17 percent of

men.5 This difference in symptom relationship to underlying coronary artery

disease may explain why chest pain in women may be evaluated less aggres-

sively than in men and may be the reason why the patient in our clinical

vignette was evaluated with less urgency than her husband. Women, when

presenting with cardiovascular disease, have a greater tendency to present

with atypical chest pain or to complain of abdominal pain, dyspnea, nausea,

and unexplained fatigue.6

The lower prevalence of clinically significant obstructive coronary artery

disease in women results in a higher incidence of false positive exercise

electrocardiogram stress tests compared to men. This lower diagnostic

accuracy may add to the uncertainty of the chest pain evaluation in women.

This may explain, in part, the findings of several researchers that a positive

exercise test in women is often not followed up with subsequent testing.
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Some have sought to attribute the differences in the intensity of evaluation

and treatment of cardiovascular disease between women and men to a

gender-related difference in agreeing to undergo cardiac testing. While one

study has shown that elderly women are more likely than males to refuse

coronary angiography another found that women were more willing than

men to undergo these procedures.7,8 Overall patient refusal to undergo

cardiac evaluation is uncommon and is not explained on the basis of prefer-

ence differences based on gender.

Data from a number of studies of pharmacologic treatment of acute cor-

onary syndrome indicates that anti-platelets, beta-blockers, angiotensin-

converting-enzyme inhibitors, and lipid-lowering therapies reduce the risks

of future coronary artery vascular events by 25 percent for both women and

men. While this benefit is undisputed, women have been demonstrated to be

less likely than men to be prescribed anti-platelet and statin therapy at the

time of their original angina assessment.

Regarding primary prevention strategies, there is evidence that a gender-

related difference does exist for aspirin. A meta-analysis from the Women’s

Health Study as well as from trials involving a majority of men with no history

of heart disease indicated that aspirin therapy reduces the risk of stroke but

does not affect the occurrence of myocardial infarction in women. In con-

trast, for men, aspirin significantly reduces the risk of myocardial infarction

with a non-significant increase in the risk of stroke. The reasons for this

differential effect of aspirin are not clear but the findings of the research

highlight the importance of an adequate representation of women in clinical

trials as well as in applying data obtained from men in the care of women.9

Once women undergo coronary artery bypass surgery they are more likely

to have a complex postoperative course, and are more likely to be readmitted

with unstable angina or congestive heart failure. This may in part be a result

of delayed diagnosis and referral for CABG when compared to men. Despite

this difference in outcomes post coronary artery bypass surgery, survival was

similar in men and women.10 In addition, women who underwent coronary

artery angioplasty with coronary artery stenting as treatment of acute coro-

nary syndrome have been found to have benefit similar to that of men.11

Opinion

In this clinical scenario we are told of a woman with recently diagnosed

angina whose evaluation was less aggressive than that of her husband. It is

unclear whether her less aggressive evaluation was due to her clinical pre-

sentation suggesting non-cardiac chest pain, a more stable presentation than

her husband’s, over-zealous treatment of her husband which by contrast

made the approach to her symptoms seem delayed, or a result of gender bias
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on the part of her physician for any one or more of the above reasons. What-

ever the reason, it is essential that a woman presenting with anginal chest

pain that may be angina undergo appropriate and timely evaluation and

subsequent care.

Once coronary artery disease is diagnosed, medical and surgical thera-

pies appear to have equivalent efficacy in both men and women. The key

then is for the clinician to be aware that gender-based differences do exist

in the evaluation and treatment of women with coronary artery disease.

Hopefully an awareness of these differences will result in an equality of

care.

Howard Weitz, M.D.

Professor of Medicine, Vice Chairman, Department of Medicine

Jefferson Medical College

A Perspective from a Sociologist

As much as the state of health care has improved in recent decades for both

men and women, it is important to remember the long history of gender bias

in medical care and how issues of unequal treatment linger today.12,13 It is

likely that you will interact with women – especially older women – who will

have a personal history of having been treated in a manner different from

men during a medical encounter. Studies, as outlined in Dr. Weitz com-

mentary, have shown the disparity of care among men and women for car-

diovascular disease – disparities that are increasingly recognized within the

medical community.14

These studies show us that we must consider both the forms of gender

bias that are operating and how these affect interactions with male and

female patients during a medical encounter. Although paternalism has been

in decline for many years, we continue to read media accounts describing

how gender shapes our treatment and diagnosis of heart disease in a way that

is detrimental to women.15 Furthermore, until very recently, we constructed

most of our knowledge about heart disease on research studies based solely

on male subjects, with the corresponding viewpoint that heart disease was

a male problem.16 As a result of the focus on male subjects in research, the

behavior and symptoms of men have been regarded as the norm, and the

way that men presented symptoms of disease was extrapolated to women.12

Yet, studies of various physical health problems have repeatedly demon-

strated that men and women often exhibit different symptoms, thus trigger-

ing responses to disease that vary substantially by gender. Poorer care for

women is often the result. Cardiac care is just one example of this. Research
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has shown that men and women exhibit different heart attack symptoms;

chest pain is most common in men, but women often experience abdominal

pain, fatigue, and nausea. Women also have a poorer survival rate after a heart

attack.17,18

Recognition of the important differences in heart disease between men

and women in recent years led to the National Institutes of Health (NIH)

Women’s Ischemia Syndrome Evaluation (WISE) study in 1996.19 Findings

from the WISE study indicate that up to three million women in the United

States have been incorrectly labeled as ‘‘low risk’’ for heart attack because

standard tests fail to catch their form of heart disease. Merz and colleagues

summarize their findings from WISE as follows:

� ‘‘Traditional diagnostic tests that focus on identifying obstructive dis-

ease do not work as well in women compared to men.’’

� ‘‘The ‘typical’ female presentation of signs and symptoms of ischemic

heart disease is more complex and multifactorial than that of men.’’

� ‘‘Although men and women face relatively similar traditional cardiac

risk factor loads, there may be gender-specific differences in response

to this atherosclerotic risk burden.’’

The differences cited in WISE create a substantial challenge to clinicians

and highlight the need for understanding and awareness of gender differ-

ences in identification and management of heart disease. In the end, more

research and better patient care is needed if gender bias in cardiac care is to

be eliminated in the coming years.

Bridget K. Gorman, Ph.D.

Associate Professor, Department of Sociology, Rice University

SOCIAL JUSTICE – OBSTETRICS AND GYNECOLOGY

A twenty-two-year-old Latina has just undergone a right salpingectomy for

a ruptured ectopic pregnancy. She presented to the ER (emergency room) in the

middle of the night after suffering at home with abdominal pain. She was

hemodynamically unstable. After the emergent gynecology consult was called,

the patient explained she was hesitant to come to the ER since she has no

insurance coverage. She is stable now, but received aggressive resuscitation

for a two liter intra-abdominal blood loss. While breaking scrub after the case,

the attending gynecologist says: ‘‘Too bad we couldn’t take both of her tubes, it

would have saved the tax payers money.’’ She goes on to make further dispar-

aging comments about Latinos and illegal Mexican immigrants. A resident

gynecologist overhears these comments.
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A Perspective from an Obstetrical and Gynecology Resident

Clinical Background

Ruptured ectopic pregnancy is the leading cause of pregnancy-related mor-

tality in the first trimester.20 While ectopic pregnancy occurs as a conse-

quence of the blastocyst implanting somewhere other than the uterine

endometrium, it most commonly occurs in the fallopian tube, with 75 per-

cent of cases occurring in the ampullary portion.21 As the pregnancy grows

the tube can rupture, creating a surgical emergency. Ectopic pregnancy and,

more importantly, ruptured ectopic pregnancy can have a confusing clinical

presentation. When assessing a patient for first trimester bleeding and pain,

6–16 percent of the time they will have an ectopic pregnancy.22

The risk factors for ectopic pregnancy are varied and often overlap. In

short, anything that has affected the tube, such as previous sterilization,

pelvic inflammatory disease, in utero DES (diethylstilbestrol) exposure, as

well as tubal reanastomosis, can increase the risk of ectopic pregnancy. Fur-

thermore, infertility, multiple sexual partners, and previous genital infections

also increase the risk of an ectopic pregnancy.23

The treatment of ectopic pregnancy has now broadened to include medical

treatment with intra-muscular methotrexate or surgical treatment. With that

noted, there is only one treatment for a ruptured ectopic pregnancy and that

is definitive surgical management accompanied by aggressive resuscitation.

Professionalism Considerations

Rarely do issues of professionalism present themselves in such an egregious

manner. No one would disagree that this attending surgeon has behaved

inappropriately, allowing her cultural stereotypes and political views to dic-

tate or even reflect on patient care. Many things could be behind such a com-

ment. At best, it is a poorly chosen way to express her frustrations with the

inequities in a health care system that would put someone in danger second-

ary to insurance concerns. At worst, it is this caregiver’s true thoughts.

Regardless of the motivation for the comment, the more nuanced issue

of professionalism falls onto those who witness such a comment, in this

case the resident obstetrician-gynecologist. For him or her, the issue is de-

fining the limits of professional responsibility in light of complex circum-

stances, the majority of which are not in the resident’s control.

The American College of Obstetrics and Gynecology has published a Code

of Professional Conduct,24 which is written not only to guide physicians in

their roles as professionals, but to exemplify what a physician should aim

toward and be held accountable for when falling short. The principle of

justice is there invoked to avoid discrimination that is not illegal, but is
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immoral and unprofessional. The code, as a professional guide, addresses

professional responsibility, imploring ob-gyn professionals to ‘‘strive to

address through the appropriate procedures those physicians who demon-

strate . . . unethical or illegal behavior.’’24

It is clear from a professional standard that there is an obligation in this

situation. The resident present for the offending remarks needs to address the

physician’s conduct. This requirement is clear just as the manner in which it

is to be implemented is murky. It is naı̈ve to think that a resident and an

attending are on equal footing in this situation. It is likewise naı̈ve to think

that the resident’s concerns will be met with an enthusiastic response wher-

ever and to whom they are brought. This is the crux of the conflict and is what

makes being a professional difficult, while at the same time not diminishing

the responsibility.

What is at stake? To defiantly tell the attending you think these comments

are not only wrong but unethical may be your style, but unfortunately the

medical system might make the consequences of such a comment onerous.

Something is to be gained by looking at the classically Aristotelian definition

of justice which when paraphrased implores us to treat equals equally and

unequals unequally.25 In this instance you are not equal with your attending;

similarly our twenty-two-year-old patient does not have the same societal

status and privilege as you and many others in society. Nonetheless, in both

instances you are equal as moral agents participating in an imperfect,

unequal system.

Opinion

Consequently, when unequal, in a system fraught with inequality, you act

accordingly. Addressing the attending, asking her to explain what she meant

in a non-threatening, non-judgmental manner is one option. Going to your

program director, chief resident, or the attending’s supervisor are also legit-

imate options. In each of those options you are recognizing your moral

responsibility, while at the same time recognizing your limits. If just consid-

eration of these options makes you uncomfortable, this is not surprising. It is

better to be uncomfortable now, with time for reflection, than to find yourself

meeting this challenge blindly and unprepared.

Throughout your medical career you will be faced with ethical decisions. For

most people, ethical dilemmas are not as dramatic as the vignette. The real risk

in ethical decisions with little drama is that against the backdrop of fatigue,

power differentials, and time constraints, they can be ignored. As moments of

personal definition are ignored, you no longer define yourself, but allow your-

self to be defined. The sooner you can become attuned to quiet moments of

definition, the sooner you can seize them as appropriately your own.
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When surrounded by practitioners of high professional and moral fiber,

all is well. When at a scrub sink, late at night, with an individual whose pro-

fessionalism is grounded in intolerance, the potential loss is immeasurable.

Cynthia Brincat, M.D., Ph.D.

Department of Obstetrics and Gynecology,

University Michigan Health Systems

A Perspective from a Cultural Competency Advocate

It’s always disconcerting when role models demonstrate behaviors and

beliefs that are flagrantly inappropriate. We often assume that because peo-

ple are in the healing professions, expressions of racism and callousness are

not part of their vocabulary.

So it’s tempting to dismiss this case as the unguarded ranting of one

individual. But the current social context is powerful. Many Americans

embrace the United States’ tradition of open doors and integration, and

enjoy the benefits of multiculturalism. For others, though, demographic

trends trigger anxiety and anger, which is expressed and amplified at the

neighborhood level, on the talk-show circuit, and in the national political

discourse. Add to this the devastating medical and financial burden, caused

by gaps in health insurance coverage, which causes patients to delay seeking

care, and frustrates clinicians who have to deal with the consequences of

financially strapped health care organizations.

The attending physician’s outburst may also be a symptom of attitudes

that prevail in the health care organization itself. Diversity – socioeco-

nomic, ethnic, cultural, and linguistic – is a fact of life in the U.S. health

care system of the twenty-first century. This diversity poses significant

challenges to both individual staff and the organization itself, from com-

municating with limited English speakers to navigating cultural differences

in how people respond to illness and treatment. If sensitivity and accom-

modation to these differences were valued by the organization, it’s unlikely

that the physician would have felt comfortable expressing her attitudes so

freely.

In the worst-case scenario, we have to acknowledge that discrimination

and racism still exist in health care. A growing literature base26 documents

patient perceptions and experiences of this, and describes entrenched dis-

parities in health care access, treatment, and outcomes.27 In the best of

circumstances, health care organizations and training institutions are just

beginning to prepare clinicians and staff to appropriately manage a patient

population that may offer up a big-city stockbroker, an undocumented
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Chinese immigrant, a Somali war refugee, and a troubled suburban teenager –

all in the same morning.

Accepting the challenge of speaking truth to power, as described in

Dr Brincat’s commentary, is one response available to our resident. But it’s

not the only one. If we accept that individuals both reflect and shape work-

place attitudes, then the resident may look at this event as an eye-opening

opportunity for promoting change.

Cultural competence refers to the ability of individuals and organizations

to acknowledge and respond effectively to the cultural and linguistic differ-

ences posed by any person seeking services. Some clinicians care for diverse

populations and, with a curiosity born of concern, learn how to creatively

navigate these differences. A growing number of health care organizations –

as recognized, for example, by the Joint Commission,28 NCQA (National

Committee for Quality Assurance),29 and other accrediting bodies – are

investing leadership and resources in changing their organizations to meet

the needs of these diverse patients.

What can a health professional in training do? The first step is to learn more

about how to respond effectively to cultural diversity, with respect to both

individual skills and organizational change. Among many excellent resources

available are those produced by the American Medical Student Association,30

the Association of American Medical Colleges,31 and the U.S. Department of

Health and Human Services Office of Minority Health.32 The next step is to

investigate the demographics of the organization’s service area. Where

do people come from? What languages do they speak? What is their

social, economic, and educational background? What can be learned from

the community organizations that represent and serve the represented

groups?

Next, have a look at the health care institution itself. Are there pro-

grams designed to bridge the linguistic and cultural differences between

the staff and the community? Are there trained medical interpreters on staff

or on contract, and are they used when needed? Are patient education pro-

grams for prenatal care, chronic disease management, smoking cessation,

and so forth, designed with the cultural values and social realities of the

community in mind? The National Standards for Culturally and Linguistically

Appropriate Services (CLAS) from the HHS Office of Minority Health offer

a good framework assessing the cultural competence of health care organ-

izations.33

The process of looking at how a health care institution responds to linguis-

tic and cultural issues is best done with colleagues. By asking questions of

staff, managers, and those in the community, you may find others who are

quietly concerned about the same issues. Perhaps they are the bilingual staff
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that are called on to interpret, or the lab tech who doesn’t know what to do

when someone has misunderstood the pre-procedure fasting directions.

Increasingly, managers concerned with quality improvement and patient

safety are thinking about how to enhance data collection and target inter-

ventions to reduce outcome disparities between minorities and mainstream

patient populations. The aim is to find a group of colleagues and cultural

experts who can work together to raise awareness throughout the whole

organization – through grand rounds that have a cultural component, short

articles in staff newsletters, brown-bag lunch talks, or a formal training

program.

Obviously, the offending physician of our case study may not be the first

person on your committee. But by creating a working environment where

diversity is acknowledged and respected, all staff – prejudices openly stated

or denied – have the chance to learn another approach, and begin the process

of change.

Julia Puebla Fortier

Director, Resources for Cross Cultural Health Care

SOCIAL JUSTICE – PEDIATRICS

A two-year-old African-American child returns to her pediatrician’s office for

further management of an elevated lead level. The mother, an executive

banker, is disturbed because the front desk personnel continue to ask her for

her Medicaid card despite the fact that she has private insurance. While wait-

ing near the front desk, she observes that many white patients coming to the

office are not asked for their Medicaid card.

A Perspective from a Pediatrician and Public Health Specialist

Clinical Background

Lead exposure has particular consequences for children under six and has

been associated with behavior problems, lower IQ, anemia, renal disease and

altered Vitamin D metabolism. The 2005 American Academy of Pediatrics

(AAP) Policy Statement on lead exposure in children recommends that all

children who are Medicaid-eligible should get routine lead level testing. Fur-

ther, the policy statement suggests that most children with elevated lead

levels are eligible for Medicaid.34

Before 1970, the primary source of lead was exposure to leaded gasoline

fumes. Homes built along highways and busy roads often had lead deposits

in their soil and play areas. Lead-contaminated dust can still be found
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today. With the removal of leaded gasoline, blood lead levels decreased in

children by 40 percent between 1976 and1980.35 Lead poisoning was, how-

ever, still very prevalent in children and attention was refocused on the

paint found in many homes, particularly in older, well-established residen-

tial communities. In the early 1900s, lead was added to paint because it

made it more durable and, ironically, was used in the ‘‘best’’ homes. Before

paint was reformulated without lead in 1977, almost all homes in America

were painted with varying amounts of lead-based paint. Paints formulated

in the 1940s have been found to contain as much as 50 percent lead.36

Infants and toddlers, unaware of the potential lead exposure from flaking

or peeling paint, are especially susceptible to placing paint chips in their

mouths.

Professionalism Considerations

In this vignette, several assumptions are made by the front desk personnel

that raise concern around confidentiality and race. Think about first impres-

sions when a two-year-old African-American child returns for an elevated

lead level test. Lead poisoning is often misinterpreted as a condition of the

poor. It is clearly prejudicial for the office staff to assume that an African-

American returning for a lead test is poor and/or on Medicaid.

Medical and lay communities alike are familiar with the principle of pri-

mum non nocere, or ‘‘first do no harm.’’ This admonition refers not only to

physical harm, but also to emotional and psychosocial harm. Pediatrics is

a unique specialty because the health care of the patient is almost entirely

dependent on the actions of a third party. We build a rapport with our

patients’ families in order to encourage parents to follow our recommenda-

tions for their children’s care.

This mother’s perception was that the office staff continued to ask about

her Medicaid card because of her race. While it was clearly unprofessional of

the staff to continue to ask despite the fact that she corrected them, there may

not have been a racial motivation. However, for anyone in clinical medicine,

the front desk is the face of one’s practice. Attitudes, expressions, and com-

ments of the front desk will reflect on patients’ perceptions. Physicians may

be unaware of how their staff is perceived by others. Nevertheless, they are

assumed to be in tacit agreement with perceived prejudicial or racial atti-

tudes, simply by failing to correct such behavior or by allowing such an

individual to remain employed.

Regardless of the source of the lead contamination, the child in question

will need monitoring of blood lead levels and may require more blood work

and frequent visits for neurodevelopmental monitoring. If the mother feels

resentment toward the office staff or perceives that she is being discriminated
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against, she may be unwilling to bring her child back for monitoring, which

could ultimately lead to harm.

For any person who has worked hard to gain a position of high status, the

implication that they possess a lesser status can be insulting. This is espe-

cially true for anyone who has had to overcome social or financial obstacles

and racial prejudice to attain their current position. Making assumptions

about a patient’s social situation, regardless of the reasoning behind doing so,

is likely to lead to resentment of the medical staff and may initiate miscom-

munication between the patient and the physician. It may even contribute to

patient harm if the end result is a lapse in necessary testing or follow-up.

Opinion

The physician’s first task would be to apologize to the mother for the per-

ceived injustice on her part, and to tell the office staff to do the same. The

second task would be to educate the office staff regarding the use of neutral

terms and open-ended questions, such as ‘‘Do you have your insurance cards

with you?’’ Using neutral language and apologizing if a misunderstanding

occurs will often ensure that patients will feel respected and will ultimately

get the medical care they need.

Erin Wright, M.D.

Cooper University Hospital, Camden, NJ

Walter Tsou, M.D., M.P.H.

Past President American Public Health Association

Center for Public Health Initiatives,

University of Pennsylvania

A Perspective from a Scholar on Medical Professionalism

For all its good intentions to educate physicians-in-training to give equitable

and compassionate care to all people, medical education often misses the

mark in one critical area: our unexamined prejudices. Too often we fail to

acknowledge our human tendencies toward race- and class-based prejudi-

ces, toward heterosexism and religious intolerance, toward impatience with

those who do not speak English. We fail to acknowledge the human propen-

sity to diminish, belittle, scapegoat, or ignore other humans whose bodies,

habits, and values do not resemble our own. It happens all the time across

social class, educational level, and professions, including medicine. Doctors

and nurses do it, in spite of taking pledges not to. And when we do acknowl-

edge these tendencies, our response as medical educators has often been to
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try to ‘‘fix’’ them with so-called ‘‘competency’’ efforts that look something

like this: Here’s a group of people/patients who stand out because they’re

‘‘different’’ from the unspoken norms of white, middle-class, able-bodied,

heterosexual, Western, English-speaking, Judeo-Christians. Their character-

istics (values, habits, orientations to health, illness, and dying, etc.) are X, Y,

and Z. You must learn these and will be tested on these characteristics via

a paper-and-pencil test or perhaps an OSCE (objective structured clinical

examination). When you pass, you indicate ‘‘competency’’ and we don’t have

to worry about your attitudes and behaviors toward these ‘‘others’’ because

you know their characteristics.37

Of course this is not the way humans operate, both those who seek to

understand and those who seek to be understood. When we seek to un-

derstand, an awareness of and honesty about our biases, fears, reflexes,

and defenses is a critical part of this never-finished process. Without such

honesty, physicians are less likely to ‘‘arrive at an accurate diagnosis,

prescribe appropriate treatment, and promote healing,’’38 and their

patients are less likely to feel cared for and respected. Certainly the mother

in this case did not feel respected in the waiting room, an essential part of

the clinical environment for which the physician is responsible. She may

also wonder about the quality of care her child is receiving in that very

office.

Indeed, the often-cited report of the Institute of Medicine (IOM),

Unequal Treatment: Confronting Racial and Ethnic Disparities in Health

Care (2002), gives her plenty of reasons to question the care she receives.

The report found that ‘‘a consistent body of research demonstrates signi-

ficant variation in the rates of medical procedures by race, even when in-

surance status, income, age, and severity of conditions are comparable.

This research indicates that U.S. racial and ethnic minorities are less likely

to receive even routine medical procedures and experience a lower quality

of health services.’’39 Moreover, IOM committee member Thomas Inui,

M.D., said that ‘‘the committee members were ‘stunned’ by a ‘strong body

of evidence’ supporting the role that bias, stereotyping, prejudice, and clin-

ical uncertainty on the part of health care providers play in perpetuating

health care disparities.’’40

Do current educative efforts such as cultural competency courses reduce

such health care disparities? Would a requirement that everyone involved in

clinical medicine take such courses reduce the likelihood of the scenario

involving the African-American mother and the Medicaid card? Perhaps,

but it is unclear that such efforts ask any of us to examine our biases, stereo-

types, and prejudices honestly; it is also unclear that such efforts ask us to

work against these biases, stereotypes, and prejudices other than altering
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certain behaviors, speech patterns, and other overt attitudes toward persons

of particular races, ethnic backgrounds, classes, religions, and sexual identi-

ties. That is, it is unclear that such efforts ask us to be permeable to authentic

change because we come to realize our responses are disrespectful, unkind,

and harmful to patients.

That said, how do we work toward authentic change? A first step would

be to move discussions of cultural competency away from formulaic ‘‘char-

acteristics’’ of nondominant groups. This is particularly important given

that many academic medical centers, according to Inui, serve poor and

minority populations from their immediate surroundings, and that often

the only characteristics of these communities that medical students see are

the negative circumstances that bring individuals to the hospital. More-

over, as Jeanette E. South-Paul notes, most patients cared for during med-

ical training ‘‘are suffering from poor lifestyle choices, a lack of insurance

and therefore a lack of access, and conditions that patients allow to get

worse before they seek treatment. I don’t think there is any way you can

discount the resulting contribution of bias on continuing disparities in

health care.’’40

These factors, along with cookbook approaches to cultural competency,

contribute to the stereotypical assumptions made in the case in the

vignette. We all must work toward better awareness of the perspectives,

not merely characteristics, of nondominant groups, particularly those

who have subordinate status relative to the dominant culture. Medical

education – undergraduate, graduate, and continuing – must be developed

that allows medical students and physicians to develop relationships with

individuals and families whose so-called ‘‘differences’’ put them at a disad-

vantage for health-related services because of bias, stereotyping, and

unequal distributions of wealth and power. Such relationships, however,

involve more than context-stripped clinical encounters between doctors

and patients. They involve, rather, an attempt to understand patients’ lives

at home and work, their attempts to access health care and other relevant

services, their experience of being ill and the social causes of their suffering.

With such a relational, context-driven orientation at play in clinical loca-

tions, patients are much less likely to encounter the kind of knee-jerk ster-

eotyping described. They are, instead, far more likely to encounter the

respect and compassion due to all patients in all their varieties, from all

those contributing to their care.

Delese Wear, Ph.D.

Professor of Behavioral Sciences,

Northeastern Ohio Universities College of Medicine
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SOCIAL JUSTICE – PSYCHIATRY

A psychiatrist declines to continue to care for a patient whom she has been

following for bipolar disorder because the patient owes the physician several

hundred dollars and has not paid the balance. The patient has been recently

unemployed.

A Perspective from a Psychiatrist

There are many possibilities to consider. How old is the patient? How severe

is his or her psychiatric condition and how much has it impacted his/her life

and financial stability? Does the patient have insurance, savings, and other

unpaid bills? How long has it taken to accumulate this balance? If the psy-

chiatrist’s fee is $200 a visit, then it might take only three or four visits for

a balance of ‘‘several hundred dollars’’ to accrue. If he or she is a community

clinic patient who is responsible for only $10–$15 as ‘‘co-pay,’’ then it might

have taken months or years to accumulate this balance. The question of how

long it has taken to accrue this unpaid balance is important. It can shed light

upon whether the psychiatrist has failed to be vigilant from the get-go (if the

unpaid period is many months long) or is being unduly impatient in collect-

ing money (if the unpaid period is only two or three visits). Although it is

instructive to consider all the variables in such a vignette, in actual practice

there is always more data available for consideration.

One can also read this vignette as a poem. One can sense that a dialectical

tension between the physician’s caring for a patient and safeguarding her

own interests is being created here. We are being prompted to take this

or that side. And, indeed, we are tempted to give in. One moment we are

inclined to declare that the psychiatrist shows a lack of altruism by putting

financial matters ahead of continuity of the patient’s care. The next moment,

we want to protest on behalf of the psychiatrist – after all, she has to put food

on the family table – and pronounce the patient not holding up the other side

of the bargain.

The vignette also highlights the built-in tension between medicine being

a noble praxis of selfless devotion and a way of earning wages to sustain one’s

own life.41 Medicine is both a ‘‘calling’’ and a profession and we are pro-

grammed to lean toward silent self-sacrifice. We snicker at the ostentatious

lifestyle of the Beverly Hills cosmetic surgeon and admire the pediatrician

who devoted his life to taking care of poor children in Africa. This is, however,

a bit simplistic since this judgment is based upon caricature masquerading as

reality. To find the psychiatrist unempathic and uncaring is to take a moral-

istic stance that overlooks the need to forge technical compromises and
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ignores the fact that the psychiatrist has to be ‘‘physicianly’’ toward her own

self as well. Inordinate generosity leads to resentment and that is not good for

patient care either. A balance has to be arrived at, one that can avoid the

extremes of both clinical callousness and pathological altruism. To get to this

balance, one requires an optimal mixture of experience, intuition, and

knowledge of facts at hand. There are much larger questions, though, lurking

in the background. Should the availability of medical care be a fundamental

human right? Should practicing the ‘‘healing art’’ be conditional upon charg-

ing money? How is it that in this wealthy nation of ours there are so many

people who cannot receive proper medical care? Should the world’s richest,

most powerful nation put greater premium upon taking care of its sick and

suffering citizens?

Salman Akhtar, M.D.

Professor of Psychiatry and Human Behavior, Jefferson Medical College

A Perspective from a Public Health Expert

The fundamental unit and building block of any health care system should be

the doctor–patient relationship. All efforts in financing care should be cen-

tered around the creation, maintenance, and preservation of this relation-

ship. All other developed countries foster the doctor–patient relationship by

providing some form of health insurance, even for their unemployed.

Unfortunately, the U.S. health care system is best characterized as a poorly

constructed market-based system which determines access to care based on

ability to pay. Private employers fund the majority of health services for people

between the ages of eighteen and sixty-four who are working. In addition,

others are able to obtain health care financing through government largesse

linked to ‘‘membership’’ in politically acceptable categories. These groups

include the elderly, the very poor, veterans, Native Americans, and people

with certain diseases such as end-stage renal failure. Those who fit into

such categories or have sufficient financial means are able to be covered with

health insurance. All of the remaining (which now number over 45 million)

are considered uninsured.42

Mental health patients also have multiple unique problems. Mental health

patients are intensely vulnerable and often suspicious of others, including

authority figures. Development of a trusting relationship can be difficult. To

the extent that a bipolar patient has developed trust with his/her psychiatrist,

loss of that relationship can be devastating and cause a major setback in care.

Second, ongoing psychiatric care necessitates a parallel discussion of treat-

ment fees, beginning with the first visit and from time to time as necessary,
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so that there is a clear expectation from both patient and psychiatrist about

payment.

Many mental health patients are caught in an insurance Catch-22. Those

that are severely mentally disabled can qualify for Medicaid, if certified by

a physician as disabled and unable to work. This requires access to a psychi-

atric evaluation, which is often difficult. Even if an individual is deemed

mentally disabled and qualifies for Medicaid, he or she is subject to periodic

re-certification and can be removed from Medicaid. Making this even worse,

Medicaid typically pays less than most private insurance, severely limiting

the number of psychiatrists willing to accept Medicaid payments. People

with less severe illness who are unable to sustain employment are limited

in their ability to get employer-sponsored health insurance.

Medicaid is a federal-state program, which means that under federal

guidelines each state is free to set different eligibility standards and offer

different benefits. As a result, prescription drug benefits vary from state to

state as does access to medication. For mental health patients, the ability to

obtain and afford psychotropic medications is essential for living.

Finally, an issue which remains politically difficult is parity in mental

health reimbursements for psychiatrists and other mental health workers.

In comparison to insurance payments to physicians who provide other

health services (such as medical consultation or surgery) mental health reim-

bursements are usually less.

All of this is background to our current case. Our patient is recently

unemployed, beginning an all too common spiral into loss of health insur-

ance. Complicating the situation, our patient is already behind in payments

and the psychiatrist is unwilling to continue care without some payment.

There are several considerations which should help determine the best

action. Perhaps most important is the psychiatrist’s judgment of the individ-

ual’s mental health status. In someone actively mentally ill and in need

of medications, termination of treatment cannot be recommended and is

potentially illegal.43 It is essential that the psychiatrist is able to separate

her best clinical judgment from the patient’s finances.

A more in-depth assessment needs to be made by the office staff to find

a source of funding, including the likelihood of finding another job which

carries benefits or the possibility of qualifying for Medicaid based on

mental health disability. Another possibility is to develop a payment system

which is affordable for the patient and acceptable for the office staff. Find-

ing a guarantor of payment, such as a friend or family member, can be

important.

Even if the patient is unable to afford payment and a guarantor is not

found, a psychiatrist must continue treatment until the patient is stable or
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transferred to another care provider. Given the fragility of many mental

health patients, one should not terminate treatment without some plan for

follow-up care. Most communities have government-sponsored mental

health centers which can provide competent follow-up, but transfer of men-

tal health records and professional contact with the accepting psychiatrist is

strongly advised.

The larger picture demands that we ask why psychiatrists and mental

health patients are placed in this painfully awkward situation. All patients,

but particularly mental health patients, need a safety net for financing their

care. Our nation’s lack of universal health care as an essential safety net for all

patients is an embarrassment. Parity for mental health services is necessary

to continue to attract medical students to the field of psychiatry. All of us

should demand a system of financing health care which ensures quality,

affordable health care for all Americans.

Walter Tsou, M.D., M.P.H.

Past President, American Public Health Association

Center for Public Health Initiatives, University of Pennsylvania

SOCIAL JUSTICE – SURGERY

A surgical waiting room contains many pamphlets from political campaigns

urging the overhaul of medical malpractice. The pamphlets contain criticism

of the local party candidate who does not support tort reform and solicits

donations for the candidate who does. The patient, an attorney, is referred

to this surgeon for evaluation of a rectal abscess. At the visit, the patient tells

the surgeon of her unease about seeing political advertisements and brochures

in the doctor’s office and states she should probably be seeing a physician who

is fully concerned about the patient’s care and not as partisan.

A Perspective from a Surgeon and Ethics Committee Member

Clinical Background

A perirectal abscess represents an urgent surgical condition. This patient will

require a procedure to drain the infection. It can be performed in the office or

in the operating room, depending upon the location and size of the infection

as well as other co-morbid conditions. Most perirectal abscesses result from

an infection in glands located in the anal canal. The infection tunnels either

between the internal and external sphincter (intersphincteric) or traverses

both muscles and becomes a perirectal abscess (transsphincteric). Some-

times these abscesses will rupture spontaneously; however, most of the time

surgical un-roofing is necessary.44 If the abscess is small enough and located
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on one side of the anus, office drainage with local anesthesia is commonly

performed. If the abscess is very large, bilateral (horseshoe), or the patient

has significant additional medical problems, it may be prudent to perform

the procedure in a monitored setting. Antibiotics are not necessary unless the

patient is immuno-compromised.45

Professionalism Considerations

Medical malpractice issues are a daily fact of life for all physicians. The

manner in which we practice is influenced by fear of litigation in many

situations, resulting in what is commonly called practicing ‘‘defensive

medicine.’’

Never before have practitioners of medicine faced the current spiraling

costs of professional liability coverage (medical malpractice insurance) nor

has the impact on the profession ever been greater. Malpractice insurance

costs have risen to such an extent in many states that some doctors have been

forced to limit the scope of their practice or to move to other states that have

tort reform and lower malpractice costs.46 Data have shown states with caps

on non-economic damages to have 12 percent more practicing physicians

than those without.47 Additionally the non-partisan Office of Technology

Assessment has concluded that caps on damage awards were the only type

of state tort reform that consistently showed significant results in reducing

the cost of medical liability.48

With the physician being a cornerstone in the delivery of care, it is appro-

priate to examine the ethical responsibilities of the physician, not just in

providing direct care in the traditional one-on-one model but in assuring

ongoing access to the physician’s services. Since 1847, the American Medical

Association has codified the principles of medical ethics, developed primar-

ily for the benefit of the patient and periodically revised, reflecting a succes-

sion of challenges and responsibilities. With competent and compassionate

care paramount, two of the nine primary AMA principles are relevant to the

current discussion:

� Principle 3. A physician shall respect the law and also recognize a respon-

sibility to seek changes in those requirements which are contrary to the

best interests of the patient.

� Principle 7. A physician shall recognize a responsibility to participate in

those activities contributing to the improvement of the community and

the betterment of public health.49

Taking the ethical guidelines from this leading organization a step

further, the AMA specifically addresses many of the dilemmas faced by
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modern medicine as technology and circumstances continue to evolve.

In the AMA’s Code of Medical Ethics, section E10.018, titled ‘‘Physician

Participation in Soliciting Contributions from Patients,’’ addresses the cur-

rent topic and specifically recommends that appropriate means includes

‘‘making information available in a reception area.’’50 This statement, im-

portantly, goes on to state that ‘‘physicians should avoid directly soliciting

their own patients, especially at the time of a clinical encounter. They should

reinforce the trust that is the foundation of the patient–physician relationship

by being clear that the patients’ welfare is the primary priority and that

patients need not contribute in order to continue receiving the same quality

of care.’’

Thus it appears that placing literature, including literature that requests

political support and/or contributions, in the waiting room may be ap-

propriate and in keeping with principles of medical ethics and duty to the

patient. The presence of literature supporting a specific candidate who

endorses tort reform allows patients to become more knowledgeable regard-

ing this serious problem. Since this material also creates a situation whereby

a patient may choose not to get appropriate medical attention, the physi-

cian should at minimum consider placing this information in a single, well-

labeled location.

Opinion

This patient needs immediate drainage of the abscess. All other issues are

secondary and it is the surgeon’s responsibility to put the patient at ease as

well as educate her as to the urgent and serious nature of her condition. Her

physician should offer sincere regrets if she was upset with the literature in the

waiting room and stress that the urgency of her medical problem is of more

immediate importance. If there is not a ‘‘meeting of the minds’’ on this and the

trust paramount to the doctor–patient relationship could not be forged, then it

would be appropriate to recommend that the patient see another physician.

Gerald Isenberg, M.D.

Associate Professor of Surgery,

Jefferson Medical College

President, Association of Program Directors for Colon

and Rectal Surgery

Kenneth Mendel, M.D.

Clinical Associate Professor of Medicine,

Temple University School of Medicine

Founding member of Ethics Committee,

Crozer Chester Medical Center, Chester, PA
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A Perspective from Medical Malpractice Plaintiff Attorneys

The relationship between doctor and patient is marked by a level of trust

rarely found in other professions. This trust is the result of an age-old com-

mitment by physicians to honor one basic creed: to place the interests of the

patients they serve above all else. The ethical guidelines of the medical pro-

fession embody this creed. Principle 7 of the American Medical Association’s

Code of Medical Ethics states, ‘‘A physician shall, while caring for a patient,

regard responsibility to the patient as paramount.’’51 The Code of Medical

Ethics similarly defines the patient–physician relationship as one that is

‘‘based on trust and gives rise to physicians’ ethical obligations to place

patients’ welfare above their own self-interest and above obligations to other

groups.’’52

For physicians, ensuring the patients’ best interest remains paramount

and requires a careful weighing of potential harms and benefits. For example,

an oncologist knows chemotherapy causes numerous harmful side effects.

The oncologist also believes that the benefit of eradicating cancer cells out-

weighs those side effects. Thus, the decision to prescribe chemotherapy

serves the cancer patient’s best interest.

In this case, the doctor has filled the waiting room with brochures that urge

patients to support tort reform. Certainly, physicians are entitled to express

their beliefs about political issues and personally advocate for change in law

and policy.53 By placing these tort reform brochures in the waiting room and

urging patients to act, however, the doctor has exceeded the scope of per-

sonal advocacy. Rather, the doctor has thrust the tort reform debate directly

into the physician–patient relationship. In so doing, the doctor has brought

tort reform under the watchful eye of the obligation to regard his or her

patients’ welfare as paramount. Consequently, in order for this doctor’s

actions to be ethical and professional, the tort reform initiatives advocated

in the brochures must be in the best interests of the patients who read them.

Like the decision to prescribe certain medication, determining whether

tort reform is in the patient’s best interest requires a weighing of harms and

benefits to the patient. ‘‘Tort reform’’ refers to legislation that diminishes

individuals’ centuries-old right to seek accountability for wrongfully

inflicted harms.54 Medical malpractice tort reform laws commonly impose

statutory limits on the compensation that injured patients can recover for

non-monetary harms such as disfigurement, pain, and physical impairment.55

These statutory limits apply regardless of the severity of the patient’s injury.

For many injured patients – especially children, the elderly, and others who

earn little income – tort reform therefore means they are left with a severely

limited, one-size-fits-all system of justice.56 Thus, tort reform harms patients
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by forcing them to give up, either in whole or in part, their legal right to seek

accountability and justice for harms caused by medical negligence.

What about the benefits to patients from tort reform? Perhaps this doctor

believes that tort reform will lead to lower health care costs. The Congressio-

nal Budget Office, however, concluded that medical malpractice costs

amount to only 2 percent of overall health care costs.57 Maybe this doctor

believes that medical liability is forcing doctors out of business and hindering

patients’ access to care. Yet recent studies show no empirical support for

claims that doctors are fleeing certain locales because of liability concerns.58

Finally, this doctor may believe tort reform will lower his or her liability

insurance premiums. This consideration, however, should have no place in

the weighing of patient harms and benefits as it concerns only the doctor’s

self-interest. Moreover, comprehensive studies show no correlation between

tort reform laws and lower liability insurance rates.

In sum, the benefits to patients from tort reform pale in comparison to the

significant harms. Consequently, by placing tort reform brochures in the

waiting room and urging patients to act, this doctor has failed the physi-

cian’s professional obligation to regard patients’ interests as paramount. In

so doing, the doctor’s actions have undermined the profound and unique

trust that defines the patient–physician relationship.

Kathleen Flynn Peterson, R.N., J.D.

Robins, Kaplan, Miller & Ciresi, Minneapolis, MN

Past President of the American Association for Justice

Thomas G. Sinas, J.D.

Robins, Kaplan, Miller & Ciresi, Minneapolis, MN

SOCIAL JUSTICE – NEUROLOGY

A seventy-two-year-old man with Parkinson’s disease takes carbidopa-levodopa

(Sinemet) and pramipexole (Mirapex). He asks his neurologist whether his pra-

mipexole can be written in his wife’s name, because he does not have a prescrip-

tion plan and she does. His wife also sees the same neurologist. She has had a past

history significant for a stroke and takes pramipexole for restless legs syndrome.

A Perspective from a Neurologist

Clinical Background

Parkinson’s disease (PD) is a common neurodegenerative disease character-

ized by four cardinal clinical features: a 4–6 Hz rest tremor, bradykinesia,

rigidity (cogwheeling), and postural instability. It affects approximately one
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in a hundred persons over age sixty-five although 10 percent of people with

Parkinson’s are diagnosed before age forty.59

Dopamine agonists (DAs) are approved as both monotherapy and adjunc-

tive therapy to levodopa in the treatment of PD.60 DAs have been demonstrated

to delay the onset of motor complications compared to levodopa, and there-

fore play an increasingly important role in PD treatment, especially among

younger patients.61 In patients with more advanced disease, DAs are added

to levodopa therapy to provide more constant dopaminergic stimulation.

Restless legs syndrome (RLS) is a subjective hyperkinetic disorder in which

the patient experiences a restless sensation, often described as tingling or

crawling, in their legs at night that improves with moving. The majority of

RLS cases are idiopathic but there are several secondary causes including

iron deficiency, pregnancy, and end-stage renal disease.

DAs are the treatment of choice in RLS.62 In RLS, the dose typically is far

less than that used to treat PD. Although the same side effects seen in PD

(nausea, somnolence, compulsive behaviors) may be seen in RLS, side effects

are less frequent because of the lower dosing.

Professionalism Considerations

With the rapid changes in health care in the United States, physicians

increasingly face professional dilemmas arising from the costs of such care.

In 2003, over one-third of uninsured adults did not fill a prescription for

medication or pursue a recommended test or treatment because of cost.63

In 2008, health care is a leading cause of personal bankruptcy: Americans

now make a new bankruptcy filing every thirty seconds as a result of a health

problem.63 In light of these pressures, it is not surprising that a patient lack-

ing prescription coverage would ask the physician to write a prescription in

the name of an insured spouse.

Several arguments can be made in favor of writing such a prescription.

The first is that the physician–patient relationship requires that the physi-

cian’s primary duty is to act as an advocate for the patient and that this

duty supersedes the interest of the insurance company that will pay for

the prescription. The physician may feel compelled by the seeming un-

fairness of a health care system. Indeed, a 1999 study demonstrated that

57 percent of physicians surveyed were willing to use deception to get

coronary bypass surgery for their patients where the physician felt it was

medically indicated but not within the strict terms of the patient’s insur-

ance coverage.64 Most of the surveyed physicians sanctioned their decep-

tion by arguing that their duty was to work as their patients’ advocate

within the rules of the third party payers until those rules compromise their

patients’ health.64
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Another argument is that the benefits of misrepresentation are enor-

mous.65 If the patient does not have his pramipexole, he will experience

worsening symptoms of Parkinsonism. Moreover, the lack of pramipexole

may accelerate his development of motor complications. Fearing for her

husband’s health, the wife may forgo her doses of pramipexole so that her

husband can take them. Yet, the typical dose of pramipexole for restless legs

however is much less than that of Parkinson’s disease. Therefore, the hus-

band will be undertreated and the wife will be untreated. The end result is

that both of your patients suffer.

A final argument is that the harm of misrepresentation is small.65 Relative

to an insurance company’s assets, the cost of a prescription of more prami-

pexole than would be necessary to treat RLS is miniscule. Indeed, one author,

arguing that it would be ethically acceptable to write a prescription for an

uninsured patient in an insured relative’s name characterizes such costs as

‘‘not even a blip on the insurance company’s radar screen.’’66

On the other hand, numerous arguments exist for why the physician

should not write the requested prescription. First, writing such a prescription

undermines the physician–patient relationship. This relationship is based in

part upon honesty. If the patient realizes that the doctor was willing to lie

under one circumstance (even if to the patient’s putative benefit) would the

patient be able to trust the doctor to maintain confidences? Moreover, having

committed a potential fraud on behalf of the patient, would the physician

later fear that the patient might disclose that action to third parties such as

a medical board or malpractice attorney?

What about the physician’s relationship with the wife? If she is not aware of

the deception, she could be harmed by inadvertently taking the amount of

pramipexole meant for her husband, potentially resulting in an overdose or

augmentation of her RLS. If she is aware of the deception and her insurance

company challenged the amount prescribed as excessive for RLS, an inves-

tigation could reveal the deception and she could lose her insurance.

Furthermore, the benefits of the physician–patient relationship, such as

privacy, exist because society sanctions the special nature of the relationship.

Society grants these special privileges and protections but, in return, expects

that these privileges will not be abused. Using the powers granted, such as

writing prescriptions, in a fraudulent manner would lead to society limiting

those benefits and establishing more intrusive oversight – further undermin-

ing the physician–patient relationship.

The next argument, inherent in the first, is that the patient is enlisting you

in a fraud and potentially a crime. Federal law prohibits writing a prescription

for anyone other than the intended patient. By writing the prescription in the

wife’s name in an amount necessary to treat her husband’s PD, you are
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defrauding her insurance company. The dollar amount may be small, but this

is legally considered fraud. If every physician engaged in similar behavior, the

costs to the insurance companies could be significant. Ultimately, such

fraudulent claims could result in increased premiums or even the loss of

coverage as companies either went out of business or refused to write policies

that covered prescriptions.

Finally, writing a prescription in the wife’s name will do nothing to solve

the larger problem of inequities in health care coverage. Indeed, such

sub rosa tactics only perpetuate these inequities by encouraging the use of

deception rather than confronting the fundamental problem of lack of pre-

scription coverage.

Opinion

I would not write the prescription as requested. Although the physician–patient

relationship is paramount, it is not without limitation. Here, the patient is

asking you to engage in a fraud and possibly a crime. As noted, the implications

of your potential action go far beyond a single prescription. As one author

observed, ‘‘Advocacy without deception is consistent with a robust conception

of the professional duty of fidelity to patients. But lying to health care payers to

obtain preauthorization or payment crosses the line.’’67

Instead, I would urge the patient to review whether they have any non-

essential expenses such as vacations that could be sacrificed instead of med-

ication. If the husband were still unable to afford the medication, I would

attempt to help him with other means of getting the medication, including

samples, pharmaceutical assistance programs, local PD support networks,

and social work. In the end, the patient may still not get the medication and

may be angry. Nevertheless, if you explain your reasoning and concerns,

most patients will understand and respect your position, especially if you

try to help them obtain the medication through legitimate means.

Daniel Kremens, M.D., J.D.

Assistant Professor of Neurology, Jefferson Medical College

A Perspective from a Social Worker

This case raises interesting practical and ethical concerns for this family that

are not uncommon in the field of medical social services these days. It would

be quite easy for a physician to object flatly to writing a prescription in

another person’s name, since this is fraud. If this were a controlled sub-

stance, such as a narcotic, this discussion would go no further. Social workers
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find creative solutions on behalf of our clients. Somewhere in our training, we

must have been told that if we fail to find a resolution for a client we are bad

advocates! The task at hand is to find a way for this patient to receive his

medications without diverting medication from his wife.

I would first determine if he is a veteran, as his age puts him in such

a demographic. If so, he might be able to take advantage of low cost pre-

scriptions through Veterans Affairs. The next option is to investigate state

programs that help seniors pay for medication. To be eligible, an individual

has to have a very low income, thereby disqualifying many. I would review

the patient’s insurance situation, and question why he does not have a phar-

macy plan (assuming that he does have Medicare). The Medicare D pro-

gram was quite confusing for seniors when it was introduced in 2006.

I relied on a nonprofit insurance counseling agency that spoke to support

groups and was willing to meet with patients individually to review all of

their options. This is especially relevant since seniors, who don’t sign up for

a D plan, are penalized financially unless they have a better plan through an

existing policy.

I would also suggest that when searching for a plan, he project his total

pharmacy bill for the year and see if it is worth paying a higher premium to

get more benefit. Carbidopa/levodopa is a relatively inexpensive medication,

as it is made in many generic formulations. Pramipexole, however, is costly.

He may be taking other medications as well. Mail order plans are often

more cost effective as one can receive a three-month supply for the same

co-payment as a one month supply.

Another avenue to check is the pharmaceutical company that makes pra-

mipexole. Many companies have programs where patients can receive med-

ications at a lower cost. For instance, Novartis has the Care Card, which is

available to seniors who have Medicare but no prescription coverage. Unfor-

tunately, with the advent of Medicare D many companies abolished patient

assistance programs so it may not be a feasible alternative except for younger

patients.

Marketing representatives from drug companies visit physicians’ offices,

frequently leaving not only branded items such as pens, but also medication

samples. These samples are used to initiate treatment as well as assist those

who have difficulty paying for prescriptions. This marketing is big business

for companies and has come under public scrutiny. Medical organizations,

academic health centers, and pharmaceutical companies have begun to

address the ethics of the practice. One consequence of the trend to limit access

of drug company representatives to practice sites is the loss of these samples.

Finally, there are programs such as the Free Medicine Foundation68 and

discount prescription cards that are widely accepted at most drugstore
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chains. These options are often for indigent seniors or those that are not

Medicare eligible.

It is a dreadful task to inform a family, struggling to make ends meet, that

there are no resources to help with the cost of medications. Hopefully, look-

ing toward possible solutions through the government, private foundations,

or pharmaceutical companies, assistance can be found.

Susan Reichwein, BASW

Program Coordinator

Parkinson’s Disease and Movement Disorder Center,

University of Pennsylvania

SUMMARY – PRINCIPLE OF SOCIAL JUSTICE

Background

The goals of this section summary are to help students (1) understand the

concept and impact of social justice in the context of health care, (2) apply

the principles of social justice in the practice of medicine, and (3) use a con-

ceptual framework to analyze the ethical and professional dilemmas con-

tained in the cases presented and in future encounters.

The roots of contemporary social justice can be traced to ancient Greek

philosophers such as Aristotle, who described the organizing principles that

underlie modern society. Pivotal among these are the principles of liberty,

equality, and the importance of each individual, concepts of justice and good,

and the good person’s aspiration to achieve the ‘‘good.’’

These principles and concepts govern the interactions among people, and

the design of the basic structures of society, such as government and other

institutions. The specific societal agreements surrounding concepts such

as liberty, the right to vote, the importance placed on the autonomy and

decision making of the individual, the rule of law and interpretation of justice

in the context of a society, define the nature of that society. These principles

and concepts are then functionally translated into laws, conventions, and

standards of behavior in society.

The goal of a society so designed is to create a framework for interactions

and cooperation among individuals, each of whom has unique skills, and

whose life is enhanced through cooperation with others. This framework of

interaction is governed by principles and rules that permit the resolution of

disagreements, and the distribution of the ‘‘goods’’ produced by society.

Social justice can be defined conceptually, and be described in the form

of the systems that deliver social justice within a society. Social justice is that

set of circumstances of existence and distribution of ‘‘goods’’ that society
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believes are the right of each individual in that society to possess or experi-

ence. In the ideal state, the social justice systems include governmental and

non-governmental institutions, professions, and individuals that assure each

individual has at least those minimum circumstances and is in possession of

those goods defined by a just society as required. When individuals or groups

of individuals are found to be in a deficient position in relation to these

circumstances or positions, society intervenes through its systems to remedy

these deficiencies. This is a component of the social contract between the

society and its citizens.

Many dimensions of the daily practice of medicine are governed by prin-

ciples considered intrinsic to social justice. The providers of health care are

a component of society’s social justice system and are thus bound by social

contract to our citizens. Current discussions and proposals to improve access

to care and fair distribution of health care resources and to eradicate dispar-

ities in health care are all social justice issues. Furthermore, patient care

delivery is also governed by guiding principles of professionalism that are

grounded in social justice, including placing the patient’s needs first, equal

respect for each patient, and the physician’s role as patient advocate.

In his pioneering work first published in 1957,69 then revised70,71 and

restated,72 John Rawls provides a modern conceptual framework for the the-

oretical construct of a just society. The role that the agreed upon principles

of justice play is ‘‘to specify the fair terms of social cooperation’’ within the

society.73 These principles are used to specify the basic rights and duties, to

regulate the benefits which arise from cooperation in society, and to allocate

the burdens required to maintain society.72

In addressing the issues of equality, Rawls affirms the equality of all mem-

bers of society as persons, and sets forth the principle that all have equal

opportunity to achieve their potential. He recognizes, however, that while all

persons are equal in their personhood and possess the same basic rights,

liberties, and privileges, all persons are not equal in their innate capability

or in the settings into which they are born. Thus, while an individual within

society may possess the right to vote, the right to think as one desires, and the

right to a job, one’s life circumstances will vary based on the nature of those

opportunities.

Society, according to Rawls and others,74 is a mutual agreement on behalf

of those within society to work together to maximize the benefit, the good,

for all. In theory, the methods used to determine the distribution of the good

derived from the efforts of those in society could differ. For instance, think

about a society constructed to maximize the aggregate benefit with no con-

sideration for the distribution of the good among those within society. In

such a society, the work of many may be optimized to produce wealth for
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a few. The production of the goods may be maximized, but their distribution

would be considered immensely ‘‘unfair’’ by those with little to show for

their efforts. Examples of this construct are a feudal society or a society where

slavery is employed.

Now imagine a society where the work of all is pooled, making use of the

special skills of each member of society, and the goods distributed equally

without regard to the contribution of the individual. The production of the

goods may again be maximized, but their distribution may be considered

immensely ‘‘unfair’’ by the high producers. Examples of this construct are

a commune or a socialist society.

Using the concept of justice as fairness as a political philosophy, Rawls

examines justice in the context of a democratic society. He outlines a princi-

ple, called the difference principle, which governs the just distribution of the

goods produced by society, taking into account the differential productivity

of those granted the gifts of intelligence, ability, and birthright, compared

with the needs of those granted less intelligence, ability, and birthright. He

proposes that the test of justice as fairness in the distribution of goods is that

when there is an incremental good distributed to the most advantaged, there

is an increase in the good distributed to the least advantaged in society. These

increments need not be equal, but an improvement of the position of the

most advantaged should be accompanied by an improvement in the position

of the least advantaged.

This dimension of Rawls’ proposition has stimulated a generation of thought,

design, and debate regarding the concept of social justice in a democracy,

and provides the conceptual basis for application theories and practical

interventions. This includes providing an elegant and relevant framework

for thought about the challenges facing American medicine and health care

today. Are the fundamental rights of individuals as equals being recogn-

ized when it has been shown, independent of access to health care and

insurance status, that delivery of certain services based on gender, race, or

ethnicity are unequal?75–78 By their very nature, given our current conceptu-

alization of justice in the United States, are these disparities unjust and

unfair?

Similarly, given the dramatic improvements in health care that have

occurred over the past forty years, would Rawls judge that the difference

principle has been applied correctly? Has the health care of our least advan-

taged citizens improved sufficiently in comparison with those who are most

advantaged? This concept of justice as fairness offers a framework for exam-

ining two of the vignettes illustrating the principle of social justice which

speak not only to barriers and bias in health care for the homeless and un-

insured, but to the perpetuation of this bias.
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Medical students, with supervision by a core of like-minded residents

and faculty, provide one of few avenues to health care for the homeless. This

care is important not only for the patients, but also for the students. Accord-

ingly, effective July 1, 2008, the Liaison Committee on Medical Educat-

ion standard IS-14-A was amended as follows: ‘‘Medical schools should

make available sufficient opportunities for medical students to participate

in service-learning activities, and should encourage and support student

participation.’’79 As described by Plumb and Pringle in Chapter 2, the refusal

of some physicians to provide specialty services clashes with the ideals

and classroom lessons about professionalism. In fact, this behavior enables

a negative ‘‘hidden curriculum’’ that results in cognitive dissonance, and

serves to build cynicism in some and elitism in others.

In their commentaries about the Latina with no insurance who presents

late with severe bleeding due to an ectopic pregnancy, Brincat and Fortier in

this chapter explore not only the impact poverty and ethnic bias has on health

care, but also the hierarchical challenges of the medical education environ-

ment. The fear this patient experiences in seeking care collides with the cal-

lous, bigoted words of the faculty who proposes involuntary sterilization. This

critical incident in the education of this resident challenges her medical,

ethical, and professional essence. It is fair to say that Rawls would think that,

for the patients who inspired these vignettes, we have failed to provide our

least advantaged citizens with sufficiently comparable health care.

So how much improvement for the least advantaged is required in order to

assess that distribution of improvement to the most advantaged is just? Since

inequality in the distribution of goods is accepted in his construct, how

unequal is still just? Here Powers and Faden propose a useful framework.

In their treatise Social Justice: The Moral Foundations of Public Health and

Health Policy,80 they offer the premise that in a real-world, non-ideal setting,

one must look at the consequences of the impact of unequal intellect, opp-

ortunities, and birthright, as well as the impact of society and its structures,

on the individual in order to determine the practical issue of whether the

individual is realizing justice in their daily life. They posit that a just society

provides, at a minimum, for the ‘‘well-being’’ of each of their citizens. In this

model of the social contract between citizens (of, in our case, the United

States) and society, they identify six domains of personhood that must be

examined in order to assure that the individual is in a state of well-being

and that justice has been realized. These domains are:

1. Health – Defined in the broad sense not only of access to health care

services, but extended to the personal perception of health of the

individual.
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2. Personal Security – The ability to go about one’s daily activities with-

out fear of physical or emotional violence.

3. Reasoning – The ability and opportunity to reason and to apply that

reasoning in life circumstances.

4. Respect – To be treated by others with respect and to have the oppor-

tunity, through life circumstances and the manner in which they are

treated by others, to develop self-respect.

5. Attachment – The opportunity to form personal relationships; an

essential element of human existence is the social nature of human

beings.

6. Self-Determination – The right and opportunity to make decisions

about one’s own future.

Powers and Faden make the important observation that the dimensions of

well-being interact, and that deficiencies in any one of these areas may have

significant adverse consequences in any of the other essential domains.

What are the implications for physicians? One is obvious, and at the core of

American medicine: The health of the individual is one of the essential dimen-

sions of well-being, and required of a society characterized by social justice.

Indeed, it is society’s justice-based interest in the health of each individual

that compels the contract between society and the profession of medicine

and the other healing profession, nursing. This understanding that health is

an essential component of well-being required for each member of society is

also the reason that many professional organizations have argued for univer-

sal insurance coverage or at least catastrophic coverage for all citizens.

Of equal import is the observation by Powers and Faden that health is but

one of the domains of personal well-being in a just society. The interactions

of these determinants underscore the responsibility of the physician,

along with other members of the health care team, to address these issues,

whenever possible, in order to return the individual to health. Figure 5.1

presents a schematic representation of the responsibility of each physician,

in interacting with the patient through the other five dimensions of well-

being. Although these other dimensions may be less evident in the daily work

of many physicians, on occasion the physician is the first or only person to

identify one of these deficiencies, creating an opportunity for action.

Review of the Cases and Commentaries

Several of the vignettes in this section illustrate potential damage to a person’s

well-being that can come when health care is thwarted by negative interac-

tions in other domains. In their commentaries about the two-year-old child
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with an elevated lead level, Wright, Tsou, and Wear highlight the interface

between health and respect. The repeated requests to the child’s mother,

a banker who also is African-American, for a Medicaid card, raises the ugly

specter of racial discrimination, although this may have been simply incom-

petence. This lack of respect sets the stage for diminished trust in the parent–

patient–physician relationship and has the potential to compromise the health

of her child.

The links between health and attachment frame the commentaries by

Tsou and Akhtar about termination of psychiatric care for a bipolar patient

who cannot pay for treatment and has lost this employment benefit. It

is painfully clear that this loss of attachment threatens the health of this

individual. He is one of the many millions of people who cannot gain or

sustain access to care, which prevents development of the sustained pro-

ductive patient–physician relationship so crucial to anyone living with

chronic disease.

The patient with Parkinson’s disease is struggling for self-determination

when he requests that his physician write a prescription for him in his wife’s

name because she is the one with insurance coverage. In their commentaries,

Kremens and Reichwein show empathy for this man and his struggle and

seek an individual ‘‘work around’’ solution to serve justice for one, while

refusing to violate the law. They re-affirm the principle that physicians, under

ordinary circumstances in the United States, should not violate laws in their

attempt to meet the health needs of a patient. They should use every oppor-

tunity at their disposal, including the involvement of a social worker and

Figure 5.1. Domains of Well-Being Pertaining to Issues of Social Justice
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other members of the health care team, to craft a legal solution to the

patient’s needs.

It is altruism that is at the heart of the struggle explored by Rabinowitz

and Eanes (in Chapter 2) in their probing commentaries about career

choice. This student’s calling to pursue medicine and commitment to rural

family practice is pitted against the economic realities of medical student

debt and unequal physician pay. According to the Association of American

Medical Colleges, if this student finished medical school with the 2007 mean

educational debt, she will graduate with $139,500 in loans to repay. As of 2006,

the mean annual income of practitioners in ophthalmology was $300,000, in

family medicine $170,000 and likely to be lower in rural areas.81 There have

been small market-driven increases in compensation due largely to the grow-

ing shortage in availability of primary care physicians.82 The decisions made by

medical students about career choice and residents about practice location

and hours do raise serious concerns about access to care for all.83

An elegant example of the dynamic state of justice as fairness in society is

explored by Weitz and Gorman in their commentaries about appropriate

diagnostic and therapeutic intervention for coronary artery disease in

women. It wasn’t until the 1980s, led by the Coronary Artery Surgery Study

and others that gender differences in the clinical presentations of coronary

syndromes began to emerge. In 1986, new NIH guidelines called for inclusion

of women in clinical trials, opening the doors to discovery. As late as 1990,

prominent women in Congress, including Senator Olympia Snow, spoke to

the need for better compliance with this mandate as women were still being

excluded from studies of aging, heart disease and AIDS. Here, the issue of

gender bias mixes with the boundaries of science and the time lag between

discovery and standard of practice, resulting in unequal treatment based on

gender to persist.

Connecting Social Justice, Professionalism, and the

Individual Physician

The promise that each physician makes in public in reciting the Hippo-

cratic Oath extends the contract between society and the profession to each

individual physician and is implicit in every patient–physician interaction. It

is the public promise to place the needs of patients above self-interest. As

such, professionalism is the basis of the profession’s contract with society.84

At an individual level, primacy of patient welfare is what Pellegrino85 calls

‘‘effacement of self-interest,’’ and others call altruism.86 It involves doing the

right thing for the right reason, even when not in the physician’s own best

interest. From this quiet, persistent, individual, and collective bravery flows
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all the other virtues and attributes of professionalism. Honesty, truth telling,

integrity, compassion, respect, commitment to excellence and lifelong learn-

ing, all spring from that pledge that physicians make to put the needs of

others above self.87

Trust is the mortar that unites the members of society with the profession,

and effacement of self-interest is the cornerstone of the profession of med-

icine and its relationship with society.88 It is through this relationship that

physicians become agents of social justice, ministering to the sick and infirm

to fulfill society’s promise to all. It is through this relationship that, at a min-

imum, the six dimensions of well-being would be met at a level that would

satisfy Rawls’ theoretical difference principle, and would meet Powers and

Faden’s definition of well-being.

It is logical to ask: What should be the minimum level of the distribution of

the good to the least advantaged in our society? More specifically, what would

constitute a satisfactory minimum level of health and health care services? To

these questions, we offer the following opinion. The definition of the mini-

mum level of health and health care services for each member of our society

is a dynamic and positively changing one, and is rightly governed by society

through its political processes and the application of the principles of justice.

Health care is not static; inexorably, it is moving forward.

As health care offers greater promise of cures and palliation while extend-

ing lifespan each year, so too must the promise to the least advantaged grow

and expand. It is the ethos of physicians to provide as much as possible for

their patients, regardless of their social or economic standing in society. At

some juncture, a just society makes choices regarding both the distribution of

the good (health care services), the availability or level of services to its citi-

zens (services available to all), and how the burden of maintenance of this

social structure will be allocated (economic sustainability). As discussed by

Tsou in the psychiatry vignette in this chapter, our society has made this

determination for subsets of the population: the very poor, the severely dis-

abled, persons over the age of sixty-five and some less advantaged children.

The rest of our citizens are still waiting.

Physicians are personally involved in the delivery of services required in

order to maintain one or more of the six domains of well-being. Physicians

must also be watchful of the interaction of health with the other dimensions

of well-being, given their role and responsibility as agents of the profession,

and the fulfillment of their personal and collective commitment to the mem-

bers of society.

Medical students are the future of the profession of medicine. That future

also holds the promise for taking action to construct a socially just health care

system. Medical educators in alliance with students can be a force for changing
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and creating a better learning environment that takes advantage of countless

opportunities to educate about social justice: informal conversations, formal

discussions, defined curricula, blogs and webinars, grand rounds, public

forums, conferences and national meetings, white coat and graduation cere-

monies, and sponsored activities by the Alpha Omega Alpha Honor Medical

Society and the Gold Humanism Honor Society. That environment also

encompasses many individuals whom physicians interact with and learn from

throughout their professional careers, for example patients, peers, colleagues

in other professions, faculty, institutional and community leaders, the public,

legislators, and policy-makers. As sociologist and civil rights leader W.E.B.

Dubois reflected, ‘‘Education must not simply teach work – it must teach life.’’

An innovative platform for understanding social justice that incorporates

advocacy and participation can empower medical students to take action

and become doctors who adhere to a set of public roles and professional

responsibilities as physician-citizens.89 Successful advocacy requires clarity

of purpose, good data, and effective strategies that are grounded upon pro-

moting the skills and attitudes of good citizenship in medical education.90

Examples of practical educational strategies to promote social justice across

all learning environments in medicine include:

� Reviewing/revising the medical school’s mission statement to ensure its

relevance to social justice

� Stimulating recognition and discussion of the meaning and applicability

of the social contract in health care and contemporary society

� Improving access to health care by documenting real-life experiences to

better understand and educe fair distribution of health care resources in

the context of rising health care costs

� Collaborating to improve systems of care by actively applying the prin-

ciples of social justice and the essential domains of well-being in the

practice of medicine

� Inspiring an institutional or outreach initiative addressing health care

disparities to improve social justice in the community

� Motivating a local or national medical society to act on issues that

advance justice as fairness

� Perpetuating the spirit of volunteerism as a life-long professional res-

ponsibility and commitment to social justice

� Advocating for social justice by serving on a political action group, par-

ticipating in a petition or letter writing campaign, or engaging in another

form of public activism

� Working on a local or national campaign for a candidate or legislation

dedicated to advancing social justice in health care
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CONCLUSION

The commitment we nurture during medical school to care for the least

advantaged must transcend throughout one’s career. We must never mistake

enlightened self-interest for altruism. Only through an enduring commitment

to all members of society, both the advantaged and disadvantaged, can the

profession of medicine be true to its responsibilities as an instrument of social

justice in a democratic society. Whether through insights into the well-being

of each patient, or advocacy in the design of societal institutions and the

application of the difference principle on a national policy level, physicians

must keep their focus on the health of all citizens. It is a privilege to serve the

public, one person at a time. This is the legacy of medicine; it is the profes-

sion’s responsibility freely taken and pledged at graduation, ‘‘on our honor.’’

Thomas J. Nasca, M.D., MACP

Chief Executive Officer

Accreditation Council for Graduate Medical Education

Professor of Medicine

Formerly the Gertrude M. and Anthony F. DePalma Dean (2001–2007)

Jefferson Medical College

Linda L. Blank

Vice President, The Culliton Group, Washington, DC

Robert G. Petersdorf Scholar (2006–2007),

Association of American Medical Colleges, Washington, DC
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6 Commitment to Honesty with Patients

Cases and Commentaries

HONESTY WITH PATIENTS – ADULT PRIMARY CARE

Following an episode of rectal bleeding, a fifty-six-year-old man is diagnosed

with metastatic colon cancer. His family physician of the past thirty years

reflects on this case. Upon review of the patient’s outpatient records, he realizes

that fifteen years ago he noted that the patient’s father had colon cancer di-

agnosed in his sixties, and the physician wrote several entries in the chart that

the patient was to have a screening colonoscopy at age fifty. The patient has

been seen five times in the past six years (for treatment of upper respiratory

infections and check-ups) and the physician now realizes that he never rec-

ommended a screening colonoscopy to him.

A Perspective from a Primary Care Physician

Clinical Background

For colon cancer screening, many of the national professional organizations,

including the American Cancer Society and the U.S. Preventive Services Task

Force, recommend the following screening options for average risk individ-

uals starting at fifty years of age: fecal occult blood testing annually, flexible

sigmoidoscopy every five years, annual fecal occult blood test plus flexible

sigmoidoscopy every five years, double contrast barium enema every five

years, or colonoscopy every ten years. Each one of these tests or combination

of tests has different sensitivities and specificities.1 Colonoscopy is the ‘‘gold

standard’’ for screening. It is estimated that 10 percent of polyps greater than

1 cm in diameter become malignant within ten years, and about 25 percent

become malignant after twenty years. It is possible that this patient may have

had a significant polyp at age forty-one, and it could be argued that he should

have undergone his first colonoscopy then, not at age fifty. Perhaps the family

physician was not aware of this.
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It is a reasonable assumption that if one follows the guidelines for colo-

rectal cancer screening, most premalignant, adenomatous polyps can be

detected and advanced colorectal cancer prevented in the average risk pa-

tient. Most recommend that those with higher risk get screening earlier and

possibly genetic testing and counseling.1 The patient’s father having colon

cancer in his early sixties places him in a higher risk category. The father’s

medical history of cancer was obtained from the patient when he was forty-

one years of age, and at that point the family physician recommended

screening colonoscopy at age fifty. Since he wrote it in the chart several times,

one assumes he also shared that recommendation with the patient.

Professionalism Considerations

The family physician served as the patient’s personal physician for thirty

years. This suggests a trusting relationship. It was unclear why there was

no follow-up to the written recommendation for screening colonoscopy at

age fifty. This could possibly be related to poor charting by the physician and

the lack of timely ‘‘flagging’’ of a recommendation. Installing an electronic

medical record system (EMR) would make it much easier to follow up on

preventive services. The EMR can serve as a reminder for both the patient and

physician for time-sensitive recommendations.

It is also unclear why the patient did not follow up on the physician’s

recommendation, which, if included in the chart, was probably shared

with him. It could be argued that the patient had a shared responsibility

for follow-up. Perhaps he denied potential colorectal cancer as a risk for

himself, or perhaps he was concerned about the cost of colonoscopy, the

preparation, and the potential risk associated with such an exam. One might

expect he should have recognized how serious cancer of the bowel is, for his

father had colon cancer. In a contractual type of doctor–patient relationship

there is a shared responsibility for care, whereas in the paternalistic type of

relationship the patient expects and accepts the physician’s recommenda-

tions every step of the way. This can also absolve a patient from his own

responsibility.

Unfortunately, failure to follow up on a screening recommendation

resulted in the patient’s presenting with rectal bleeding and metastatic can-

cer at age fifty-six. It is safe to say that undoubtedly the family physician

recognized the oversight, and the patient and his family may have as well.

The family physician should go back and examine the patient’s chart to de-

termine what went wrong and how it could have been avoided. It might also

be of some value for him to review the literature for the risk of colorectal

cancer in first degree relatives and when and what screening/preventive

measures should be taken.
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Now that the patient has advanced colorectal cancer, a difficult issue for

the family physician to consider is whether or not he should sit down with the

patient and his family to discuss how the oversight occurred. As with all such

discussions, there are potential benefits and harms, and the physician must

weigh these in each individual situation, always keeping the patients’ best

interests as paramount. Oftentimes, this is best accomplished with gentle,

probing, open-ended questions, in order to assess what the patient would like

to discuss. A hazard associated with this is the possibility that neither the

patient nor his family may want to relive or hear this, particularly realizing

that the patient also knew about the screening recommendation and did not

follow up. At least initially, some patients do not like to look back, but rather

are focused on the immediate problem and the future. Raising the issue could

just make them feel worse and result in pointing fingers to blame. In other

words, the physician could do harm. Therefore, it may be best not to raise the

issue unless the patient seems to want to address this and asks specific

questions. Then the physician must be completely honest and open. The

long relationship and trust between the patient and his family physician de-

pend upon this. Once the patient doubts the physician’s veracity, it will be

difficult for him to believe anything the physician tells him about his illness.

Participating in his chronic care and maintaining hope would be impossible

if the patient did not trust the physician. Bok sums this up by pointing out

that patients who are lied to are resentful, disappointed, and suspicious. They

feel wronged and are wary of new overtures. On the other side of the relation-

ship, Bok points out that physicians who lie find that subsequent lies come

more easily, psychological barriers wear down, and the ability to make moral

distinctions can coarsen.2

Some physicians are hesitant to be open for fear of a malpractice suit. The

current tort system built on a personal fault foundation is very threatening to

physicians. A no-fault system, where avoidability rather than negligence is

considered, could alleviate this and allow one to look at medical errors in an

organized, open aggregate manner. This could lead to more constructive

recommendations for the overall improvement of care.3 Openness may not

always prevent a malpractice suit, but, should it occur, the physician will

have acted in a much more professional manner than if he attempted to

conceal the truth.

Opinion

As a family physician I would attempt to provide a supportive role by answer-

ing all questions in a direct manner, coordinating the patient’s care, support-

ing the family, and continuously promoting an optimistic and hopeful

atmosphere. Rather than sit down with the patient and attempt to cover
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the entire scenario in one visit, I would rather schedule frequent visits to see

how the patient and his family’s reaction to this illness would unfold over

time. I would attempt to work very hard to do no harm, and would try to

maintain a positive balance between risk and benefit. I would be quick to use

consultation when needed – both to help me realize what might be best for

the patient, and also to reassure the patient and the family that he was

getting the very best care.

Paul Brucker, M.D.

President Emeritus, Thomas Jefferson University

Professor of Family and Community Medicine,

Jefferson Medical College

A Perspective from a Bioethicist and Attorney

In reflecting upon this vignette, I wanted to address a couple of initial con-

cerns. A traditional critique of bioethics is that it often reduces ethical issues

to ‘‘quandary ethics.’’ What should we do in a certain case? What is the best

solution? With the growth of professionalism as a movement within medical

education, I would like to avoid reducing professionalism to ‘‘quandary pro-

fessionalism.’’ Rather, striving for professionalism means taking seriously the

virtues that the Accreditation Council for Graduate Medical Education out-

lines: ‘‘respect, compassion, integrity, responsiveness, commitment, and ex-

cellence.’’4 The details of this case are too thin to adequately reflect on all of

the aspects of these virtues, but we can try to address the following questions:

1. What does respect for the patient mean here?

2. What does integrity demand of the physician?

3. Is the physician compassionate?

4. Has the physician been sufficiently responsive?

5. What kind of commitment does the physician have?

6. How can the physician show excellence?

Respect and integrity go hand in hand. Respect suggests that the physician

will not manipulate the patient for his or her own means. Integrity suggests

that the physician will not deceive the patient. Compassion means that the

physician will want to do what is of benefit for the patient. Responsiveness

demands that the physician will not neglect important duties but address

them in a timely manner. Commitment calls for a greater obligation of caring

that may create some hardship on the physician. Lastly, excellence demands

more than what is customary.
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In this vignette, we have a physician who has been committed to his pa-

tient for three decades. Such a long-standing relationship is increasingly rare

in health care, so it’s a true testament to both the physician and patient that

such a relationship has lasted for so long. Discovering that his patient has

metastatic colon cancer requires a great deal of compassion from the physi-

cian toward his patient. Such compassion, however, may be mixed with his

own feelings of potential inadequacy and guilt. Does he blame himself for the

fact that this patient did not receive adequate screenings earlier? Did he not

have an effective reminder system? Does he feel that he did not adequately

respond to his patient’s needs earlier, perhaps averting such a terrible out-

come for this patient? Unfortunately, such mistakes are not uncommon in

health care. As the Institute of Medicine report To Err Is Human noted, tens of

thousands of patients lose their lives every year due to medical mistakes.5

A great strength of professionalism is that it asks physicians to reflect upon

their calling as healers and not just disease managers. A great weakness is that

it presumes that the physician is the only person who is responsible for the

care of the patient when in fact it’s a team of individuals who are caring for

the patient. A blame-oriented culture would try to punish this physician –

why didn’t you do this screening? Alternatively, a culture of professionalism

and patient safety would create a system where easy-to-commit human

errors are prevented.

Recently, a guest speaker at our medical school, in a discussion of the topic

of patient safety, mentioned that physicians still think of health care as a cot-

tage industry when in fact it is a $2 trillion industry. Moreover, he stated ‘‘this

system for patient safety has total reliance on individual responsibility and

individual perfection. The reason it doesn’t work is no one is perfect.’’6 This

comment reflects a challenge for the professionalism movement – just fo-

cusing on physicians’ behaviors is not enough. Rather, professionalism

means everyone involved in the care of the patient has to be on the same

page. Even the most vigilant and caring physicians make mistakes. A health

care system that is serious about professionalism must ensure that there are

fail-safe mechanisms in place. Thus, having an EMR system that regularly

reminded the physician about colonoscopy screenings might have prevented

this tragic outcome.

Lastly, admitting mistakes and expressing genuine remorse is an ideal that

addresses all of the concerns I have outlined. As ethicist John Banja has ob-

served, patients want a heartfelt apology when a medical error has occurred.7

Such an acknowledgment by a physician to a patient should sustain the trust of

the patient. Although there is always the fear of litigation with such an apology,

the consensus among physicians and ethicists is that physicians should dis-

close errors rather than cover them up. Admitting a mistake not only requires
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humility but some measure of courage. The goal of professionalism and pa-

tient safety is to ensure that fewer mistakes are committed and that then when

they do occur, physicians and other health care professionals have the ability

to express regret in a non-punitive environment. This is what patients want

and presumably what the patient in this vignette would want as well.

Kayhan Parsi, J.D., Ph.D.

Associate Professor of Bioethics and Health Policy

Neiswanger Institute for Bioethics and Health Policy

Stritch School of Medicine, Loyola University

HONESTY WITH PATIENTS – PEDIATRICS

A ten-year-old girl is receiving chemotherapy for sarcoma that was diagnosed

last year. The family moves to another town and have their first visit with the

pediatric oncologist. During a discussion with the family about the care of the

patient, it becomes evident that the child does not understand she has cancer.

The parents are concerned that if their child learns of the diagnosis, she may

become overly anxious, since her grandfather recently died of cancer.

A Perspective from a Pediatric Oncologist

Clinical Background8

Ewing sarcoma is the second most common type of malignant bone tumor in

childhood. Treatment consists of combination chemotherapy with surgical

resection or radiation for control of the primary tumor. The treatment is in-

tensive and extends over a period of almost a year, during which patients spend

a great deal of time in the hospital, isolated from their peers. There are also

many serious side effects. Short-term effects include profound myelosuppres-

sion which can result in life-threatening infection or bleeding, nausea, vomit-

ing, mucositis and alopecia among others. Long-term effects may include

cardiomyopathy, infertility, and second malignancies as well as significant

orthopedic impairment depending on the location of the primary tumor. De-

spite all of this, long-term disease-free survival for patients with localized dis-

ease approaches 70 percent. Ewing sarcoma can metastasize, most commonly

to the lungs but also to other bones. The outlook for patients with metastatic

disease is much poorer, with less than 30 percent long-term survival.

Professionalism Considerations9–11

It is not uncommon for parents of children newly diagnosed with cancer to

try to protect their child from learning their diagnosis. They are experiencing
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intolerable anguish as they are bombarded with terrifying information. What

parent would wish to expose their child to such pain? However, a doctor’s

primary responsibility is to the patient. For pediatricians, the unique, sym-

biotic parent–child bond necessarily blurs that primary relationship, but it

remains the physician’s duty to respect the child’s individual rights at a de-

velopmentally appropriate level.

Cancer will dramatically affect virtually every aspect of life for the child and

family. The child will realize that something is seriously wrong in the face of

such disruption. Even if the child is not directly informed of her diagnosis,

she will read its implications on her parents’ worried faces. Kept in the dark,

the child may believe that her situation is hopeless and that she will certainly

die. Why else would the parent avoid telling the truth? If open lines of com-

munication are not established between parent, medical team, and child, the

child may be afraid to ask questions or express emotions for fear that the

answers will be too scary, or that they will upset the parent. In the case de-

scribed, although the diagnosis is serious, there is effective treatment and

chances are good that the child will recover. It is likely that the child’s imag-

inings would be far worse than the truth.

Children with cancer are treated in specialty centers where they will be

surrounded by other children with cancer and their families. In addition to

their primary treatment team, there will be many specialists, trainees, tech-

nicians, and housekeeping personnel who will enter their room and interact

with them. Even if the child does not figure out on her own that she is

being treated in a cancer ward and therefore must have cancer, it is virtually

inconceivable that someone – another patient, visitor, or staff member –

would not let slip to the child that she indeed has cancer. In addition,

a ten-year-old would likely have had enough exposure through the media

and other interactions to recognize that people who get sick and lose

their hair have cancer. The child would then learn her diagnosis without

access to accurate, and potentially reassuring, information and emotional

support. The news may be more frightening to the child than it was for

the parents, who were told in a setting where they could be supported by

physicians, nurses, and social workers. Children often have misconceptions

about cancer. They often feel guilty, thinking that they somehow brought it

on themselves by being ‘‘bad.’’ They may believe that their cancer is conta-

gious and thus avoid friends or siblings in fear of making them sick. In

the absence of open communication, these misconceptions will not be

addressed.

Children learn from infancy to trust their parents, and trust is fundamental

in any successful physician–patient relationship. If a child finds that critical

information was withheld by their parents and physician, her ability to trust
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those individuals will be compromised. She may not be able to believe reas-

suring information, such as news that the treatment is working, or that the

pain will be relieved.

Patients are active participants in their own care. They must comply with

their medications and treatments, and report symptoms so that side effects

can be identified and managed appropriately. An understanding of why

a treatment is being carried out and what to expect from it is essential for

the patient to be an effective participant.

Understanding what motivates a family’s request that information be

withheld is essential. In this case, the child recently experienced the death

of her grandfather from cancer. The parents worry that if the child learns

that she has cancer, she will believe that she too will die. I would argue that it

is even more important in this situation that the child be told the truth.

It can be explained that ‘‘cancer’’ is not a single disease, but rather a general

term for many different disorders that behave very differently, and

that whereas the grandfather’s disease could not be cured, the child in

fact has a very curable illness and should expect to recover. The child can

then be offered the opportunity to meet other children who have survived

cancer.

Opinion

Certainly children are different, depending on their developmental stage and

level of anxiety, in terms of how much information is appropriate. Although I

strongly encourage families to be honest and provide accurate information,

I rely on the child and family to guide me in terms of how much detail to

provide. The ten-year-old with Ewing sarcoma must know the name of

her disease and be aware that it is cancer. She must know she did not cause

it, could not prevent it, and that it is not contagious. She must understand

that her disease is curable, that we expect and hope that she will get well, but

her life will be significantly altered for awhile. She should be told in general

terms about the treatment and expected side effects. She must be informed of

any procedures or surgeries that will be done and what measures will be

taken to prevent discomfort. I would tell her family that I would not be able

to care for her effectively if she were not given at least this amount of

information.

One need not be brutally honest. The child does not need to be present for

the lengthy consent discussion with the family where every possible side

effect is described in detail. Allowing the parents some opportunity to meet

with the oncologist alone gives them the freedom to ask their most difficult

questions without concern for scaring the child. However, if a child asks

a question, it should be answered with honesty. For instance, I might not
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choose to tell this newly diagnosed child with Ewing sarcoma that she could

die from her disease. If she asked me, I would tell her that although we did not

expect her to die and that we expect treatment will prevent death, that indeed

some children do die from this disease.

Convincing parents to be honest with their children is often a gradual pro-

cess requiring many conversations with different members of the health care

team. It is important to avoid jeopardizing a relationship with a family early

on by becoming too confrontational over this common issue. Often once they

themselves reach an understanding of the diagnosis and learn to trust the

providers, the parents will accept the child’s need to know, and information

will begin to flow naturally.

Robin Miller, M.D

Division of Hematology-Oncology

Alfred I. duPont Hospital for Children

Wilmington, DE

A Perspective from Parents of Medically Fragile Children

Our experience as parents of seriously ill children is that, all too often, physi-

cians respond negatively to us when we disagree with or question their

recommendations. They often do not adequately try to understand our per-

spective or patiently try to explain their reasons for recommending a course

of action that we are hesitant or unwilling to endorse. We have often been left

feeling abandoned or forced to accept a course of action we are neither

comfortable with nor fully understand.

These parents may be advocating for a decision that may not appear to

be in the best interest of the child. Yet their reasoning needs to be un-

derstood as the physician helps the family to make the right decision for

their child. In this case, there may be many underlying reasons for the

parents’ decision not to tell their daughter her diagnosis. One reason

may be a version of denial. By not telling her, it is somehow less true or

real. They may not be ready to provide the support she would need upon

hearing her diagnosis and prognosis until they receive it themselves. An-

other reason might be that they do not want to tell her such bad news

without being able to reassure her that everything will be ‘‘OK.’’ Possibly,

they do not fully understand her prognosis and their fears may be over-

blown due to their lack of knowledge. They may need time and assistance

to process the fact that they may not, ultimately, be able to reassure her

that all will be fine. Finally, for their daughter, whom they know better than

the treating clinicians do, it might be a terrible mistake for her to know.
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She might become so frightened and hopeless that her course of illness

would actually worsen. Until these, and other possibilities, are clarified it

would be inappropriate for the physicians to impose their preference on

this family.

We feel that the key issue for the treatment team is understanding the

myriad of confusing and painful feelings that this family is experiencing. This

understanding is the foundation for discussions about whether and how to

inform the child about her cancer. The parents are scared and are facing the

most painful experience any parent can face, that is, their inability to assure

the safety and well-being of their daughter. Their motivation is purely to act

in a way to protect their child. They are facing this horrific situation with no

preparation and tremendous fears. It is critically important that the treating

physicians understand the parents’ motivations and establish a relationship

with them to help them assist their child in the most appropriate manner.

A critical error would be to allow the situation to proceed in a manner in

which the physicians and the parents take opposing positions allowing

a power struggle to emerge. The decisions and strategy of the treatment team

in addressing this issue will determine whether the family and the medical

team are aligned so that together they can develop a plan that offers the best

chance for recovery. Tension between the treatment team and family over

whether to inform the child of her cancer needs to be avoided because it will

detract from the effectiveness of the treatments offered.

What would help this family and child most with this issue is for members

of the treatment team to reach out to the family to understand what this

medical situation means to them. This illness does not exist in a vacuum

but, rather, in a broader familial and societal context. The most effective

treatment takes that broader context into account when developing a clinical

plan of action. One difficulty may be the treating team’s discomfort with

addressing issues relating to the emotional functioning of the child and her

family. In this case there may still be unresolved issues relating to the grand-

father’s death that need to be explored.

Overall, as parents, we must stress that the treating team needs to be

patient and compassionate and understand these issues in their broadest

context. The efficacy of the treatment offered to this child will be the result

of the combination of the medical care provided and the support and in-

volvement of the family. The clinical outcome will be optimized by assuring

that the child and the family’s emotional needs are understood and met and

the family is supported in their efforts to care for their daughter.

Michael Golinkoff and Elizabeth Kramer

Bala Cynwyd, PA
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HONESTY WITH PATIENTS – PSYCHIATRY

A fifty-four-year-old woman, placed last year on the antipsychotic drug olan-

zapine (Zyprexa) for her schizophrenia, develops diabetes. After the diagnosis

of diabetes is made, the patient is agitated and at her next visit with her

psychiatrist, she questions why this side effect of olanzapine was not men-

tioned when the drug was initially prescribed.

A Perspective from a Psychiatrist

Clinical Background

Whenever treatment options are being discussed, the physician is obligated

to make full disclosure to the patient.12–14 The only exceptions to this rule are

when (1) the patient is unconscious and harm from failure to treat is immi-

nent; or (2) disclosure poses such a serious psychological threat of harm to

the patient that disclosure would be medically contra-indicated.15

There are many reasons why a physician may not fully disclose informa-

tion in any given situation, and disclosure should be tailored to each unique

situation. One reason is that physicians may be reluctant to fully disclose side

effects out of fear that the patient may refuse the proposed intervention.12

However, it is not accepted practice to remain silent in order to ensure that

the patient will consent to treatment.15

When disclosing information to obtain informed consent, three areas are

involved: information (from the physician), decisional capacity (on the part

of the patient), and voluntarism (on the part of the patient).16

Professionalism Considerations

In this particular case, it is presumed that the patient was psychotic in order

for an antipsychotic drug to be prescribed. This particular issue complicates

this case, as the decisional capacity of the patient may have been compro-

mised. In light of the paranoia, it might have been very difficult (if not im-

possible) for the patient to trust the physician (or anyone), and this may have

affected the physician’s decision to withhold information from the patient.

Deciding if a patient has the capacity to make his or her own decisions is

often a very difficult task, especially in psychiatric matters, where the treat-

ment options are not shared with the family without the patient’s consent.

This is different from medical illnesses, where a surrogate can make decisions

until the patient’s physical situation improves to the point where the patient

can then take over decision making.

As a result, psychiatric patients often are caught in the gray area of having

diminished mental capacity, but needing treatment for that diminished
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mental capacity and there being no way to gain consent for that treatment

without a court order. This is another reason why the physician may have

withheld information from the patient at the time of initial treatment.

Opinion

In my opinion, when the psychotic patient is offered treatment, the psychi-

atrist must make a decision as to how much and what type of information the

patient can understand and assimilate.13,17 If the symptoms are serious

enough that the psychiatrist feels that the treatment must be initiated (for

example, a paranoid patient pointing a gun at a perceived threatening per-

son), then the psychiatrist may only tell the patient that the medication will

help the patient feel better (less anxious, less angry, etc.). Those things are

true, but it does not give the whole story.

As soon as the patient had improved to the point where the details of the

treatment can be understood and a reasonable decision can be made, then

the physician should have discussed with the patient the entire scope of the

proposed treatments and possible side effects. If the patient at that time

consented to take the medication, the physician could have provided nutri-

tional and lifestyle information to the patient so as to minimize the effects of

the drug being prescribed, such as the increased risk of diabetes. After this

discussion occurred, the patient and physician are working together, both

with the same information.

Josephine Albritton, M.D.

Assistant Professor, Department of Psychiatry and Health Behavior

Medical College of Georgia

A Perspective from a Health Consumer Advocate

Whenever I read that yet another drug that has been on the market for many

years is found to have a major adverse effect, I wonder how the prescribing

doctors inform their patients. Do they call each one immediately? Or do they

wait until the patient comes in for the next follow-up visit? My question

became less abstract recently when my husband read about a warfarin vs.

aspirin trial, published in the New England Journal of Medicine and reported

in the local paper. The trial participants with intracranial arterial stenosis had

been randomly assigned to take either warfarin or high-dose aspirin for

nearly two years. Those, like my husband, who were on warfarin had more

than twice the rate of death, major hemorrhage, heart attack and sudden

death than those on aspirin. We didn’t wait for a call or the next visit. His
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stroke specialist was contacted immediately and his warfarin was changed to

aspirin.

Perhaps the fifty-four-year-old woman in this case study was agitated

because she recently learned that the diabetes–Zyprexa link had been known

for many years before her own diagnosis. A 2006 news report revealed that

the pharmaceutical company Eli Lilly inappropriately promoted Zyprexa

to primary care physicians.18 According to the claim, in late 2000, Eli Lilly’s

own marketing documents disclosed that the company began a campaign

instructing its sales representatives to suggest that doctors prescribe Zyprexa

to older patients with symptoms of dementia (an off-label use). Documents

also showed that Lilly encouraged primary care doctors to treat the symp-

toms and behaviors of schizophrenia and bipolar disorder even if the doctors

had not actually diagnosed these diseases in their patients.18 By March 2008,

Lilly paid $1.2 billion to settle 30,000 lawsuits from people who claimed they

had developed diabetes while taking Zyprexa.19

In time, Zyprexa carried a prominent warning from the FDA, saying that

the drug should not be prescribed for dementia or dementia-related psycho-

sis because it would increase the risk of death in older people. And by 2007,

Zyprexa carried the warning about the risk of diabetes. Still, sales of Zyprexa

continued to rise. In 2007 Zyprexa became Lilly’s best-selling product with

$4.8 billion in sales.19

In the story of Zyprexa, I see several depressingly recurrent themes asso-

ciated with many over-marketed drugs (Vioxx, Neurontin, and Procrit to

name a few), years after it goes on the market. Zyprexa appears to have

harmed some people (but we don’t know how many); FDA warnings didn’t

make much of a difference; off-label use is common; a head-to-head trial

showed it is not much better than older, less expensive competing drugs;20

the pharmaceutical company initially denied knowing of the potentially se-

rious risks; and a lawsuit uncovered in-house documents showing that the

company officials did, in fact, know about the risks.

When we started our Center for Medical Consumers (http://www.

medicalconsumers.org/) in 1976, it was a dark era of medical information

for the public. With a few notable exceptions such as oral contraceptives, no

written information came with prescription drugs. The Physician’s Desk

Reference, now available in most public libraries and bookstores, was only

for doctors. One of the first things we did was open a free medical library to

the public. A steady stream of people came in for a variety of purposes, but

looking up drug side effects was always a major draw. We heard many com-

plaints from people who said their doctors told them virtually nothing about

side effects. Over the years, particularly with online resources, it has become

easier for people who want information about their drugs.
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But serious distortions and gaps in information remain despite today’s pro-

liferation of consumer drug reference books and Web sites. Pharmaceutical

research has become a high-stakes business and positive study results are be-

coming more and more suspect now that we know how many drug trials go

unpublished.21 Most post-market drug trials are sponsored by the drug com-

panies; most drug company-sponsored trials produce results that are favorable

to their products;22 head-to-head comparison trials, needed to compare the

newer, more expensive drug to the older drug are relatively rare; the reporting

of effectiveness and harms outcomes from randomized trials is often incom-

plete;23 drug reference books and their Internet equivalents do not include

findings from phase 4 trials; and many committees that set treatment guidelines

are dominated by physicians with financial conflicts of interest.24 Even govern-

ment researchers are now on the payroll of the pharmaceutical industry.25

These are the things that come to mind whenever I’m offered a prescription

by my doctor . . . and I wonder how much my physician knows about the

safety of the drug and the magnitude of its benefit.

Maryann Napoli

Associate Director, Center for Medical Consumers

New York, NY

HONESTY WITH PATIENTS – SURGERY

A fifty-two-year-old woman is referred by her primary care doctor to a surgeon

after breast cancer is diagnosed. Mammography showed a 2 cm suspicious

lesion in the upper outer quadrant of the left breast and a core needle biopsy

was diagnostic for cancer. Following the evaluation of the patient, the surgeon

explains the risks and benefits of a lumpectomy, a sentinel node biopsy, and

a possible axillary lymph node dissection. A mastectomy, as an alternative

approach, is also discussed. During the entire thirty-minute discussion with

the surgeon, the patient appears anxious and depressed and is frequently tear-

ful. She explains that she has no close family or friends that can help with this

decision. Following the discussion, she elects to have the lumpectomy and signs

but does not read the informed consent. After the patient leaves, the surgeon

wonders whether the patient has the capacity to make the decision regarding

her surgery.

A Perspective from a Surgeon

Clinical Background

This fifty-two-year-old woman has a 2 cm malignancy in the upper outer

quadrant of her left breast. The standard of care demands that she be
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presented with the basic options of breast cancer treatment, mastectomy vs.

breast conservation therapy, and the risks and benefits of each option. Proper

explanation of these alternatives requires discussion of at least eight key

issues. (1) Breast conservation therapy, which allows a patient to retain her

natural breast, requires excision of the breast mass to clear margins. (2) This

procedure (also called lumpectomy, or partial mastectomy) should be fol-

lowed by radiation therapy, otherwise chances for local recurrence are un-

acceptably high.26 (3) Lumpectomy should be accompanied by a sentinel

node biopsy to assess lymph node status. (4) If lymph nodes are positive,

sentinel lymph node biopsy should be followed by axillary lymphadenec-

tomy.27 (5) Mastectomy will also be accompanied by assessment of nodal

status, but is generally not followed by radiation therapy. (6) Mastectomy

may be accompanied by immediate or delayed breast reconstruction. (7) Re-

construction may take the form of implants or autologous tissue transplant.

These aforementioned general points relate to the local treatment of the

breast and the axilla. Given that my patient is fifty-two years old and the

lesion is 2 cm, she will undoubtedly require adjuvant chemotherapy, regard-

less of whether her nodes are positive or negative.28 As I like to present the

entire treatment package ‘‘up front,’’ I explain that (8) adjuvant chemother-

apy is an ‘‘insurance measure,’’ to be taken once all gross disease has been

removed. Explanation of the entire treatment package before therapy com-

mences maximizes chances for a well-informed and satisfied patient, as well

as a successful outcome.

I have numbered the basic concepts of the clinical considerations in order

to underscore the fact that adequate explanation of these concepts requires

time (at least thirty minutes), patience, and compassion. It is important to be

prepared to review and repeat this information since one should not expect

that the average patient will comprehend and assimilate these issues at the

time of the initial consultation.

Professionalism Considerations

For me this scenario raises three issues of professionalism:

1. Can I enable my patient to understand these complex issues and to

arrive at a decision with which she is comfortable?

2. Have I identified the support system upon which my patient will rely

during this next difficult period of her life?

3. If, as in this case, the patient appears to lack a satisfactory support

system, what is my responsibility as the patient’s physician (captain of

the ship regarding her breast cancer treatment) to help provide a sup-

port system for her?
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Opinion

From a practical standpoint, I am not particularly concerned about the

validity of the consent in this case. My intent is to explain clearly, and I will

subsequently determine at my next meeting whether the patient under-

stands. I would neither expect nor encourage the patient to make a final

decision about treatment at the time of my initial consultation. I usually

indicate that there are additional consultations to be obtained and more

time to think about this. Obviously, if there is some real concern that the

patient is incapable of understanding the issues, I would involve appropri-

ate consultants (such as a psychiatrist) to determine if the patient is truly

competent to make a decision.

In general, my first task is to reassure the patient that though this mass

is a cancer, ‘‘it’s been growing slowly for a while and is not likely to

move anywhere in the next days.’’ I try to dispel the notion that treating

breast cancer is an emergency and I emphasize to the patient that first I

need to help her become educated in the issues of breast cancer treat-

ment. I indicate that she will be seeing a radiation oncologist, a medical

oncologist, and perhaps a plastic surgeon before we make a decision

regarding definitive treatment. I emphasize that I want her to be as well

informed as possible about her options for treatment. It is my intention

to empower the patient by assuring her that she herself will ultimately

have sufficient information to make the best decision for her own

treatment.

Given my patient’s lament that ‘‘she has no close family or friends that can

help with this decision,’’ I recognize that she lacks the support system that

she will require to see her through the next weeks/months of surgery, possi-

ble radiation, and possible chemotherapy.

How far need I, the physician/surgeon, go to provide the patient with

appropriate support? As professionals, it is our responsibility to help our

patients construct such a support system. Any technician can perform

a breast biopsy. Professionalism requires that we, as physicians, look at the

bigger picture of our patients’ needs. In endeavoring to link the patient to

resources available for support, I would do the following:

� In this instance, I would press to find out if there is a relative, friend, old

friend, acquaintance, or neighbor whom my patient might trust as

a companion during these times. If identified, I would arrange a repeat

consultation together with that individual.

� I would consider having this patient talk to one of my own patients who

has been through a similar decision-making process.

� Breast cancer support groups can be identified in most major cities.29
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� Depending upon my assessment of the patient’s psychological status,

I would consider referring the patient to an appropriate counselor

during this time. Were she truly depressed, I would consider a psychiatric

referral.

Being diagnosed with a malignancy makes people highly aware (often for

the first time) of their own mortality. This recognition often causes their

(neglected) psychological issues to surface. A bad spousal relationship, an

estranged child, a previous death in the family with unresolved feelings, may

all figure prominently in the patient’s conscious or subliminal thought pro-

cesses. The time of crisis precipitated by a diagnosis of malignancy is often

a rich time for patients to deal with such issues.30 I frequently refer patients to

counseling to examine these issues. In order to minimize the stigma (which

unfortunately is still attached by many to the counseling process), I emphasize

to my patients that they are likely to benefit from counseling because they are

human and normal, and I suggest that this process could help them sort out

their feelings and make better decisions through the course of treatment.

Barry D. Mann, M.D.

Professor of Surgery, Jefferson Medical College

Program Director, Lankenau Surgical Residency Program,

Wynnewood, PA

A Perspective from a Bioethicist

This case raises two issues: capacity assessment and the adequacy of informed

consent. Logically, capacity assessment takes precedence because lacking ca-

pacity a patient cannot provide informed consent. However, in most routine

consultations, physicians do not treat capacity assessment as a discrete task.

Instead they handle it in the course of standard interactions which typically, if

incompletely, address some of the areas covered by capacity assessment

queries, such as appropriate awareness of time and setting. Research has shown

that this strategy works most of the time for two groups of patients: those who

clearly are capable of making decisions and those who clearly are not.31

In the case of the fifty-two-year-old breast cancer patient, the surgeon

seems to be conducting such an assessment: His concerns about the patient’s

capacity to consent to treatment emerge out of his interactions with her over

the course of a half-hour consultation. However the patient’s behavior does

not clearly identify her as belonging at either of the far ends of the compe-

tency spectrum and research has also shown that physicians are far less

successful at making these judgments, evaluating the capacity of patients
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who fall somewhere in the middle.32 The surgeon could at this point choose

to conduct a formal capacity assessment, preferably relying on a standardized

assessment tool developed specifically to assess capacity to consent to treat-

ment such as the MacArthur Competence Assessment Tool – Treatment

(MacCAT-T),33 as opposed to one developed for more general mental status

assessments, such as Mini Mental Status Examination (MMSE). Or he could

refer the patient for a psychiatric consultation. From the latter, he might learn

that the patient is indeed depressed, although he also might learn from the

psychiatrist that this diagnosis in itself would not mean necessarily that the

patient could not provide consent to surgery.34 Alternatively, were the sur-

geon to embrace informed consent as a model for shared decision making

between physicians and patients or their surrogates,35 he might save both

himself and his patients the extra effort.

Admonitions about the need to obtain authentic informed consent to

medical treatment are often accompanied by the axiom that informed con-

sent is a process, not a moment. The phrase is meant to do two things. First it

directs attention away from the formal features of informed consent, specif-

ically that it is represented by a document which, when signed, signifies an

agreement between signers. This does not mean that the consent form

should be ignored. Rather the point is to make sure that one does not mistake

its signing for the process of reaching the understanding it represents or to

suggest that once signed, the need for dialogue ends. And second, it is to this

dialogue that the axiom directs attention. The dialogue is part of a process

that takes place between patient and physician35 that establishes not only

that the patient has the capacity to make decisions but that decisions to

accept, or refuse, treatment also are informed and voluntary.

The requirement to be informed is particularly important because volun-

tariness in part hinges on it: without adequate information about the range

and implications of various choices, one cannot be said to have chosen freely

among them. Thus, in this context, being informed is held to a higher stan-

dard than the phrase might otherwise suggest. The objective is not simply to

inform in the sense of notify, or even tell. Rather the goal is to explain the

treatment and its reasons, risks, benefits, and alternatives in such a way that

the patient can grasp what implications the information has for him or her

personally. This can be a time-consuming discussion and one that typically

requires a certain amount of exchange before both parties can be reasonably

certain that they are seeing eye-to-eye, at least about the key issues.

Aware of the full demands of informed consent, the physician might allot

more time to appointments where recent or serious diagnoses and associated

treatment options are addressed. In the case of a fifty-two-year-old woman

with a new breast cancer diagnosis, a first encounter with a surgeon to
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evaluate the disease and review three different treatment options might have

called for more than the allotted thirty minutes. Pressed for time, the surgeon

might instead enlist other staff35 to continue talking with the patient, or have

on hand a brochure, videotape, or other decision-making aid to help explain

the patient’s options and which she can review at her own pace.36 In any case,

for this woman, and likely for all patients facing decisions of similar magni-

tude, the clinician should encourage the patient to take home the consent

form to review and discourage her from signing it without reading it.

Responding to the woman’s claim that she has no one with whom to discuss

her treatment options, the physician might suggest that she contact her pri-

mary care doctor who referred her or provide her with the contact informa-

tion for any of several breast cancer information and support organizations.

Achieving mutual understanding on complex treatment issues can be chal-

lenging and the difficulty can vary with many factors including the condition,

the treatment, the patient, and the physician. In this case, by packing so many

tasks into a first meeting, the surgeon might have contributed to an already

difficult interaction. The patient’s recent breast cancer diagnosis could rea-

sonably explain some of her despondency and the fact that she is being asked

to choose among treatment alternatives she might not understand could ac-

count for her sustained anxiety. Or, the patient’s tears and anxiety might be

signs of possible depression and might indicate she is unable to decide among

her treatment options. Without building a more robust relationship with the

patient and without providing her with more time and resources on which to

base her decisions, the surgeon will be left to wonder which it is.

Pamelar Sankar, Ph.D.

Associate Professor, Department of Medical Ethics

University of Pennsylvania School of Medicine

HONESTY WITH PATIENTS – NEUROLOGY

A patient with myasthenia gravis in crisis was placed on plasmapheresis. Dur-

ing the procedure, the patient developed chest pain and hypotension and the

medical team was notified. The patient’s blood pressure quickly improved with

intravenous fluids and the chest pain resolved within a few minutes. While the

patient was being stabilized, it was noted by the plasmapheresis technician

and physicians that the machine had been incorrectly programmed by the

technician, and a red blood cell removal procedure, rather than plasma re-

moval procedure, was underway. The patient has no permanent residua – the

exam, electrocardiogram, and later laboratory evaluation were all unchanged.

Later in the day, the patient asks the physician what happened.
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A Perspective from an Internist and Authority on Disclosure of

Medical Errors

Clinical Background

Myasthenia gravis (MG) is an autoimmune disorder characterized by weak-

ness in ocular, bulbar, limb, and respiratory muscles. This weakness results

from an antibody-mediated injury of the neuromuscular junction. The most

serious form of MG involves weakness of respiratory muscles, which when

severe can be a life-threatening problem called ‘‘myasthenic crisis.’’ Patients

with mild MG can sometimes have their symptoms controlled with acetyl-

cholinesterase inhibitors alone, but most patients require an immunomod-

ulating treatment during their illness such as corticosteroids and other

immunosuppressive drugs or plasma exchange.

Treatment of myasthenic crisis typically involves admission to an intensive

care unit and rapid therapy with plasmapheresis or intravenous immune

globulin. Plasmapheresis works by removing the acetylcholine receptor

antibodies from the circulation. In the case outlined in the vignette, rather

than receiving plasmapheresis as ordered, the patient was inadvertently

started on a red blood cell removal procedure. Hypotension and chest pain

ensued, which resolved with intravenous fluid. While the case history does

not allow one to determine with certainty the etiology of the chest pain, myo-

cardial ischemia due either to anemia (related to red blood cell removal) or

due to blockages in the patient’s coronary arteries is high on the differential

diagnosis.

Professionalism Considerations

The cornerstone of medical professionalism is acting in the best interests of

the patient. Therefore, it is understandably distressing to health care workers

when patients suffer harm from their medical care, generally known as ‘‘ad-

verse events.’’ A subset of adverse events are classified as ‘‘medical errors,’’

defined as ‘‘the failure of a planned action to be completed as intended or the

use of a wrong plan to achieve an aim.’’37 Considerable progress has been

made over the last decade in understanding the relationship between adverse

events and medical errors. The vast majority of adverse events are not due to

medical errors; that is, they are not preventable. Likewise, most medical

errors do not harm patients. Furthermore, much progress has been made

in understanding the causes of adverse events and errors. Previously, medical

errors were thought to stem mostly from ‘‘bad apples,’’ health care workers

who were either incompetent or lazy. Experts in health care quality now

believe that this ‘‘bad apple’’ model is seriously flawed, and stress instead

the importance of system breakdowns in the delivery of health care in
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causing medical errors. Similarly, considerable emphasis has been placed on

moving the culture of health care from one where ‘‘blame and shame’’ pre-

dominate following medical errors to a ‘‘blame-free’’ culture that focuses on

learning from adverse events and errors.

An important component of reducing adverse events and errors has been

promoting greater transparency following these events. Previously when ad-

verse events and errors happened, there was a natural tendency among health

care workers to keep information about the event to themselves for fear of

punishment. This secrecy led to lost opportunities to learn from adverse

events and errors and prevent recurrences. Now, health care workers are

encouraged to openly report adverse events and errors to their institutions

so proper analysis can be undertaken and the quality of care can be enhanced.

Transparency also involves communicating openly about adverse events

and errors with patients. The disclosure of adverse events and errors to

patients has long been endorsed by professional organizations and increas-

ingly is required by accreditation standards and some state laws.38–40 Patients

clearly favor disclosure of even minor errors, and want to be told explicitly

that an error occurred, why the error happened, how recurrences will be

prevented, and to receive an apology.41 Unfortunately, it is also apparent that

open disclosure of adverse events and errors to patients is the exception

rather than the norm. Common barriers to open disclosure of these events

to patients include health care workers’ fear of litigation, embarrassment, or

uncertainty about how best to communicate in difficult situations such as

the one described here.42

Several features of this case make it difficult to decide whether and how to

disclose this event to the patient. The patient appears not to have suffered any

permanent injury, and health care workers might adopt a ‘‘no harm, no foul’’

mentality. Furthermore, while the patient is aware that an unusual clinical

event occurred, he or she may not know that this event was caused by an error.

Physicians have been shown to disclose less information when patients might

be unaware that an error has occurred.43 Physicians may hope that a non-

specific explanation that highlights the adverse event but ignores the error will

mollify patients and avoid awkward discussions about whether the adverse

event was preventable. Lastly, this error occurred in the setting of team-based

delivery of health care. In this case, the error may have resulted solely from

a technical error on the part of the individual operating the plasmapheresis

machine. This fact may cause the physician to feel less personal responsibility

for the error, leading the physician to inform the patient that the error was

made by the technician and did not involve physician error.

These challenges emphasize the importance of getting help before disclos-

ing an adverse event or error to a patient. Oftentimes, what appears to have
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been a harmful error turns out not to have been preventable once the event

has been subjected to formal analysis. In addition, disclosures are relatively

rare events for any one clinician. Therefore, many institutions are using ‘‘dis-

closure coaches’’ to provide just-in-time disclosure training immediately

before these conversations. Such coaching involves careful consideration

of what should be disclosed to the patient as well as anticipating likely

questions and formulating appropriate responses. Role-plays can also pro-

vide an important opportunity to practice the disclosure conversation

prior to conducting the actual disclosure. Fortunately, research shows that

the vast majority of these disclosure conversations go well. In one study,

85 percent of physicians who had disclosed a serious error were satisfied

with how the conversation had gone.44 In their thoughtful commentary

accompanying this case, Drs. Pichert and Hickson delve deeper into the

important issue of exactly what information should be disclosed to the pa-

tient and why.

Opinion

Professionalism in this case requires a dogged and open-minded commit-

ment to understanding exactly what happened to this patient, communi-

cating the information transparently to the patient, and making ample use

of the institutional resources available to assist in this process. An adverse

event such as this is often less straightforward than it may appear. Careful

consultation with clinical and patient safety experts can help determine

whether the inadvertent red cell removal was, in fact, associated with the

patient’s chest pain, as well as help ascertain the exact etiology of the chest

pain itself. Root cause analysis can also help understand exactly why the

error happened and formulate plans for preventing recurrences, informa-

tion that is important to share with the patient to highlight the lessons

learned from the event. Careful inspection of the pheresis machine can

help determine whether human error was to blame for the event, if device

redesign might reduce future error, or whether the device itself malfunc-

tioned. All of this information would be important to report to appropriate

regulatory agencies. This high level of transparency is difficult, but will

help patients make more informed decisions about their health care and

enhance patients’ trust in the honesty and integrity of the health care

system.

Thomas H. Gallagher, M.D.

Carolyn D. Prouty, D.V.M.

Department of Medical History & Ethics

University of Washington
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A Perspective from a Center for Patient and Professional Advocacy

To medical professionals, this case describes an obvious error with obvious

(but transient) adverse consequences.43,45,46 The patient, however, knows

only that doctors initiated unexpected treatments for chest pain and wonders

if he or she is okay. Consider the pros and cons for four ways physicians might

(and do) respond:47

1. No disclosure/safe facts: ‘‘Your myasthenia crisis was severe. Your

antibody level – what made you feel bad – was so high that plasma-

pheresis was required. . . . Sometimes treatments make patients feel

worse before getting better. That’s what happened, so now we’ll focus

on getting you well.’’

2. Facts, promise more later: ‘‘. . . severe crisis . . . ordered plasmapheresis . . .

we need to review the events before and after your chest pain . . . learn why

chest pain occurred . . . when review is complete we’ll discuss the results.’’

3. Disclose error: ‘‘. . . ordered plasmapheresis . . . machine was set in-

correctly – an error – initially removed red cells instead of . . . , which

may or may not have contributed to your chest pain . . . we’re review-

ing the events . . . trying to learn any other causes so we can rule out

other medical problems . . . we’ll discuss . . .’’

4. Disclose error, assign responsibility: ‘‘. . . started plasmapheresis . . .

our team [or a technician] erred by using a wrong setting . . . removed

red cells . . . anemia caused your chest pain . . . I’m very sorry the error

happened; I apologize for all of us. I want to address your questions,

share what we’re doing . . .’’

No matter how you would respond, consider why caring physicians might

choose or reject each alternative. List each alternative’s pros and cons for

patients and providers in this case (e.g., alternative no. 1 might retain patient

confidence and no. 2 buys time for review, but both allow inadvertent,

premature (before all facts are known), or deliberate disclosure by others,

leading to suspicions of cover-ups; no. 3 and no. 4 are honest, but patients

might lose confidence in providers). Now list follow-up questions patients

might reasonably ask in response to each alternative (e.g., no. 2 may prompt,

‘‘Doctor, why do you think I had chest pain?’’). This exercise helps you an-

ticipate how patients might ‘‘push’’ you along the continuum and prepares

you to answer.

When patient data are fully known, we advocate ‘‘full disclosure,’’ but what

does that mean? Table 6.1 lists its elements and suggests some words (not

scripts) for answering the ‘‘what happened’’ question in this case.

252 Part Three Cases Involving Physicians



We’ve summarized full disclosure when an error likely caused transient

harm. More common are cases with significant adverse outcomes but with

errors uncertain or disputed.47 At such times consider using the ‘‘balance

beam approach’’ (see figure 6.1, page 265) for critically examining the how

and when, and the pros and cons, of alternative disclosure strategies. If you

do, we’re confident you’ll get it ‘‘right’’ far more often than not.

James W. Pichert, Ph.D.

Gerald B. Hickson, M.D.

Center for Patient and Professional Advocacy

Vanderbilt University School of Medicine

Table 6.1. Table elements and suggested communications

Disclosure element Suggested communications

1. Apology (be precise);

nature of error,

harm

Mr./Ms. ____, I’m sorry to report that the machine was set

incorrectly, red cells were removed, and your chest pain

resulted. On behalf of us all, I apologize for the incorrect setting

and for being unaware until your chest pain began.

2. When, where error

occurred

We thought the machine was giving the right treatment, but we

were mistaken. So your initial treatment was wrong.

3. Causes, results of

harm; actions taken

to reduce gravity of

harm; actions to

reduce or prevent

re-occurrence

We corrected the machine setting, but not in time to prevent your

chest pain. Once you got IV fluids and the setting was

corrected, you got better. I don’t expect any lasting bad effects,

but we’ll continue monitoring to minimize any further

problems. We have a team that reviews errors and

recommends how to prevent recurrences. All of us will study

their report. If you return don’t hesitate to ask us to double

check our settings.

4. Who will manage

ongoing care

If you allow me to continue, your primary doctor and I will work

together on your care.

5. Describe error

review process,

reports to regulatory

agencies; how

systems issues are

identified

We take mistakes very seriously. Everything will be reviewed by

experts. The results will be reported to me [and, if applicable,

to the ____ Agency]. If the review reveals ways we can better

manage myasthenia crises, we will make those changes.

6. Provide contact info

for ongoing

communications

I [or Dr. ____] will communicate about your continuing care.

When questions arise, please have me paged. Or call my

assistant, [name] who can help or find me.

7. Offer counseling,

support

People in the hospital’s ___ office can talk with you and connect

you with support services. Here’s their card. May I call them or

anyone else for you?

8. Address bills for

additional care

The review I requested will fairly address the charges resulting

from the error. The focus now is returning you to health . . .
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SUMMARY – COMMITMENT TO HONESTY WITH PATIENTS

Background

Honesty is a cornerstone of the doctor–patient relationship. Honesty allows

physicians to act with their patients’ best interests in mind, engender trust,

engage their patients in shared decision making, and ensure that each patient

receives health care that reflects the patient’s particular circumstances and

values. And yet, while acknowledging that honesty is of paramount impor-

tance to our patients and to our profession, we may find ourselves facing

dilemmas about how to act, particularly when our commitment to honesty

appears to conflict with our pledge to ‘‘do no harm.’’ If we look to mentors

and role models for help in resolving these conflicts, we may find that even

those that we admire the most engage in some forms of deception from time

to time. This raises important questions for our practice. Is deception ever

justified and, if so, when? What kinds of clinical situations are more likely to

lead physicians to engage in deceptive practices? How should we handle

those situations? Thinking through these issues ahead of time may help us

to make better decisions when confronted with such dilemmas in the course

of actual patient care.

Deception and Lying

Lying is the willful communication of information we know to be inaccurate

in order to mislead another person. Deception encompasses much more

than outright lying and includes concealment, distortion, and deflection also

with the intent to mislead.48 When we conceal or withhold information, we

tell the literal truth but avoid telling the whole truth. When we distort, we tell

the truth but we may adjust our emphasis, highlighting and downplaying

information according to our purpose. When we deflect, we tell the truth

but avoid addressing our patient’s question directly. In order to deceive,

we carefully select the information to convey, the words we use to convey

it, and the context we choose to place the information in.

Imagine you’ve ordered a chest radiograph on a smoker who has devel-

oped a new cough and has lost a little weight. It shows a 4 cm lung mass that

is almost certainly cancer. When the patient comes in for follow-up, you tell

her that her X-ray shows a ‘‘nodule’’ and that in order to get a better look at it

she will need a CT scan (concealment – you haven’t told her that it is highly

suspicious for cancer). She asks what the nodule could be and you tell her

that it could be a benign growth but that the worst-case scenario is that it

could be cancer (distortion – you’ve placed greater emphasis on the possi-

bility that it could be benign than you actually believe). She asks if you think it
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looks like cancer and you tell her that benign and cancerous growths can look

very similar on X-ray (deflection – you avoid giving your opinion and provide

her with related information instead). While it is literally true that without

a biopsy you do not know for sure that the patient has cancer, important

information is being withheld from this patient.

Each of these types of deception has the potential to mislead the patient

and to compromise her ability to make a fully informed health care decision.

For example, believing in the possibility that this is benign, she may delay

scheduling her CT scan. If discovered, each type of deception has the poten-

tial to erode her trust in you and in the medical profession. And yet each type

of deception also has the potential to preserve hope, defuse fear, reduce

stress, and improve patient function. Physicians may also employ deception

to promote compliance with effective therapies, to respect cultural values

and traditions, and to avoid their own discomfort discussing painful topics

with patients.

Ethical Perspectives

Ethicists have long debated the merits of honesty and whether deception is

ever justified. There are two main schools of thought: consequentialist and

deontologic. Consequentialism judges an act according to the result it pro-

duces. If the result is on balance good, then the action must have been good.

If the result is bad, then the action was bad. The deontologic school judges an

act according to how it lines up with accepted moral precepts. If we accept

the precept that honesty is good, then, by contrast, all deception is consid-

ered bad until proven otherwise.

Sissela Bok, a modern ethicist, argues from the deontologic approach:

‘‘Lying requires explanation, whereas truth ordinarily does not.’’48 Without

honesty, there can be no trust and without trust, society falls apart. Lies also

lead to an unequal distribution of power: When you lie to a person, you take

away their ability to make an informed decision.

Imagine you have gallstones that are causing frequent abdominal pain.

You consult with a surgeon about having a cholecystectomy. Now imagine

not being able to trust the surgeon to be honest about his credentials, expe-

rience, and complication rate. What if the hospital could not be trusted to

have properly sterilized its surgical instruments? If you knew this, you

wouldn’t go to this surgeon or this hospital. No one else would either. The

surgeon and the hospital would likely go out of business. If this were true of

all surgeons and hospitals, the medical system would fall apart.

Now imagine that the surgeon and hospital are dishonest but that you are

unaware of this fact. You’d likely proceed with the cholecystectomy. In this
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case, the lack of disclosure impairs your ability to make a good decision for

yourself and deprives you of the power to protect yourself from potential

harm. In this scenario, the deontologic viewpoint is exemplified: Lying vio-

lates our moral expectations for honesty, and widespread adoption of lying

clearly leads to bad outcomes.

In contrast to Bok, David Nyberg argues from the consequentialist per-

spective: Deception in some circumstances is not only allowable but may be

desirable, and is necessary for the ‘‘smooth running of our social lives.’’49

We use it to promote good relationships with our friends, co-workers and

relatives.

Imagine that you are seeing a patient whom you have been treating for

depression. He has lost his job and suffers from low self-esteem. At a follow-

up appointment, he finally appears to be turning the corner. His affect is

brighter and in honor of his new positive outlook on life he has bought a suit

that he wears to his appointment with you and which he intends to wear to

future job interviews. He wants to know if you like it but, in fact, you don’t like

it. Do you tell him your true thoughts – that it’s garish and makes him look

silly – or do you tell him that he’s looking great, assuring yourself that this is

technically true, since his improved affect and energy level do make him look

better, while letting him think that you are actually approving his suit? The

deception supports his damaged self-esteem and avoids criticism that you

fear could thrust him back into depression again.

Nyberg would argue that in a case such as this the ends justify the means

and that if this deceptive act supports his ongoing recovery from depres-

sion, then it was wisely and beneficently chosen. Bok, however, would have

qualms about this and would ask whether you really knew what was best

for your patient. Maybe it would have been better for him to hear the truth

and to know that you respected him enough to be honest with him. Maybe

it would have been more therapeutic for him to know that you had enough

faith in the durability of his recovery to say something that might be hard

for him to hear. Maybe, by being honest, you could have empowered him

to make a change in his attire that would positively affect potential

employers’ perceptions and increase his chances of getting a new job.

Additionally, you might not have identified all the possible consequences

of your deception. What if he finds out later that you lied? How would that

affect your relationship?

Historical Perspectives

Truly honoring our commitment to always avoid deception and be honest

with patients can be extremely challenging. Early practitioners of medicine

valued the avoidance of harm over the precept of honesty to the point of
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actively encouraging deception. The lack of any mention of honesty in the

Hippocratic Oath was no oversight; Hippocrates himself said ‘‘perform these

duties calmly and adroitly, concealing most things from the patient while you

are attending to him . . . reveal nothing of the patient’s future or present

condition, for many, on learning what is to come, have taken a turn for the

worse.’’50 As recently as the 1960s, it was the norm not to tell a patient that he

had cancer.51 Society accepted this because in the paternalistic practice of

medicine, it was assumed that the beneficent physician was unbiased and

always practiced in accord with his patients’ best interests.

Since the 1960s, however, many forces have impacted the practice of med-

icine and in the latter half of the twentieth century, the values of society

and organized medicine began to change. The 1960s saw many Americans

losing trust in their government and authority figures in general. People

wanted a say in the big decisions that affected their lives. At the same time,

doctors began to have more choices to offer people with previously untreat-

able diseases such as cancer. Chemotherapy now offered the hope of cure for

patients with testicular cancer and leukemia, albeit at significant cost

and risk. In the 1980s, managed care introduced incentives for physician

reimbursement that had the potential to create conflicts of interest. Under

some of these schemes, interventions that had the potential to benefit the

patient might negatively impact the financial well-being of the physician or

the health plan. And finally, fear of medical malpractice suits led to the

practice of ‘‘defensive medicine,’’ the ordering of tests and procedures that

have more potential to protect the physician from liability than to help the

patient. Patients thus had more therapeutic options, a greater interest in

being involved in the decision-making process, and physicians could no

longer be assumed to be acting solely with their patients’ best interests in

mind.

What ensued from these events was the medical profession making an

explicit commitment to honesty and transparency in medicine, as well as

recognizing that patients are autonomous and have the right to be involved

in medical decision making. In the 1970s, informed consent, which had long

been an important element of clinical research, emerged as the means to

achieve transparency and shared decision making in clinical practice as well.

In 1980 the American Medical Association amended its ethics code to explic-

itly state (for the first time) that ‘‘physicians should deal honestly with

patients and colleagues.’’52 And in 2002, the American Board of Internal

Medicine along with the American College of Physicians and the European

Federation of Internal Medicine published a physician charter for the new

millennium which identifies commitment to honesty with patients as a key

professional responsibility.53
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Modern Dilemmas

While honesty and transparency are now basic tenets of modern medicine,

the clinician still frequently finds himself in situations where it is not neces-

sarily clear that ‘‘honesty is the best policy.’’ What patients want and how

physicians act in these situations has become a focus of research during the

past several decades.

Breaking Bad News. Breaking bad news to patients brings our pledge to

avoid harm into potential conflict with our duties to deal honestly with our

patients, to engage them in shared decision making regarding their treatment

and to provide informed consent. Previously, withholding information about

bad news from patients was relatively commonplace in medicine. Yet several

research studies demonstrated that this practice was not in keeping with

what patients wanted. In eight studies of patient preferences, over 90 percent

indicated that they would want their doctor to fully disclose information

about their diagnosis.54–61

However, while some progress has been made in the last twenty years

toward being more open with patients about bad news, important barriers

persist. For example, in a study conducted in 2001, only 42 percent of physi-

cians believed that their patients wanted this information.59 Additionally,

a recent study suggests that concealing information regarding the diagnosis

and prognosis of cancer may be less stressful for physicians than revealing

it.62 Those physicians who did disclose bad news described using a number

of potentially deceptive techniques, including using euphemisms such as

‘‘growth’’ or ‘‘swelling’’ to describe cancer and avoiding an explicit discus-

sion of prognosis.55,63,64 While tenets of honesty and the overwhelming pref-

erence of patients would seem to support disclosure of bad news despite

physicians’ apparent discomfort with this approach, there remain some gray

areas where consensus has not been reached. These include disclosure of bad

news to patients whose cultural background and values do not support it and

to patients with cognitive impairment related to dementia or psychiatric

illness.65,66

Disclosing Medical Errors. Ethically, physicians have a duty to disclose

errors to patients. Hospital accreditation standards and some state laws re-

quire that patients be informed about ‘‘unanticipated outcomes’’ in their

care.40 In multiple studies of patient preferences regarding error disclosure,

over 88 percent of patients indicated that they would want to know if an error

in their care occurred, especially if it was a serious error.41,67–75 However,

a significant gap exists between these expectations for disclosure and current

practice. Several studies suggest that harmful errors are disclosed to patients
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approximately one-third of the time.41,67,76,77 In those circumstances where

disclosure does occur, physicians report choosing their words carefully and

phrasing things in such a way as to avoid using the word ‘‘error.’’42,43 No

consensus currently exists regarding whether patients should be told about

errors that do not cause harm, also known as ‘‘near misses.’’78

Revealing Level of Training. Training future physicians requires altruism on

the part of patients. They must be willing to let students and residents par-

ticipate meaningfully in their care and they must be comfortable with any

additional risk that this entails. Students and their mentors may fear that, if

informed, patients would refuse student involvement, thus jeopardizing the

training of future physicians. While the temptation to conceal training status

exists, ethical guidelines state that ‘‘all trainees should inform patients of

their training status and role in the medical team.’’14 In seven studies

addressing patient preferences, most patients (66–100 percent) wanted to

be informed and to have an opportunity to either grant or deny permission

for a student to participate in their care.79–85 Despite this, a study of internal

medicine residents found that a majority (62 percent) had performed proce-

dures on patients without first revealing their paucity of experience with the

procedure.86 Residents felt the need to develop procedural skills and feared

that, if fully informed, patients would refuse to allow the trainee to undertake

the procedure.87

Other Dilemmas. In the modern practice of medicine there are many other

situations related to honesty that can pose dilemmas for the physician.

Genetic testing is becoming more common and can yield unexpected results,

such as revealing that a child’s father could not be his biologic father. Physi-

cians may contract transmittable diseases such as chronic hepatitis and HIV

(see Schwartz’s and Wainapel’s commentaries in Chapter 3) that could pose

risks for their patients. More and more physicians are employees rather than

independent practitioners. Employers may offer financial incentives to

physicians that could impact patient care. Physicians need to think about

how to handle disclosure to patients in all these difficult circumstances.

In addition, physicians now deal more frequently with insurers and may

find themselves torn between advocating for their patient and dealing hon-

estly with the insurer. Contesting a denied service can be time consuming,

and physicians may be tempted to save time by finding an acceptable (if

erroneous) justification for the service (see Spandorfer’s and Gordin’s com-

mentary in Chapter 3).

Even interactions with colleagues can prove difficult. Acknowledging

an oversight, a mistake, or a gap in knowledge to a colleague can be
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embarrassing. However, if we fail to disclose these events and allow a col-

league to act on the basis of incomplete, inaccurate, or misleading infor-

mation, that clinician could initiate care that was unnecessary or even

dangerous to the patient.

The available data make it clear that physicians struggle with each of the

aforementioned situations. For example, most geneticists don’t feel com-

fortable revealing misattributed paternity;88,89 physicians seldom initiate

discussions about financial conflicts of interest;90,91 39–44 percent of

physicians acknowledge misleading an insurer in order to access care for

their patients;92,93 and, finally, surveys of residents in training indicate that

the stresses of the training environment do lead them to deceive their

colleagues from time to time, typically in order to maintain an appearance

of competence.86,87,94 While we may like to think of ourselves as honest

people, it is apparent that when under duress we are not always equal to

the challenges that a commitment to honesty creates.

Review of the Cases and Commentaries

The cases in this chapter provide an opportunity to explore some questions

related to our commitment to truth telling in the course of everyday medical

practice.

What Clinical Situations Challenge Our Commitment to Honesty?

Each of the cases illustrating honesty with patients presents the clinician with

a scenario in which complete honesty and transparency has the potential to

cause harm. A child might be devastated if she was told she had cancer. A

psychotic patient might refuse effective therapy and descend deeper into

her thought disorder if she was informed upfront of all a proposed medica-

tion’s potential side effects. Some, including the student commentator (see

Lewis’ commentary, Chapter 2) , have argued that if students were to disclose

their training status prior to performing procedures, patients could suffer

needless anxiety.95 If we agree that this constitutes harm, then a student

could be seen as beneficently avoiding escalating the parents’ anxiety by

deciding not to inform them of her inexperience with lumbar punctures.

By extension, when faced with a patient who is acutely distressed, such as

the patient with breast cancer, we might choose to delay or withhold infor-

mation in order to avoid increasing her distress at that moment. What about

situations where harm has already happened? Is there any benefit to focusing

a cancer patient’s attention on a lost opportunity for prevention? Might this

also constitute harm if it provokes regret, guilt, or anger? And finally, if we

assign therapeutic importance to the doctor–patient relationship, then
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deceptions that help to foster good relations might also be viewed as avoiding

harm. ‘‘Paternalistic deception,’’ that is, deception with the intent of avoiding

harm to the patient and with the overarching goal of acting in the patient’s

best interests, might also provide a rationale for withholding information

regarding medical errors as well.

These cases challenge the clinician to weigh the benefits of honesty and

full disclosure against the potential to cause harm. The tension between

these two goods is an inescapable part of the environment in which we

practice. Because of this, it is important that we develop habits of mind that

lead us to examine reflexively all possible outcomes of a deceptive act such as

withholding information, and to scrutinize closely our motivations when we

are considering honoring our duty to avoid harm over our duty to deal hon-

estly with our patients. Bok warns us that ‘‘after the first lies . . . others come

more easily. Psychological barriers wear down; lies seem more necessary, less

reprehensible; the ability to make moral distinctions can coarsen.’’48

The cases also illustrate settings that may be distressing for the clinician.

The first of these is the training environment. Students and residents feel the

pressure to gain experience and to appear competent before their peers and

preceptors. In the face of these pressures, putting patients’ needs before their

own can create considerable stress for trainees. The second is the medico–

legal environment. Fear of litigation, and the harm to the doctor that may

ensue, can also make full disclosure of errors very stressful for the clinician.

When under stress, the clinician may be more susceptible to or may over-

value arguments favoring nondisclosure.96

When Is Nondisclosure Justified?

One recognized exception to the ethical and legal expectation for honesty

with patients is known as the therapeutic privilege, that is, nondisclosure in

order to avoid direct harm to the patient. Early legal cases that tested the

boundaries of the therapeutic privilege involved circumstances where physi-

cians withheld important information about the risks of a procedure out of

concern that if these risks were shared with the patient they would refuse

a beneficial surgery.97 Due to the ease with which we can rationalize non-

disclosure in any number of clinical situations, the potential for abuse of

therapeutic privilege is high. Therefore, use of the therapeutic privilege is

severely restricted to cases when there is compelling evidence that disclosure

could lead to an immediate and serious harm, such as suicide or homicide.98

In the case of the psychotic patient who was prescribed olanzapine (see

Albritton’s and Napoli’s commentary in this chapter), therapeutic privilege

could only have been invoked if it was clear that disclosure of information

about the medication would have resulted in immediate danger to the patient
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or to another person. Case law makes it clear that therapeutic privilege can-

not be invoked if a physician simply fears that disclosure could lead to dis-

comfort or cause a patient to refuse therapy. Thus, therapeutic privilege

would not justify nondisclosure in any of the scenarios described above.

What Do the Cases Tell Us about How to Fulfill Our Commitment to Honesty,

Transparency, and Full Disclosure under Difficult Circumstances?

Trainees and Procedures. The student commentator suggests that our cur-

rent training climate may value the development of procedural skills over the

development of patient interaction skills (see Lewis’ commentary, Chapter 2).

And yet it seems clear that a trusting trainee–patient relationship is a pre-

requisite if patients are to allow trainees to ‘‘practice’’ on them. Once a trainee

is adept at developing patient relationships marked by open communication,

trust, and respect, it becomes possible – and perhaps easier – to ask patients

to allow them to play an increasing role in their care. Wilfond provides

a checklist to help students and their preceptors determine when it would

be reasonable for a trainee to propose attempting a procedure on a patient

(see Wilfond’s commentary, Chapter 2):

Readiness: does the student understand how to do the procedure and do

they have the basic skills necessary to be successful?

Necessity: is this a skill that the student needs to develop? Will it be an

integral part of their future practice or will they never do it again?

Risk: what is the magnitude of risk to the patient if there are complications

related to the student’s inexperience?

Imagine how the case scenario might change had these three points been

discussed. As it stands, the resident encourages third-year student Rebecca

Green to be assertive and tells her that she should perform the lumbar

puncture. He then introduces her as ‘‘student Dr. Green’’ and later as

‘‘Dr. Green.’’ Utilizing Wilfond’s approach, the scenario might start with

the resident and student discussing whether she is ready to do the pro-

cedure and whether it will be necessary for her career. They would then

discuss the risks to the patient and, if these were felt to be reasonable, speak

with the parents about her doing the procedure. In the course of the

informed consent discussion, they might describe their deliberations in

order to explain why they believe it would be appropriate for the parents

to consider allowing the student to perform the procedure. Regardless of

whether the student does the procedure or not, this type of transparent

communication is likely to foster parental trust in the care team and may
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increase the likelihood that the student will be allowed to attempt sub-

sequent procedures.

Informed Consent. Informed consent is what allows patients to make auton-

omous decisions about health care and to participate in shared decision mak-

ing, and hinges on the patient being told truthful information. While the

informed consent process is broadly valued by patients, there are exceptions.

Certain cultures prefer not to inform their elders of bad news, such as life

threatening illness and, as illustrated in this chapter, parents may not be

comfortable revealing all things to young children.99–101 Most doctors are

willing to withhold information when it is culturally appropriate to do so.63

The pediatric oncologist who comments on the case included in this chapter,

however, makes strong arguments for disclosing bad news to children. Both

commentators assert that before the child can be informed, however, the

oncologist and the parents need to achieve trust, a mutual understanding of

all the issues at play, and agreement regarding how to proceed. Skipping this

step jeopardizes the therapeutic relationship and has the potential to com-

promise care. Thus, while physicians might reflexively respond negatively to

a request to withhold a diagnosis from the patient, it is important to step back

from that reaction in order to first understand what is truly being asked for. In

this case, in asking for the oncologist to keep the diagnosis of cancer from their

daughter, the parents may really have been voicing their own needs for

information and reassurance. Understanding what is motivating such a re-

quest may help the physician enlist the parents in sharing this important

information with their child in ways that are most comfortable for all involved.

The process of conveying truthful information during informed consent

can be frustrating for physicians. The information regarding the procedure,

its risks, benefits, and reasonable alternatives is frequently complex and takes

time to discuss with the patient. When the physician feels that she knows

what the best choice for the patient is, it can be difficult to present options in

an unbiased manner and to wait while the patient develops understanding

and deliberates. The case of the woman with breast cancer illustrates this.

Both Sankhar and Mann stress the importance of allowing enough time. It is

important that neither the doctor nor the patient feel rushed. Giving the

patient written material to review and scheduling several appointments

may facilitate the patient’s understanding. Additionally, the commentators

remind us that it is not enough to simply convey the information. One must

remember to leave time for the patient to speak in order to demonstrate

understanding and to communicate her desires fully. Informed consent is

only achieved when this happens. When done correctly, the actual signing of

the consent document is a mere formality.
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Another challenging aspect of informed consent is illustrated by the case

involving a woman with psychosis who wasn’t informed of a medication side

effect. Assuming for the moment that she was able to participate in informed

consent at the time the medication was prescribed, this highlights the diffi-

culty of knowing how much information to share with patients. Medications

and procedures have innumerable potential risks and it is impossible to

discuss every single one. Thus the clinician must decide what to include

and what to leave out. In general, one must disclose severe risks such as

death, organ failure, and severe functional impairment even if these are

not common. Additionally, one must disclose common risks, even if these

are not severe.98 As Albritton points out, disclosing the risk for diabetes not

only informs the patient but enables her to take precautions to protect herself

from harm.

Medical Errors. Errors are relatively common in the practice of medicine

and they are greatly feared by patients and physicians alike. Making an error

that harms a patient is one of the most stressful events in clinical practice.96

Unfortunately, few if any clinicians will be fortunate enough to go through an

entire career without being involved in a serious error. Learning how to

respond to errors is thus a critical skill for all physicians to have. When done

well, the disclosure of error may actually enhance the doctor–patient rela-

tionship and reduce the risk of a lawsuit.42,102

When a primary care physician forgets to refer his patient for a screening

colonoscopy and the patient is subsequently diagnosed with metastatic dis-

ease, we sense that the physician is likely to be wracked with guilt and may

need emotional support himself. This highlights the importance of moving

away from the ‘‘culture of blame’’ in health care that may encourage con-

cealment, deprive a physician of needed support, and lead to a lost oppor-

tunity to develop systems that will prevent similar errors in the future.103

Physicians can contribute to a ‘‘blame-free’’ culture by adopting a stance

of curiosity and inquiry with the goal of learning from mistakes. Brucker

suggests that this starts with the physician carefully reviewing the chart to

determine the source of the error and addressing any knowledge gaps that

might have contributed to the error.

The next task for the doctor will be to decide whether the error needs to be

disclosed to the patient. It is quite possible that the omission of prophylactic

antibiotics will not ultimately harm the woman who had a hysterectomy and

that she would never be aware of any problem. If we’ve addressed the error at

a systems level and implemented processes that will make it unlikely that

such an error will happen again, have we done our job? Or do we need to go

further and disclose the error to the patient? Just as reciting every potential
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side effect of a medication has the potential to scare patients, some feel that

disclosing all errors – including those that are trivial – has the potential to

scare patients unnecessarily and is actually counterproductive. In focus

groups, patients had mixed feelings about whether they wanted to hear about

errors that were caught just in time or ultimately did no harm.41 Some felt

that knowing about them would help them to better protect themselves from

future errors, while others felt that hearing about every error would just make

them more anxious. Most physicians oppose disclosing trivial and non-

harmful errors to the patient while agreeing that it is important to address

them from a systems standpoint.41 Pichert and Hickson propose a ‘‘balance

beam’’ approach (figure 6.1) to weighing the risks and benefits of disclosure.

This approach highlights the utility of thinking forward to how patients

would respond to various degrees of disclosure, and then using this informa-

tion to guide your decision.

If disclosing trivial and non-harmful errors is a gray area, the ethical and

legal imperatives regarding disclosure of harmful errors are clear, as are

patients’ strong desires for disclosure of such errors.78,104,105 The key compo-

nents of error disclosure include:

What: an explicit statement that an error occurred

Why: an explanation of why the error happened

How: how this error will be prevented in the future

Apology: a clear statement indicating your regret that the error occurred

When a single clinician is involved, disclosure is relatively straightforward.

When, as in the case of the patient with myasthenia gravis, a team of indi-

viduals is involved, the process of disclosure can become more complicated.

In this event, the team needs to meet first to review the error and to

discuss how to disclose the error to the patient. It is important that the team

Balance Beam Approach to
Disclosure

No
disclosure/
safe facts

Facts, limited
disclosure,
more later 

Fully disclose
error right

away

Disclose
error, assign
responsibility

Figure 6.1. Balance Beam Approach to Disclosure
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reaches a mutual understanding of the event and accepts shared responsi-

bility as disclosure discussions that are marked by disagreement and finger-

pointing do not inspire patient confidence or enhance the therapeutic

relationship.

Finally, the case of the missed antibiotic (see Rabinowitz’s and Hoffman’s

commentary, Chapter 2) raises the question of how to document medical

errors. From both a patient safety standpoint and from a legal standpoint, the

commentators make it clear that errors should be documented in the medical

record. Issues relating to why the error occurred, how systems will be

adjusted to prevent it and assignation of blame, however, may more properly

be recorded in quality assurance systems.

CONCLUSION

While honesty is one of the most important qualities of a good doctor, sit-

uations abound in medicine that can make us contemplate deception, par-

ticularly if we can convince ourselves that withholding information will

reduce harm for our patient. Professionalism demands that we maintain an

awareness of risks associated with being less than truthful with patients, and

that we reflect critically on our motivations and justifications for not being

truthful because, in most cases, honesty remains the best policy.
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7 Commitment to Patient Confidentiality

Cases and Commentaries

PATIENT CONFIDENTIALITY – INFECTIOUS DISEASE

A physician in a small community practice realizes that his hepatitis C-positive

patient is dating one of his other patients who is hepatitis C negative. Upon

questioning by the physician, the hepatitis C-positive patient reports that he has

not told his girlfriend of this infection.

A Perspective from a General Internist

Clinical Background

Hepatitis C virus (HCV) infection is the most common chronic bloodborne

infection in the United States with approximately 1.8 percent of the popula-

tion infected. HCV is transmitted parenterally by transfusion, intravenous

drug use, and accidental needle stick.1 Sexual transmission can occur,

although the risk appears to be very low (less than 3 percent in monogamous

partners).2

Routine testing for HCV is recommended for high-risk individuals such

as persons with history of injected drug use or unexplained abnormal ALT

levels, for recipients of blood products or organs before 1992, and persons

on chronic hemodialysis. It is unclear if long-term monogamous sex

partners of HCV-positive persons will benefit from testing.3 Testing should

be preceded by appropriate counseling. All HCV-positive individuals

should be counseled to change behaviors that increase the risk of HCV

transmission.1,4

Professionalism Considerations

The physician in this case faces a dilemma as his HCV-positive patient has

not told his girlfriend about his infection. The girlfriend is also his patient and

is HCV negative.
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The physician has to respect the privacy rule which sets limits on the use

of individually identifiable health information by providers. The Code of

Medical Ethics of the American Medical Association (AMA) states that

‘‘the information disclosed to a physician during the course of the patient-

physician relationship is confidential to the utmost degree. The physician

generally should not reveal confidential communications or information

without the patient’s expressed consent unless required to disclose the

information by law.’’

The physician should counsel the patient regarding prevention of spread-

ing HCV to others, including sexual transmission. If the patient has only

recently been diagnosed with HCV, then he should be counseled regarding

further evaluation for chronic liver disease, treatment of hepatitis, and HIV

testing. The physician should listen carefully to the patient’s perspective and

try to understand why the patient is reluctant to disclose his HCV seroposi-

tivity to his girlfriend. Dissecting the problem and exploring each of its

aspects together with the patient may be helpful.

The physician should discuss with his HCV-positive patient the small but

present risk of sexual transmission of this disease and advise the patient to

use condoms. He should also ask the patient about any illicit intravenous

drug use and alcohol consumption. The patient needs to be advised not to

share any personal care items that might have blood on them and to cover

cuts or sores on his skin.1 In addition, the physician should stress the impor-

tance of full disclosure and counsel abstinence or the use of condoms until

his girlfriend becomes aware of the risks. These steps may prevent transmis-

sion of the disease.

Often, patients decide not to disclose their positive hepatitis or HIV status

because they are afraid of being discriminated against or stigmatized in their

community. This becomes even more problematic in small communities.

Educating the community will help prevent transmission and nurture com-

passion and respect for these sick individuals. Workshops, community panel

discussions, distribution of factsheets and development of peer education

programs are some of the modalities that help raise awareness. These efforts

can be further expanded with collaboration at a state and national level.

The fact that the girlfriend is also one of the physician’s patients further

complicates this case. The principles of beneficence and nonmaleficence

require that health care providers do what is considered in the best interest

of the person for whom they are providing care. The physician knows that

informing the girlfriend about her boyfriend’s hepatitis status will benefit her

as she might take precautions that will prevent transmission. However, the

physician is not allowed to disclose this information as this will violate his

HCV-positive patient’s autonomy.

274 Part Three Cases Involving Physicians



The physician may schedule an appointment with the patient’s girlfriend

for counseling about the risks of sexually transmitted diseases (STD) in gen-

eral and the negative consequences of unsafe sex. The physician should

emphasize the importance of full disclosure and trust in establishing the

foundation of a trustworthy relationship. The couple should engage in an

honest discussion and share health information, in particular carrier status

for any potential STD.

The physician’s primary commitment must always be to the patient’s wel-

fare and best interests, whether the physician is preventing or treating illness

or helping patient to cope with illness, disability, and death. Medical care in

the United States has rapidly shifted from a paternalistic approach to patients

to an emphasis on patient autonomy. According to the ‘‘independent

choice model’’ of decision making, the physician objectively presents the

patient with options and odds but withholds his own experience and recom-

mendations to avoid overly influencing the patient. Intense collaboration

between patient and physician can help the patient to autonomously

make choices that are informed by both medical facts and the physician’s

experience.5,6

Opinion

This case underlines the ethical dilemmas that physicians often face in

everyday practice. The role of the physician as the patient’s advocate can

often lead to a crossroads where his effort to protect his patient from physical

or psychological harm may be challenged by the societal laws of protecting

privacy. The physician might have to balance the needs for privacy against

the obligation of protecting the individual.

Whenever conflicts arise, counseling and open discussion with the patient

might be the best approach. Building a patient–physician relationship on

trust, mutual understanding, and respect can effectively help the patient

who faces such a predicament to make a well-informed decision. The risk

of sexual transmission of the disease remains controversial and probably very

small. However, this low but present risk for the patient’s girlfriend of con-

tracting a disease should be explained clearly to the patient. The physician

should protect the patient’s privacy and autonomy and at the same time he

should strongly encourage the patient to discuss his diagnosis with his girl-

friend. The final choice belongs to the patient, who hopefully can make the

right decision with the physician’s guidance.

Irene Alexandraki, M.D.

Assistant Professor of Medicine, Department of Medicine

University of Florida College of Medicine-Jacksonville

Commitment to Patient Confidentiality 275



A Perspective from a Bioethicist

Doctor–patient confidentiality is a basic tenet of modern medical care, and

a core value of professional medical ethics. The primary justification for that

tenet is the expectation that a person seeking medical help and advice should

not be hindered by a fear that the physician or other clinicians (and, by

extension, associated personnel) will disclose any aspect of the patient’s

concerns or condition to those outside the recognized medical setting (which

may include third parties, such as insurance companies). Confidentiality

standards include unauthorized disclosure to family members or spouses,

except in cases where an individual has legal health care authority over the

patient (as in pediatrics, or guardianships, though some degree of confiden-

tiality is appropriate there as well).

Doctor–patient confidentiality is an ethical concept, going back to the

Hippocratic Oath. The associated legal concept is ‘‘doctor–patient privilege.’’

The law acknowledges a ‘‘special relationship’’ between doctors and patients

(as it does, for example, between attorneys and clients, clergy and parishion-

ers). The scope of that relationship, and thus legal protection of doctor-

patient communication, varies from state to state. No federal law governs

or defines the relationship.

Balancing the physician’s obligation to maintain patient confidentiality is

the medical obligation to public health. The obligation may be to specific

other individuals (e.g., the girlfriend in our scenario) or to the general public

welfare, as in the case of a carrier of an epidemic (e.g., Mary Mallon, ‘‘Typhoid

Mary’’). State requirements mandate reporting certain kinds of illnesses

(AIDS and Class IV HIV, hepatitis A and B, measles, rabies, tetanus, and tuber-

culosis), and some injuries as well (gunshot wounds or suspected child abuse),

even if disclosure violates patient confidentiality. Of course, legal obligations

and ethical obligations are not the same thing, and may even conflict.

The legal obligation to individuals was articulated in the famous Tarasoff

case, where the family of a murdered woman sued a therapist for not inform-

ing the intended victim that his patient threatened to kill her (the therapist

did inform the police). The California Supreme Court ruled, in a much

quoted phrase, ‘‘The protective privilege ends where the public peril begins.’’

The case has become the touchstone for trying to understand the balance

between patient confidentiality and public protection.

In the case in question, the doctor seems to hold two incompatible obliga-

tions to two patients – the obligation of privacy and confidentiality to the

patient, and the obligation to protect the health and well-being of his girlfriend,

also a patient. Let us call the patient John and his girlfriend Jane. The first

course, all would agree, is to use all the power of persuasion at the doctor’s
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disposal, based on the (hopefully developed) relationship he has with John, to

convince John to inform Jane himself or to allow the doctor to notify her.

Failing that, the doctor seems left with a choice of either (a) deciding to inform

Jane against John’s wishes and so having to explain to John why the doctor

must break his confidence, or (b) deciding not to inform Jane, and explaining

to a potentially Hepatitis C-positive Jane in a year or two why the doctor knew

John was Hepatitis C positive and did not warn her.

Some argue that, as painful as it may seem, the obligation to patient con-

fidentiality is absolute. It also protects public health, as patients who know

their confidentiality may be compromised will not come forward in the first

place.7 Others point out that true privacy is abrogated as soon as a patient

seeks help from the medical system in any case.8

In the case of John and Jane, the obligation of the physician is to do every-

thing reasonable to try to convince John to inform Jane, and, failing that, to

inform Jane personally (with full disclosure to John that the physician intends

to do so). Too often cases like this are seen as exceptions to a general principle

of confidentiality, or a ‘‘breach’’ of confidentiality,9 rather than a qualifying

aspect of that principle. Patient confidentiality as a value exists in a web of

competing values that sometimes trump it, as it did in the Tarasoff case or

the case of an abused child. John is also a moral agent, and has now enlisted

the doctor as a player in this moral drama, and so the relative weights of the

competing moral interests must be evaluated.

The bar to violating confidentiality must be set very high. The doctor

would not have an ethical obligation to warn if Jane was not his patient.

The threat to Jane must be high, as it is in this case where she faces con-

tracting an incurable disease. John must know and understand that he has

the disease, and that it is transmitted to Jane sexually or through other

transfers of bodily fluids (e.g., intravenous drug use). Ultimately, however,

the threat to Jane is a compelling reason to breach John’s confidentiality

and inform her.

An additional point must be made. Informed consent requires physicians

to reveal the circumstances under which they will disclose patient informa-

tion at the outset of the doctor–patient relationship. If John had been

informed by his doctor about the kinds of circumstances that may arise that

would require disclosure, including significant health threats to another

patient, he would have no standing to oppose the physician’s action. Given

an informed patient, the ethical issue disappears.

Paul Wolpe, Ph.D.

Asa Griggs Candler Professor of Bioethics at Emory University

Director of the Emory University Center for Bioethics
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PATIENT CONFIDENTIALITY – OBSTETRICS-GYNECOLOGY

One evening, a 28-year-old woman, G2, para 2–0–0–2, mentions to her hus-

band that she had an appointment with her gynecologist that morning. The

gynecologist prescribed metronidazole for treatment of ‘‘vaginitis.’’ The next

morning, the husband telephones the gynecologist and asks the physician

whether his wife’s infection could possibly be related to infidelity.

A Perspective from an Obstetrician-Gynecologist

Clinical Background

Vaginal infections may be classified into three types.10–12 The most common

form is bacterial vaginosis (BV). This infection results from an alteration in

the normal vaginal flora and is caused by a combination of several organisms,

including anaerobes, Mobiluncus species, Gardnerella vaginalis, and genital

mycoplasms. Risk factors for BV include multiple sexual partners, recent

change in sexual partner(s), douching, and changes in the hormonal milieu

of the vagina (e.g., transition to menopause). Bacterial vaginosis is not usually

considered to be a sexually transmitted disease. Although several treatment

options are available, the most cost-effective treatment for bacterial vagino-

sis in both gynecologic and obstetric patients is oral metronidazole, 500 mg,

twice daily, for seven days. Treatment of the patient’s sexual partner is not

routinely indicated.13

The second most common cause of vaginitis is moniliasis, or yeast infec-

tion. This infection, like bacterial vaginosis, results from alteration in the

normal vaginal flora. Risk factors for moniliasis include young age, nullipar-

ity, being in the luteal phase of the menstrual cycle, use of spermicides,

recent broad-spectrum antibiotic therapy, pregnancy, diabetes, and an im-

munosuppressive disorder. The most common organism is Candida albi-

cans; the other two important pathogens are Candida tropicalis and

Candida glabrata. The latter two organisms assume increasing importance

in women who have chronic yeast infections.11 Moniliasis can usually be

treated successfully with either topical antifungal medications such as clo-

trimazole, miconazole, or terconazole, or by an oral medication such as flu-

conazole. Dosing regimens for the topical medications vary from a one-time

application to seven days. Fluconazole is usually administered as a single oral

dose, 150 mg. Treatment of the sexual partner is not routinely indicated.

The third cause of vaginitis is trichomonas infection. Unlike bacterial vag-

inosis and candidiasis, trichomonas is a sexually transmitted disease that is

caused by the protozoan, Trichomonas vaginalis. The infection is highly con-

tagious, and >50 percent of patients will be infected after a single unprotected
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exposure to an infected host.10 The most effective treatment for trichomoni-

asis is a single 2 g dose of oral metronidazole.10–13 The sexual partner should

be treated with a similar dose of medication in order to prevent reinfection.

The sexual partner is most likely to accept treatment if the woman’s physi-

cian provides a prescription for him. However, many gynecologists are

understandably reluctant to write a prescription for an individual who is

not actually their patient. Because trichomoniasis is a sexually transmitted

disease, affected patients should be tested for all other sexually transmitted

infections such as gonorrhea, chlamydia, hepatitis B, syphilis, and HIV

infection.

Professionalism Considerations

This case deals squarely with the issue of patient confidentiality. The gyne-

cologist has no legal or ethical obligation to divulge confidential information

to the patient’s husband. This principle is particularly relevant if the woman

simply has bacterial vaginosis or candidiasis because neither of these is a sex-

ually transmitted disease, and neither poses any significant risk to the hus-

band. Under no circumstances should the gynecologist divulge information

to the husband without the expressed permission of the patient.

The situation becomes slightly more problematic if the patient is being

treated for trichomoniasis. This infection is a sexually transmitted disease,

and treatment of the woman’s sexual partner is indicated. Most gynecologists

would explain this necessity to the patient, request that she inform her

sexual partner of the infection, and ask that he seek treatment from his

physician.

As noted, anyone with trichomonas infection also should be tested for

other sexually transmitted diseases. If diseases such as gonorrhea, chla-

mydia, syphilis, or HIV infection are identified, the physician has a legal

obligation to report these infections to the local public health agency. In

addition, although trichomonas does not usually cause a serious illness in

the male partner, gonorrhea, chlamydia, syphilis, and HIV infection can

cause serious morbidity and, in the case of HIV infection, even mortality.

Therefore, if any of these infections are documented, the physician should

strongly encourage the patient to explicitly inform her sexual partner(s) of the

need to seek treatment. If the woman refuses to do so, the physician faces

a major ethical dilemma. His or her principal obligation is to respect the

confidentiality of the patient. However, the physician also has an obligation

to be fair and just to all parties concerned. Clearly, the sexual partner will

benefit from treatment.

The sense of urgency in notifying the sexual partner becomes particularly

pronounced if HIV infection is present. In the state of Florida, the physician
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does not have an obligation to inform the sexual partner if the patient

refuses to do so. However, neither is the physician vulnerable to legal action

if he/she decides to inform the partner without the patient’s consent. In

the present case, should a sexually transmitted disease be documented, the

ethical principles of justice and beneficence justify firm efforts on the part of

the physician to have the woman disclose the nature of her illness to her

husband.

Opinion

This physician’s first priority is to protect the confidentiality of his/her

patient. Therefore, without the expressed consent of the patient, the gyne-

cologist should not discuss her clinical care with her husband. I believe that

this principle should be inviolate if the woman simply has an infection such

as bacterial vaginosis or candidiasis. If trichomoniasis is present, but no other

sexually transmitted diseases are identified, I do not believe that the physi-

cian would be justified in violating the confidentiality of the patient. If con-

current STDs are documented, the physician has an obligation to report these

infections to the local public health authority. Investigators from the public

health unit, in turn, will contact the patient and make an effort to notify her

sexual contacts. If HIV infection is documented, I personally believe that the

physician is obligated to inform the patient’s sexual partner(s) of this infec-

tion if the woman refuses to do so. In this situation, there is a compelling

sense of urgency about having the sexual partner(s) tested for HIV infection

and treated, if infection is identified.

Patrick Duff, M.D.

Department of Obstetrics and Gynecology

Associate Dean for Student Affairs

University of Florida College of Medicine

A Perspective from a Physician and Expert on Patient Confidentiality

The starting point in this case is patient confidentiality. Without assurance of

confidentiality, patients might not reveal embarrassing or even illegal actions

important for physicians to know in providing optimal care.14 This ethical

principle is complemented by the federal Health Insurance Portability and

Accountability Act (HIPAA) of 1996. HIPAA prevents physicians from reveal-

ing patients’ personal information to third parties, even spouses, without

patients’ consent except when such disclosures are likely to provide signifi-

cant benefit and are unlikely to cause harm to the patients.15 Nonetheless,

this particular vignette raises a series of medical, legal, and ethical questions
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that invite different recommendations concerning the gynecologist’s com-

munications with the patient’s husband.

Why did the gynecologist prescribe metronidizole? This antimicrobial is

used for two types of vaginal infections: bacterial vaginosis and trichomoni-

asis. Bacterial vaginosis, an overgrowth of bacteria not normally present in

the vagina, is not a sexually transmitted disease (STD) and, therefore, the

issue becomes relatively simple. The gynecologist will benefit both wife

and husband by removing any doubt, anxiety, or suspicion raised by an

incomplete understanding of the illness being treated. Providing this infor-

mation will involve minimal, if any, breaking of confidentiality because the

wife has already revealed she is being treated for vaginitis.

If, however, the metronidizole was prescribed for trichomoniasis, the issue

becomes complicated. The protozoa Trichomonas vaginalis is sexually trans-

mitted and highly contagious. The physician has an ethical responsibility to

prevent the further spread of this infection by instructing the patient to tell all

her sexual partners that they are likely to be infected and need to seek med-

ical care. Fulfilling this responsibility involves discussing with the patient

both from whom she might have contracted the protozoa and to whom she

might have transmitted it.

Does the gynecologist have a legal or ethical responsibility to do more than

advise the patient? First, physicians are mandated to report other STDs,

namely chlamydia, gonorrhea, syphilis, chancroid, and HIV infections, to

their local department of health, which takes responsibility for finding and

treating potentially infected contacts. Trichomonas is not, however, a report-

able disease. Second, if a physician thinks a patient is likely to kill or cause

serious harm to any other person, the physician has, according to the Amer-

ican Medical Association’s Code of Ethics15 and the laws of most U.S. states,

the duty to try to prevent this by contacting law enforcement agents or even

by warning potential victims.16 This duty might apply to HIV, but surely not

to trichomonas since trichomoniasis is not life threatening, causes little suf-

fering in males, and is curable. It seems unlikely, therefore, that the gynecol-

ogist would be found liable if the wife did not inform her sexual contacts or if

these contacts did not take the necessary measures to protect themselves and

others.

To complicate matters further, it is not clear from the vignette whether the

husband is calling because he suspects his wife of infidelity, because his

wife suspects him of infidelity, or because he has in fact been unfaithful.

The gynecologist may already have some knowledge about this from what

the wife reported, but does not know, of course, if the wife was reporting the

truth. This question is further complicated by the possibility that any partic-

ular infidelity might not have been the source of the infection. In men,
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trichomonas infection is often asymptomatic and carriage is ‘‘self-limited

and transient.’’ In women, however, asymptomatic carriage can ‘‘occur for

prolonged periods of time’’ (with only one-third becoming symptomatic

within six months) so that ‘‘it is not necessarily possible to ascertain when

and from whom the infection was acquired.’’17

In light of these uncertainties, the gynecologist should, in the case of

trichomoniasis, explain politely that physicians are not permitted, by medi-

cal ethics and federal law, to discuss patients’ medical care with anyone but

the patients, not even with spouses. If, however, the husband reports specif-

ically that his wife revealed (in accordance with the gynecologist’s instruc-

tions) that she has an STD or, more particularly, trichomoniasis, the

gynecologist would be permitted, in my view, to explain the medical facts.

The husband should be told that the protozoa is highly contagious, that

infection can be asymptomatic, and that he needs to be evaluated for treat-

ment so that he will not reinfect his wife or anyone else. The gynecologist

must remember throughout that her or his primary duty is to the wife, not to

the husband, and must refrain from giving advice that might be construed as

establishing a patient–physician relationship with the husband.

Finally, the gynecologist’s duty to the wife implies an ethical and, possibly,

legal responsibility to tell her about the conversation and to offer to help her

deal with any marriage problems.

Paul Sorum, M.D.

Professor of Internal Medicine and Pediatrics

Albany Medical College

PATIENT CONFIDENTIALITY – PEDIATRICS

A grandmother brings her thirteen-year-old granddaughter to see her pedia-

trician for evaluation of poorly controlled type 1 diabetes. The grandparent is

concerned that the child’s parents are not appropriately caring for her and

requests specific information about the diabetes medications and recent lab

work.

A Perspective from a Pediatrician

Clinical Background

Causes of poor diabetic control in a thirteen-year-old are numerous and

include acute infection, omission of insulin doses, suboptimal dosing,

changes in exercise or dietary habits, depression or other mental health

issues, barriers to access to care, and unmet needs for family support. The
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transition from childhood to adolescence is marked by developmental pro-

cesses, such as changes in the individual’s level of independence and self-

determination that may impact on diabetes management.

Professionalism Considerations

In the ideal situation, this adolescent and her parents would have already

discussed the change in the relationship between the physician and adoles-

cent which should occur at the transition from childhood to adolescence.18

That conversation would include the agreement between all three parties

that the content of adolescent’s visits with the physician are confidential

from the parent unless the physician has a compelling reason to break con-

fidentiality. Such judgments may include that the patient is not competent to

provide informed consent or that the adolescent is a danger to self or others

(for instance, if he or she is suicidal, or involved in serious drug use), or if the

physician is compelled by law to do so (as in the requirement to report

physical or sexual abuse, for instance). Physicians also provide guidance

and support to the adolescent for effective communication between the

adolescent and the parents, and encourage parental involvement as appro-

priate, but should not mandate it.

The goal of optimal independence and normalization of everyday life for

an adolescent with diabetes must be balanced with the need to prevent life-

threatening outcomes of suboptimal management. Diabetes education pro-

grams which employ a family-focused approach in which adolescents and

parents use a shared management approach results in fewer conflicts and

better glycemic control. Such programs can be delivered in the family’s

home.19–21

Regarding the role of the grandparent, the physician would need to better

understand her concern and would need to clarify her role in the care of this

patient. Grandparents sometime assume a prominent role in the care of their

grandchildren. Has the grandparent been specifically granted permission (by

the parents and adolescent) to have access to this information and to be

involved in the patient’s care? If not, the physician is not permitted to give

the grandmother access to the information she is requesting.

In this instance, the primary relationship and guarantee of confidentiality

(with the stated exceptions) is between the adolescent and her physician. The

main portion of the visit would be between the patient and her physician

during which the physician would take a detailed history, including what the

patient believes causes her diabetes to be poorly controlled; her dietary and

exercise habits; her recent insulin regimen in response to blood glucose

measurements; how she and her parents share responsibility for manage-

ment of her diabetes; and discussion of personal-social issues such as school
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performance, possible depression, or other mental health issues, and sub-

stance use. Review of the record of blood glucose measurements and insulin

dosing would be reviewed. Adjustments might be made in rules for insulin

dosing. If a need for further or repeated diabetes education is identified, that

might be carried out by another member of the physician’s team.

The adolescent’s parents are the only other party with the right to be

involved in discussions of the patient’s care. If the parents and the patient

had given permission for her grandmother to be involved in her care, a signed

record of it would be present in the patient’s chart.

If the grandparent has written permission to be involved in her grand-

daughter’s care, the visit would involve the grandmother in (1) the initial

three-party portion of the visit, during which the patient and the grand-

mother would state their reasons for the visit and their concerns, and (2) at

the conclusion of the visit to wrap up and share with the grandmother any

content of the confidential portion of the visit that could be shared (i.e., if the

adolescent had agreed to share it).

Concerning the allegation of neglect: Is the grandparent alleging that

parental neglect of her granddaughter’s care is leading to poor control of

her diabetes? If yes, does the alleged neglect reach the level that requires

reporting to child protection authorities? The pediatrician should listen to

the grandparent’s concerns but should not reveal protected information

without the parents’ consent. The pediatrician would likely want to cross-

check reports of parental involvement with the adolescent patient. Ulti-

mately, the physician would weigh all of the information to determine if

the allegation of neglect causes a level of suspicion which would require

reporting to child protective authorities. If the physician judges that a report

is warranted, it would necessitate an exception to the confidentiality agree-

ment with the patient and family, since a report is then mandated by law.

Opinion

This is a complicated situation in which the physician needs to weigh the

guarantee of confidentiality in the relationship with this adolescent; evidence

(of medical neglect) warranting breaching the confidentiality; and the ‘‘offi-

cial’’ status of the grandparent with regard to her granddaughter’s medical

care. While the physician’s initial impulse may be to involve an obviously

concerned and perhaps well-intentioned grandparent, careful discussion

and clinical judgment will lead to the best decision.

Karen Edwards, M.D.

Associate Dean for Primary Care

New York Medical College
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A Perspective from a Medical Education Scholar and Grandparent

The complexity of family life in the United States suggests that this hypo-

thetical case might not be too uncommon. In many families both parents

work. A growing number of children are raised in single-parent households.

Furthermore, it has been estimated that between 11 and 17.5 million children

are raised by a parent whose judgment is impaired by alcohol or drugs.22 It

seems reasonable to guess that this grandmother might be doing this because

the girl’s parents are distracted by other responsibilities, living apart,

divorced, or impaired by drugs or alcohol.

I was asked to comment on this case from the perspective of a grandparent,

and someone who has been involved in evaluating the knowledge, skills, and

attitudes of young physicians in medical school and residency. In particular,

a few years ago my wife took our four-year-old grandson to see a physician

because his mother, our daughter, had been hospitalized and we needed

a physical examination form completed by a physician so that we could make

arrangements for child care. We were surprised to learn that many physicians

refuse to talk to a grandparent about a pediatric patient because U.S. com-

mon law requires parental consent for a physician to care for minor chil-

dren.23 Nevertheless, I would expect a physician who is a true professional,

when faced with this grandmother and the 13-year-old, to be thinking about

the following two issues before turning them away: What are the circum-

stances surrounding the grandmother’s request? What are the benefits and

risks of giving her the information she is seeking?

First, I would expect the physician to clarify the grandmother’s role in the

girl’s care and try to infer parental consent. Does she care for the child rou-

tinely? For example, the grandmother’s role might be clear if she lived in the

same home or in the same neighborhood. The granddaughter’s demeanor

and communication with her grandmother would provide clues about the

legitimacy of the grandmother’s role. On the other hand, if the grandmother

were visiting temporarily from out-of-town or if the granddaughter’s behav-

ior did not seem to reinforce her grandmother’s role in her care, I would

understand if a physician questioned the reasonableness of the grand-

mother’s request and turned her away.

It is obvious that there are emergency exceptions to the need for parental

consent. Although the present case is not an emergency, I would expect the

professional physician to evaluate the urgency of the request and the poten-

tial risk to the granddaughter’s health if nothing were done.

In this situation, a family member is eager to be supportive. I would expect

the professional physician to give her the information if the granddaughter’s

condition was not under control and the grandmother might be able to help
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in correcting this. The benefits of responding seem to outweigh the risks if the

grandmother plays a role in the care of the granddaughter. The only risk

would be that the parents might challenge the appropriateness of the medical

encounter with the child and the small breach of confidentiality.

In summary, from the perspective of a grandparent, I would expect the

professional physician to welcome the opportunity to strengthen a relation-

ship with this patient and to establish a new bond with a family member who

might be able to make a positive contribution to the patient’s health. Cited

recently by the Committee on Pediatric Emergency Medicine19 and originally

published in the context of emergency care settings, the following advice

might present a useful guideline that a professional could use in situations

where there is a need to provide essential care for an adolescent patient

without explicit parental consent:

Act like the patient is someone you care about. Act like you have the

courage and intelligence to tell the difference between necessary and

unnecessary care and testing, and that you have done for the patient what

you would have done for your own family member.24

Thinking back to our own experience, this is exactly what happened. The

physician whom my wife and grandson saw performed exactly as we

expected by assessing the credibility of her situation and choosing to com-

plete the physical examination form as requested.

Jon Veloski, M.S.

Center for Research in Medical Education and Health Care

Jefferson Medical College

PATIENT CONFIDENTIALITY – PSYCHIATRY

A thirty-five-year-old man is seeing his psychiatrist for depression. At the end of

a visit, he asks the psychiatrist to code the diagnosis as insomnia and not

depression because of his concern about the confidentiality of records and

discrimination based on diagnosis of depression.

A Perspective from a Psychiatrist

Clinical Background

Insomnia can be either a disorder or a symptom. It can occur as a condition

in and of itself, in which case it is referred to as primary insomnia, or can

occur in the context of another medical or psychiatric condition, in which

case it is referred to as co-morbid insomnia. The term ‘‘co-morbid’’ was
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utilized in preference to the term ‘‘secondary’’ in a 2005 NIH State of the

Science Conference25 in recognition of the fact that in such mixed states,

the direction of causality between insomnia and coexisting disorders is

difficult to establish. It is rarely clear as to whether the insomnia is a result

of the co-morbid entity, whether the co-morbid entity is a result of the

insomnia, or whether the two conditions coexist independently of one

another. This ambiguity is evident in the case of depression, the subject

of this clinical scenario; longitudinal studies have revealed that the rela-

tionship between insomnia and major depression is bidirectional. Insom-

nia commonly coexists with major depression, is fomented by major

depression, and is associated with an increased risk of developing

future depressive disorders in individuals who are currently free of such

disorders.26 From a clinical standpoint, therefore, it is conceivable for

insomnia to be the patient’s primary diagnosis in this scenario, as long

as it does, in fact, coexist with the depression. The patient’s request, how-

ever, goes beyond this, as he also wishes the diagnosis of depression to be

excluded.

Professionalism Considerations

The reasons for the patient’s request are not clear. He may be concerned

about the stigma of mental illness. Insomnia can be viewed as a ‘‘medical’’

disorder as opposed to a ‘‘psychiatric’’ disorder, a view which is supported by

medical coding nosologies such as the ICD-9, which lists insomnia under

both the psychiatric (307.41, 307.42) and medical (780.52) sections.27 In

a study of 1,187 depressed patients from 46 U.S. primary care clinics, 67

percent expected depression-related stigma to have a negative effect on

employment, 59 percent on health insurance, and 24 percent on friend-

ships.28 Alternatively, the patient’s request may be motivated by financial

concerns; a medical disorder may be reimbursable by his insurance carrier,

whereas a psychiatric disorder may not be. Also, he may be in denial of the

psychiatric nature of his condition. For these and other reasons, miscoding of

depression is a common practice in medicine; in one study, 50.3 percent of

primary care providers deliberately substituted another diagnostic code for

major depression within a two-week period.29

The patient’s request presents the physician with a difficult conflict. If the

psychiatrist were to deny this request, he or she would appear to be violating

the principle of primacy of patient welfare, possibly placing the patient at

greater risk for stigmatization and discrimination or granting him a greater

financial burden. On the other hand, if the psychiatrist were to honor the

patient’s request, he or she would clearly be violating the principle of social

justice, would be compromising medical ethical standards, and might even
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be placing him/herself at risk from a legal perspective. This apparent conflict

can be resolved when it is approached from a psychiatric perspective.

One of the important goals of psychotherapy is to make the patient con-

sciously aware of unconscious thoughts, feelings, and conflicts. This is a crit-

ical step in implementing a resolution of symptoms. To this end, the

psychiatrist must always be mindful of the potential for intrapsychic mean-

ing in whatever the patient expresses, verbally and nonverbally, in the psy-

chotherapeutic session. Communications that offer opportunities for a high

‘‘yield’’ in intrapsychic material are those which directly involve the psychi-

atrist or the psychiatrist-patient relationship. Transference is one such phe-

nomenon. It involves feelings, thoughts, and attitudes that the patient has

about the psychiatrist, and which have, as their bases, earlier, important,

relationships in the patient’s life, such as those that exist between individuals

and their parents or siblings. These feelings and thoughts are typically

unconscious, at least in part. For example, an angry patient may direct his/

her anger at the psychiatrist, yet not recognize that the anger is based in in-

fantile relationships. Alternatively, the patient may not feel consciously angry

at all, but act, within the psychotherapeutic sessions, in ways that appear to

express internal, unconscious, angry feelings. Such may be the case with the

patient of this scenario. Rather than expressing anger overtly to the psychiatrist

(e.g., ‘‘I feel angry with you today,’’), he may be expressing anger in disguised

form. The patient’s request in this scenario may be an example of a transfer-

encial communication, whereby he may be placing the psychiatrist in a diffi-

cult position as a way of punishing the physician as an expression of his own

underlying anger. A host of other psychodynamic formulations can explain

the patient’s request and, ultimately, the psychiatrist’s deepening knowledge

of the patient over time will guide him in arriving at the correct formulation.

The main point to be made here is that such interactions must always be

viewed in the context of the psychotherapeutic relationship, and the patient’s

psyche.

Opinion

What, then, might an appropriate response be on the part of the psychiatrist

to such a request? Clearly, acting upon the apparent conflict without consid-

ering the psychological meanings involved would be an incorrect response.

The psychiatrist cannot ‘‘take sides’’ between the two choices the patient

presents him, which represent the principles of primacy of patient welfare

and of social justice, respectively, as these choices are only disguised expres-

sions of elements of the underlying, more clinically pertinent, psychological

conflict. Rather, the psychiatrist must resort to further exploration by asking

the patient to explain the reasons for his request. Accordingly, one possible
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response is ‘‘you place me in a difficult position, where whatever I do seems

wrong. Please tell me what was going on in your mind when you made the

request.’’ Or, ‘‘let’s discuss the consequences of honoring your request, and

of not honoring your request.’’ Other possibilities exist, and the one selected

would be determined by the psychiatrist’s knowledge of the patient and his

psychodynamics.

Both honoring the patient’s request for a change in diagnostic coding and

refusing to do so, represent direct responses by the psychiatrist upon the

manifest request without recognition of the true, underlying, unconscious

meanings of this request. Both actions risk the loss of important opportuni-

ties for transforming a wealth of unconscious material into the realm of the

conscious, a therapeutic faux pas. They also risk the possibility that the

underlying primary conflict will find other ways of disguised expression in

the future, leading to continued symptomatic difficulties in the patient’s life

and in the therapeutic sessions.

The psychiatrist’s decision to undertake a path of further psychological

exploration places the physician and the patient in agreement with both

principles of professionalism. Whereas the patient may perceive that his best

interests are served by the psychiatrist’s changing of his diagnosis, it is actu-

ally clinically in his best interest to not ‘‘jump into action,’’ but to explore his

own request further. It is also in the best interest of society as a whole, and of

the psychiatrist’s professional integrity, to keep the patient’s clinical

improvement as his top priority. Ultimately, such a course of action repre-

sents good patient care.

Karl Doghramji, M.D.

Professor of Psychiatry and Human Behavior

Jefferson Medical College

A Perspective from a Scholar on Patient Privacy

Under the therapeutic principle of ‘‘do no harm’’ and the Hippocratic Oath

a physician may not reveal confidences without patient consent. 30 Since ‘‘the

quality of the therapeutic alliance is the best predictor of treatment out-

come,’’31 breaching confidentiality through disseminating a detrimental

diagnosis can hurt the therapy. Medical records deserve confidentiality, par-

ticularly about such a potentially stigmatizing condition as depression, be-

cause patients may otherwise experience employment or health insurance

discrimination.

Yet, embedded in this vignette are questions, dilemmas, practicalities, and

alternatives. First, it needs to be clear whether and what kind of depression
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brought the patient in, how recent and reliable the diagnosis is, and if the

patient presented with insomnia initially. Second, discussion of confidenti-

ality needs to occur at the start of therapy before a diagnosis may be clear.

Third, such a request may become an opportunity to bring the content and

motivation into the therapy while working on the meaning and feelings there.

A series of questions need to be considered. What does the diagnosis mean

to the patient? Is this a symbolic or practical concern? Is fear about the

diagnosis well founded or consequential in itself? Does the patient accept

that he is depressed, not just sleeping poorly, and is his insomnia a symptom

of a deeper malaise?

Moreover, there are practical questions that might ease or increase the

dilemma, such as if the diagnostic code is used for internal clinic purposes,

for example, within an HMO (health maintenance organization) or self-pay,

rather than for external insurance reimbursement? Does the patient (or ther-

apist) know if a diagnosis may extend therapy benefits beyond what insom-

nia might provide, and thus lead to improvement? Or does lack of insurance

parity (difference in coverage from physical disorders) mean a psychological

diagnosis might end treatment sooner? Does he have a secure job and health

coverage, and the means to pay out of pocket expenses? Is either the doctor or

the patient aware of cases of discrimination or coverage loss from the

diagnosis?

It is important that the psychiatrist maintain an honest and candid rela-

tionship with the patient. Does either consider this request a distortion of the

relationship? Is insomnia so much a part of the symptomology that it is a valid

diagnosis? If not, is there another? Could the doctor be wrong in the diagno-

sis, particularly early in therapy? Can diagnosis and claims be waited on until

this issue is resolved? Can the therapist help the patient through the anxiety

and any detrimental consequences?

Though a psychiatrist may not reveal information or diagnosis without

patient consent, there needs to be a record of the evidence for the diagnosis.

Including the symptoms and perhaps a tentative diagnosis of depression in

separately stored process notes would be protected by HIPAA and Jaffe

v. Redmond. Medical records need to be clear and complete for future treat-

ment; yet when whole records can be sent ubiquitously and instantaneously

with negative consequences, many are edited or incomplete, for exactly those

reasons.

While there is little written on this dilemma, and no surveys of psychi-

atrists who treat adults, some ethics literature and studies of primary care

physicians (PCP) and pediatricians, including child psychiatrists, provide

comparisons. Fully half of PCPs have modified depression diagnoses29 for

uncertainty on their validity or concern for the negative consequences for

290 Part Three Cases Involving Physicians



patients, though only one-in-nine patients so requested modification. More

than two-thirds of pediatricians coded alternatively, though just over half of

child psychiatrists,32 who were sometimes more (others less) likely to substi-

tute a diagnosis because of concerns for confidentiality, stigma, or insurance.

Moreover, in considering a similar dilemma, Lo describes a nurse in

excellent health who has a routine checkup at the hospital where he works.

The nurse asks his physician not to write in the medical record that he had

been severely depressed several years ago. He knows that many people in the

hospital might see his record, and he does not want colleagues to know his

psychiatric history. He also fears that he will have difficulty changing jobs if

his history is known. From Lo’s perspective, psychiatrists ought to keep psy-

chotherapy notes separately.33 Furthermore, the World Medical Association

maintains that ‘‘physicians should view with a critical eye any legal require-

ment to breach confidentiality and assure themselves that it is justified

before adhering to it.’’34

Explorations of this dilemma with two groups of colleagues reveal differing

approaches. During questions at a medical school psychiatry department

grand rounds, colleagues expressed concern about the consequences of a

depression diagnosis. One had a client denied health insurance when his

insurance ended. Some suggested the alternative diagnosis was appropriate

for confidentiality and alliance reasons. Another colleague suggested that

coding insomnia and depression sequentially would appear as insomnia,

the first diagnosis.

Discussion with forensic psychiatrists focused more on airing the issues

within the therapy and dealing with the consequences of the diagnosis, both

in and outside the relationship. They advised using and recording the

depression diagnosis to avoid insurance deception; one held if the patient

disagreed, terminating the therapy or referring, while another suggested pay-

ing cash. Perhaps their orientation to the intersection of medicine and law

contributed to their perspectives. But what if the patient cannot afford

a lengthy therapy, might not get insurance with depression recorded, or

the therapist cannot offer a sliding scale?

This dilemma also reinforces the need for stronger confidentiality and

anti-discrimination laws, mental health parity, and universal health cover-

age. As with other complex situations, there are many principles involved

and it is unclear what every conscientious physician might do. Discussion

within the context of the therapy is likely to lead to better solutions than any

hard and fast ethical or practical prescriptions.

Richard Sobel, Ph.D.

Program in Psychiatry and the Law at Harvard Medical School
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PATIENT CONFIDENTIALITY – NEUROLOGY

While at a wedding reception, a nurse overhears a neurologist, whom she

knows from working at the same hospital, telling others at his table a story

involving a hospitalized patient with delirium. While hospitalized, the patient

had episodes of bizarre behavior and was ultimately diagnosed with neuro-

syphilis. During the story-telling, the neurologist included identifying infor-

mation about the patient, who is a prominent local businessman.

A Perspective from a Neurologist

Clinical Background

In this breach of confidentiality the neurologist has revealed information

about a patient, information that would be embarrassing and damaging to

the man’s reputation, in a community where he is well known. He has been

entertaining guests with an interesting clinical story by imparting medical

information about a patient to a group of people who have no business

knowing such information. He would regard the situation as intriguing as

neurosyphilis is now rare with the advent of antibiotics and safer sex practi-

ces. Treponema pallidum, if untreated as a primary infection, may develop

into a secondary and then tertiary stage, often decades later, with meningo-

vascular syphilis, general paresis or tabes dorsalis. As in this case, those with

general paresis will show mental changes, usually dementia and sometimes

with agitation and delirium.

Professionalism Considerations

Trust is the cornerstone of the patient–physician relationship, and a compo-

nent of this trust is based in confidentiality about matters told to and learned

by the physician.35,36 The principle of trust is a core tenet of medicine and has

been central in the code of ethics for medicine as far back as Hippocrates.

All health care professionals have an obligation to keep information about

patients confidential. Even if the man in this case was not a prominent busi-

nessman who was well known in the community, a serious violation has

occurred.

Confidentiality is not an absolute and although there are legal supports for

patient confidentiality there are also situations stipulated in law where harm-

ful effects to others may require disclosure of specified types of information,

such as reportable diseases.

While there can be debatable issues around some specific aspects of confi-

dentiality, there is no debate here. The neurologist, and those listening to him

(if they thought about it), would know that this was an improper breach of
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confidentiality. He would know that he should not reveal medical information

about a patient even if he thought it was disguised (it wasn’t). In addition,

most of the public know they should not be hearing about a person’s illness from

a physician without explicit permission from the person. This is not an arguable

situation – the neurologist has committed a serious error, as the patient and

his family (and the ethics committee) would undoubtedly tell him if they knew.

The story calls for discussion on at least three points. First, confidentiality

is a part of the sacred trust we have with patients and we must always be on

guard to assure that their information and their secrets are protected. In

telling an interesting medical story at a social event, the neurologist has

broken this central tenet of medicine.

Second, it raises the question of what the nurse who overheard the story

should do when observing a violation of confidentiality. It is difficult to con-

front, even gently, the neurologist in this situation, but it would stop further

re-telling of the story, and undoubtedly would stop that neurologist from so

easily breaking faith with patients in the future. The health care professions

have been accused of not effectively policing themselves, which has resulted

in increasing external surveillance of our actions. If we take seriously the

responsibility of the profession to police itself, we should act appropriately

when there are violations. The neurologist is wrong, but is the nurse also

wrong if she just listens and does nothing further?

Third, this vignette is representative of a very common ethical breach, one the

health professions must address further. Physicians and other health care pro-

fessionals are intensely involved with their work and find great interest in the

patients and the fascinating situations they encounter. It is tempting for them to

share the interest with others. But care must be taken as many do not have

a right to hear. The legal complexities of confidentiality are not so common but

violations occur daily. Doctors talking about patients continue the conversation

when they step into a crowded elevator. Nurses talk about patients in the caf-

eteria. Medical students tell their classmates about the interesting cases with

revealing personal details. House staff put up lab tests and magnetic resonance

images at rounds, rounds that may be transmitted to other sites around the

area, with the name of the patient clearly displayed. Clinic and office staff may

leave charts lying around. Sheets containing patient identifiers and medical

information are improperly disposed of. The list goes on, and each person

has a responsibility not only to avoid breaches of confidentiality, but to take

steps to minimize the possibility, and to take corrective steps when it happens.

Opinion

Keeping medical information confidential is a cornerstone of professional

practice, and we must not only be personally vigilant, but take steps when
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we see an infraction. The nurse who overheard should quietly speak to the

neurologist. If she were reluctant, but she mentioned it to me, I would speak

to the neurologist. Only by addressing these serious infractions are we going

to stop a common pattern of professional misconduct.

Jock Murray, M.D., FRCP(C), MACP

Professor Emeritus

Dalhousie University, Halifax, Nova Scotia

A Perspective from a Nurse

The physician’s actions in this vignette are immoral, unethical, and illegal.

Respect for human dignity and confidentiality are basic ethical principles

mandated in the Hippocratic Oath,37 the Principles of Medical Ethics,38 the

International Code of Medical Ethics,39 and the Declaration of Geneva.40

Divulging this private information is also a violation of the privacy rule of

the Health Insurance Portability and Accountability Act of 1996,41 and could

result in monetary damages at civil trial. The physician’s behavior is egre-

giously wrong and the nurse must make a decision. This commentary focuses

on the nurse’s role, professional mandates, salient features, compelling

forces, and the ideal response.

The nurse faces a serious problem and must decide how to respond. Eth-

ical decision making, after all, is the responsibility of every professional. A

professional code of ethics offers guidance, but the nurse may feel con-

strained by a social system that engenders real or perceived inequality. Nev-

ertheless, the nurse’s decision is important because of harm to the patient.

The physician’s act causes present and potential future harm and offers no

benefit. The physician immediately harms the patient by violating his dignity.

The potential harm to this patient includes disruption of personal and busi-

ness relationships and loss of income. Additionally, the physician potentially

harms the health care system as a whole, since those who hear the story will

distrust physicians to guard their privacy when they become patients. Finally,

if no one challenges the physician, he will likely repeat this behavior in the

future and thus harm other patients.

The Code of Ethics for Nurses (Code of Ethics) guides nurses by directing

them to embrace the ideals and moral norms of the profession.42 The Code of

Ethics is based upon ethical principles, including beneficence and the idea of

obligatory duties. The ethical principle of beneficence requires the nurse to

act in such a way as to benefit patients and prevent harm. The Code of Ethics

establishes several points related to beneficence and duty that are specifically

applicable to this case. The nurse (1) has a primary duty to the patient;
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(2) maintains respect for the inherent dignity of every individual; (3) is a vig-

ilant advocate for dignified and humane care; and (4) protects the rights of

the patient. Further, the Code of Ethics instructs the nurse to take specific

actions to prevent or stop any unethical or illegal action by any person that

jeopardizes the rights or the best interest of the patient.

Imagine the same scenario occurring in the hospital hallway within ear-

shot of the patient’s nurse. A nurse in that setting would certainly speak

to the physician and likely report the case to a supervisor or administrator.

Unfortunately, the Code of Ethics fails to specify in what setting the rules

apply. Since this case occurs at a wedding party, many questions are unan-

swered by the Code of Ethics. Do ethical codes apply outside of the profes-

sional setting and role? Does the nurse have a duty to all patients or only

those who are direct recipients of care? Since the infraction occurred outside

of the facility, what is the appropriate chain of command? Contemporary

codes of ethics answer none of these questions.

The ideal nurse would manifest character traits and virtues consistent with

the values of the profession and would always act courageously and accord-

ing to principle. The nurse should seek a solution that honors the patient, the

physician, and the nurse. Since the physician is a moral being worthy of

respect, the nurse should confidently, yet discreetly, approach the physician

and broach the subject. If the physician’s behavior continues despite the

nurse’s intervention, the nurse should later notify authorities at the physi-

cian’s licensing board.

One would like to think that nurses always demonstrate moral virtue and

integrity, but doing what is morally right is seldom easy. In a real-life situa-

tion most nurses would struggle with this decision. Because physicians are

sometimes perceived to be more powerful than nurses, the nurse might be

frightened to challenge the physician, especially in public. By approaching

the physician, the nurse may worry about serious risks. The nurse may hes-

itate to make waves or may be concerned about loss of employment since

physicians generate revenues for hospitals. The nurse may realize that some

medical licensing boards reveal the names of those who file complaints.

Given an atmosphere that has evolved from an historical tradition of power

imbalance and gender stereotyping, it is not surprising that moral convic-

tions might take a backseat to fear and intimidation. The nurse’s eventual

action will depend upon the balance between these factors and the nurse’s

courage, moral integrity, and awareness of professional ethics.

Compelling questions arise from the particulars of this situation: the

diagnosis, the setting, and the relative social positions of nurses and physi-

cians. But each case challenges professionals to critically examine their own

moral values and search professional ethics for the best solution. Each person
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should courageously act in a manner that is consistent with professional and

personal moral values. Like physicians, nurses must make critical judgments

and take actions to protect patients, uphold professional ethics, and maintain

moral integrity.

Alvita Nathaniel, Ph.D., FNP-BC, FAANP

Associate Professor

Coordinator, Nurse Practitioner Track

West Virginia University School of Nursing

SUMMARY – COMMITMENT TO PATIENT CONFIDENTIALITY

Background

Confidentiality within the physician–patient relationship has been a core

ethical precept since antiquity. The Hippocratic Oath specifically discusses

confidentiality as an ethical imperative:

What I may see or hear in the course of the treatment or even outside of the

treatment in regard to the life of men, which on no account one must spread

abroad, I will keep to myself, holding such things shameful to be spoken about.

Much later, in the late eighteenth century, the Scottish physician John

Gregory wrote his influential Lectures upon the Duties and Qualifications of

a Physician (1772). Gregory continued to exhort physicians to protect patient

confidentiality in these lectures. In 1847, the American Medical Association

(AMA) established its first code of ethics. One of the core requirements was

patient confidentiality. The Code stated:

Secrecy and delicacy, when required by peculiar circumstances, should be

strictly observed; and the familiar and confidential intercourse to which physi-

cians are admitted in their professional visits, should be used with discretion,

and with the most scrupulous, regard to fidelity and honor . . . none of the pri-

vacies of personal and domestic life, no infirmity of disposition or flaw of char-

acter observed during professional attendance, should ever be divulged by him

except when he is imperatively required to do so.43

The 2002 Physician Charter on Medical Professionalism, a collaborative

work by several medical organizations describing the core components of

medical professionalism, included the following about medical confiden-

tiality:

Earning the trust and confidence of patients requires that appropriate confiden-

tiality safeguards be applied to disclosure of patient information. This commit-

ment extends to discussions with persons acting on a patient’s behalf when
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obtaining the patient’s own consent is not feasible. Fulfilling the commitment to

confidentiality is more pressing now than ever before, given the widespread use

of electronic information systems for compiling patient data and an increasing

availability of genetic information.44

The law has looked to these ethical guidelines as a basis for imposing legal

obligations of confidentiality. Common law initially established legal prec-

edents of confidentiality. These rights were further strengthened through

subsequent state and federal legislation. In addition to establishing confi-

dentiality as a legal right, legislation has determined situations where a phy-

sician has an obligation to override confidentiality. These exceptions, as

described below, generally involve instances where the public interest is

better served by breaching confidentiality.

The Need for Confidentiality

Physicians and patients both depend on the need for physician–patient con-

fidentiality. For physicians, effective treatment requires accurate informa-

tion. Full, frank, and candid disclosure by the patient facilitates an accurate

diagnosis and appropriate medical treatment. For patients, confidentiality is

paramount. Having a trusting relationship with a physician allows the patient

to feel comfortable revealing sensitive information. If confidentiality is not

maintained, then patients may either withhold information or give inaccu-

rate information, to their own detriment. Breaches in confidentiality may

lead to stigmatization and even the denial of health care, housing, insurance,

and employment.

Despite the clear obligation for providers to maintain patient confidenti-

ality, a significant proportion of patients have misunderstandings about

many issues surrounding the confidentiality of their medical information.45

Further, many patients are unaware of the ethical and legal obligations of

physicians to ensure confidentiality. This is particularly true of adolescents,

as several studies have shown that they are generally unaware of routine

confidentiality protections. This lack of awareness, in turn, leads many to

either delay or avoid medical care or to change the details of their illness.45

Of 1,295 high school students surveyed by Cheng, 68 percent had concerns

about the privacy of a school health center, and 25 percent reported that they

would avoid care altogether rather than risk information disclosure to

parents.46 Other studies have shown that battered women,47 patients under-

going genetic testing,48 and patients with HIV or who are at risk for HIV,49,50

may decide either to not receive medical care or to alter their complaints to

the physician out of concern for medical confidentiality. This is also true in

patients with mental health illnesses.51,52 In a study of seventy-six adult psy-

chiatry patients, slightly more than half were unable to explain what medical
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confidentiality meant.52 It is possible that uncertainty over confidentiality led

the patient in the case and commentary discussed by Sobel and Doghramji to

ask his physician to change the diagnostic coding for depression.

Protected Health Information and Breaches in Confidentiality

Protected Health Information (PHI) is the term for any identifiable health

information that could be reasonably used to identify an individual. Exam-

ples of PHI may include a patient’s physical examination or a past or present

medical history. It may also include research records, a unique patient iden-

tification number, or records describing payment for a health care service. A

breach in confidentiality is the transmission of PHI to a third party who is not

directly involved in the patient’s medical care or is not authorized by the

patient to receive his or her health information.

Confidentiality covers not only what patients say to physicians, but also

what physicians may discover independently during examination of the

patient or from test results. The duty to maintain confidentiality even con-

tinues after the patient is no longer under the care of the physician. Further,

the duty to maintain confidentiality continues after the patient is deceased.53

If confidentiality were not maintained, even for the deceased, then there

might be a reluctance on the part of the patient to share medical information

prior to death.

Challenges to Maintaining Confidentiality and HIPAA

Even Hippocrates could not have foreseen the many challenges to maintain-

ing confidentiality in today’s medical environment. The challenges arise

from not only the number of personnel accessing records, but also the meth-

ods through which records are accessed and shared. Multiple personnel with

various responsibilities in the patient’s care increasingly have access to med-

ical records. In addition to treating physicians, others with access to the

patients’ records may include medical students, house staff, nurses, medical

assistants, pharmacists, case managers, social workers, administrators,

insurers, secretaries, and transcriptionists. The increasing reliance on elec-

tronic health records also adds to this challenge, as many of these providers

may readily access the patient’s medical history through computers at the

hospital, in the outpatient setting, or at home. The temptation exists to view

patient’s medical charts in the electronic chart for non-medical need pur-

poses. As Sylvester states in his commentary, a medical student may be curi-

ous about a former patient’s progress and may want to follow up on a patient

no longer under his or her direct care. Although such an initial impulse has

merit, Sylvester and Goodman argue that phoning the family or, better yet,

simply obtaining permission directly from the patient is ideal. Lastly, the
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improper sharing of faxes, e-mails, and shared databases may lead to further

challenges in avoiding breaches of confidentiality. The challenge is that in

today’s online environment, it only takes a few clicks to copy and paste vast

amounts of private health information into a non-secure e-mail environment.

Mindful of the ethical and legal imperatives of maintaining confidentiality,

privacy experts and policy-makers voiced concern that confidentiality was

not being adequately protected.54 The increased number of providers that

have access to records and the growing implementation of electronic com-

munication and electronic records led to multiple opportunities for confi-

dential information to be disclosed to third parties. With these concerns as

a backdrop, in 2003 the U.S. government implemented federal health privacy

regulations, referred to as the Health Insurance Portability and Accountabil-

ity Act (HIPAA). This regulation ushered in a new era of patient privacy.55

Under HIPAA, patients have multiple areas of privacy protection. One area of

protection is to help patients better understand their medical privacy rights.

All patients are given a ‘‘notice of privacy practices’’ by their health providers,

which gives patients the right to know who will be able to see and use their

records. Another area of protection is the provision which allows patients the

right to choose who may view their records. Also, patients are, with rare

exception, given the right to access their records, although some psychother-

apy notes may be exempt, as could notes that endanger the safety of another

individual.

In enacting HIPAA, Congress mandated establishing federal standards for

privacy of PHI. Prior to HIPAA, medical confidentiality regulation relied on

a ‘‘patchwork of Federal and State law.’’56 Also, prior to HIPAA, PHI could be

distributed without consent, for reasons other than health care treatment.

For example, pharmacy benefits management companies could disseminate

health information to marketers without the permission of patients.57

Patients who had smoked and used nicotine replacement treatments were

contacted by marketers of a newer smoking cessation drug. If companies sold

this information to marketers, information on other illnesses, such as mental

health illnesses and HIV were also marketable prior to the passage of HIPAA

regulations.

Many have felt that HIPAA has been more a bureaucratic impediment to

patient care than a true advancement in patient confidentiality.15 This crit-

icism of HIPAA may result from misconceptions about its specific regula-

tions. For instance, some clinicians believed that their offices required

soundproofing, many were uncertain about how to speak with patients in

semiprivate hospital rooms, some believed that all PHI needed to be removed

from e-mails and faxes, and others believed that obtaining records, even in

emergencies, required patient authorization.15
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The U.S. Department of Health and Human Services replies to several

areas of concerns on the frequently asked questions section of their web

site.58 Fortunately, HIPAA regulations allow physicians to use their judgment

regarding the patient’s wishes or best interests. If, in the course of giving

appropriate and reasonable care, incidental disclosure of medical informa-

tion is given out, the provider is not held responsible for violating HIPAA

regulations. Keeping one’s voice down should suffice; rarely is there a need

to avoid speaking in an area altogether or to avoid speaking to patients in

semiprivate rooms. Soundproofing or other expensive modifications should

not be required. A physician may consult with another physician by e-mail

about a patient’s condition and faxes containing PHI can be sent as long as

reasonable safeguards are met. Importantly, authorization of release of med-

ical records must not impede the release of information that is essential for

medical care. Lo and others suggest that incidental disclosures are permis-

sible in ethical medical practice if the following criteria are met: The com-

munication should be necessary and effective for good patient care; the risks

of breaching confidentiality are proportional to the likely benefits; alterna-

tives for communication are impractical, and the communication practice

is known to patients.33 Health care providers should be aware that there

are two distinct goals of HIPAA: to protect privacy and confidentiality but

also to allow the flow of medical information that is essential for medical

care.

Review of the Cases and Commentaries

The seven cases that illustrate patient confidentiality and their accompany-

ing commentaries reflect different perspectives of students, physicians, and

educators and help to elucidate the challenges that medical students and

professionals confront in maintaining a balance between patient welfare

and confidentiality. These cases describe a range of challenging situations:

medical students disclosing PHI from a medical lecture to a non-medical

student; a student accessing the EMR to follow up on the health status of

a former patient; a family member requesting PHI about a patient from the

physician without obtaining consent; a husband requesting PHI concerning

his spouse for information that bears consequences on his own health but

may also disclose information regarding infidelity; a request to code a differ-

ent diagnosis so the patient may avoid potential stigmatization if the PHI is

revealed to a third party; a patient who tells his physician that he will not

disclose his blood-borne disease to his girlfriend; and finally a physician

discussing PHI at a wedding reception concerning a patient with a serious

neurological condition occurring as a result of a stigmatizing disease. The
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cases and their commentaries reflect the variety of ethical challenges in con-

fidentiality that can arise.

Specific Medical Student Issues

Medical students have the same obligation to maintain patient confidential-

ity as physicians. With their first patient – the cadaver – students are taught by

anatomy professors to be respectful, maintain privacy, and respect confiden-

tiality.59,60 No PHI should be shared with those outside class. For example, an

anatomy professor described a case where a student in a local post office

talked on his cell phone loudly and in detail about the recent experience of

the dissection of a cadaver.61 This was overheard by a woman whose mother

had recently died and had donated her body to the anatomy lab. The woman,

overhearing the conversation in a public space, was horrified. Although the

woman’s mother was not identified, she believed that the student should

have shown more discretion in describing his experience in the cadaver

lab. Whether speaking in a public space, such as the wedding reception

commented on by Murray and Nathaniel in this chapter, or in a hospital

hallway, students and all health care providers need to be mindful that

everything reasonable is done to protect patient privacy.

Another pre-clinical encounter that gives rise to confidentiality issues

occurs in lectures when PHI is discussed, or when patients themselves are

invited into class. To students, it may seem innocuous to discuss a case

with non-medical student friends and family. However, as Lerman and Spike

write in Chapter 2, this information may be sensitive and confidential.

Even when such patients are de-identified in these discussions, one must

be sensitive as to what purpose it serves to share this information. Is it

for educational purposes or is it simply to share an interesting clinical anec-

dote? As the New Jersey State Supreme Court wrote, ‘‘What policy would be

served by according the physician the right to gossip about a patient’s

health?’’62

As students begin their clinical work, further confidentiality issues arise

and unexpected challenges may develop. First, patients may be more con-

cerned about their confidentiality being breached by a student than by the

attending physician. Such a concern may limit the information given to the

student. In one British study, 40 percent of 335 surgical patients felt that stu-

dents should not see their records, and 17 percent were worried that the

student would discuss their case outside of surgery.63 Another study reported

patients’ concern about whether the students would inappropriately share

their medical history. These patients felt that this was a potential barrier

when deciding whether to take part in student education.64 Patients, how-

ever, should be reassured that students are held to the same standards as
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physicians to maintain confidentiality. HIPAA regulations have addressed

medical student use of patient record and ‘‘permit medical trainees access

to patients’ medical information, including entire medical records.’’58

A second challenge students may have in the clinical setting is feeling

unprepared to take appropriate action when they overhear others breaching

patient confidentiality. For example, in a study examining students’ attitudes

towards confidentiality of computerized medical records, students were able

to recognize that they had a responsibility to report a breach in confidenti-

ality; however, many were not knowledgeable about the best course of action

to take when confidentiality had been breached.65

A third challenge students may face in the clinical setting occurs as stu-

dents try to balance their educational needs and curiosity with respect for

patient confidentiality. Sylvester and Goodman (see Chapter 2) argue a view

consistent with the AMA code of ethics and by HIPAA regulations – the

curious student should seek the permission of the patient or patient’s parent

when accessing information months after being involved in the patient’s

care.

Exceptions to Confidentiality

Despite the expectation of confidentiality in the physician–patient re-

lationship, confidentiality is not absolute. Physicians may have competing

ethical obligations, such as a duty to warn or report. There are situations

where maintaining confidentiality may lead to harm. Legally, to protect

a third party, it is permissible to breach confidentiality if certain conditions

apply.

Codes, professional guidelines, and the courts have recognized that there

are instances when society’s welfare, as well as the need to protect a third

party, may require exceptions to physician–patient confidentiality.33,44 As

stated by the California Supreme Court following the Tarasoff case, ‘‘the

protected privilege ends where the public peril begins.’’66 In breaching con-

fidentiality, Lo states that five elements must be in place:33

1. Potential harm to third parties is serious

2. Likelihood of harm is high

3. No alternative for warning or protecting those at risk

4. Breaking confidentiality will prevent harm

5. Harms to the patient are minimized and acceptable

A common clinical encounter in which breaching confidentiality may be

appropriate involves the decision whether to notify the partner of a patient

with an STD. As discussed earlier in the chapter in the commentaries written
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about the woman with vaginitis and the man with hepatitis C, the physician

should make great effort to encourage the patient to disclose the infection to

his or her partner. Failing that, physicians should consider whether the de-

cision to breach confidentiality meets the five elements listed. For instance, it

seems clear that in the case commentary involving the woman who had

vaginosis (a form of vaginitis), it would be inappropriate to breach the

patient’s confidentiality and inform her spouse. However, if there was evi-

dence of other STDs associated with ‘‘serious harm,’’ such as HIV or hepatitis

C, the physician would have an obligation to report this to her partner. The

decision to breach confidentiality may seem clearer when the partner is also

the physician’s patient, as described in the commentaries by Alexandraki and

Wolpe.

In cases where it is discovered that the patient may be experiencing elder

abuse, child abuse, or domestic violence, confidentiality may be breached for

the sake of the patient. States typically have a sliding scale of duty to report

instances of abuse; for example, as discussed by DeJong (in Chapter 3), child

abuse is a legally mandated reporting obligation, whereas elder abuse and

domestic abuse are not.67,68

Certain medical situations could result in harm to society at large if not

reported to public officials. For example, physicians must report gunshot

wounds in order to serve the public interest.69 Medical conditions that affect

the ability to drive – such as seizure disorders – need to be reported to the

driver’s licensing authorities. A suspected occupational disease in an indi-

vidual worker should be reported to local health authorities and/or a regula-

tory agency, such as Occupational Safety and Health Administration or the

Environmental Protection Agency. In some states, laboratories are required

to report abnormal findings of public health significance (for example, ele-

vated levels of heavy metals). This reporting may be critical in protecting

others in the same community, work, or home environments.70

Adolescent Issues

Adolescents present particular challenges with regard to confidentiality. As

discussed by Veloski and Edwards, in most cases the legal right to consent to

treatment resides with the adolescent’s parent or legal guardian. However, in

the case of an emancipated minor (one freed from control by a parent or legal

guardian) or a ‘‘mature’’ minor, the adolescent has the right to maintain

confidentiality from his/her parent or legal guardian. Most adolescents are

not aware of these protections and, in turn, may avoid necessary medical care

or give incomplete information.45 Additionally, physicians need to be aware

of the specific laws in their jurisdiction related to adolescent confidentiality

protection.71
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Conclusion

These cases in patient confidentiality illustrate the sometimes competing

values of public health, patient autonomy, protection of third parties and

confidentiality. As evidenced in the commentaries, these values may look

different to the medical student, to the patient, and to the physician. In this

increasingly complex world of electronic communication and record keep-

ing, maintaining confidentiality is difficult. When confidentiality conflicts

with other core values, the solutions may be challenging. Hopefully, by con-

sulting authoritative ethics documents (e.g., codes and professional guide-

lines), examining the relevant literature, and seeking the input of professional

colleagues, we can all better address the many ethical challenges in the area

of confidentiality.
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8 Commitment to Improving Quality of Care

Cases and Commentaries

IMPROVING QUALITY OF CARE – ADULT PRIMARY CARE

A primary care physician who directs a large primary care clinic is notified of

an insurance company audit that for the second consecutive year reports that

a higher than predicted fraction of patients in that practice has cholesterol

levels that are not at goal (Adult Treatment Panel III (ATP-III)). Following the

audit last year, the physician notified his colleagues of these findings and spoke

at a business meeting of the need to adhere to lipid-lowering recommenda-

tions. Despite the reminder given by the clinic director, the overall lipid results

are slightly worse this year than last year.

A Perspective from an Internist and Quality of Care Scholar

Clinical Background

A strong body of evidence documents that elevated LDL cholesterol is a major

risk factor for cardiovascular disease and that LDL-lowering interventions

reduce the risk for cardiovascular disease events in both primary and sec-

ondary prevention settings. The effectiveness of cholesterol management in

the prevention of cardiovascular morbidity and mortality has prompted

many quality improvement efforts such as the Ambulatory Quality Alliance

to develop quality measures related to cholesterol management.1

The ATP-III recommends measurement of fasting lipoprotein levels (total

cholesterol, low density lipoprotein (LDL) cholesterol, high density lipopro-

tein (HDL) cholesterol, and triglycerides) every five years, beginning at age

twenty years.2 The ATP III identifies optimal lipoprotein levels as total cho-

lesterol < 200 mg/d, LDL cholesterol < 100 mg/dL, and HDL cholesterol > 60

mg/dL. ATP-III recognizes different targets for patients with different cardio-

vascular risk profiles. The LDL goal is <100mg/dL for patients with existing

coronary heart disease or its risk equivalent. Risk equivalent is defined as the
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presence of diabetes, peripheral arterial disease, abdominal aortic aneurysm,

symptomatic carotid artery disease, or a Framingham risk score that indi-

cates a ten-year risk for coronary heart disease >20 percent. The Coordinating

Committee of the National Cholesterol Education Program has recom-

mended such patients have an LDL less than 70 mg/dL.3 For patients with

two or more cardiac risk factors who do not have existing coronary heart

disease or its risk equivalent, ATP III guidelines recommend target LDL levels

are <130mg/dL. LDL <160 mg/dL is the recommended goal for patients with

0–1 risk factor. ATP guidelines will be updated in late 2009.

Diet, exercise, and pharmacologic therapy are the major modalities for

optimization of lipoprotein levels. Clinical trials demonstrate the effective-

ness of LDL-lowering interventions in reducing cardiovascular morbidity and

mortality among persons with and without existing cardiovascular disease.

Because clinician and patient adherence to ATP-III recommendations is nec-

essary to approximate the benefits demonstrated in clinical trials, the ATP-III

advocates the use of multidisciplinary strategies to achieve the full benefit of

the recommendations at the population level.

Professionalism Concerns

Several forces compel physicians to follow authoritative clinical guidelines

such as the ATP-III recommendations. Among these forces are the desirabil-

ity of achieving optimal patient outcomes, the recognition that performance

will increasingly determine compensation as the pay-for-performance

movement gains hold, and the pride that comes from having one’s clinical

practice rated highly. Maintenance of high levels of quality of care is also

a matter central to medical professionalism.

Recognition that quality improvement is a matter of professionalism is

likely to be a particularly powerful force in motivating physicians to integrate

quality improvement into their daily work. Physicians who view quality im-

provement as something foisted on them by external parties will no doubt be

less enthusiastic participants in quality improvement efforts than those who

view quality improvement as a professional duty. In 2002, the American Col-

lege of Physicians-American Society of Internal Medicine, the European Fed-

eration of Internal Medicine, and the American Board of Internal Medicine

developed a physicians’ charter that outlines a set of principles to which

medical professionals should aspire. Other codes of professional ethics such

as the American Medical Association Code of Ethics echo many of the same

elements of professionalism as the charter.4 Consideration of these principles

should guide the physician director’s behavior in this scenario described.

The primacy of patient welfare is a fundamental principle of professional-

ism. This principle mandates that physicians dedicate themselves to serving
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the best interest of the patient despite market forces, societal pressures, and

administrative exigencies that may try to erode this dedication. It is clearly in

the best interest of patients cared for in the practice described in the vignette

to have cholesterol levels consistent with ATP-III targets. Thus, physicians

who behave in accordance with principle of the primacy of patient welfare

are obligated to work towards achievement of ATP-III goals since doing so

will optimize patient outcomes.

Among the professional responsibilities outlined in the charter on profes-

sionalism are commitments to professional competence, to scientific knowl-

edge, to professional responsibilities, and to improving quality of care. These

commitments should guide the behavior of the physician director and his

colleagues in responding to their practice audits. Maintenance of profes-

sional competence and scientific knowledge involves keeping abreast of cur-

rent evidence and authoritative guidelines relevant to the types of patients

that a physician cares for. Consequently, the physician director and his col-

leagues should be knowledgeable about the ATP-III recommendations. They

must also understand that a professional commitment to improving quality

of care extends beyond that of maintaining personal competence. The char-

ter on professionalism calls for physicians to take an active role in the de-

velopment and implementation of quality of care measures, participate in

processes for routine assessment of performance, and states that physicians

are responsible for developing and implementing strategies to continuously

improve the quality of care delivered by them and the organization that they

work within. The vignette does not contain sufficient information to judge

whether the physician director and his colleagues failed to maintain compe-

tency and currency of knowledge, but it does document a lack of commit-

ment to the professional responsibility to improve quality of care.

A physician’s primary commitment is to the welfare of his or her patients.

In recent years, there is increasing recognition both within and outside of the

United States that this commitment extends beyond a physician’s relation-

ships with individual patients and also encompasses active engagement of

physicians in modern, systematic approaches to the assessment and im-

provement of health care quality.4,5

Opinion

The physician director’s passive response to the initial audit did not honor

the fundamental principles and professional responsibilities. Professional-

ism mandates that he take a more active response to the current audit find-

ings. In his supervisory role, the physician director in the vignette has

a professional responsibility to motivate himself and his colleagues to do

the right thing for their patients. Further, his director role confers an
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additional responsibility of determining whether the audit accurately reflects

his practice’s true performance.

To behave in a professional manner worthy of the trust the public places

in physicians, the director must motivate his colleagues to learn why their

practice failed to meet ATP-III targets. Once they have confirmed and

identified potential explanations for suboptimal performance, the physi-

cians need to develop quality improvement interventions to address the

identified reasons and implement these interventions. Among the inter-

ventions they should consider are those that the ATP-III advocates:

physician and patient education, reminder systems for clinicians and

patients, patient advocates, patient education about preventive care,

development of standardized treatment plans, and use of feedback from

past performance to foster change in future care. Implementation of such

strategies would be a professional response to sequential reports of

suboptimal lipid control among patients in the practice. Inertia is an un-

acceptable and highly unprofessional response to data that suggests sub-

optimal care.

Christine Laine, M.D., M.P.H.

Editor, Annals of Internal Medicine

A Perspective from a Health Services Researcher

The quality of care delivered in physicians’ offices is suboptimal,6 and the

care of patients with abnormal lipid profiles is no exception.7,8 Data from

a 2005 assessment of care delivered to more than 70 million people en-

rolled in health plans across the United States showed that fewer than half

of those patients at high risk for myocardial infarction have adequately

controlled lipids.9 This ‘‘care gap’’ – the underuse of statin medications –

and efforts to improve the use of these medications in the treatment of

lipid disorders, can illustrate the general challenge of quality improve-

ment. The case scenario prompts several questions that this commentary

will address:

� Why do care gaps exist?

� How do organizations – health plans, integrated delivery systems, practice

groups, governments – try to change physicians’ practice to reduce care

gaps?

� Which strategies are effective at changing physicians’ behavior?

� Does audit and group-level feedback, as described in the case scenario,

change behavior and improve the quality of health care?
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Care Gaps

The care gaps in the management of lipids arise from numerous barriers to

optimal practice at the level of the system, the patient, and the physician.

At the system level, poor access to care (e.g., inadequate physician supply)

and lack of insurance coverage keep many patients from receiving adequate

treatment. Patient-level barriers include the patients’ general predisposition

toward treating symptoms over preventing disease. It is much easier for

a patient to accept a short-term course of antibiotics to treat a painful sore

throat than to commit to a lifelong regimen of lipid-lowering therapy to lower

the chances of having a heart attack or stroke that may be years or even

decades in the future. Barriers that prevent physicians from adhering to

guidelines for best practice include lack of time in routine office visits, lack

of information or knowledge (i.e., many physicians are not aware of current

recommended guidelines), forgetfulness, and a phenomenon called clinical

inertia (i.e., the perceived high ‘‘activation energy’’ required to make a change

from the status quo).

Changing Physician Behavior

For more than three decades, researchers and health care administrators

have implemented and evaluated the effectiveness of a variety of interven-

tions to improve how clinicians prescribe medications. While passive inter-

ventions, such as lectures and mailed information describing clinical

guidelines, do not generally improve practice, there are other interventions

that have strong evidence for being able to improve how physicians prescribe

medications. These effective interventions include audit and feedback with

comparison to local peers, real-time clinical reminders, educational outreach

(also called academic detailing), local opinion leaders, and computerized

physician order entry.10 Brief descriptions of each of these approaches may

be useful for identifying common characteristics that lead to successful

changes in physician behavior.

Audit and feedback involves the assessment of how physicians have been

practicing (the audit) and then the presentation of that information to the

physicians (the feedback).11 Audit and feedback seems most effective when it

is personalized and presented in the context of peer performance; that is,

when an individual physician can benchmark his or her performance against

peers and gauge the degree of change necessary to reach identified goals. In

the case scenario provided, the audit appeared to be performed at the prac-

tice level, and there was no indication that each of the physicians in the

practice could see how their panel of patients fared in comparison to his

peers’ panels. This type of high-level audit without peer-comparison feed-

back is not likely to change behavior.
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One of most consistently successful interventions for improving physi-

cians’ prescribing practice involves educational outreach, popularly called

‘‘academic detailing.’’12 This strategy uses many of the same techniques

and strategies that are employed by ‘‘detail’’ representatives from the phar-

maceutical industry in their efforts to influence how clinicians prescribe their

medications. Drawing on adult learning theory and social marketing princi-

ples, academic detailing consists of delivering a concise, evidence-based

message to physicians with professionally illustrated and simple educational

materials from a credible organization, through a face-to-face visit, typically

one-on-one but sometimes in small groups. Several states in the United

States and provinces in Canada have adopted academic detailing programs,

as have a variety of countries, such as Australia. In the case scenario, the

business meeting seemed to provide an opportunity for dialogue between

the physician-practice director and his colleagues, but this type of interaction

lacks the depth of exchange to explore barriers to and facilitators of behavior

change that would characterize academic detailing.

Many studies have demonstrated that opinion leaders can change physi-

cian practice.13 Opinion leaders are educationally influential local experts

whose practice is emulated by their peers. Physicians in practice seem to rely

on peer opinion leaders to guide policy and practice decisions. Not all orga-

nizational leaders are recognized by physicians as opinion leaders. In the

case scenario, it is uncertain whether the physicians in the practice perceive

their director-colleague as an opinion leader and whether they will emulate

his practice and respond to his encouragement.

Health information technology (HIT) interventions,14 such as computer-

ized order entry with clinical decision support, can change the way physi-

cians order medications, but this type of intervention is not a panacea. While

clearly effective in reducing the use of medications that may be inappropriate

or risky, alerts and reminders in the electronic health record and computer-

ized order entry systems have been less impressive at improving the use of

medications in chronic disease management and in increasing the use of

preventive services for healthy populations. As HIT interventions continue

to improve and expand to wider segments of physician practices, further

study will be needed to assess their effectiveness. Some of these technologies

might be useful for the practice described in the scenario, but the adoption

and expansion of HIT is an expensive and long-term proposition.

Summary

When multiple stakeholders – patients, physicians, and insurance companies –

share the common goal of improving quality of care, a variety of opportunities

exist to address the barriers to overcoming care gaps. Addressing barriers at the
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level of the system, the patient, and the physician can have incremental and

synergistic effects. Physicians need to recognize the potential for audit and

feedback to improve their practice and should feel empowered to participate

in efforts to improve the care of their patients.

Steven R. Simon, M.D., M.P.H.

Associate Professor, Department of Ambulatory Care and Prevention

Harvard Medical School and Harvard Pilgrim Health Care

IMPROVING QUALITY OF CARE – GASTROENTEROLOGY

A gastroenterologist has had three patients in the past year who have had colonic

perforations following colonoscopy, a complication rate higher than expected.

The chairman of medicine is notified of this after the third perforation.

A Perspective from a Chairman of Medicine

Clinical Background

All medical procedures are associated with risk. However, studies over the

past decade have led to an understanding of mechanisms that can be utilized

to mitigate the risk of many procedures. This new information has often – but

not universally – been utilized by professional societies and hospitals to de-

crease procedural risks. For example, studies have clearly documented that

the risk of any procedure is reduced when the operator has the appropriate

level of training, performs at least the minimum number of recommended

procedures each year, obtains advanced training before performing new

procedures and receives follow-up training and maintenance of certification

during his or her career. Indeed, these criteria have been used for both cre-

dentialing and re-credentialing at many – though not all – hospitals and

practices. The availability of appropriate levels of support from both staff

and professional colleagues also increases patient safety. In addition, regu-

larly scheduled morbidity and mortality conferences to adjudicate issues

involved in adverse events as well as ongoing review of each operator’s in-

dividual adverse event profile provides important documentation that can be

utilized to assess the ‘‘quality’’ of any given interventional program.

Professionalism Considerations

Despite numerous safeguards that are put into place, procedural complica-

tions still occur. Deciding whether these complications are consistent with

the risk of the procedure or are related to an individual physician’s skill level

becomes one of the most difficult management issues for medical leaders

and often challenges the tenets of medical professionalism.
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The difficulty in adjudicating a series of adverse events involving any single

physician or group of physicians is that these events can be caused by a sys-

tem error, a group of patients with severe disease and high risk for an adverse

event who just happened to be grouped together temporally, or by poor

technical performance on the part of the physician. Technical issues arise

in all of the procedural arenas – but most commonly in gastroenterology and

cardiology. Any report of adverse events should result in a thorough review of

each case and root cause analysis should be performed in order to ascertain

whether a system error could have been responsible for the unexpected

numbers of adverse events. For example, some years ago we recognized in

our monthly morbidity and mortality conference that the number of retro-

peritoneal bleeds after femoral artery puncture during cardiac catheteriza-

tion had increased at an alarming rate. On careful review, we found that the

increase in adverse events was not due to any single physician but rather to

a change in the procedure by which the nursing staff transferred the patient

from the catheterization table to the gurney prior to transport back to the

room. When we reinstituted ‘‘passive’’ transport rather than ‘‘active’’ trans-

port, the number of bleeds returned to better than expected levels.

In addition, a group of adverse events should be reviewed in the context of

the operator’s overall experience. For example, three colonic perforations

over a period of one year might be significant if the operator performed

100 procedures – but might not be significant if that same operator per-

formed 3,000 procedures. Finally, if it is determined that the adverse events

were not ‘‘system’’ problems and were not a statistical aberrancy, the physi-

cian should be proctored by one or more colleagues who have the level of

experience to assess his or her quality of performance before making any

decisions. These proctors should provide a written assessment of the physi-

cian’s skill level and make recommendations regarding potential mecha-

nisms to remediate any skill-set deficiencies that are identified by the

proctors. In many if not most cases, these measures allow the physician to

return to all professional activities consistent with his or her training.

Unfortunately, it is sometimes recognized that an individual physician

cannot be successfully retrained, that the physician lacks the requisite skills,

or is ‘‘impaired,’’ thus requiring discontinuation of select privileges, for ex-

ample, performance of a colonoscopy. It is this situation that is one of the

largest professional challenges that confronts a chair or a division chief.

While virtually all medical schools have some form of a ‘‘grievance’’ commit-

tee that ensures that quality of care assessments are fair and equitable and

provides the individual physician with due process, in many cases the phy-

sician does not utilize this pathway but rather seeks legal help resulting in

a lawsuit against the university, the hospital and the chair for breach of
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contract or restraint of trade. It is when quality issues are adjudicated in legal

offices or in the courtroom that the system of medical professionalism breaks

down. For example, it becomes difficult in a court of law to explain to a jury

why an individual gastroenterologist who has passed his or her boards doesn’t

have the requisite skills to perform a colonoscopy. In addition, the plaintiff’s

attorneys often point to the fact that a group of physicians may be anxious to

‘‘unload’’ one of their physicians if their volumes or reimbursements have

decreased and therefore they would like to have fewer mouths to feed. These

issues can become even more politically charged and confrontational if the

aggrieved physician is a member of the voluntary staff of the hospital and not

a member of the full-time academic faculty. Here again the argument is often

made that the chair has focused on a physician who is a ‘‘competitor.’’ Quality

reviews also become more complex if errors are found to be the result of the

participation of physicians from other departments (eg., perhaps the anesthe-

siologist did not adequately sedate the patient) as horizontal accountability

across the various departmental silos is often lacking in academic medical

centers. Thus, to avoid lengthy legal due diligence and the unpredictability

of juries in some locales, universities and hospitals often agree to confidential

legal and financial settlements, with the physician’s resignation from the in-

stitution. However, substantive ethical issues arise when the litigation also

provides for a ‘‘neutral’’ letter of recommendation. This allows the physician

to practice the same interventional procedures elsewhere.

Opinion

In the face of the challenge of dealing with the possibility that a physician is

doing harm as a result of a skill level that is less than optimum, the chair or

division chief must keep in mind the tenets of medical professionalism. To

this end, the chair should obtain the best possible due diligence and wherever

possible this adjudication should come through the auspices of structured

morbidity-mortality conferences. In cases in which adverse events are due to

possible professional issues involving physicians of another department, the

chair should expeditiously inform the appropriate individuals to ensure that

peer review occurs in an interdisciplinary fashion. Because it is difficult (if

not impossible) to adjudicate adverse events in a procedural area, the chair

should take every opportunity to utilize ‘‘proctors.’’ Indeed, all new faculty

members should be proctored before performing procedures independently

to ensure that their skill level is appropriate. When a clear determination is

made that a given individual does not have the skill level required to perform

a specific procedure, the department and the institution should have no

reservations in limiting or removing that individual’s responsibilities. Finally,

the ability of chairs to ensure the safety of patients will require changes in

Commitment to Improving Quality of Care 317



plaintiff’s laws including the creation of physician oversight boards that can

ensure that the pragmatism of the legal environment does not obviate the

ability to deal appropriately with quality of care issues.

Arthur Feldman, M.D.

Magee Professor and Chairman Department of Medicine

Jefferson Medical College

A Perspective from a Lawyer

Lawyers play two roles. One is as a counselor to the client. The second role is as

an advocate for the client. As a counselor, the lawyer gives private, personal,

disinterested advice to the client. As an advocate, the lawyer vigorously repre-

sents the client’s best interest in dealing with others. In order to play either role

the lawyer needs to be familiar with all the facts that can be acquired and to

know how the client views those facts and how others view those facts.

Each of the five possible lawyers (one for each of the three patients with

a colonic puncture, one for the chair of medicine and one for the gastroen-

terologist) will be told and will read slightly different facts and will come to

the client with a different background of experience. Each, as counselor, will

give his or her client similar, but far from identical, advice. Each, as coun-

selor, will give the client balanced advice on the strengths and risks of the

client’s situation. Each, as advocate, will unambiguously assert the certain

correctness of the client’s position.

How can a lawyer simultaneously view the facts as forming two differing

pictures? Perhaps Picasso can explain: In two months in 1967 Picasso painted

forty-four different ‘‘copies’’ of Velazquez’ painting Las Meninas. The forty-

five paintings (Picasso’s forty-four, and the one by Velazquez) are all of the

same room containing the same people and objects (in other words, they are

paintings of the same facts) but each picture is different. What changes is the

aesthetic representation. Picasso once referred to it as ‘‘the dramatic effort

from one vision to another,’’ and said ‘‘If I search for truth in my canvas, I can

make a hundred canvases with this truth.’’15

Similarly each of the five lawyers, as his or her client’s counselor, will give

the client a disinterested presentation, alerting the client to the risks while

advocating the client’s best position so that the client understands the dan-

gers but believes that the advocate can forcefully argue his or her case. As an

advocate to the other parties, the lawyer can take ‘‘the truth’’ (the facts) and

paint a verbal picture which most effectively asserts the client’s best interest.

The lawyer for the chair of medicine may have the most complex task.

These include the following decisions: (1) What position will the chair take
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about the quality of care provided by the gastroenterologist? (2) Should dis-

ciplinary action be taken, and if so what is the proper procedure? (3) What is

the likelihood of a suit by the gastroenterologist against the chair and the

institution if disciplinary action is taken? (4) What reports must be filed with

governmental agencies and insurers? and (5) What position should be taken

before the medical licensure board? As counselor, the chair’s lawyer will also

point out that any injured patient’s lawyer who sues will look for as many

defendants as possible and advise the chair how to prepare for this. As ad-

vocate, the chair’s lawyer must assert each position of the chair vigorously

and effectively, first in negotiations and later, possibly, at trial.

The lawyer for the gastroenterologist may advocate to the lawyer for an

injured patient that the patient has no claim because there clearly was no

negligence while, as counselor, privately warn the client gastroenterologist

that the evidence is not as clear as the lawyer wished. As counselor, he will

prepare the gastroenterologist for a settlement. As advocate, the gastroenter-

ologist’s attorney will negotiate for the physician’s economic and reputa-

tional interest if there is an effort to limit the physician’s privileges.

The lawyer for an injured patient has an unambiguous job – to obtain

damages for the injured client. But each lawyer will paint at least two pic-

tures, one as a counselor for his or her client and at least one as an advocate to

assert his or her client’s interest. These different pictures will resolve into

a single final ‘‘official’’ picture at the conclusion of negotiations or litigation.

Almost certainly, this final ‘‘official’’ picture will be, like the work of a com-

mittee, unsatisfactory to everyone.

One may wonder whether we must have such an expensive, time-consum-

ing process for compensating some patients for injuries incurred in deliver-

ing health care, while leaving others with similar injuries uncompensated.

The answer is no. Compensation could be provided through something like

the workers’ compensation system. Through this arrangement an injured

worker gets a fixed amount based on the injury ($X for a lost thumb, $Y for

a blind eye) without regard to fault. But our medical malpractice system,

which provides compensation only if the delivery of health care was found

to have been negligent, is too entrenched by, among other things, history, the

constitutional right to trial by jury, and the financial interest of plaintiff and

defense lawyers. The believers in our present system argue that only with the

threat of substantial damage awards for negligence can the pressure on

physicians be kept up to cause them to maintain and improve the quality

of care.

Peter Mattoon, Esq.

Ballard, Spahr Andrews & Ingersoll, LLP, Philadelphia, PA
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IMPROVING QUALITY OF CARE – ENDOCRINOLOGY

An endocrinologist completed his internal medicine residency training thir-

teen years ago and endocrinology fellowship training eleven years ago. Follow-

ing the completion of each of these training periods, he passed the specialty

board examinations. He now has a busy community endocrine practice and

has not taken examinations to maintain his board certification. Three years

ago, he received notification from the American Board of Internal Medicine

(ABIM) that his board certification expired and that he is no longer ‘‘board

certified’’ in internal medicine. Last year, he received notice from the ABIM that

he is no longer ‘‘board certified’’ in endocrinology. Since he is busy and can

practice endocrinology without maintaining his certification, he currently has

no plans to take the examination in either of these specialties.

A Perspective from the President of the American Board of

Internal Medicine

Background

This case highlights the new reality of the profession raising standards for

board certification to include the periodic maintenance of certification. In

2002, all twenty-four recognized allopathic specialty boards of the American

Board of Medical Specialties (ABMS) agreed to time-limited certification,

thus requiring those specialists who represent 87 percent of physicians in

the United States to recertify on a regular basis. The osteopathic boards are

headed in the same direction. The concept is called ‘‘Maintenance of Certi-

fication’’ rather than ‘‘recertification’’ because it is intended that this become

not an iterative process – focusing solely on an exam of knowledge every

seven to ten years – but instead an ongoing process of self-assessment of

knowledge as well as of performance in practice punctuated by periodic

exams to ensure an up-to-date knowledge base.

In the environment of growing expectations for accountability to consum-

ers and patients, as well as payers and purchasers of health care, it became

clear that lifetime certification was not a meaningful credential. If specialty

certifying boards had not taken this important step, it is quite likely that other

regulatory entities would have evolved to take their place. It is important for

the profession that these regulations be professionally based and generated

by peers with a similar specialty practice. The context for these changes has

been made clear over the last decade by the tremendous impact of the In-

stitute of Medicine reports, most notably Crossing the Quality Chasm16 and

the more than a dozen subsequent reports in that series which focused on the
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tremendous gaps in quality of care in the United States and the need to apply

efforts from multiple stakeholders to improve that care.

From the perspective of the physician, there are now ample data that

a physician’s knowledge and performance – in both diagnostic and treatment

capacities – declines over the course of a career.17 While this is obviously not

true for every physician, it is overwhelmingly true in a meta-analysis of all

systematically reviewed literature. Medical science is advancing rapidly, and

research has shown that even when evidence-based clinical guidelines are

endorsed by specialty societies there can be a gap of fifteen to twenty years

before they are widely adopted.18 It is safe to say that that is simply too long to

wait for evidence-based practice, especially in a world where rising health

care costs are creating increasing demands for efficiency, thus also demands

to limit unnecessary utilization and to focus on the most effective and

evidence-based approaches.

Professionalism Considerations

The Physician Charter on Medical Professionalism states ten important com-

mitments for the profession.19 One central commitment is quality of care. In

order to meet this expectation, physicians have two kinds of responsibilities.

One is to ensure their own quality of care, and modern quality science shows

us that this includes not only studying and staying up to date, but also mea-

suring the quality of care one provides. An adage of quality science is that you

can’t improve what you don’t measure. Indeed, ABIM’s experience has been

that in the first five years of required Maintenance of Certification, thousands

of physicians who have completed practice improvement modules or other

clinical assessment of their practice have discovered areas of improvement

that they would not have known about had they not done these Internet-

based practice evaluations. Measurement does lead to improvement,20 so the

board requires that diplomates consider and submit plans for improvement

as part of Maintenance of Certification. The second major responsibility in

professionalism is transparency and to make clear to the public meaningful

information about quality of care. While there are many ways in which in-

dividual disease-specific data can be misinterpreted, the comprehensive as-

sessment that board certification represents is probably the best and clearest

public evidence of a physician’s commitment to quality.

This physician has decided that he can practice endocrinology without

maintaining his certification because he is too busy to do so. He may find

that there is a growing expectation that physicians, particularly specialists, be

board certified. Health plans and hospitals are increasing their scrutiny of

physician credentials and looking for evidence that physicians are practicing

according to high standards. Specialty board certification is the most widely
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accepted credential, and the only one that indicates a comprehensive

approach to that accountability expectation. So, while he may not find a

problem in his current practice environment, over time this may become

a problem for him. He may also miss opportunities to improve. Most

recently, Medicare legislation establishing a new and innovative approach

to generalist practice, the Patient-Centered Medical Home, has stipulated

that physicians must be board certified. Even someone who is initially

certified and lets their certification lapse can no longer claim to be

a board-certified physician, and publicly available information on the

American Board of Internal Medicine (ABIM) and ABMS web sites makes

clear to the public that the physician is no longer board certified.

It is unfortunate that this physician feels he doesn’t have time to prepare

for Maintenance of Certification. The ABIM has invested significant resour-

ces in developing tools that allow physicians to receive continuing medical

education credits for CME work they do in conjunction with their societies,

and to use quality of care data that they may get from their group practice or

health plan in order to get credit for the practice assessment component of

Maintenance of Certification. Furthermore, while initial pass rates on spe-

cialty exams are in the 80 percent range, physicians who are not successful

the first time in taking the exam have a very good chance at success if they

invest in a modest course of study and retake the exam. The ultimate pass

rate is 95 percent. Physicians are voting with their feet in favor of the Main-

tenance of Certification process. Between 85 and 87 percent of physicians in

all of the subspecialties of internal medicine recertify in their subspecialties.

Especially remarkable from the perspective of professionalism, 60 percent

recertify in general internal medicine, the underlying certificate, even though

they are not required by the ABIM to do so. This suggests that those physi-

cians who know that they see a broad range of patients in their practice want

to also keep up to date with general internal medicine as well as with their

subspecialty area.

The Joint Commission now requires hospitals to demonstrate that physi-

cians who have privileges on their medical staffs are competent in the six core

competencies stipulated by the Accreditation Council for Graduate Medical

Education (ACGME) and on which Maintenance of ABMS Board Certification

is based. These competencies include patient care, medical knowledge, pro-

fessionalism, communication and interpersonal skills, systems-based prac-

tice, and practice-based learning and improvement. Most hospitals are not

equipped to truly evaluate all of these competencies, and yet those are the

competencies that form the framework for Maintenance of Certification.

Thus, the Joint Commission standards will likely lead more and more hospi-

tals to scrutinize physicians’ board certification status.
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Opinion

In addition to being the right thing to do, Maintenance of Certification – as

a way of maintaining one’s professional standing – is an efficient and effec-

tive way of assuring oneself as well as one’s peers and patients of quality of

care. It is also efficient because it is widely recognized and because the cer-

tifying boards share the goal of reducing the burden of redundant measures

and have made possible links with multiple other stakeholder interests seek-

ing quality measures from physicians. Evidence of the meaningfulness of

Maintenance of Certification can be gained by testimonials from individuals

who are not required to recertify by virtue of having certified before time-

limited certification went into place (1989 for geriatric medicine and critical

care medicine and 1990 for all other certificates). Richard Baron, a practicing

general internist in Philadelphia, and Troy Brennan, at the time an academic

physician at the Brigham and Women’s Hospital and currently the chief

medical officer at Aetna, wrote compellingly of their experience as physicians

who were not required to recertify but did so voluntarily.21,22 Both found it

challenging but meaningful, clinically relevant and useful in their practice.

Christine K. Cassel, M.D.

President and CEO

American Board of Internal Medicine and ABIM Foundation

A Perspective from an Internist and Medical Historian

Many factors have contributed to the rise and growth of medical specializa-

tion, but at the core of the specialization phenomenon is the relentless

growth of medical knowledge and technology. Medical knowledge has simply

grown too vast for any one individual to know it all. To achieve a sense of

mastery, physicians have long been forced to focus on smaller and smaller

areas of practice.23,24

Medical specialization first appeared in the United States and other West-

ern countries in the mid-nineteenth century. Ophthalmology was the first

field to be recognized as a specialty. By the end of the century, surgery, internal

medicine, obstetrics and gynecology, pediatrics, neurology and psychiatry,

otolaryngology, pathology, and other fields had also become recognized as

specialties. In the United States, specialty boards in fourteen fields were

established in the 1930s. After World War II, as the relentless expansion of

knowledge and technology continued, additional specialty fields were cre-

ated, and numerous ‘‘subspecialties’’ became recognized as well.

How should a specialist be trained? In the early twentieth century, a mul-

tiplicity of paths to specialty practice could be found. The most common

Commitment to Improving Quality of Care 323



route was through courses at one of the thirty or so unsupervised graduate

medical schools, where educational standards were low and a commercial

spirit prevailed. After a few weeks of study, graduates of such programs would

proclaim themselves ‘‘specialists,’’ even though they had barely scratched

the surface of their subject.

Fortunately, in the late nineteenth century another model for specialty

training appeared: the residency. The residency was introduced into Amer-

ican medicine at Johns Hopkins in 1889. After World War I, residency pro-

grams spread to other teaching hospitals, much as the Hopkins system of

undergraduate medical education had spread to other schools the genera-

tion before. The residency was defined as ‘‘a progressive and graduated

educational experience designed to enable a physician to make himself

proficient in a special field of practice and to give him the educational

background for continued development in this field.’’25 By World War II,

residency training, followed by specialty certification, had become the sole

route to specialization in the United States. After World War II, the princi-

ples of residency were extended to fellowship training in the many subspe-

cialties as well. The emergence of this system reflected the belief of medical

educators that the public needed to be protected from superficial training

and commercialism in specialty education, just as earlier medical educators

felt that the public required similar protection in undergraduate medical

education.

All doctors, whether specialists or not, have the professional obligation to

stay up-to-date throughout their careers in practice. To help physicians do

so, medical education has always attempted to produce doctors who are

critical thinkers and problem-solvers, equipped with the discipline and men-

tal tools to study, reflect, and remain current as long as they are practicing.26

In this traditional system, responsibility for remaining up to date resides with

the individual physician, who acts on the honor system.

This model began to weaken in the 1980s. The continued explosion of

medical knowledge made it more difficult for physicians to stay current.

Continuing medical education courses were not seen as particularly effective

educational aids, especially as pharmaceutical companies began to take

more and more responsibility for their content.27,28 The discovery of large

geographical variations in the incidence of certain medical practices without

any discernible difference in outcomes did much to challenge the authority

of physicians. So did a growing consumer movement in American society and

calls for greater transparency in medical practice. In 1988, the editor of the

New England Journal of Medicine proclaimed that a new era of assessment

and accountability had arrived in medicine.29 Time-limited specialty certifi-

cation is one outgrowth of these events.
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What is new in today’s system of specialty recertification is the greater

public transparency that is provided. The underlying objective of remaining

up to date is itself hardly new. In this context, recertification can be seen as

a continuation of medical education’s traditional goals: elevating the level of

practice of all certified specialists, lessening the gap between what is scien-

tifically known and what is done in day-to-day practice, and promoting pub-

lic confidence in the abilities of all certified specialists.

The case study provides no information on whether the physician has

remained up to date, only that he has failed to take the recertification exam-

ination. It is possible that through reading, conferences, meetings, rounds,

and other devices the doctor has stayed on top of his field, even without

recertification. The problem this physician faces is that with society now

demanding greater transparency and accountability, the public is less in-

clined than in earlier eras to take his word that he has kept up at face value.

Kenneth M. Ludmerer, M.D.

Professor of Medicine

Washington University in St. Louis School of Medicine

IMPROVING QUALITY OF CARE – HOSPITAL MEDICINE

A fifty-six-year-old man, following an elective cerebral aneurysmal clipping,

developed several hospital complications. These complications included a re-

fractory seizure disorder, nosocomial pneumonia, drug-induced hepatotoxic-

ity, and deep venous thrombosis. During the nine week hospitalization, the

patient and family became frustrated with the fragmented care in the hospital.

Specifically, they complained of a lack of communication among the physi-

cians as one hospitalist covered for another, and a lack of communication

among the hospital doctors and the patient’s outpatient doctors. They felt this

lack of communication led to lapses in the quality of care.

A Perspective from an Internist and Hospitalist

Professionalism Considerations30–32

The complexity of caring for inpatients, even those outside the intensive

care units, has risen steadily over the past ten to fifteen years. In addition

to the higher ‘‘average acuity of illness,’’ physicians must also deal with an

increased need for subspecialty consultation, rapidly changing technology

and an ever-changing armamentarium of medical treatments. Decrements in

the average length of stay mean that more tests are being performed, and

more consultants are being called in an ever-shorter period of time. Finally,

the arrival of hospitalists has brought about the departure of primary care
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physicians from the hospital. Thus, upon admission, a ‘‘familiar face’’ – like

this patient’s outpatient physician has, for many patients, been replaced with

that of a complete stranger.

In light of these developments, it is no surprise that patients in the hospital

lack confidence in their physicians and the health care team because they

feel that their care is fragmented, incomplete, or illogical. In many cases the

patient’s perception is, at least to some extent, accurate. However, even in

those cases where the ‘‘behind the scenes’’ work is coordinated, well rea-

soned and based on good communication among physicians, the patient

may experience substantial anxiety unless he or she is kept informed and

given the chance to ask questions and have them answered.

Before outlining ideas about how to minimize the likelihood of miscom-

munication (or perceived lack of care coordination), it is worth acknowledg-

ing the magnitude of the tasks facing doctors who serve as the ‘‘physician

of record’’ for inpatients. Whether she or he is a hospitalist, intensivist, or

a neurosurgeon, the physician of record in the hospital is expected to be the

‘‘quarterback’’ or ‘‘field commander’’ in what is often a highly complicated

situation. In a given day, this doctor will likely receive information from as

many as four to six different sources, few of which have any direct contact

with one another. For example, on a typical day, the care of a single patient,

such as the one in this vignette, might require that the primary physician

consult a subspecialist, review the report of an EEG, ask a radiologist for the

interpretation of an X-ray, discuss medication selection and dosing with

a pharmacist, speak to a physical therapist, and touch base with a discharge

planning social worker. With that background, I will discuss two possible

scenarios: perceived lack of care coordination and true lack of care coordi-

nation. It is not uncommon for these to coexist.

Perceived Lack of Care Coordination

As an example of perceived lack of care coordination, consider a case of a pa-

tient with atrial fibrillation whose warfarin is held postoperatively by a surgeon.

The surgeon elects to delay the resumption of anticoagulation therapy post-

operatively after a discussion with the cardiologist reveals that the immediate

risk of thromboembolism is substantially lower than the risk of serious post-

operative bleeding. Unfortunately, neither the surgeon nor the cardiologist

explains this decision to the patient. Thus the patient is left wondering whether

his warfarin dose (which he’s been repeatedly counseled not to forget by his

outpatient physician) has been omitted inadvertently. Relaying this informa-

tion to the patient and his family is a critical task for the primary physician or

team in charge of this patient’s care. A similar perceived lack of care coordi-

nation may have occurred with the patient in the vignette; the seizure disorder,
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pneumonia, drug-related hepatoxicity and deep venous thrombosis may have

been treated appropriately, but the communication between the providers and

family was suboptimal, and the perception was that the care was lacking.

Actual Lack of Care Coordination

Another anticoagulation case to consider might be a true breakdown of inter-

physician communication. A patient is admitted with acute myocardial

infarction and upper gastrointestinal (GI) hemorrhage (evidenced by coffee-

ground emesis). The patient is seen by both gastroenterology and cardiology

consultants. Each subspecialist documents in the chart that the procedures

or treatments (endoscopy, heparin, beta blockade) they would normally rec-

ommend are contraindicated. Indeed, the conscious sedation needed to per-

form esophagogastroduodenoscopy (EGD) is associated with some increased

risk among patients who have recently suffered a heart attack. Similarly,

clinicians would like to avoid administering heparin or beta-blockers to a

patient who may be at risk for ongoing GI bleeding.

On the other hand, there are certainly risks associated with withholding an

EGD and pharmacologic treatments such as heparin. Unless the subspecial-

ists communicate with one another, the individual risks and benefits of each

of these interventions cannot be weighed against one another. Ensuring that

this communication takes place, and that the strategy with the most favor-

able risk–benefit ratio is chosen, is the job of the primary physician or team

assigned to care for this patient.

During the past ten years, we have seen a significant increase in the num-

ber of ‘‘hand-offs’’ associated with inpatient care. Within academic medical

centers, house staff work hours have been limited, and residents/interns

are ‘‘cross-covering’’ for one another more than ever. Within the private

hospitals, it is not uncommon for three or four different hospitalists to take

over and relinquish the care of a single inpatient during a five- or six-day

hospitalization. Each time a patient’s care is transferred from one provider

to another, the potential for medical error increases and the perception

by the patient and family that the care is disjointed intensifies. The Society

of Hospital Medicine has produced guidelines which emphasize the

importance of a dialogue between providers when a patient’s care is

transferred.33

Finally, patients and their families may experience significant distress

when different clinicians impart contradictory information to them. For ex-

ample, a nephrologist might advise a patient with advanced liver disease and

worsening renal function to consider hemodialysis, whereas the gastroenter-

ologist and primary team have proposed that the patient pursue hospice care.

It is likely that the patient and family in this vignette, at some point in his
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prolonged hospitalization, received contradictory recommendations, which

led to further frustration about the care. The importance of delivering a con-

sistent and accurate message (that reflects input from all clinicians involved

in the patient’s care) cannot be overstated.

Opinion

If providers take the time to communicate with one another and ensure that

their consensus decisions are relayed, in a timely fashion, to patients and

their families, then the perception of fragmented care (and perceived frag-

mented care) will be greatly reduced.

David Garcia, M.D.

Associate Professor of Medicine

University of New Mexico School of Medicine

A Perspective from a Spouse

The series of cascading complications following this elective surgery was

devastating for the family and, most likely in a different way, for the medical

team itself. As the patient’s wife, I often felt that the physicians were as

confused and disappointed in the sequelae to the surgery as we were. Since

my husband was not able to communicate with the medical team, it became

my responsibility to fill this gap. It seemed that this series of not-quite-

explained events led the medical team to avoid contact and dialogue with

me. This was the one crucial response that might have made everything else

more bearable.

My husband was transferred from one service to another and then from an

attending we knew to one that we had never met. We did not know that this

was a routine process in inpatient care as patient needs change. There was no

communication from the staff about the ‘‘transfer’’ – a crucial step missed

since my husband could not communicate with us in any way. In our eyes,

his care became fragmented.

Some of the lapses in communication may have been the result of personal

style. For example, when I asked to meet the physician who had taken over

my husband’s care, he expressed some surprise that I actually wanted a face-

to-face meeting with him. Other lapses were much more than style. I initially

refused to consent to a shunt because the intern assigned to get consent

could not tell me why it was to be done. This did not inspire confidence. It

was only after a plea to the nurses that a more senior resident came to speak

to me about the indications for this invasive procedure.

Fragmentation of communication escalated to chaos as discharge plan-

ning began. New medical professionals who seemed to know little about my

328 Part Three Cases Involving Physicians



husband and his hospital course were brought in. When the social worker

arrived to do discharge planning, he was acutely psychotic. The fact that

this was an acute change in his status was not apparent. Rather than evaluate

the cause of this acute change, the new psychiatry resident ordered a guard

and restraints. Based on this evaluation, the discharge plan was that my

husband needed to be transferred to a nursing home and that he would need

round-the-clock care. After I demanded a full psychiatric assessment, it was

determined that his mental status was caused by medication side effects. The

psychosis resolved and he was discharged directly to a rehabilitation facility.

When it became obvious that there were serious issues with communica-

tion as well as further medical complications, my husband’s cardiologist

stepped in and became the go-between for the patient and the medical team.

He also spoke to the medical team on our behalf, and took responsibility for

communicating with us on a regular basis.

This case was extremely complicated and most of the severe and life-

threatening complications were unexpected and often unexplained. This

caused major stress for everyone, the medical team as well as the family

members. How could a family without financial, social, and intellectual

resources cope with these circumstances? A medical team leader, one indi-

vidual who is responsible for coordinating decisions and communicating

information, was absent in this case. This resulted in unnecessary angst,

delays in diagnosis and treatment, and inefficient care.

It may have seemed more expeditious to proceed without taking time to

meet with family members. In the long run, with a critically ill patient with

altered mental status, this was not the case. A brief update each day when our

concerns could be heard and our questions answered would have not only

been greatly appreciated, it would have benefited my husband’s care and

expedited the work of the medical team. Family members need to identify

the spokesperson for the family and the physicians must also identify the

spokesperson for the medical team. Many of the medical problems of very

sick patients in the hospital are unavoidable. Problems such as poor com-

munication and fragmented care can and should be solved.

Karen M. Glaser, Ph.D.

Associate Dean for Academic Affairs

Jefferson Medical College

IMPROVING QUALITY OF CARE – OBSTETRICS-GYNECOLOGY

A fifty-nine-year-old woman has had uterine bleeding over the past three

months, nine years after menopause. A pelvic ultrasound shows a thickened
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uterine wall. Her gynecologist thereafter recommended an endometrial biopsy

and performed the procedure using Pipelle sampling in the office. The gyne-

cologist then asked the patient to return in one week for a review of the biopsy

result. Because the physician’s schedule was busy, the patient was unable to

schedule the visit sooner than eighteen days after the biopsy. Ten days after the

biopsy, the patient called the office to obtain the result. Although the recep-

tionist gave the message to the physician, the patient did not receive a return

phone call and has to wait for the scheduled follow-up visit to receive her

results.

A Perspective from an Obstetrician-Gynecologist

Clinical Background

Postmenopausal bleeding is a common gynecologic issue, occurring in an

estimated 10 percent of women.34 The most serious etiology is endometrial

cancer, although in approximately 95 percent of cases postmenopausal

bleeding is benign.35 In the majority of women, bleeding is caused by atrophy

of the vaginal mucosa or endometrium; other common causes are endome-

trial hyperplasia, polyps, and leiomyomata.

The evaluation of a woman with postmenopausal bleeding begins with

taking a relevant history and performing a thorough pelvic examination in-

cluding cervical cytology. Transvaginal ultrasound is often used as a nonin-

vasive means to evaluate the endometrial thickness and identify which

patients require further evaluation, including endometrial sampling for tis-

sue diagnosis.36 Endometrial biopsy is a standard technique for endometrial

evaluation. It is highly accurate and can be performed as an office procedure,

and is almost always tolerated without local or regional anesthesia.

Perhaps more challenging for clinicians than the initial diagnostic evalu-

ation is interpretation of biopsy results and clear communication of ensuing

options for evaluation and treatment. The absence of pathology on biopsy

may not be indicative of a benign diagnosis. A significant proportion of en-

dometrial biopsy samples are non-diagnostic, and require further assess-

ment with such techniques as saline infusion sonography or hysteroscopy

with endometrial sampling.37 Further, when the cause of bleeding is deter-

mined by the biopsy, a variety of options for clinical management often exist.

For instance, choices about further evaluation and treatment for endometrial

hyperplasia (including options of medication, IUD placement, and surgery)

depend on the histologic findings, a patient’s age, her health history, and her

values, including views on risk and future childbearing. Thus, the disclosure

of endometrial biopsy results usually requires a clear and detailed discussion

between a patient and her physician.
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Professionalism Considerations

This particular clinical case highlights the tension between the professional’s

obligation to disclose results in a timely manner and their obligation to

disclose results in a clinical setting that facilitates adequate patient under-

standing and the sensitive disclosure of what may be complicated or difficult

news.

Clearly physicians have a professional obligation to make significant

efforts to make room in their schedules for timely follow-up whenever a pro-

cedure is done. Indeed, timely follow-up ranks in importance with a detailed

workup, informed consent, and technical competence as core professional

obligations whenever a procedure is performed.

Yet the definition of ‘‘timely’’ may vary depending on how fast a pathologic

diagnosis can be expected in a particular institution, anticipated urgency for

subsequent intervention, a patient’s level of concern or discomfort, and other

relevant factors. It may be difficult or impossible to eliminate the stress that

many patients experience when waiting for results, particularly when a seri-

ous diagnosis such as cancer is considered possible. Further, economic pres-

sures resulting from managed care, increasing liability costs, decreasing

reimbursement for services, and the like have generated significant pressure

to see more patients in less time, and practitioners’ schedules often have little

room to ‘‘squeeze in’’ another visit. Nevertheless, physicians should take the

patient’s experience and their professional obligations into account when

they structure their clinical time and undertake procedures necessitating

timely follow-up.

While it is unfortunate that this physician’s clinic schedule did not accom-

modate what most would agree would qualify as timely follow-up, the de-

cision not to initiate a phone dialogue may actually be defensible in the

context of the doctor’s professional obligations to provide information with

adequate clarity and support. While some physicians feel comfortable com-

municating complex information by telephone, a phone follow-up may be

neither professionally obligatory nor optimal in this situation.

Since the patient’s actual biopsy result is not specified in the case, we

can only speculate about the rationale (and thus the justification) for

delaying the conversation until the office visit, but there are a number

of reasonable possibilities. One justified rationale may be that bad news

is best communicated in person. If the biopsy showed cancer, the

physician may believe that it would be in the patient’s best interest to

wait until the scheduled appointment. A significant body of literature

indicates that insensitive disclosure of bad news may increase the distress

of recipients, have a lasting impact on their ability to adapt and adjust,

and can lead to anger toward the physician or staff.38 Guidelines and
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recommendations describe how doctors should prepare to disclose bad

news, what constitutes an optimum supportive environment, and ways to

best provide information, and recommend against disclosure of results by

telephone. Still, in the setting of a serious diagnosis, these guidelines also

highlight the importance of picking a time and place that is convenient for

the patient and her family.39

Another justified rationale may be that a small amount of information,

especially if misunderstood, can do more harm than good. Suppose the

biopsy indicated simple hyperplasia. Though the finding rarely can prog-

ress to cancer (<1–3 percent of cases), it is usually reversible with oral

progesterone. Yet the distinction between simple hyperplasia and the more

worrisome histologic types may only be effectively communicated in the

office setting; thus a phone conversation could unduly heighten a patient’s

anxiety about her diagnosis during the time remaining before her sched-

uled visit. Finally, misinformation could have the opposite effect. If a bi-

opsy result did not show cancer, and yet further studies were required to

rule out the diagnosis, a physician may feel that the importance of con-

tinued follow-up would most effectively be communicated during an office

visit.

In the end, communication of results in a timely, accurate, and sensitive

manner is an important professional obligation. While the balance of time-

liness and effective communication may be difficult to achieve in the context

of increasing physician workload, those who choose to perform procedures

should aspire to structure their practices so that both can be predictably

achieved.

Opinion

Because we don’t know all the facts of this case, it is not clear whether the

delayed disclosure is a breach of professionalism or the result of efforts to

provide the best care possible in the context of a strained system. Either way,

timely disclosure of results should be a priority – along with informed con-

sent, safety, and the like – whenever diagnostic procedures are done. Physi-

cians who perform such procedures have a professional responsibility to

structure their practices so that when face-to-face follow-up is indicated, it

will be carried out in a timely manner.

Anne Drapkin Lyerly, M.D., M.A.

Associate Professor, Obstetrics and Gynecology

Core Faculty, Trent Center for Bioethics, Humanities, and

History of Medicine

Duke University School of Medicine
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A Perspective from Patient Advocacy Experts

The Patient: ‘‘He didn’t call me back. It must be bad news. Maybe he was

afraid I’d get hysterical or scream or cry – or faint, on the

phone. But this is worse – it’s like he’s abandoned me. I’m

surprised after all these years. If I call him again – will he get

mad at me? And what if it is cancer?’’

Her Husband: ‘‘You’ve got me worried now. I’ll just call him and ask him to

talk to you. Okay?’’

What was the Physician thinking?

Dr. A: ‘‘The schedule has just been so packed I haven’t had time to

call her back! Anyway, once I tell her, it will open a Pandora’s

box of questions and reactions that will take a lot of time to

manage. Besides, I never tell patients bad news over the phone.

It’s too hard to control the situation. Her appointment is only

a week away now. It will be better to wait and talk in person.’’

Or

Dr. B: ‘‘I’m uncertain if I should call and tell her the results over the

phone or just wait. She’ll be worried, but if I tell her over the

phone tonight she may not understand the implications and

options, and she may get really upset. I’d much rather tell her

to come in, but I have a big OR case tomorrow. It will probably

be better to wait until her appointment and tell her in person

so I can be sure she understands everything.’’

Or

Dr. C: ‘‘I have worried her! I’ll ask my receptionist to contact her and

find a good time to talk on the phone tonight. I will apologize

for the delay, ask if she wants her husband on the phone as

well and share some of the information she needs to know

and answer her questions. I’d rather speak with her in person,

but I have a big case tomorrow, so I’ll check with her to see

how she’s feeling, and if she isn’t comfortable waiting until

her appointment, I will see her tomorrow right after I get out

of the OR. I’m going to have to work with my staff to block

more biopsy follow-up appointments. I’ll let her know I’m

working on making sure this doesn’t happen again.’’

Medical professionalism requires both technical excellence, which is

a given, and an ‘‘aspiration to and wise application of the principles of pro-

fessionalism.’’40 Fundamental to the physician–patient relationship is the

promise to always put the interests of the patient first, to be accountable,

and to advocate for the well-being of the patient as ‘‘perceived by the
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patient.’’41 The lack of information and uncertainty about the results of the

biopsy have left this patient feeling frightened and vulnerable. This is a nor-

mal, predictable reaction. Waiting for test results is difficult. Delays are com-

mon. To address these feelings, the patient is actively seeking information

from her physician. The physician’s failure to call her back has added to her

anxiety and left her feeling abandoned. This sequence of events may well lead

the patient or her family to question the physician’s professionalism and

expertise, significantly impairing the doctor’s ability to be therapeutically

effective as a result of the poor rapport and the distrust and fear of margin-

alization it has engendered. On the other hand, it could be an opportunity for

a busy, compassionate physician to demonstrate his/her professionalism,

strengthen the relationship and maximize therapeutic effectiveness.

A physician’s response to Mrs. Patient’s situation will vary depending on

his or her orientation to the physician–patient relationship. Physicians who

embrace a relationship-centered orientation, which the IOM suggests

belongs at the very center of care, work with patients and their families to

co-construct effective partnerships.42 A patient-centered care orientation

entails five essential commitments: understand patients’ unique psychoso-

cial context; help patients navigate the health care system; use effective

interpersonal and communication skills; practice self-awareness; and integrate

biomedical expertise with the human and relational dimensions of care.43

Dr. A sees only his/her own perspective, feels burdened, and does not act

to relieve the patient’s suffering. Although both Drs. B and C consider the

patient’s perspective, only Dr. C accepts his/her responsibility and acts to

address the patient’s need for information and guidance. Dr. C is altruistic,

accountable, respectful, self-aware, and takes communication seriously as

the medium through which effective relationships are sustained.

Physicians should help patients navigate the clinical system. The activated

patient can be a partner in a mutually constructed fail-safe plan to prevent

delay or lack of follow-up. For example, this physician could have asked the

patient at the time of the biopsy about her preferences for hearing about the

results. Although the physician may prefer to discuss information in person,

as is recommended by most experts, the patient may prefer knowing sooner

as compared to unavoidable waiting. This trade-off can be discussed and

a plan agreed upon in advance and the patient empowered to call the practice

if she does not hear from the physician in a timely manner.

The wisdom it takes to act professionally in every case is best cultivated

through the habits of regular self-reflection and personal awareness.44 With-

out these, the physician who feels uncomfortable sharing bad news or

responding to patients’ emotions may anticipate extreme responses as well

as make uninformed or reactive assumptions about what is best for a patient.
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Such a series of events, in turn, may lead the physician to avoid the patient,

usurping the patient’s role in decision making and therefore her autonomy.

Such a response contradicts one of the primary principles of medical pro-

fessionalism in the practice of relationship-centered care.45,19

Jo Anne L. Earp, Sc.D.

Professor and Interim Chair, Department of Health Behavior and

Health Education

Gillings School of Global Public Health, University of North Carolina
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IMPROVING QUALITY OF CARE – PSYCHIATRY

A psychiatrist recently left her private practice and joined a practice in which

she is employed by a managed care company. She has become increasingly

concerned about several aspects of this new position. She feels that she is un-

able to provide the same quality of care to her patients as she did in her prior

practice setting. Specifically, she is concerned that she has less time per patient,

that she needs to see additional patients each day, and that the new contract

her organization signed with a large employer group gives financial rewards

for specific standards set by the employer group. She is also concerned about

her practice arrangement in which she has been asked to provide medication

management visits for patients who are seen by other mental health profes-

sionals in the community and at the company itself.

A Perspective from a Psychiatrist

Professionalism Considerations46,47

The professionalism dilemmas faced by this psychiatrist are multifaceted

and very common in today’s health care delivery system. Several questions

stand out for discussion. Does this psychiatrist need to alter her professional

and ethical values in this new position? Is it possible that she can deliver

ethical care in this new treatment setting? Can she go along with proposals

that may impact her care which are decided by non-medical individuals or

groups? What are her ethical and professional obligations to her patients

when she is doing only a part of the psychiatric treatment?
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Let’s start with the first question. This psychiatrist chose this new form of

employment where she would derive a salary versus income from self-

employment. While she changed the manner in which she earns a living, such

a change does not obligate her to subjugate her professional values. If she

believes that by working within the new system she can improve the quality

of the care that her patients receive, she should and can aspire to work toward

that goal. This setting – salaried and working in concert with other mental health

care professionals – is not atypical for psychiatrists working in community

health, prisons, or other public positions. If, no matter how much she works

toward improved care in this setting, there is no improvement, then her option

is to either learn to accept a professionally conflicted position or leave. She

would need to think carefully whether the diminished time that she has with

patients actually impairs their treatment, influences their outcome negatively,

does not allow her to follow established practice guidelines or in some other way

is harmful to her patients. If so, her professional obligation is to advocate for

change based on ethical and scientifically valid information. If the concerns she

has are more reflective of a style of treatment with little scientific backing, then

this argument is weakened. It is possible to establish a good therapeutic

relationship with a patient even during briefer sessions. The key issue is whether

the time allotted suits the medical/psychiatric needs of the patients. If not, then

she must advocate for improvement in that situation. Likewise, if the numbers

of patients she is obligated to see impacts the quality of care that she can render,

then she needs to advocate for improvement in the scheduling process.

The issue of financial rewards set by the employer group raises many com-

plex issues of professionalism. First, the parameters of any medical/psychiatric

standards or guidelines set must be developed by physicians and approved

by current quality organizations that have representation by organized med-

icine and psychiatry. If the standards are more related to productivity or

efficiency, then the concern is whether such standards and the financial

incentives attached may threaten the quality of care that she can render. If

so, she must object. Employer groups are looking toward managed care

organizations and through them to respected physician organizations to

set standards that are evidence-based and valid. Unfortunately, those stand-

ards are still in their developmental stages and some employer groups are

pushing for incentives for measures that may not stand more rigorous sci-

entific review or may have little to do with patient outcome.

Our psychiatrist’s last dilemma – related to seeing patients for medication

management – raises a number of potential professional pitfalls.48 To protect

both her patients and herself professionally, she should be assured of the cre-

dentials of the other mental health professionals and have open communication

on an ongoing basis regarding their respective treatment of the patients. She
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should make sure that the other professionals are acting within the scope of their

license and training and that she does not delegate any medical authority to

them. Any medical/psychiatric decision made should be based on the personal

assessment of the patient unless the other professional has some ability through

his/her licensure to make such assessments and recommendations to the psy-

chiatrist. This may be true in some states, where nurse practitioners have partial

or full independent practice or are able to work under physician-approved pro-

tocols. This psychiatrist must make sure that she is not acting as a mere figure-

head, writing prescriptions for many professionals, with an inadequate personal

assessment of each patient. She has full ethical and legal responsibility for each

patient even though she is only providing a part of their treatment.

Opinion

In summary, if the psychiatrist in the scenario can adapt her previous style of

practice to these new arrangements with a sense that the quality of care she is

providing is not harmful to patients or that by continuing in her position

that she will be able to improve the care within the new practice, then she

could feel comfortable remaining in her new position. However, if she finds the

practice situation potentially harmful to patients or if she has no hope of

improving their care, she must decide to accept that reality or leave. This is

no easy decision, but it is one that many psychiatrists and other physicians

must face in our changing health care system. Hopefully, as we have more

evidence-based treatments coupled with valid outcome measures, this psychi-

atrist and other physicians will be on very solid footing in advocating for

quality care. In the meantime, our psychiatrist will have to do her best to deal

with what we know now and keep the needs of her patients first and foremost.

Jeremy Lazarus, M.D.

Clinical Professor of Psychiatry

University of Colorado, Denver School of Medicine

A Perspective from a Behavior Health Expert

The scenario highlights a psychiatrist who finds herself caught in a period of

changing policy and practice – an experience that is likely to occur often in

the lives of physicians for some time to come. One of these conflicting or

unsettled policy areas is the balance between demonstrated effectiveness

and our current capacities to measure that effectiveness. This is as true in

psychiatry as in general health care. A second conflict is specific to psychia-

try, as hybrid practice environments with multiple providers are a relatively

new phenomenon for the specialty.

Commitment to Improving Quality of Care 337



The reality of contemporary practice is that whether the setting is a private

office or a large public clinic, payers are increasingly demanding evidence of

both the efficacy and the efficiency of their expenditures. They expect to see

evidence that patients are improving, and that the practitioner is not wasting

scarce health dollars on practices that are not optimal. One of the legacies of

a traditional private practice model was the lack of systematic assessment of

interventions using standardized instruments. The psychiatrist may ‘‘feel’’

that she is not giving the same quality of care to her new patients, but she may

also lack any sort of metric by which to gauge the difference.

The pressure for productivity and efficiency (more visits, less time per visit)

almost inevitably leads to some negative consequences for both psychiatrist

and patient, because it focuses on inputs (i.e., blocks of time spent with

numbers of people) rather than outcomes (e.g., time spent differentially with

patients based on acuity of need and clarity about preferred interventions).

And yet the goal is a laudable one. Problems arise, however, in the strate-

gies used to achieve the goal. Dr. David Eddy, one of the champions of a more

scientific approach to managing medical practices through the use of per-

formance measurement, offers these sobering reflections: the ‘‘measures

tend to be blunt, expensive, incomplete and distorting. And they can easily

be inaccurate and misleading.’’49 Hardly a ringing endorsement from a cham-

pion of the issue! The answer is not to abandon the search because the tools

are weak or flawed, but to improve and refine the tools. We have an affirma-

tive responsibility to improve services continuously and the only way to do

that is to have reliable indicators of impact. In this scenario, the psychiatrist is

caught in the middle of an effort to document – and strengthen – both effi-

cacy and efficiency, using tools that can only serve as limited proxies for

quality. At least that’s the most positive interpretation.

Alas, too often external review and monitoring are driven not by a desire to

improve quality through effectiveness or expand access through efficiency but

by a desire to reduce costs – at all costs. When cost alone is the measuring rod,

patients will ultimately be shortchanged and practitioners will feel diminished.

The psychiatrist similarly feels conflicted about engaging in a financial

reward mechanism for achieving certain externally imposed standards. This

arrangement probably challenges deeply held feelings about the altruistic

nature of the practice of psychiatry, reducing her work to assembly line

tactics. And yet many businesses are looking to this mechanism, often

referred to as ‘‘pay for performance,’’ to achieve desired health outcomes

for their employees. This is a laudable goal but one that may appear to

physicians as particularly indifferent to their clinical acumen and individual

competencies. To this commentator, the scenario serves as a call for all

practitioners to be actively involved in shaping the quality indicators by
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which their practices will be judged. It is unlikely that anyone currently in

medical school will not experience some variant of the external review strat-

egies identified in this scenario, and the wise physician-to-be will learn as

much about the policy and administration of contemporary medicine as

possible before launching into practice.

The final issue raised in the scenario – the concern about collaboration with

other mental health care professionals – is even more complex. The devil, in

this instance, will clearly be revealed in details not made explicit. The key will

be whether or not the psychiatrist can establish smooth, integrated commu-

nication with his or her colleagues in the community and the company. In-

creasingly, psychiatry is best practiced in integrated systems of intervention,

and if this arrangement is one of those, his or her patients are likely to be the

beneficiaries. If, however, the psychiatrist is expected to serve as an auto-

mated prescription machine – without benefit of the insights and feedback

of the other mental health professionals – then he or she is wise to be troubled.

Historically, we have done a poor job of preparing psychiatrists (and a host

of other behavioral health professionals) for practice in the real world. Like it

or not (and this commentator emphatically does not), health care in the

United States has become a commodity. Unless and until that changes, it

is essential that medical students learn much more than most currently do

about the pressures that they will face and how to make limited health care

expenditures go as far as possible while delivering as much good as possible.

John Morris, M.S.W.

Director, Human Services Practice, The Technical Assistance

Collaborative, Inc., Columbia, SC

Professor, Department of Neuropsychiatry and Behavior Science

University of South Carolina School of Medicine

IMPROVING QUALITY OF CARE – EMERGENCY MEDICINE

The emergency physician encounters an irate daughter of a seventy-five–year-

old male patient in the emergency department (ED) waiting room. The daughter

is upset about the eight hours that her father has been waiting to be seen for

symptoms of a urinary tract infection (UTI). While awaiting treatment, the

patient has developed shaking chills and has become less responsive. She

insists that her father be attended to immediately.

A Perspective from an Emergency Medicine Physician

Clinical Background

Complaints suggestive of a UTI are very common among patients seeking ED

care. The vast majority of UTIs are the result of ascending infections

Commitment to Improving Quality of Care 339



originating in the urethra, and therefore are much more prevalent in women.

About 85 percent of UTIs are attributable to E. coli, with most of the remain-

der are due to Staphylococcus saprophyticus. Infections with other enteric

pathogens are less common.

Most patients with UTIs can be treated as outpatients and recover quickly

with antibiotics chosen empirically. Indications for hospitalization include

poor medical compliance, vomiting, volume depletion, and pyelonephritis in

children, men, pregnant women, and individuals with known urinary tract

abnormalities. Admission is also generally warranted for patients with evi-

dence of sepsis.

Professionalism Considerations

EDs are extraordinarily stressful environments for patients, families, and

health care workers. From the physician’s vantage point, many patients pres-

ent with non-urgent complaints and can safely wait hours. Most ED patients,

however, believe they have an important problem and need to be seen

quickly; many are in pain or anxious. Physicians tend to dismiss discomfort

and fear as legitimate concerns, particularly when confronted with other

patients who have more pressing needs.50,51

There is a common misperception that the emergency physician is the

‘‘captain of the ship’’ and therefore vicariously liable for adverse events in

all patients presenting to the ED – including problems arising from prolonged

waiting times. In fact, most delays in emergency medical care are systems

problems and largely out of the on-duty physician’s control. EDs are highly

complex and impersonal operations, and it is imperative that staff function as

advocates for the well-being of their patients.

ED staff may become numb to complaints about long waiting times. It is

tempting to label patients and families who complain as being difficult, lead-

ing to a cycle of further corrosion in physician–patient communication.52

However, in this vignette there is danger in assuming that the initial triage

decision was correct and that the seventy-five-year-old man is still a non-

urgent patient. In light of the daughter’s expression of concern, the ED staff is

compelled to reassess the patient.

Practical considerations often make it difficult to expedite the care of

a waiting patient. The logic of a triage system may be unclear to many

patients, and they may become angry if they suspect that someone is receiv-

ing special attention. In this situation, it is wise to reassess the patient while

he is still in the waiting room. If he is stable and the triage decision remains

appropriate, he and his daughter can be reassured that the wait, while tedious

and regrettable, appears to have caused no harm.
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If the patient has deteriorated, the physician must act quickly to minimize

the harm to the patient and the family’s distress. The most professional and

responsible action in this scenario is to acknowledge to the daughter that her

father is sicker than he appeared on arrival, promptly evaluate the patient,

explain the assessment and treatment plans, and offer tangible assurance that

the remainder of his ED care will be expedited as much as possible. Expressing

a clear understanding of the patient’s problem is the single most important

factor in recovering the confidence of the patient and his daughter.53

The physician may want to thank the daughter for intervening on her

father’s behalf. These actions affirm the daughter’s role as the patient’s ad-

vocate, mitigate her concern about further delays, and avoid creating the

appearance that the ED staff is concealing an error. It is wise to apologize

to the patient and his daughter. This further legitimizes their complaint and

demonstrates personal concern for the patient’s welfare. An apology is not an

admission of negligence.

It may be tempting for physicians to adopt a defensive posture, offering

excuses to the patient’s daughter and denying responsibility for the adverse

outcome. While legitimate circumstances contributing to delays can be related

to the daughter, she is unlikely to be assuaged by excuses. A defensive attitude

is likely to be counterproductive to the relationship between the patient, his

daughter, and the health care workers. Furthermore, blaming an inefficient

system for the delay is unlikely to reduce the possibility that the angry family

will initiate legal action against the physician and the institution.

Many EDs have executed measures to minimize adverse outcomes related

to prolonged waiting times. Periodic reassessment of waiting ED patients is

now routine and actually required in many instances. Nurses should be

empowered to override triage guidelines based on their gestalt, and the ED

should foster a culture that encourages all personnel to voice concerns about

a patient’s condition.

Opinion

The emergency physician in this scenario should address the daughter’s con-

cerns for her father’s health and see that the patient is re-evaluated in the

waiting room. If the patient has deteriorated during a long wait, the physician

should take all reasonable steps to expedite his care, acknowledge and apolo-

gize for the delay, and thank the daughter for her attentiveness to her father.

David J. Karras, M.D.

Professor of Emergency Medicine, Associate Chair for Academic Affairs

Department of Emergency Medicine, Temple University

School of Medicine
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A Perspective from a Bioethicist and Emergency Physician

Receiving anger is always difficult, but especially when the anger is unjust. The

daughter’s anger in this case may seem unjust to emergency personnel who

feel they are working as hard as they can to maintain patient flow and to ensure

that the sickest patients are seen first. Yet there is much that can be done to

avert such anger. Proper triage and the facilitation of patient flow are impor-

tant (and presumably could have been improved in this case), but they are by

themselves not sufficient to satisfy the ideals of medical professionalism.

The patient in this scenario has suffered harm from his eight-hour wait.

Beyond the considerable inconvenience and physical suffering that occur

when acutely ill people are forced to endure long hours in uncomfortable

waiting rooms, this man has also experienced a potentially serious deterio-

ration in his medical condition. His decrease in responsiveness may indicate

the development of life-threatening sepsis. If he had received prompt med-

ical attention, this dire situation might have been averted. Even if it were not

possible to place him in a treatment room, urinalysis and culture could have

been obtained during triage, and he could have been monitored periodically

in the waiting room. When he deteriorated, his triage status should have been

upgraded and treatment promptly instituted.

Given the obvious seriousness of her father’s condition and his deteriora-

tion during a terribly long wait, the daughter’s frustration is not only un-

derstandable, it is the inevitable result of humane filial concern. Sons and

daughters are expected to be vigilant about caring for sick parents. Further-

more, the daughter is justified in thinking that her father should have re-

ceived better treatment. In a society that strictly controls the practice of

medicine (for instance, by forbidding lay persons with urinary tract infec-

tions from self-medicating with antibiotics), the emergency department is

typically the only recourse for an acutely ill individual who needs prompt

treatment. Because of their state-enforced monopoly on emergency services,

hospital emergency departments incur an obligation of public responsive-

ness. Eight-hour waits for septic elders are not acceptable. Though the causes

of emergency department crowding are diverse and not always under the

control of hospitals,54 the daughter has good reason to be angry.

The approach to preventing such unfortunate events begins with an atti-

tude of loyalty in the medical staff. Physicians, nurses, and other medical

personnel are beholden to a professional ideal of service. Medicine is a public

enterprise, richly endowed for its task of healing – that is, of mitigating and

ameliorating human suffering due to illness and injury. This service is the

fundamental goal of medicine, and it is the cause that medical professionals

are called to loyally serve.55 The ideal is patient-centered in the sense that
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(1) patients’ suffering is the fundamental condition it seeks to address, and

(2) the relief of suffering is always accomplished in the context of patient

values (as both suffering and its relief are largely relative to patient motives

and perceptions). Typically, family relations are an organic element of the

experience of illness and recovery. Hence, medical professionals are also

beholden to families.

The attitude of loyalty does not imply a ‘‘customer-is-always-right’’ men-

tality. To the contrary, patients and their families are not merely customers

and they are certainly not always right. They are more than customers

because the clinician–patient relationship, which centers on an ideal of

healing, is more than a simple market arrangement, which centers on the

ideal of exchanging commodities. Likewise, clinicians are not merely clin-

ical ‘‘providers,’’ they are also professionals beholden to professional ideals.

For loyal clinicians, patient well-being trumps profit, provider convenience,

ego gratification, and the other trappings of medical prestige. Embodying

and projecting this attitude is the key to averting problems such as those

exhibited in this scenario.

Several particular strategies suggest themselves to the loyal emergency

department physician faced with the problem of long waiting times. First,

it is important to recognize the clinical importance of minimizing waiting

time. No available triage system is so efficient that it can always identify and

avert potential medical disasters. Hence, when waiting time is excessive,

patients are endangered. Further, the tedium and the feelings of being dis-

respected that characterize long waits are compounded by illness, thus ex-

acerbating patient suffering.

Second, clinicians should communicate their concern to patients and

those who wait with them. At a minimum, this requires an apology and some

kind of an explanation for the long wait when clinicians greet patients at the

bedside. Apologies need not be construed as admissions of guilt, but rather as

acknowledgments that brief waiting times are crucial goals and that the

medical staff is troubled that they are not being achieved. As an emergency

physician, I have sometimes gone to the waiting room and addressed the

waiting patients, offering a brief explanation for the long waiting time and

inquiring if anyone has particular medical concerns that they think may have

eluded triage. Such excursions to the waiting room are always brief, and

always worth the time. Generally, patients will not speak out with trivial

concerns. In every instance, they are appreciative. Further, this strategy facil-

itates the expeditious flow of patients by minimizing the time spent by other

staff members addressing waiting room complaints.

Finally, emergency department physicians should do everything reason-

able to insure that long waits are prevented. When emergency physician
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staffing is the problem, back-up physicians should be called in expeditiously.

We should dispense with the ethos of protecting colleagues’ time when it

harms patients. In some cases, patients occupy emergency department beds

long after they have been thoroughly evaluated by emergency department

personnel – waiting for the arrival of a consultant or for the availability of

a hospital bed. The latter are systemic problems that frequently need to be

addressed at the level of hospital administration. Though advocacy for these

ends can beget uncomfortable encounters, fidelity to patient well-being

sometimes makes such encounters necessary.

Griffin Trotter, M.D., Ph.D

Department of Health Care Ethics and Department of Surgery,

Emergency Medical Division

St. Louis University School of Medicine

SUMMARY – COMMITMENT TO IMPROVING QUALITY OF CARE

The objectives of this summary are to present (1) issues regarding quality of

care, (2) the rationale for engagement in quality improvement activities, and

(3) meaningful strategies for quality improvement. The first part will provide

an overview of quality improvement. Components include professional re-

sponsibilities to improve the quality of care, types and measures of quality,

and evidence-based strategies to improve the quality of care. The second part

will review themes from the case discussions in this context.

Background

Professional Responsibilities for Improving Quality of Care

In recent years, the need to improve quality of care has been increasingly

emphasized as a professional responsibility of physicians. In 2002, the

American Board of Internal Medicine (ABIM), American College of Physi-

cians-American Society of Internal Medicine, and the European Federation

of Internal Medicine released a charter on professionalism for physicians.19

Included in the charter was the following:

Commitment to improving quality of care. Physicians must be dedicated to

continuous improvement in the quality of health care. This commitment entails

not only maintaining clinical competence but also working collaboratively with

other professionals to reduce medical error, increase patient safety, minimize

overuse of health care resources, and optimize the outcomes of care. Physicians

must actively participate in the development of better measures of quality of care

and the application of quality measures to assess routinely the performance of

all individuals, institutions, and systems responsible for health care delivery.
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Physicians, both individually and through their professional associations, must

take responsibility for assisting in the creation and implementation of mecha-

nisms designed to encourage continuous improvement in the quality of care.

Other organizations have made similar recommendations. The American

Medical Association’s principles of medical ethics state that physicians

should maintain competence and contribute to the improvement of the

community and betterment of public health.56 The American College of

Graduate Medical Education (ACGME) requires all residents and the Joint

Commission (JCAHO) requires all hospital medical staff to demonstrate com-

petence in quality improvement as well as clinical competence.

As described in the endocrinology case discussed in this chapter, physi-

cians have traditionally had a responsibility to study and remain current with

knowledge and technical competence. While physicians were traditionally

expected to do so independently, only recently has a requirement for public

accountability and transparency been introduced. This applies not only to

the demonstration of knowledge and technical competence, but to account-

ability for clinical decisions and quality of care. Many physicians will no

doubt see this as an affront to personal autonomy, which in many ways it

is. Physicians must keep in mind that the shift from personal autonomy to

transparency and accountability is based on an expansive body of science

demonstrating that the latter method results in better patient care. This sec-

tion summarizes the issues depicted in the case vignettes, including the need

for quality improvement, professional responsibilities for quality improve-

ment, as well as non-professional reasons for quality improvement.

Background on Quality of Care

Although it is clear that the physician is responsible for quality of care, there

is much debate concerning what constitutes quality and how to measure it.

The cases presented in this chapter demonstrate many types of quality. This

section will discuss the most common types of quality metrics and summa-

rize how the U.S. health care system performs.

Population Health Indices. One way to measure quality is to look at pop-

ulation health measures, such as life expectancy and infant mortality. De-

spite being by far the most expensive health care system in the world, the

United States trails many developed nations in population health and out-

come measures.57,58 Many have argued that these measures may not reflect

performance of the health care system as other factors contribute to these

numbers. A 2008 study measured mortality rates from causes considered

amenable to health care in twenty countries in 1997–1998 and 2002–2003.59

The United States had the highest amenable mortality rate of any country in
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2002–2003 and showed by far the least amount of improvement between

study periods. Although these findings demonstrate a need for improvement,

the causes and solutions to measures such as national mortality rates are

complicated and difficult for individual physicians to address.

Clinical Quality Measures. Clinical quality measures are more readily ap-

plied to an individual physician or system. Clinical quality measures are

typically classified as process or outcome measures. Process measures gauge

actions taken by the physicians such as performing screening mammogra-

phies. Outcome measures gauge clinical end points of treatment such as

mortality rates, or intermediate end points such as the percentage of patients

with controlled blood pressure. Process measures are directly controlled by

physicians, but require clear scientific evidence and consensus to support

their use. Outcome measures require less evidence, yet are criticized for

being influenced by factors beyond a physician’s control.

Numerous studies have demonstrated poor performance on quality meas-

ures. Comprehensive studies of the quality of care delivered in the United

States have reported that adults receive 55 percent and children receive 47

percent of recommended care.6,60 As the seminal Institute of Medicine (IOM)

report Crossing the Quality Chasm reported: ‘‘Between the health care we

have and the care we could have lies not just a gap, but a chasm.’’61 Other

studies, most famously the Dartmouth Atlas, have demonstrated significant

differences in treatment patterns that cannot be explained by differences in

patient preferences or severity of illness.62 These studies have done much to

challenge physician autonomy and increase the demand for transparency.

Attempts to measure quality have been catalyzed by these findings. Quality

measures are designed and implemented by professional organizations,

accrediting organizations such as the National Committee for Quality Assur-

ance (NCQA), health plans, federal and state governments including the

Centers for Medicare and Medicaid Services, and employers. Measures target

individual physicians, hospitals, group practices, and health plans. Many

measures are tied to financial payments, a practice known as pay-for-

performance. Although in one study only 62 percent of physicians felt that

their quality measures should be available to the public, this is happening

with increasing frequency.63 These measures will likely become more prev-

alent and be an integral component of clinical practice into the future.

Patient Safety. Patient safety addresses harm to patients caused by the med-

ical system. Safety is closely related to quality, often overlapping in measures

and underlying causes. The 1999 IOM report, To Err Is Human, catalyzed

concerns about patient safety after reporting that nearly 100,000 patients
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may die each year and 1 million are injured due to preventable medical errors

in hospitals alone.64 Numerous studies have demonstrated that many errors

occur in the outpatient setting as well.65 Examples of safety concerns include

medication errors, hospital-acquired infections, and falls.

Many hospitals have responded to these concerns with patient safety offi-

cers, committees, and policies. Legislators have responded through initia-

tives such as mandatory reporting of errors and near-misses in some states.

Regulators such as JCAHO and the NCQA include patient safety measures in

the accreditation process. Payers and purchasers are beginning to both re-

ward practices that encourage safety such as computerized physician order

entry (CPOE) systems and refuse payment for costs resulting from errors.

Notably, Medicare stopped paying for eight types of preventable errors in

October 2008, a policy which many private insurers are also adopting.66

Hospital-acquired infections (HAIs) have been a major focus for patient

safety efforts due their prevalence, significant morbidity and mortality, and

high costs. In 2006, Pennsylvania became the first state to publicize HAI data

for all of its hospitals. For the 19,154 cases with an HAI, mortality rate was 12.9

percent and hospitalization cost was $185,260 per case, compared to 2.3

percent and $31,389 for cases without an HAI.67 Studies revealed that dis-

crepancies in mortality and costs were largely attributable to the infections

themselves.68,69 Most states have either adopted or are adopting similar

reporting requirements.

Quality of the Patient’s Experience. A final component of quality health

care, which is more complex and poorly defined than other components, is

quality related to the patient’s experience. This includes service elements

(wait times, friendliness of staff, etc.), adequate communication, emotional

management, and involvement of patients in decision making. Measures of

these elements are typically based on feedback from patients, such as the

Press-Ganey survey and the Consumer Assessment of Healthcare Providers

and Systems. Measures of communication and involvement of patients in

decision making are sparse, yet some experts have proposed development of

these measures.70,71

As discussed in the emergency medicine case in this chapter, many physi-

cians consider patient experience quality to be of less importance than clin-

ical quality and safety. As demonstrated in the emergency medicine,

obstetrics-gynecology, and hospitalist cases in this chapter, inattention to

the patient’s experience resulted in significant distress for the patient, weak-

ened provider–patient relationship, and even impacted clinical quality and

safety. Emerging concerns for this component of quality reflects the shift

from physician autonomy to physician transparency and patient autonomy,
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such that the patient has greater involvement in choosing the goals, treat-

ments, and processes of care.

Strategies for Quality Improvement

Many strategies exist for quality improvement. Some have a wealth of evi-

dence to support their use and others are relatively new. Key strategies in-

clude education, individual interventions, organizational interventions, and

ensuring patient-centered care. The increasing demand for transparency

requires that physicians not only engage in quality improvement activities,

but they must be able to demonstrate these efforts and their results.

Education for Quality Improvement. Although physicians were always

expected to keep current with medical knowledge and ensure the quality of

care in their own practices, formal education programs have been lacking.

Traditional methods of continued education such as continuing medical

education courses and medical journals were felt to be inadequate as phy-

sician knowledge and performance declines over time.17 In recent years,

accrediting organizations have responded by creating requirements and pro-

grams to help physicians maintain competence and improve the quality of

their practices.

In 2002, the American Board of Medical Specialties established the Main-

tenance of Certification program, requiring physicians to recertify periodi-

cally and demonstrate continued self-assessment during the interim. As

discussed in the endocrinology case, the Maintenance of Certification is an

efficient and effective method of continued education, and most physicians

have chosen to participate.72 In addition to the recertification exams, pro-

grams such as the ABIM’s Practice Improvement Modules have helped physi-

cians identify areas for improvement in their own practices.

Procedural specialists must maintain technical competence in addition to

knowledge competence. Oversight for this aspect often falls on the hospital or

physician practice. Several mechanisms can be used to ensure technical

competence, as discussed in the gastroenterology case, such as ensuring per-

formance of a minimum number of procedures, ensuring appropriate train-

ing, and the use of proctors when appropriate. The use of outcome measures

has started to become a significant mechanism for measuring procedural

competence.

As mentioned, the major accrediting organizations for residency pro-

grams, ACGME, and hospitals, JCAHO, now require that residents and med-

ical staff demonstrate competence in quality improvement skills. Additional

requirements, such as knowledge of health care systems and provision of

cost-effective care, are integrally related to managing quality. Attention to
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these requirements will ensure that future physicians have the skill set they

need for quality improvement.

Individual Interventions for Quality Improvement. Quality improvement

efforts can be as simple as an individual physician focusing on her own practice.

These projects often target measures that are part of a pay-for-performance

or quality improvement program such as the LDL goals described in the

primary care case. Strategies for quality improvement, as described in the

case, include auditing data and providing feedback, reminder systems, phy-

sician and patient education, developing protocols, and others.

Individuals may similarly improve patient safety. Simply admitting an

error and apologizing can be therapeutic both for the physician and the

patient. A recent study of 3,171 physicians found that many suffered anxiety,

sleep difficulties, and reduced job satisfaction from errors.73 Physicians were

nearly four times as likely to report significant distress over an error if they felt

that disclosure was inadequate. Methods such as root-cause analyses and

external review can help physicians identify safety concerns in their practice

and develop strategies for improvement. Of course, this does not exempt

them from following standard error-reporting policies set by their organiza-

tion or regulatory bodies.

These systems are often inadequate. In a recent survey of 1,082 U.S. physi-

cians, 70 percent of physicians felt that error-reporting systems were inade-

quate and relied on informal discussions with colleagues.74 In one study, only

55 percent of physicians said they knew how to report an error and only 40

percent knew what kind of errors to report.75 Another study found that only

53 percent of physicians had participated in a formal error-reduction pro-

gram.76 These results highlight the need for greater education and develop-

ment of error-reporting systems.

Organizational Interventions for Quality Improvement. Most hospitals and

physician practices are looking for formal methods to incorporate quality

improvement activities into their organizations. Most hospitals and health

systems have official positions such as chief quality officers to help manage

quality. Many have made major investments in technology and management

strategies to address quality. Central to these efforts is the need to facilitate

teamwork.

Health information technology (HIT) has been championed as an impor-

tant tool for improving quality and efficiency in health care. Many hospitals

and physician organizations have adopted forms of HIT such as electronic

health records (EHRs), computerized physician order entry (CPOE), and de-

cision support tools, although only 23 percent of ambulatory physician
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practices used EHRs and 5 percent of hospitals used CPOE through 2005.77 In

2006, President Bush declared ‘‘We will make wider use of electronic records

and other health information technology to help control costs and reduce

dangerous medical errors.’’78 Financial support for EHRs is available from

Medicare and other private groups for some physician practices. There is

evidence that although EHRs are expensive to implement, they produce sav-

ings over the long run and can improve quality.79 Recently the Veterans

Affairs health system has been recognized for its exceptional performance

on quality measures, credited in part to its comprehensive EHR.80,81

In addition to investing in the necessary resources, organizations have

demonstrated quality improvement through effective management strate-

gies. For instance, 108 intensive care units in Michigan were able to reduce

their central catheter-related infections by up to 66 percent using a simple

five-item checklist.82 Other hospitals, such as Virginia Mason Medical

Center, have adopted techniques from other industries, including the

Toyota Production System and Six Sigma, to improve quality.83 The Insti-

tute for Healthcare Improvement offers several educational programs and

has launched campaigns to help spread proven strategies throughout the

nation.84

Successful efforts to achieve quality improvement at the organizational level

rely on teamwork. In the fourth year medical student case, elements of team-

work were discussed including leadership, mutual performance, and mutual

trust (see the improving quality of care commentaries by Goyal and Holmboe

in Chapter 2). Physicians are constantly required to work as part of a team,

often as team leader, both in their practice setting and when carrying out

quality improvement activities at the organization level. Physicians often work

with colleagues such as consulting physicians, other health professionals such

as nurses and residents, administrative staff, and third-party organizations

such as health plans and disease management organizations. Effective team-

work is not automatic and requires constant attention.

An important element of teamwork is creating a conducive culture. Health

care, particularly academic medicine, has traditionally been known for its

hierarchical culture. As demonstrated in the two medical student cases illus-

strating quality of care in Chapter 2, this culture may have adverse effects on

quality. Culture comes from the top and studies have demonstrated that

cooperation between senior management and medical staff facilitates quality

improvement efforts and results in hospitals and health care organiza-

tions.85–90 As demonstrated in the emergency medicine case in this chapter,

culture can be fostered in an organizational sub-unit, such as a department.

All members of the team, particularly leaders, contribute to creating a culture

compatible with quality improvement.
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Improving Patient-Centered Care

Health care has traditionally been organized in a provider-centric manner.

Practices are organized by provider type, often requiring multiple appoint-

ments for the same problem, schedules are set according to the provider’s

needs while patients often wait for hours, information is organized for the

provider while patients often do not know what is happening, and goals and

treatments are typically determined by the provider, often with little input

from patients. Given these circumstances, the prospect of making care

patient-centric is daunting. However, there are many strategies that providers

can employ.

Several of these strategies were discussed in the case vignettes. In the obstre-

trics and gynecology case in this chapter, the importance of advanced planning

for delivering of information and services was discussed, as well as the need for

self-reflection to prevent erroneous assumptions. In the hospitalist case in this

chapter, the need to keep the complexity and need to keep patients informed

of their care was discussed, along with the devastating effects of failing to do so.

In the emergency medicine case, the authors described the need to apologize

and accept responsibility when the patient has a bad experience.

Other strategies are gaining favor and have shown promising results. The

use of physician extenders such as nurse practitioners and physician assis-

tants can provide high quality care that is convenient and cost effective.91

Collaboration with third-party vendors such as disease management organ-

izations can provide patient-centered care by coordinating care across pro-

viders. Practice innovations such as open-access scheduling and virtual visits

can meet patients’ needs and improve their satisfaction with care.92 As pres-

sure to improve patient-centered quality of care increases, providers will

likely develop and invent effective strategies.

Review of the Cases and Commentaries

Using the information that has been presented as a framework, themes from

the case vignettes will be discussed. The first section will address issues re-

lated to physicians’ responsibility to improve the quality of their own care.

The following sections will address the more daunting task of improving the

quality of care delivered by others, including subordinates, superiors, peers,

and quality at the population level.

Improving the Quality of One’s Own Care

Several of the quality of care cases illustrated here demonstrate opportunities

for the physicians to improve the quality of their own care. In the endocri-

nology case, the physician elected not to recertify. In a busy practice, the time
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requirements for recertification can make the process unattractive, particu-

larly if the physician does not appreciate the benefits. As described, in addi-

tion to jeopardizing patient care, the physician may put himself in danger of

being excluded by health plans, losing patients, or other consequences.

In the primary care and psychiatry cases, the physicians dealt with issues

of quality as determined by outside parties, namely health plans and em-

ployer groups respectively. These cases presented the dilemma of resolving

quality issues when external parties set standards that the physician may not

agree with. Although physicians have a responsibility to ensure quality

according to their standards, they cannot ignore metrics imposed by external

parties. Physicians should determine whether these standards compromise

quality in any way, using objective evidence. If it is determined quality is

compromised, the physician should attempt to convince the external party

to change the standard. These cases highlight the need for physicians to be

aware of standards before signing contracts, and to proactively help create

standards consistent with their professional values. Remember, these exter-

nal parties develop standards because they have much at stake, and such

standards will likely only increase in prevalence.

Another example of a physician’s quality being judged by external parties is

the case of lawyers and the courts adjudicating grievances or malpractice suits.

Although physicians often feel that these non-health professionals are ill-

equipped to judge quality, this process is necessary for settling legal disputes.

As shown in the gastroenterology case, physicians must comply with the law,

regardless of their professional standards. Thus, it is important for physicians

to consider professionalism issues before agreeing to a legal settlement.

The obstretrics-gynecology and hospitalist cases demonstrated opportu-

nities for physicians to improve patient-centered quality. In the obstetrics-

gynecology case, the process was not described for receiving the results of

a diagnostic test, leading to distress by the patient. A proactive approach by

the physician to anticipate the patient’s experience could have improved this

situation. In the hospitalist case, a lack of communication with the patient

and patient’s family had severe effects on their experience. In the hectic

hospital environment, physicians often focus on their tasks and neglect the

communication aspect of care. Although this responsibility typically falls on

the physician of record, all physicians involved in the patient’s care have

a professional responsibility to ensure that communication is adequate.

Improving the Quality Care Delivered by Others

The cases presented several opportunities in which physicians could impact the

quality of care delivered by others. This includes trainees, staff, superiors, peers

within one’s organization, and care delivered across a broader population.
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Trainees and Staff. Physicians often are responsible for oversight and thus

the quality of care delivered by others, including physician trainees, other

health professionals, and non-medical staff. The cases demonstrated several

challenges physicians face in managing this aspect of care. In the psychiatry

case, the physician felt uncomfortable with his responsibility for patients

receiving care from other health professionals. In the emergency medicine

case, the physician’s oversight role was more complex, as the emergency

department requires many variables and individuals to ensure timely, high

quality care. In the medical student cases outlined in the quality of care

vignettes in Chapter 2, although discussed from the perspective of the

trainee, the attending physicians could have improved the quality of care

by facilitating open expression of critical information by junior members.

Non-physician health professionals and other staff are critical to the delivery

of efficient and effective care. Physicians must understand the scope of prac-

tice of other professionals with whom they work and strive to monitor quality

through objective measurements. If physicians accept oversight responsibility

without understanding the requirements of the role, they risk allowing poor

quality and leaving themselves vulnerable to any consequences. These cases

demonstrate the importance of fostering a conducive culture for teamwork

and open communication to ensure delivery of high quality care.

Superiors. Improving the quality of care delivered by superiors can be very

difficult as seen in the medical student cases in Chapter 2. Trainees and other

members of the health care team may often feel that they must jeopardize

their own relationship with a superior team member in order to advocate for

patient care. The cases present several effective mechanisms for influencing

other members of the team such as setting an example and simply speaking

up. Having knowledge of the evidence for behaviors can also influence the

team. Finally, if trainees are unable to influence the team, they should at least

critically analyze the behavior of superiors to avoid developing the same

faulty patterns of care.

Peers. Another challenge for physicians is improving the quality of their peers’

care. As discussed in the primary care case in this chapter, a physician’s respon-

sibility to quality improvement involves the engagement of other physicians,

particularly within the same organization. This task can be both uncomfortable

and difficult, and is easier said than done. A recent survey found that 93 percent

of physicians felt they should review peers, 96 percent felt they should report

impaired or incompetent peers, and 93 percent felt they should report all signif-

icant errors. Yet only 56 percent had reviewed a peer’s charts in the previous

three years, 45 percent had not reported at least one impaired or incompetent

peer, and 46 percent had not reported at least one significant medical error.76
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The gastroenterology case discussed the challenges of reviewing a col-

league’s quality which is felt to be poor. Due diligence before forming part-

nerships with peers, as well as continuous monitoring of quality, can help

prevent these situations, while improving quality overall. Managing patient-

experience aspects of care delivered by peers can be particularly challenging.

These issues were discussed in the emergency medicine case, where waiting

on consultants may be one reason that delays and dangerous back-ups occur

in the ED. The hospitalist case also demonstrated the challenge of monitoring

the adequacy of communication between consultants and patients. Atten-

tion to these issues and the establishment of a patient-centered culture are

crucial to improving quality amongst peers.

Population Health. In addition to improving quality within one’s own prac-

tice and organization, physicians have a professional responsibility to improve

quality for the population as a whole. This may include participating in the

development of appropriate measures, sharing knowledge of quality improve-

ment strategies, and conducting health services research. In the psychiatry and

primary care cases, physicians felt that quality measures were imposed by

external parties. These physicians should engage with external parties to find

mutually agreeable quality measures that can apply to a broad population.

There is a need for physicians to engage in measure development with their

specialty societies, as a recent survey found that only 35 percent of these

societies were currently developing measures.93 If physicians do not partici-

pate in the process, they will be forced to accept measures that others propose.

Conclusion

This chapter discussed gaps in quality in the U.S. health care system and

strategies to improve quality. The focus on quality improvement is a major

shift away from traditional physician autonomy to a system of transparency

and accountability. Physicians have a professional responsibility to improve

quality for their own patients, across their organization, and for the popula-

tion as a whole. In addition to professional responsibilities, with the increase

in pay-for-performance incentives, quality ratings, and the high costs of poor

quality, physicians who do not actively engage in quality improvement ac-

tivities will likely lose patients, receive lower payments, face lawsuits, and risk

exclusion from health systems.

David Nash, M.D., M.B.A.

Dr. Raymond C. and Doris N. Grandon Professor of Health Policy

Dean, Jefferson School of Health Policy and Population Health

Thomas Jefferson University
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9 Commitment to Maintaining Trust by Managing Conflicts

of Interest

Cases and Commentaries

MANAGING CONFLICTS OF INTEREST – PRIMARY CARE

A family physician becomes increasingly frustrated with his medical practice.

He notes that his income has decreased, relative to inflation, over the past

twenty years. He also notes that the time he is able to spend with patients

had decreased – now thirty minutes for new patients and about ten minutes

for established patients. Two of his long-standing patients are also frustrated

with his practice. They complain about the long wait to see him and the de-

creased time for the visit. Both of these patients suggest that the family physi-

cian consider starting a retainer or ‘‘boutique’’ medical practice. This type of

practice would increase the physician’s income by requiring patients to pay

a retainer fee and would allow him to spend more time with his patients. The

physician considers this change.

A Perspective from a Family Physician

Control of today’s typical primary care practice has passed to third parties

including Medicare, Medicaid, HMOs (health maintenance organizations),

PPOs (preferred provider organizations), and employers since they, not

patients, control the ever diminishing flow of funds to physicians and other

providers of health care. Patients are churned, one problem at a time, with

brief visits, to maximize ever shrinking third party per-visit revenue. After-

hours and hospital care is shunted to the emergency department and to

hospitalists. The former financial and personal rewards of practice are now

replaced by frustration and bureaucracy. As a result, primary care, the in-

dispensable backbone of our profession, is crumbling.1 Concierge medicine

is the rational reaction to these realities.

Rather than continuing to play the Medicare and managed care game the

concierge doctor has returned to focusing on serving and pleasing patients.
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Millions of patients are or would be happy to pay a premium for an attentive,

available, consumer-focused primary physician. They are sincerely embarrassed

by how little Medicare and insurance pay their doctor. When my own active

patients were polled in 2005, 33 percent said they would gladly pay extra for such

service, but most physicians have no mechanism to accommodate them.

Some doctors, often those who have not experienced the private practice

environment, actually believe that such singular care would be unjust. Con-

cierge physicians, in contrast, firmly believe that in America a mechanism

must exist to serve patients seeking such singular care and that in fact such

care could be the standard by which all primary care is judged. We further

believe that it is possible for most Americans, regardless of income level, to

eventually have this kind of ‘‘medical home.’’ This is the care Americans say

they want and it translates, we believe, into better outcomes.2

Retainer practice (also referred to as concierge medicine or direct practice)

strongly resembles the ‘‘medical home’’ advocated by various academies and

study groups.3 Adequate funding is the key to any such design, but when that

funding comes from third parties or government it tends eventually to be-

come insufficient since control of the level of funding is determined by a third

party payer uninvolved in the actual value transaction. And that third party

payer fails to see the appropriate value. Therefore, concierge doctors believe

the funding must come directly from patients. Only the actual consumer

appreciates the real value of any service.

Retainer practice provides sufficient income to allow extended, same day,

or next day visits with almost no waiting. It offers a rested, cheerful physician

willing to be available 24/7 to this selected group of patients. All issues that

concern the patient are covered at each visit, greatly reducing the number of

visits necessary later. Care the physician was trained to deliver is actually

done on site and at the time rather than deferred or referred due to lack of

time or economics. Patients are followed by their own doctor when hospi-

talized. The patient’s concerns, time, and convenience are paramount, not

the insurance company’s.

Once a physician concludes that he or she must make this transition, as did

I, several ethical concerns must be addressed. The first issue is abandonment.

In my own situation, the year of transition was instructive. My demographic

files contained 7,000 verifiable patient names. I attended 1,500 different

individual patients in the previous twelve months and 2,500 in the previous

twenty-four months. All 7,000 patients in my files were offered participation

in my redesigned practice and advised that the practice size, being domi-

nantly geriatric, would be limited to 600.4 By the launch date about 500 had

enrolled, so clearly, and as expected, most patients chose not to join. I had

clear obligations to those non-joining patients.
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It was mandatory to identify several comparable doctors in the community

willing to accept patients not joining the retainer practice. It was necessary to

provide emergency care to all patients until such time as they were firmly

established with that new doctor. Records must be transferred at no charge

and smooth transition must be ensured.

The offer to join the retainer practice must be made to patients months in

advance of launch date, free of undue pressure and with clear terms, con-

ditions, and contracts. It must include usable information about alternatives,

an effective system to assist in transition, and declination forms to sign for

patients who choose not to join, linked to the smooth transfer of care to a new

doctor.

Of course, thousands of patients, most in fact, never responded at all.

When those patients later called, they had to be cared for until they were

officially and smoothly directed elsewhere for follow up and future care.

While abandonment is the most important concern, it is not the only ethical

issue facing physicians launching or converting to retainer practice.

Critics of retainer medicine claim it removes doctors from the overall pool

needed to care for everyone else. This is a false allegation. Concierge physi-

cians usually have no trouble identifying comparable, local physicians willing

to assume the care of non-joiners. Further, the actual number of concierge

doctors is insignificant.5 At this writing there are probably fewer than 2,000

concierge physicians nationwide while there are 900,000 doctors.

Furthermore, though some recently trained physicians do start retainer

practices, most are rather senior. Many would have retired, had they not

converted to a retainer model, leaving all their patients in need of a new

physician. In contrast, once converted, the concierge doctor, though still

quite busy, is usually very happy with practice and negative thoughts about

the practice of medicine fade away.

In fact, I have never met a more positive group of physicians than at

a concierge practice society meeting. They work only for patients, determine

their own compensation, control the quality of their care and have a strong

sense of professional fulfillment. They rarely think about early retirement.

Thus, conversion to concierge medicine preserves these physicians in prac-

tice perhaps decades longer and may actually expand the pool.

Concierge medicine could serve most Americans. About 300,000 physi-

cians now do primary care. That number of physicians could serve 240 mil-

lion patients in an 800-patient retainer model, even without extenders. The

fee to be in such a practice should be about $100 per month, often less. The

majority of Americans can easily afford such a fee.

Charity care is an ethical issue. Typical retainer practices have about 10

percent charity cases. Most concierge doctors believe they have no absolute
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obligation to extend charity except in emergencies, but do so because they

want to and can afford to. The AMA’s statement on the ethics of retainer

medicine,6 as well as our professional society’s statement on ethics7 address

this issue explicitly. Sadly, many primary care doctors in today’s typical

practices cannot afford to extend charity care at all for lack of time and fear

of further economic damage.

In summary, retainer medicine, seen first in 1997, is growing slowly. It will

further evolve to serve varied population groups as consumer-directed health

care expands and empowers patients. Preliminary impressions suggest

retainer or direct practice saves money by preventing and shortening hospi-

talizations, limiting ER visits and practice errors and providing exceptional

preventive care.2 Lives are probably saved and prolonged, but empirical stud-

ies are lacking. Research on the impact and efficacy of the concierge medi-

cine issue is needed. I would argue that concierge medicine is an ethical

mode of practice; indeed, it could well be the salvation of our now critically

ill primary care system.

Thomas W. LaGrelius, M.D., FAAFP

President, Society for Innovative Medical Practice Design

Clinical Instructor of Family Medicine, USC Keck School of Medicine

A Perspective from a Primary Care Physician

Luxury or Concierge Primary Care: Background

Luxury care (also known as concierge care, retainer practice, and boutique

medicine) has been flourishing over the last few years in the United

States.8–10 In such practices, patients are charged an average fee between

$2,000 and $4,000. They may be indulged with perks such as valet parking,

buffet meals, and massages.8,9 Subspecialty referral appointments occur on

the same day as the general physical exam. Vaccines in short supply else-

where are readily available. Physicians are available by cell phone or pager

year-round; some make house calls. Waiting times for an initial appointment

are short, and patient–physician ratios are between 10 percent and 25 per-

cent of typical managed care levels.8–10

Most luxury care patients are asymptomatic, fairly healthy, and of high

socioeconomic status. They are disproportionately white men.8,9 Ironically,

lower socioeconomic status patients have the worst health outcomes and

most need efficient, comprehensive health care.8,9,11

Luxury practice physicians make substantially more money, have smaller

patient panels and care for fewer African-Americans, Hispanics, and Medic-

aid patients than non-luxury practice physicians.5,8,9,12 Doctors who convert

to a luxury practice keep an average of only 12 percent of their former
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patients.5 Most concierge physicians conduct charity care, although the

nature and amount of such care is unknown.5

Luxury practice doctors often cite the desire for greater autonomy and

more independence in decision making, increased time to spend with their

families or on altruistic endeavors, and the satisfaction of getting to know

their patients more intimately. Such motivations are understandable, even

laudable, and an unfortunate consequence of the current U.S. health care

system. Even so, increased financial compensation is likely an important

motivating factor for some concierge physicians.

Legal risks of operating luxury practices in the United States include vio-

lations of Medicare regulations, the False Claims Act, provider agreements

with private insurance companies, state insurance laws, the anti-kickback

statute and other laws prohibiting payments to induce patient referrals,

and potential liability for the abandonment of existing patients. Some hos-

pitals have used economic credentialing to deny hospital privileges to physi-

cians practicing concierge care. Certain states have investigated the payment

mechanisms of concierge practices; New Jersey and New York place limits

on such practices.8,9

Luxury Care and the Erosion of Science and Medical Ethics

There is no evidence documenting a higher quality of care in concierge prac-

tices, and little data to support the clinical- or cost-effectiveness of many tests

offered to their asymptomatic clients. Examples of such tests that are inap-

propriately used include percent body fat measurements, chest X-rays in

smokers and non-smokers aged thirty-five and older to screen for lung cancer,

electron-beam computed tomography (CT) scans and stress echocardio-

grams looking for evidence of coronary artery disease, and abdominal-pelvic

ultrasounds to screen for ovarian or liver cancer.8,9 Ironically, this over-testing

occurs despite the well-documented under-utilization of validated, beneficial

interventions in both uninsured and insured patients.8,9,13 While clients pay

for these procedures, technicians and equipment time are diverted to pro-

duce immediate results. Since patients jump the queue, tests may be delayed

on other patients with more appropriate and urgent needs. Furthermore,

certain tests, such as whole body CT scans to screen for subclinical malig-

nancies, expose patients to dangerous levels of carcinogenic radiation.14

False-positive results may lead to further unnecessary investigations, addi-

tional costs and anxiety (for patients), and increased profits (for physicians).

True-positive results can lead to the over-diagnosis of conditions that would

not have become clinically significant, resulting in further unnecessary (and

potentially harmful) interventions and possibly impairing future insurability.

The use of clinically unjustifiable tests erodes the scientific underpinnings of
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medical practice and runs counter to physicians’ ethical obligations to respon-

sibly manage health care resources.

The general public contributes substantially, through state and federal

taxes, to the education and training of new physicians. Even so, many physi-

cians who staff luxury primary care clinics limit their practices to the wealth-

iest fraction of our citizenry.8,9 Given their investment in the training of

physicians, the public might object to physicians limiting their practices to

the wealthy or refusing to care for Medicaid or Medicare patients. On the

other hand, doctors might justify limiting their practices to the wealthy by

claiming a need to repay large educational debts or the right to determine the

nature of their practices.

The trend toward luxury primary care has been occurring at a time of

increasing injustice in health care in the United States and worldwide, and

during a period of increasing dissatisfaction and cynicism among patients,

practicing physicians, and trainees.8,9 In 2007, 45 million Americans lacked

health insurance. Millions more are underinsured, remain in dead-end jobs

to maintain their health insurance, or go without needed prescriptions be-

cause of skyrocketing drug prices. The proportion of physicians providing

charity care has declined over the last decade.15 The development of luxury

care has diverted attention from these issues without improving health

outcomes at the population level.

Despite spending a larger proportion of its gross domestic product on

health care than any other industrialized nation, U.S. population health out-

comes compare unfavorably.8,9,11,13 Disparities have grown in wealth, access

to care, and morbidity and mortality between rich and poor and whites and

non-whites.8,9,11,13 Basic preventive services at recommended frequencies are

commonly missed or delayed owing to time and financial constraints.8,9,11,13

Some doctors offer varied levels of testing and treatment based on patients’

abilities to pay. Luxury care will likely worsen these problems.

Medical schools and professional societies have been relatively quiet on

the subject of luxury primary care, no doubt in part to avoid drawing atten-

tion to their support of profitable enterprises. To compete financially, many

academic medical centers have established luxury primary care clinics. Little

is known about the participation of medical students and residents in such

clinics, start-up costs, degree of profitability, or whether financial resources

from these clinics are diverted to indigent care or educational programs.8,9

Given widespread disparities in health, wealth and access to care, as well as

growing cynicism and dissatisfaction with medicine among trainees, the pro-

motion by academic centers of an overt two-tiered system of care which

exacerbates inequities and injustice erodes fundamental ethical principles

of medicine such as equity and justice.
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Conclusions

While I appreciate the concerns of the physician in this vignette, I suggest other

ways he might enhance his career satisfaction, such as teaching, considering

the financial and time benefits of coordinating care with a nurse practitioner

and/or physician’s assistant, and political activism (along with his patients) to

change those aspects of medical practice which he finds troubling. More

broadly, the medical profession should divert its intellectual and financial

resources away from luxury care and toward more equitable and just programs

designed to promote individual, community, and global health. The public and

its legislators should in turn provide adequate funds to facilitate these efforts.

Martin Donohoe, M.D.

Department of Community Health

Portland State University

MANAGING CONFLICTS OF INTEREST – GENERAL INTERNAL MEDICINE

A patient with a history of coronary artery disease, congestive heart failure,

hyperlipidemia, and without a prescription plan expresses concerns to his

family physician about difficulty affording medications. In particular, the

patient had difficulty paying for the simvistatin-ezetimibe (Vytorin), telmisar-

tan (Micardis), and nebivolol (Bystolic) that was recently prescribed. The pa-

tient also comments about the two drug representatives that he saw in the

office a few minutes earlier, the drug-sponsored pens that the physician is

using, and the drug-company sponsored clock and calendar that are in the

examination room.

A Perspective from an Internist

Clinical Background

The medical patient enters the physician’s office in an era when there are

new, highly effective drugs with solid evidence of life-saving and life-improving

benefits such as the statin for primary or secondary prevention of myocardial

infarction, and the beta-blocker and angiotensin enzyme inhibitor for the

patient’s congestive heart failure. The benefits of new drugs to the patient

have changed forever the devastating impact of many high impact diseases

such as congestive heart failure, diabetes, asthma, and rheumatoid arthritis.

However, the ‘‘class’’ benefits of such exciting drugs may or may not apply to

every newly patented, expensive product within that class. The newer drug is

almost always more expensive than the older drugs, often with surprisingly

less added value over the drug whose patent protection expires, or a much

less expensive drug within the same class of medications.
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Professionalism Considerations

This is a much more complex era which the young physician enters today.

The young physician dons the white coat, completes his or her professional

training and deservedly or not becomes a moral agent in the lives of their

patient. One might propose that it is the magic of the white coat that confers

this power, or simply the expectations generated in the profession as a whole;

but in either case the patient trusts the physician to be guileless, dependable,

and to always put their interest first.16 This trust arrives through grace –

whether deserved or not. The power of that trust extends a halo of endorse-

ment, sometimes unwittingly, to all we do, say, wear, or associate with as

a physician. It is the presence of the pharmaceutical representative whose

understandable interest is selling a product and advertising in this milieu

which by definition creates a conflict.

Why is there such interest in getting advertising in front of physicians, in

the office and directly to the patient? There were forty blockbuster newly

released drugs in 2002 which accounted for combined global sales of $89.3

billion for eleven companies. Of 415 of these new blockbuster drug products

released between 1998 and 2002, for which pens, pads, clocks and free sam-

ples abound, fewer than one-third were new molecules, and only 14 percent

were judged by the FDA to be ‘‘a significant improvement’’ over older and

sometimes significantly less expensive drugs. These in essence were ‘‘me

too’’ drugs that provide similar benefits at greater costs, and often without

formulary or generic benefits.17 The patient, however, often enters that office

without a perceived need for the drug, and without a demand actually to

consume that drug in an economic market. The economics of free samples

and new drug advertising is not surprisingly complex, but at times it is a bit

troubling in its transparency.

The physician has the power to create a demand, by recommending a par-

ticular drug as beneficial or even essential to the patient’s welfare. Nonethe-

less, when the physician recommends a specific drug, he or she brings the

weight of the physician’s moral agency and the unspent trust invested by the

patient to that recommendation. Often the young physician may be unaware

of that power which he or she exerts by their very presence and implied

endorsement with certain products. It seems ironic that even the unspoken

endorsement of a drug on a ballpoint pen, a notepad, or a clock wields that

same power.

A survey of medical students’ attitudes toward the influence that pharma-

ceutical marketing might have through gifts, meals, pens, or calendars indi-

cates a naiveté in understanding influence that advertising might have on

practice patterns. The results disclose that the students think that influence

would be bad, but they generally over-estimate their ability to resist such
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influences (Shashaty E, Fisher C, Chiazzi L, Georgetown University –

unpublished). Most other data, as outlined in the commentary by Dana,

would also suggest this lack of accurate insight, and support the concept that

the influence of such contact is more subtle and effective on the judgment

of the physician than most might think. Importantly, these data do not deal

with the unwitting influence that association with such marketing might

have on our patients without our insight.

Opinion

This case illustrates that the very presence of such advertisement in our

practice environment wraps these products in that sacred cloak of patient

trust – often unwittingly. The physician must respect the influence that moral

agency of the profession brings. This halo of trust can empower even those

commercial influences that fall within the environment of practice.18

There will fortunately continue to be new drugs with revolutionary benefits

to those patients, and those drugs as they emerge will likely be expensive with

or without co-pay prescription plans. We must, as physicians, remain aware

of the evidence and foundation for their rational and cost-effective use. Many

institutions have extended this logic to the free samples we distribute by

using resources to buy generic and cost-effective bioequivalent drugs that

can be sustained independently of the sampling/retail cycle. As educators,

we must give young physicians the evidence-based tools to use to provide the

newest highly effective therapies based on evidence, not marketing. We must

never lose sight of the profound influence that our presence, our endorse-

ment, and our prescription of therapies will have on our trusting patients. We

must be aware of the accurate, ethical, and strategic use of this power, even

unwittingly, in the best interest of the patient’s welfare.

Stephen Ray Mitchell, M.D., FACP

Dean for Medical Education

Georgetown School of Medicine

A Perspective from a Psychologist

This physician’s treatment choices appear to be driven more by marketing

than by research, to the patient’s detriment. Inexpensive diuretics and beta-

blockers are effective first-line treatments for hypertension and heart failure.

However, this physician favors more expensive, non-generic angiotensin

receptor blockers and beta-blockers. For primary care physicians treating

hypertension, this prescription practice has been linked to contact with phar-

maceutical representatives.19 Unfortunately, the problematic influence of

pharmaceutical representatives is not limited to hypertensive therapy.
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Contact with pharmaceutical representatives and acceptance of gifts are

generally associated with costly and inappropriate treatment choices.20

Some physicians may take umbrage at the suggestion that their objectivity

can be compromised by accepting such trinkets as clocks, calendars, and

pens. Keep in mind, however, that pharmaceutical companies are profit-

minded entities and that the pharmaceutical industry in the United States

has enjoyed great success. The sheer ubiquity of these trinkets strongly sug-

gests that they do influence prescribing behavior. Further, there are other

reasons why gifts can be influential besides compromised integrity.

Ample social science research has shown that decision makers often fall

prey to an unwitting and unintended self-serving bias.21 Individuals consis-

tently rate themselves above average on a variety of tasks;22 for instance, one

study found that 90 percent of automobile drivers rated themselves above

average.23 When people allocate wages for effort they inevitably gravitate

toward rules that favor themselves.24 This bias persists even when it conflicts

with a person’s self-interest. For example, participants in simulated legal

disputes cannot adopt an objective view of a fair settlement amount when

they know their role of plaintiff or defendant before (but not after) reading the

case materials.25 As a result, they suffer costly failures to settle. This bias is so

insidious that when people are taught about it, they tend to recognize it in

others, but not themselves.25,26 Thus, even well-intentioned individuals may

be inclined to reach conclusions (such as what therapy is best) that favor their

self-interest, despite believing that they do not. Small gifts can be sufficient to

induce this self-serving bias, as well as implicit pressures to reciprocate, so

that even pens cannot be considered harmless.27

Alternatively, this physician may simply be unaware of the subtle influence

of marketing. Many of us greatly underestimate the influence of marketing on

our choices. This physician may believe that the support for choosing these

therapies comes from research literature or clinical experience, when it ac-

tually comes from marketing sources and effective branding.28 These basic

facts of human cognition are cause to avoid gratuitous contact with industry,

regardless of how objective or ethical physicians feel themselves to be.

Even if this physician’s contact with pharmaceutical representatives has

no negative impact on prescribing, he or she should consider the impact that

these relationships have on patient trust. The patient is already concerned

about the costs of his treatment and has made it a point to mention the gifts

and the presence of the representatives. Articles in popular press outlets have

highlighted some of the worst abuses and raised awareness of the issues

surrounding gifts from industry. This issue could damage patient trust and,

combined with financial hardship, could ultimately lead to dangerous non-

compliance. These interactions are not worth the cost of negative patient
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perceptions. Objectivity must be maintained not only in fact, but also in

appearance.

Jason Dana, Ph.D.

Assistant Professor, Department of Psychology

University of Pennsylvania

Editor’s note: As of 2008, the Pharmaceutical Research and Manufacturers of

America, the industry trade group that represents pharmaceutical companies

in the United States, recommended that pharmaceutical companies not give

to physicians ‘‘non-educational items’’ such as pens, note pads, mugs, and

similar reminder items with company of product logos.

MANAGING CONFLICTS OF INTEREST – OBSTETRICS AND

GYNECOLOGY

A gynecologist considers how to increase the revenue of her practice and

hires a marketing consultant. The consultant recommends that she advertise

her practice through mass mailings, the yellow pages, and the Internet.

The consultant also recommends that the doctor consider offering Botox injec-

tions and selling health care products in the office. The gynecologist is con-

cerned about the ethics of these proposals.

A Perspective from an Obstetrician and Gynecologist

Professionalism Considerations

There is no question that it is becoming difficult to sustain a private practice in

gynecology. More and more patients are enrolled in some form of ‘‘managed’’

care. Insurance companies, exempt from antitrust legislation, continue to

lower reimbursements while office overhead continues to rise. It is no wonder

that physicians are looking for ways to increase their practice income. So when

a consultant suggests we advertise our practice, sell products, and learn cos-

metic procedures such as Botox how do we determine what is ethical?

The American Medical Association clearly states that advertising is ethical

as long as it is truthful and not misleading by commission or omission.29

Thus an advertisement that states a physician’s background and interests

is ethical. Claims of special expertise or a unique skill could be misleading

if they falsely imply that the physician is the only one providing a skill that is

readily available in the geographic area. Testimonials can be misleading if

they imply a result that is not typical of what can be expected. Nevertheless,

there is nothing unethical about tasteful advertising.
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The ethics of product sales by gynecologists has also been well defined by

the American College of Obstetrics and Gynecology.30 They clearly state ‘‘Sale

or promotion of products by physicians to their patients is unethical, with

some exceptions . . . ’’

Let’s first look at the exceptions. It is ethical to sell drugs or devices that

must be administered by the physician. Such examples would be the inser-

tion of an intrauterine contraceptive device, or administration of a vaccine. In

these situations it is ethical to charge for the direct cost of the device or

medication, and the overhead costs of ordering, storing, and administering

the product. Similarly it is reasonable to supply products, at cost plus over-

head, that are difficult to obtain elsewhere. An example of such would be

a pessary for uterine prolapse, which is not stocked in pharmacies and can be

difficult for a patient to order directly. There are other minor exceptions that

are not relevant to this discussion.

In contrast to the above examples, the sale of health care products poses

a clear conflict of interest. The primary purpose of selling these products is to

increase the income of the physician rather than to provide a medically in-

dicated service. The fact that the physician is selling a product also implies

that she has selected the product and is endorsing it. This is in conflict with

the physician’s fiduciary duty to the patient, which requires that she puts the

best interest of the patient before her own financial gain. While it is easy to

rationalize that it is more convenient for the patient to obtain products from

the physician than having to go to a pharmacy, the conflict of interest clearly

overrides any gain in convenience.

Botox injection is just one of many cosmetic procedures being marketed to

gynecologists. Ads for courses in liposuction, skin resurfacing, cosmetic

breast surgery, ‘‘vaginal rejuvenation’’ and assorted other cosmetic proce-

dures fill the classified ad sections of gynecologic publications. The one ele-

ment common to all of these treatments are that they are paid ‘‘cash’’ rather

than by insurance. I could not, however, find any offerings for courses in

general skin diseases, how to do breast biopsies, or similar treatments that

are reimbursed by insurance. Is it ethical for a gynecologist to decide on what

surgical procedures to learn based solely on reimbursement?

With appropriate training most medical school graduates have the poten-

tial to learn dermatology, plastic surgery, and even cardiac or neurosurgery.

Although it is questionable whether a weekend course is adequate for many

of these procedures, I will assume for the sake of argument that our gynecol-

ogist is reasonably trained in Botox injection. Since she is also running a full-

time practice in gynecology, it is questionable, however, whether she will

develop and maintain the skill level of someone whose sole practice is doing

cosmetic procedures.
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Even more troublesome is the major conflict of interest between her

responsibility to the patient and her own financial gain. Today cosmetic

procedures are a commodity. Advertisements for cosmetic surgery are all

around us. As the trend toward directing medical practices away from treat-

ing medical problems to cosmetic surgery continues, it is becoming increas-

ingly more difficult to find a dermatologist who will care for skin diseases, or

to find a plastic surgeon who will do non-cosmetic reconstructive surgery.

Opinion

A common argument for the gynecologist to do cosmetic procedures is that if

the patient wants it then the gynecologist might as well be the one to do it. But

the gynecologist should be the one to provide impartial advice to the patient.

Television bombards women with plastic surgery promotion, as does the In-

ternet and printed media. Many women desire cosmetic surgery because they

mistakenly believe they are not normal, or that their life will be improved if

they have larger breasts, smaller labia, or fewer wrinkles. Women are in a more

vulnerable position with the gynecologist than with a cosmetic surgeon, as the

gynecologist has usually developed a physician–patient relationship based on

intimate trust, while the plastic surgeon is ‘‘selling’’ a procedure. It is far less

lucrative to take the time to explain to patients the wide variation in normal

anatomy or to try to track down the real cause of low self-esteem than it is to

schedule the patient for a cosmetic procedure. The mere announcement by

the gynecologist that she is doing these procedures legitimizes and promotes

them. The fact that she does Botox injections makes a statement that she

endorses them. She will make hundreds of dollars if she does the Botox, but

will not be reimbursed at all if she discussed the normal aging process and help

her patient to accept it. If this isn’t a conflict of interest I don’t know what is!

Paul D. Indman, M.D.

Private Practice, Gynecology

Los Gatos, CA

A Perspective from an Attorney and Ethicist

The marketing consultant in this case has raised several very different ethical

issues for the gynecologist – but each of the consultant’s recommendations

may, if the doctor takes it, have a significant impact on the trusting relation-

ship she currently enjoys with her patients.

First, there is the issue of advertising. In the United States, our First Amend-

ment law protects freedom of commercial expression, and antitrust law

largely prevents professional associations from controlling (as they once

did) professionals’ choices of advertising methods and approaches. The law
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and professional ethics rules basically demand only that advertising be truth-

ful and non-deceptive; they say nothing about taste. Nonetheless, the gyne-

cologist ought to think carefully about the way she wants to present herself

and her practice to the public. Her methods of advertising will affect the

public’s view of her and her motives. A crass or aggressive advertisement

may be attention grabbing, but may also make her seem less trustworthy.

She should choose her words and images with care, as they may in some small

way affect the public’s trust not only in her, but in physicians more generally.

Second, there is a nest of ethical issues connected with the consultant’s

recommendation that she offer Botox injections as a way to earn extra money.

The extensive debate about the ethics of offering enhancement therapies, as

opposed to medical treatments, is left aside here; significant ethical questions

arise even if we assume that offering enhancements to those who want them is

ethically fine. One question is that of competence: Does she understand how to

administer Botox in a safe and effective way? Or can she find adequate pro-

fessional training in its administration, so that she can meet her ethical duty of

competence? Can she inform her patients adequately of its risks and benefits,

so that their decisions will be well informed? Additionally, there is the difficult

question of marketing the new service – which is not an ordinary part of gyne-

cological practice – to her existing patients. It may be difficult, or even offensive,

to raise the option of cosmetic treatment with patients who haven’t thought

about it before, and who certainly aren’t expecting their gynecologist to broach

the question. Wall posters or information sheets in the waiting room may avoid

the awkward conversation, but the gynecologist has to think carefully about the

impression such marketing materials might make. What effect will her offering

a cosmetic procedure have on her patients’ understanding of her goals and

trustworthiness as a physician? Rightly or wrongly, Botox is associated with

‘‘celebrity medicine.’’ Is this an association she wants to court in her practice?

Finally, there is the question of selling products to patients. Such sales can

undermine the patient-physician relationship in several ways. The aim of

selling products to the patient creates an intrinsic conflict of interest. When

the physician is selling her own medical skills to the patient, that sale is in the

physician’s financial interest, but also – if the physician is doing her job

correctly – in the patient’s best medical interest. In contrast, when a physician

is selling a product to a patient that the patient could purchase elsewhere, the

physician’s interest in the sale and the patient’s interests are often out of

alignment. A patient who is overawed by the physician’s authority may be

misled into making a purchase; a patient may feel forced into making a pur-

chase in order not to undermine her relationship with the physician. For

these reasons and more, the American Medical Association’s Council on

Ethical and Judicial Affairs has issued two ethics opinions designed to sharply
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curtail the sale of products to patients.31 The first opinion (Opinion 8.062,

‘‘Sale of Non-Health Related Goods from Physicians’ Offices’’) is a general

prohibition on the sale by physicians to their patients of non-health-related

goods; it includes a narrow exception designed to permit occasional in-office

sales of such items as Girl Scout cookies or raffle tickets for some worthy local

cause. The second opinion (Opinion 8.063, ‘‘Sale of Health-Related Products

from Physicians’ Offices’’) deals with sale or endorsement of health-related

goods by physicians (e.g., skin creams by dermatologists, or bicycle helmets

by pediatricians). That opinion insists that physicians sell only health-related

goods whose health benefits are well established scientifically; that they sell

only products that address their patients’ immediate and pressing health

needs; and that they fully disclose their financial interests in the sale of any

products. Further provisions deal with the free distributions of goods from

physician’s offices, and prohibit physician participation in exclusive health-

product distributorships. These opinions – as well as, importantly, the

reports on which they are based, and which contain all the underlying argu-

ments about the threat posed by sales of goods to the trust relationship

between physician and patient – are available at the AMA’s website.31 The

gynecologist should read these opinions and reports carefully, and think

about the importance of maintaining her patients’ trust.

Stephen Latham, J.D., Ph.D.

Deputy Director, Yale’s Interdisciplinary Center for Bioethics

Yale University

MANAGING CONFLICTS OF INTEREST – PEDIATRICS

A pediatrician in private practice agrees to participate in a Phase III study of

a new class of antibiotics for the treatment of acute otitis media conducted by

a contract research organization. It is a randomized, double-blind study whose

active control is azithromycin. The pharmaceutical company is seeking to

enroll 2,000 children between the ages of six and seventy-two months. The

primary outcome measures include clinical cure at the posttherapy visit.

Physicians will be paid $100 for each subject enrolled and an additional

$300 for each subject who completes the study and for whom ‘‘clean’’ data

are submitted. The consent form does not disclose these payments. The study

has been approved by an independent Institutional Review Board (IRB). The

pediatrician is excited to participate in clinical research and earn extra money

to defray her student loans.

Several weeks later, the pediatrician sees a toddler whose mother reports that

he has been warm to the touch and pulling on his right ear since the previous

night. The physician mentions the study to her and she says that she would be
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happy to take part if that is what is best for her son. While looking into the child’s

ear, the pediatrician is not sure whether the tympanic membrane is bulging.

A Perspective from a Pediatrician

Clinical Background

An important aspect of medical professionalism is a commitment to scien-

tific knowledge.32 As clinical trials are increasingly being performed outside

of academic medical centers, physicians in private practice have the oppor-

tunity to promote research. Fulfilling this component of professional obliga-

tions requires a basic understanding of study design, statistics, research

ethics, and the research topic.33 In this vignette, the research is a Phase III

active control study of treatment for acute otitis media. In terms of study

design, one should be able to differentiate between Phase III and Phase IV

trials. If this was a Phase IV, post-marketing surveillance trial, one would

need to consider whether it was primarily being conducted to monitor side

effects or to increase market share. Ethically, potential investigators would

need to confirm that the publication of results of the study would not be

unduly delayed or obstructed. In terms of the research topic, one might

question the use of azithromycin as the control. If an antibiotic is used, the

American Academy of Pediatrics recommends high-dose amoxicillin.

Azithromycin is only recommended as the initial antibiotic in children with

type I hypersensitivity reactions to amoxicillin.34

Professionalism Considerations

The commitment to scientific knowledge may conflict with the primacy of

patient welfare. Parents may not understand the difference between research

and clinical care or they may feel obligated to participate. The mother’s

response in this case may suggest such a misunderstanding. She may

mistakenly interpret the study drug as cutting-edge treatment rather than

one of unproven efficacy. Moreover, one might question whether the patient

benefits from participation, given effective treatments for acute otitis media

already exist. In addition to making the experimental nature of the treatment

clear, the description of the study should reinforce that participation or lack

of participation will not affect future care. Having someone other than the

treating physician review the consent document with potential subjects may

protect against such misunderstandings.

Financial incentives may represent additional sources of conflict. On the one

hand, clinicians should not be expected to bear the cost of research. They may

legitimately be compensated for the costs of participation in research, consistent

with their usual professional fees. (Additional costs of study participation should
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not be billed to the patients or their insurance companies either.) On the other

hand, fees paid to physicians simply for referring patients to clinical trials are

unethical because such activity requires little additional effort beyond routine

clinical care. Bonuses for fulfilling quotas within a deadline would also be in-

appropriate. Physicians should also not accept excessive fees that potentially

generate a conflict between their economic self-interest and the primacy of

patient welfare or the commitment to scientific knowledge. In this case, might

the promise of remuneration influence, consciously or unconsciously, the

physician’s diagnosis of otitis media in marginal cases? While it may be difficult

to determine when such payments become an undue incentive, clearly exces-

sive payments may constitute kickbacks and be illegal.35 (Alternative financial

conflicts, not illustrated by this vignette, include owning stock in the company

developing the medication or holding the patent on the device or agent being

tested.)

Medical professionalism entails a commitment to maintaining trust by

managing conflicts of interest. One way in which such conflicts can be

addressed is disclosure, not only to oversight bodies, but also to subjects.

Disclosure is congruent with the fundamental principle of patient autonomy

and the commitment to honesty with patients. In this case, disclosure of the

financial arrangements would allow potential subjects to consider such pay-

ments in their decision making. Disclosure, however, may not provide suffi-

cient protection. In their interviews of patients enrolled in cancer trials,

Hampson and colleagues found concerns about health superseded worries

about financial ties between researchers and drug companies. They also

found that a large majority of patients were confident about the existence

of an oversight system.36 These findings suggest that, in addition to requiring

disclosure, IRBs could attempt to limit the payment to reimbursement for the

costs of study participation and seek to prohibit clearly excessive payment.

Potential conflicts of interest might also be managed by prohibiting direct,

personal payment in favor of other payment mechanisms.

Opinion

Physicians have multiple professional responsibilities and these may, at

times, conflict. The primacy of patient welfare is a fundamental principle

which personal interests should not compromise. Both personal virtue and

institutional oversight are necessary to protect patient welfare and maintain

the public’s trust in the medical profession.

Armand Antommaria, M.D., Ph.D.

Assistant Professor of Pediatrics

University of Utah School of Medicine

Commitment to Maintaining Trust by Managing Conflicts of Interest 377



A Perspective from a Parent

I have come to my pediatrician’s office having been up most of the night with

my two-year-old son who has been fussy and warm to the touch. I tried treating

him with Tylenol but he was still not himself this morning. I think that my son

probably has an ear infection. I have read that sometimes doctors do not like to

give antibiotics for ear infections, preferring to wait to see if the symptoms will

go away without treatment. I wonder if I should wait to see if he will get better

without medicine but my pediatrician brings up the possibility of participating

in this study. I know there have been some concerns about new strains of

‘‘bugs’’ and I am concerned about not having new drugs to treat them.

As I consider whether I should be part of this study, my highest priority is

that my son not suffer any longer than necessary. I would not want to par-

ticipate in the research if the test medicine is less effective or if it could

possibly risk his health. The proposed treatment sounds reasonable and, if

my pediatrician thinks that it is safe and good care, I would be willing to

participate. I have a few concerns, however.

My first concern is whether my doctor’s judgment is affected by the com-

pensation received from the company sponsoring the research. I understand

that some doctors are paid to recruit patients for research studies. I have mixed

emotions about this. While I would not expect my pediatrician to participate in

research if it meant losing money, I might wonder about her real motivations if

she is paid a lot. I would like to assume that, as a professional, my doctor is

above that, but I also know that anyone can be tempted by monetary advan-

tages. If she is making more than a standard amount for enrolling subjects in

the study, I would want to know. I do not think that she should be prohibited

from doing this, but it would make me think twice. I would hope that there is

some form of oversight of this process, and I think it would be valuable to have

parents like me participate in such an oversight process.

My second concern is about the financial costs of my participation in the

study. I do not know if my insurance should be expected to cover the costs of

the visit or if the pharmaceutical company will pay for it. For example, who is

going to pay for today’s visit? When I come back for the scheduled follow-up,

will I be responsible for an additional co-pay? What if problems arise? The

possibility of getting the medicine for free is appealing. I have also heard that

sometimes participants are paid to take part in research studies. If my pedi-

atrician is being paid, will my son and I be compensated for coming back?

While I had different plans when I came into the office, I am willing to

consider participating in the study. I trust my doctor to recommend what she

thinks is best for my son. I just want to make sure that he will not hurt any longer
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than he would otherwise. Finally, in making my decision, it is important that

my rights as a parent and your responsibilities as a physician are understood.

Kathy Jensen

Salt Lake City, Utah

MANAGING CONFLICTS OF INTEREST – SURGERY

An orthopedic spine surgeon has had a long-standing relationship with a device

manufacturer. He has participated in several clinical trials sponsored through

this company and has received honoraria for work through his role on the

company’s scientific advisory board and their sponsored continuing medical

education (CME). Although he regularly completes disclosure forms when pre-

paring for talks or writing publications, he is increasingly concerned about his

conflict of interest with this work, particularly after attending a recent talk on

conflicts of interest at the American Orthopedic Association annual meeting.

A Perspective from an Orthopedic Surgeon

Background

Interactions with industry are commonplace in all branches of medicine.

These interactions constitute the basis for technology transfer and are key

to future developments that are rapidly changing the nature of orthopedic

surgery.37 They may also spawn major conflicts of interest that are intimately

tied to the actions and character of individual physicians and to the practices

of the implant manufacturing industry.

In my own experience, I witnessed the development of an orthopedic

implant through a number of stages. It begins as an idea conceived by a sur-

geon, often in collaboration with an engineer or a basic scientist. It is then

developed by the team in a research environment and eventually may lead to

a new material, a new design principle, or a specific new implant. At this

juncture, the researchers typically discover that they cannot advance the pro-

ject further without the participation of industry. A patent becomes an impor-

tant tool. The protection afforded by the patent that grants inventors the right

to prevent others from making, using, or selling their inventions is critical for

the potential involvement of industry.38 Eventually, the surgeon and his

collaborators will enter into an agreement with an implant manufacturer.

Next, a development team is assembled where members of the industrial

outfit work with the investigators in the design of the device and all the other

elements necessary to bring it to the marketplace. In addition to the develop-

ment of the implant, this work includes refining and standardizing surgical

techniques, and designing the educational activities needed to train and
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instruct surgeons, operating room personnel, and others in the proper use of

the device. There may also be clinical trials required for regulatory approval. At

some point, the device may be approved by the regulatory agencies and will

enter the marketplace. A licensing agreement generally involves a flow of roy-

alties to the developers and to their home institution as well. Thus, substantial

financial benefits may accrue to both, with resulting conflicts of interest.39

Professionalism Considerations

The developer surgeons are typically involved in almost all of the activities

mentioned above. These practices are in my opinion appropriate although

they can be extremely damaging in the absence of proper ethical behavior.

A number of questions can be raised regarding the orthopedic surgeon in

this vignette. Is intellectual property involved in his interactions with indus-

try? In all probability it is not, as he is neither the inventor nor the developer

of the spinal implants. This surgeon, on the other hand, participates as a con-

sultant in clinical trials, advisory boards, and CME activities, and uses the

implants in his practice. His input can be valuable by providing feedback

from his clinical experience and may also be constructive in the education of

surgeons. He should be paid a consultant’s fee for this work that is commen-

surate with the time and efforts invested.

As with the developer surgeons, ethical behavior of the surgeon collabo-

rating with industry is critical. Is his judgment affected in any way by the

financial benefits that result from his involvement with industry? Is there bias

in the reporting of results at lectures or in his publications? If the answers to

these questions are yes, then the impact of such bias can influence the use of

the implants by the orthopedic community at large regardless of whether the

benefits justify their selection. The appearance of bias may not always be the

product of dishonesty. It is not uncommon for the developers or the early

users of a device or surgical procedure to have better results than other

surgeons simply because they are more familiar with the relevant principles

and surgical technique. However, honest reporting of results and complica-

tions is to be expected and should be the guiding norm for every surgeon

involved in these matters.

One could also ask if this surgeon is really functioning as a consultant or

whether this is just a mechanism to help promote devices. Or of more con-

cern, is this a way for the manufacturer to secure the almost exclusive use of

these particular implants on his patients? These types of questions have led

to an ongoing investigation by the Department of Justice of the relations

between the orthopedic industry and its consulting surgeons.40

Implant manufacturers have developed a great deal of sophistication in

their research, development, and manufacturing capabilities. Their research
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laboratories compete today with some of the best that academia has to offer.

In partnership with academic entities they can produce materials, implants,

and innovations to advance the state of the art and thus offer cures and

solutions not possible otherwise.

At the same time, industry has developed sophisticated marketing capa-

bilities. The ultimate fiduciary responsibility of these companies is to the

stockholders and profit plays the major role. The ability to engage prominent

surgeons as opinion leaders on behalf of their products is an important mar-

keting tool. Thus, knowingly or unknowingly our spinal surgeon becomes

a significant element in a company’s marketing plan.

There are many policies designed to deal with conflicts of interest. The

American Medical Association, the American Academy of Orthopedic Sur-

geons, the individual academic institutions, the scientific journals, industry,

the federal government, all have developed specific guidelines. These policies

and documents set up a framework that should have the capacity to prevent

or resolve most conflicts of interest. However, from a practical viewpoint,

problems still arise with disturbing frequency.41

Opinion

Intellectual honesty and ethical character are two critical qualities that can

only be exercised by the individual physician and are difficult or impossible

to legislate. The ideal model to follow is one that allows productive collabo-

rations without the hint of real or perceived misconduct. Conflicts of interest

can be prevented by the zealous application of the appropriate ethical prac-

tices. Our surgeon should engage in a critical review of his industry-related

activities to understand the difference between what may be legitimate con-

sulting or educational efforts in contrast to strategies used strictly to promote

the utilization of the spinal implants. This should help him resolve his

concerns and allow him to continue a productive and ethically justified

collaboration.

Jorge Galante, M.D., DMSc

Professor, Department of Orthopedic Surgery

Rush University Medical Center

Another Perspective from an Orthopedic Surgeon

This industry routinely violated the anti-kickback statute by paying physicians

for the purpose of exclusively using their products. Prior to our investigation,

many orthopedic surgeons in this country made decisions predicated on how

much money they could make – choosing which device to implant by going to

the highest bidder. With these agreements in place, we expect doctors to make
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decisions based on what is in the best interests of their patients – not the best

interests of their bank accounts.42

‘‘U.S. Attorney Christopher Christie,’’ September 28, 2007

The clinical relationship between patients and treating physicians rests on

a foundation of trust.43 Patients share sensitive information with physicians,

rely on information provided by the physicians, and comply with treatment

recommendations of their doctors. In turn, patients expect undivided loyalty.

At a time when they are most vulnerable, anxious patients yearn to believe

that their doctor is a caring professional, maintaining the well-being of

patients ahead of self-interest or the interests of any third party.43 Financial

conflicts of interest risk breach of loyalty to patients.

The spine surgeon in our case is wondering about the potential for several

conflicts of interest. Simply by having sufficient concern to attend a sympo-

sium on the topic, listening to the debate, and trying to apply the new knowl-

edge to his own situation, our surgeon is already well on his way to

successfully resolving his concerns. Like most physicians, he wants to do

the right thing. Regardless of how far removed we sometimes may get from

our ideals, there remains some of the original altruistic inspiration that led to

a career in health care. It must be extremely rare that a practicing physician

consciously deviates from established standards of medical research or clin-

ical practice in order to satisfy personal financial gain; such fraudulent be-

havior is hard to hide and is not sustainable. The more dangerous threat to

the values of our profession is ignorance or denial of the insidious ways in

which self-interest can creep into the decisions we routinely make in our

daily clinical practice.

True innovation in modern medicine is rare. Most products approved as

new by regulatory agencies are minor modifications of drugs or devices already

marketed.44 In this context, real innovation deserves rich rewards. Innovators

who see their novel ideas complete the prolonged, expensive, and complicated

journey from concept to prototype to investigational device to approved device

have duly earned their fair-market financial returns, no matter how exorbi-

tant.45 However, only a handful of orthopedic and neurosurgeons could claim

such credit. Mostly, device manufacturers have learned to boost the egos of

opinion leaders in local communities and recruit them to advance marketing

goals, veiling financial rewards as scientific consulting activity.46 These types

of consulting arrangements with surgeons have been common. The agree-

ments usually have not specified the nature of the required scientific work

nor provide justification for disproportionately high payments. The U.S.

Department of Justice in 2007 appropriately condemned these arrangements

as nothing more than bribes to surgeons for using specific products.42
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How could orthopedic surgeons go so far into unethical waters and stay there

comfortably for so long? What did we as individual surgeons fail to see, and what

did our self-policing professional organizations fail to point out? In hindsight,

why did it take a criminal fraud investigation to make us realize the obvious?

The answers can be gleaned in part from social sciences research. Self-

interest affects choices indirectly.21 We have difficulty maintaining a neutral,

objective perspective when we have a personal interest in a specific conclu-

sion.21 When we have a stake in reaching a particular outcome, we tend to

weigh arguments in a way that favors that outcome.21 Human frailty allows us

to unconsciously succumb to self-interest, even when we know about it and

are on alert against it.21 In many situations, multiple notions of fairness may

apply; we tend to favor those interpretations that serve our interests best.21

Physicians tend to believe that our education and training give us control

against bias, while at the same time we believe that colleagues around us with

similar education and training remain susceptible to bias.21

The drug and device industry knows these human weaknesses well; their

salespersons are forbidden from accepting gifts of any size while they them-

selves dole out payments, trips, and perks to highly educated physician cli-

ents absorbed in a sense of entitlement from inflated self-perception and

paralyzed by unreal confidence in self-control over bias.

Although disclosing conflicts of interest can be one solution for dealing

with such a challenge, disclosure can have perverse, unintended effects.21

The goal of financial disclosure is to allow the audience to discount the re-

ceived information by some amount proportional to the perceived intensity

of the conflict. However, terminology used in disclosures is frequently vague.

Without clarity, disclosure in scientific presentations can be portrayed as

a burdensome obligation that, once completed, somehow removes risk of

bias. The settlement agreement between the Justice Department and ortho-

pedic device manufacturers requires that payments to consultants also be

disclosed to their patients,42 but patients’ expectations of clinical fidelity may

persist despite cognitive information to the contrary.43

Professional institutions must also adopt policies self-consciously biased

toward interests of patients. Translational research depends on collaboration

with industry.47 In fact, industry spends more on biomedical research than

public funds ($60 billion compared with $25 billion in 2000).48 Investigators,

however, must be clear about differences in publicly funded and industry-

sponsored research (Table 9.1). Academic institutions, whose mission is

to create, disseminate, and preserve knowledge, can mediate physician–

industry research collaborations. They can formalize terms of research agree-

ments prior to project initiation, safeguard scientific integrity, provide public

transparency, and maintain some distance between investigators and their
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industry sponsors.49 Industry support of continuous medical education can

similarly be managed disinterestedly through academic institutions.

The existence of a clinical relationship merits special respect for patients’

expectations of loyalty and fears of betrayal.43 Physicians must refuse gifts

and personal benefits from medical industry. Medicine’s professional status

depends on its capacity to keep faith with patients.

Sohail K. Mirza, M.D., M.P.H.

Vice Chair, Department of Orthopedics

Professor, Dartmouth Medical School and

The Dartmouth Institute for Health Policy and Clinical Practice

Table 9.1. Comparison of federal and industrial research funding sources21,48,50

Consideration Federal funding Industrial funding

Annual research

budget48a

$25 billion $60 billion

Subject of research Fundamental questions Product development

Application process

for funding

Complex Simple

Application review

process

Peer review Business review

Degree of difficulty in

obtaining funding

Intense competition Non-competitive

Response time to

funding application

Prolonged Rapid

Contact between

sponsor and

researcher

Rare Close

Timing for producing

research data

Important but not

specified

Critical and specified

Access to all research

data for all

study sites

Unrestricted May be restricted

Relationship of

sponsor to research

findings

Generally disinterested Invested

Timing of publication

of results premature

or delayed

As soon as possible May be premature or delayed

Considerations for

investigator

Funding provides protected

provide time, salary, prestige,

and academic promotion

Funding may not provide

protected time, salary, or credit

towards promotion

Note: a Contract Research Organizations received approximately 60% of grants from pharmaceutical

companies and academic centers received 40%.21
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SUMMARY – COMMITMENT TO MANAGING CONFLICTS OF INTEREST

This summary discusses issues related to financial conflicts of interest com-

monly encountered in medical schools and teaching hospitals. The first three

parts provide a conceptual background for the discussion and a summary of

considerations relative to two major classes of relevant financial conflicts of

interest: those encountered in the conduct of human subjects research, and

those encountered in the context of medical education. The fourth part will

comment on the case discussions that illustrate several of these matters.

Background

The Physician Charter was published in 2002 by the American Board of

Internal Medicine Foundation, the American College of Physicians Founda-

tion, and the European Federation of Internal Medicine.32,51 The Charter

sought to articulate the principles and responsibilities of professionalism

for physicians in the new millennium. The effort was prompted by a concern

that contemporary realities of medical practice were undermining the com-

mitment of individual physicians to maintain the ethical standards required

to fulfill medicine’s ‘‘social contract.’’ Of particular concern was the threat-

ened erosion of public trust in the medical profession prompted by the on-

slaught of frank commercialism into heretofore sacrosanct realms of

professional responsibilities. Commercialism’s appeal to self interest, with

its motto of caveat emptor – buyer beware – is the very antithesis of medical

professionalism’s call for self sacrifice, with its motto of primum non nocere –

first, do no harm.

The Charter identified three overarching principles of medical profes-

sionalism – the primacy of patient interest, patient autonomy, and social

justice – and ten categories of responsibilities to guide physicians’ actions

(see Table 9.2). Arguably chief among these responsibilities is maintaining

trust by managing conflicts of interest. For it is conflicts of interest, particularly

financial conflicts of interest, that are the most frequent challenges to pro-

fessionalism, and hence, the most frequent reminder of how easily an era rife

with commercialism can undermine the ethical foundations of the profession.

Medical educators have no greater responsibility then to educate medical

students about the potential sources of conflicts of interest and to bolster

students’ resolve to prevent potential and real conflicts from compromising

their commitment to professionalism. Students must understand that con-

flicts of interest are an inevitable feature of professional life. We all have

them. When there are multiple notions of what ‘‘the right thing to do’’ is,

as is often the case, social science research reveals that individuals tend to
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default to those notions that favor their personal interests.21 Even when

taught about this reality, individuals are typically not aware of their personal

biases. For example, individuals have a strong tendency to reciprocate in

some way when given a gift, even when the gift is small and even when it is

not tied to an explicit demand. Bias can be, and often is, unconscious and

unintentional, but real.

Although some sources of conflicts of interest can and must be eliminated,

most cannot be simply abolished; they are intrinsic to a doctor’s ordinary

work. The challenge is twofold: first, to recognize the ever-present opportu-

nities to pursue self-interest at the expense of professional obligations and,

then, to stifle the natural tendency to yield to temptation in order to maintain

the primacy of patient interest. Examples of such opportunities abound: how

soon to schedule a patient for a return visit; whether to recommend a fee-

generating procedure; whether to care for an uninsured patient who cannot

afford to pay; whether to accept a ‘‘consultant’s’’ fee for merely attending an

industry-sponsored conference; whether to accept a gift from a representa-

tive of a pharmaceutical company that produces drugs you might prescribe.

Although the formal curriculum (e.g., lectures, seminars, problem-based

discussions) offers crucial opportunities to elucidate issues surrounding this

topic, medical students undoubtedly learn the most enduring lessons about

conflicts of interest from what they observe as ‘‘normal’’ in the real-world

clinical environments in which they are immersed. Unhappily, the learning

environments experienced by today’s medical students are often rampant

with commercialism. Students who observe respected faculty paying only lip

service to medicine’s lofty principles while openly pursuing their personal

financial self-interest are likely to learn an indelible lesson, not in profession-

alism, but in cynicism. Medical school faculty, and the institutions in which

they work, have a unique responsibility to prepare students to resist the

Table 9.2. Categories of doctor responsibilities required to sustain professionalism1,2

Maintain professional competence

Be honest with patients

Respect patient confidentiality

Avoid inappropriate relations with patients

Advance scientific knowledge

Fulfill the obligations imposed by membership in the profession

Improve quality of care

Improve access to care

Promote the just distribution of resources

Maintain trust by managing conflicts of interest
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inevitable temptations of the commercial marketplace in which they ulti-

mately will find themselves. But, they can do so only by maintaining a culture

of professionalism in which financial conflicts of interest are routinely moni-

tored and managed effectively.

Two classes of financial conflicts of interest are of particular importance

for medical schools and teaching hospitals to acknowledge and control: those

arising in the conduct of human subjects research and those arising in the

conduct of medical education.

Financial Conflicts of Interest in Human Subjects Research

Medical schools and teaching hospitals play a major role in advancing medical

knowledge through the conduct of human subjects research. Advances in our

understanding of the fundamental biology and of the effective treatment

of many human ailments depend entirely on our ability to perform care-

fully designed studies on normal volunteers and/or patients who consent to

be research subjects. In our capitalist economic system, major commercial

entities – notably pharmaceutical companies and medical device manufac-

turers – also play an important role by exploiting advances in medical knowl-

edge to develop and disseminate useful products and services to the public.

The public has dual, and potentially competing, interests in human sub-

jects research; on the one hand is the strong desire to accelerate advances in

the prevention, diagnosis, and treatment of disease, and on the other hand

is the imperative to safeguard both the welfare of human subjects and the

integrity of science. Financial incentives from industry to conduct human

subjects research in academic settings have proven effective in hastening the

translation of new discoveries into beneficial commodities.52 By the same

token, however, such financial incentives have raised understandable public

concern that investigators who stand to benefit individually from their re-

search may take shortcuts or otherwise jeopardize the safety of human sub-

jects or the validity of the research results.53,54

In balancing these two competing public interests, it would clearly not be

desirable for medical school faculty to be prohibited from having any financial

dealings with industry, nor would it be desirable for faculty to be permitted to

have unfettered financial dealings with industry. Thoughtful guidance for

striking this balance has been provided and is based on the principle of re-

buttable presumption.55,56 In accordance with this principle, investigators are

presumed to be ineligible for conducting human subjects research if they have

a significant financial interest in the outcomes. This guidance tilts strongly

toward prohibition but recognizes that exceptions may be warranted if a strong

case (i.e., a rebuttal) can be made to a duly authorized, independent body that
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circumstances justify doing so. For example, if the research could not other-

wise be conducted as safely or as effectively, or if the risks to human subjects

are truly negligible, the conflicted investigator might be allowed to proceed,

but only under rigorous oversight by a disinterested party and with full disclo-

sure of the financial conflict to all interested parties, including the subjects of

the research.

Medical students are routinely aware of, and often assist in, human sub-

jects research conducted by their faculty. Institutions that have implemented

comprehensive policies for the effective management of financial conflicts of

interest in human subjects research are well positioned to model this aspect

of professionalism for the learners in their midst.

Conflicts of Interest in Medical Education

It would appear axiomatic that medical educators should be scrupulous in

avoiding even the appearance of bias and be assiduous in basing all of their

teachings on available scientific evidence. Yet, over the past several decades,

wittingly or unwittingly, medical educators have allowed commercial entities

within the health industry to play an increasing role in medial education at all

levels – undergraduate, graduate, and continuing. The undeniable (and un-

derstandable) intent of the health industry – notably pharmaceutical firms

and device manufacturers – in accessing medical education venues is to

influence the decision making of physicians, who after all are the prime

marketing target for their products and services.

The ways in which commercial entities have sought to influence the cur-

rent and future prescribing patterns of students, residents, and faculty physi-

cians are manifold. They include gifts both large and small; ‘‘free’’ meals;

payment for invited speakers; reimbursement for travel expenses to meetings

for students, residents, and faculty; payment for attending lectures, confer-

ences, and online presentations; payment of faculty for participating in

speakers’ bureaus; drug samples; and sham ‘‘consulting’’ fees for faculty.

The effectiveness of these practices is reflected in the huge sums that in-

dustry expends on marketing activities aimed at physicians. Studies reveal

that approximately 80 percent of medical school department chairs receive

some sort of support from industry for education-related activities.57 In 2006,

medical schools received an estimated $275 million in aggregate to support

continuing medical education, and physician membership organizations

received an additional $380 million.58

Allowing commercial entities to influence the core educational mission of

medical schools and teaching hospitals can never be justified. Tolerating the

obvious conflicts of interest inherent in this practice signals to the public that
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physicians have divided loyalties, and cannot be trusted to place patients’

interest uppermost. Moreover, it undermines the profession’s commitment

to evidenced-based information and to cost-effective prescribing. Equally im-

portant, it validates and reinforces the ‘‘entitlement mindset’’ that is all too

common among fully trained physicians: that is, a belief that physicians are

somehow entitled to have someone else pay for their continuing education.

As with the case for financial conflicts of interest in human subjects

research, thoughtful guidance has been provided for those medical schools

and teaching hospitals that wish to strengthen institutional policies govern-

ing their interactions with industry.59–61 Table 9.3 lists some of the steps

academic institutions can take to minimize the conflicts of interest that

can compromise the integrity of their medical education programs.

Several national organizations have been particularly active in encourag-

ing their members and the medical profession at large to discontinue those

interactions with industry that threaten the integrity of the profession and

risk undermining public trust in medicine. Following are some examples:

� The Association of American Medical Colleges has proposed sweeping

changes in the way medical schools and teaching hospitals manage their

relationships with industry.61

� The American Medical Student Association inaugurated a ‘‘PharmFree

Campaign’’ in 2001; the campaign advocates a ban on all pharmaceuti-

cal company sponsorship of educational programs, has launched

a ‘‘Counter Detailing Initiative’’ to provide physicians with objective

information about pharmaceutical agents, and has developed a ‘‘score

card’’ to access the degree to which medical schools have implemented

policies to minimize ‘‘conflicts of interest caused by pharmaceutical

industry marketing.’’62

� No Free Lunch is an organization of health care providers ‘‘who believe

that pharmaceutical promotion should not guide clinical practice.’’ Its

mission is ‘‘to encourage health care providers to practice medicine on

the basis of scientific evidence rather than on the basis of pharmaceu-

tical promotion.’’ It discourages ‘‘the acceptance of all gifts from indus-

try by health care providers, trainees, and students.’’63

Review of the Cases and Commentaries

Conflicts of Interest in Human Subjects Research

Two of the cases in this chapter involve physicians with financial interest in

the conduct of human subjects research.
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1. The general pediatrician who has contracted with a pharmaceuti-

cal company to enroll patients in a clinical trial poses two ethical

issues. The first is whether accepting payment for enrolling

patients is, itself, a deviation from ethical norms. The guiding

principle here is whether the payment exceeds the market value

of the service being provided. In this case, being paid $100 for

the initial enrollment does not seem excessive, given that the

physician must spend time speaking to the patient’s mother

about the study, obtaining the mother’s informed consent, and

filling out the necessary enrollment forms. So far, so good. However,

the failure of the enrollment process to fully disclose the financial

arrangements to the mother is unacceptable.

The second ethical issue posed by this case relates to the offer

of $300 for ‘‘each subject who completes the study and for whom

‘clean’ data are submitted.’’ This level of payment could be a suf-

ficient inducement to tempt the physician to serve her own inter-

ests by enrolling ineligible patients in the study and/or being less

than dutiful in determining that submitted data were, in fact,

‘‘clean.’’ This dilemma is illustrated by the decision she must

make about whether to enroll the sick child who lacks clear-cut

evidence for the condition (i.e., an ear infection) for which the

study is designed.

2. The orthopedic surgeon who has multiple financial dealings with

a manufacturer of an implantable device is, unfortunately, illustrative

of common ethical lapses that have received much media attention.64

This surgeon conducts clinical trials of devices manufactured by

a commercial entity in which he has a significant financial interest.

Moreover, he is paid for participation in the company’s speakers’

Table 9.3. Recommendations to minimize conflicts of interest in medical education11

Prohibit all gifts, large or small (including ‘‘free’’ meals)

No direct support for physician travel to meetings

Do not permit manufacturers to provide direct support for CME even through subsidiaries

Eliminate direct provision of drug samples

Consulting arrangements and research support must be transparent

Prohibit ‘‘no strings attached’’ grants to faculty

Physicians with financial ties to drug companies should not be members of formulary

committees

Faculty should not participate in industry speakers’ bureaus

Prohibit ‘‘ghost writing’’ by industry employees
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bureau. Both of these activities are proscribed by widely accepted

ethical standards.55,56

The surgeon’s disclosure to patients in whom he implants the de-

vice that he has financial ties with the company illustrates another

important ethical point. A common misconception is that disclosure

alone is all that is required to ‘‘cure’’ a conflict of interest. Although

full disclosure of such financial ties is unquestionably necessary, it is

never sufficient to immunize the physician from the potentially ad-

verse effects of a conflict of interest. Nor is disclosure of a conflict of

interest sufficient to reassure a patient, a journal reader, or a lecture

attendee that the surgeon, author, or speaker, respectively, is

unbiased and unaffected by the conflict.

Conflicts of Interest in Medical Education

Three of the conflicts of interest cases illustrate ways in which ‘‘medical

education’’ can be distorted by the contaminating influence of commercial

interests.

1. The student who attended the pharmacology lecture is entitled to be

in a quandary (see the first Managing Conflicts of Interest vignette,

Chapter 2). The student notes that the faculty member who delivered

the lecture has financial interests in the company that manufactures

the drug he discussed, and presumably touted. What is the student to

believe? Having disclosed his financial interest clearly does not pro-

vide assurances that the information the faculty member communi-

cated was unbiased. Whether conscious or unconscious, potential

bias resulting from a financial interest does not evaporate merely by

disclosing it.

As a matter of principle, members of a medical school faculty

have a primary obligation to the truth. They must not be, nor

appear to be, spokespersons for commercial entities with ulterior

motives. For this reason, stringent ethical guidance calls for pro-

hibiting faculty members from participating as paid speakers for

pharmaceutical or medical device companies.59 Whether, as is pre-

sumably the case here, faculty who receive legitimate consulting fees

from a for-profit company should also be prohibited from lecturing

to students about that company’s products is less certain. Clearly,

the safest course of action in preserving optimal objectivity would be

to utilize a lecturer who did not have even the appearance of a con-

flicting interest.
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2. The third year students engaged in a discussion about the ethics

of receiving lunches and gifts from pharmaceutical companies

raises several important issues (see the second Managing Conflicts

of Interest vignette, Chapter 2). First, we must dispel the notion

that students who are not yet in a position to prescribe drugs are

somehow insulated from the adverse effects of commercial mar-

keting activities. Abundant evidence exists that marketing efforts

directed at students do, indeed, affect future prescribing hab-

its.62,65 Suffice to ask: Why else would industry spend millions of

dollars each year on such activities?

Students understandably welcome the gifts proffered by commer-

cial entities. Unfortunately, students are typically unaware of the

unconscious effects that these gifts have, even those that appear of

trivial value.65 The evidence is overwhelming that gifts of any size

engender a tendency to reciprocate, to return ‘‘the favor’’ to the gift

giver.21 Once again, it suffices to ask why industry would spend

such large sums on gift giving to students, residents, and practi-

tioners. In theory, it could be in gratitude for all the hard work that

doctors do. In reality, though, it is clearly in the hope of currying

favorable views of company products.

Students also understandably welcome the ‘‘free’’ lunches pro-

vided by industry at educational sessions. Institutions that permit

lunches (and gifts) to be ‘‘donated’’ by pharmaceutical companies

are, no doubt unwittingly, functioning as co-conspirators in an un-

bridled attempt to bias the decision making of future physicians

toward the products of a particular commercial firm. To avoid be-

ing co-opted in this way, institutions should prohibit all industry

gifts to students, residents and faculty, and should allocate the

necessary resources to defray the cost of meals (if necessary) at

educational sessions.59

3. One could hardly avoid feeling sympathy for the patient who could

barely afford the drugs prescribed by the doctor whose office was

strewn with logo-laden drug company paraphernalia. This vignette

is a disturbing reminder to students that the intrusion of commercial

interests into the sanctity of the doctor–patient relationship is fraught

with serious risk of undermining the trust that sustains medicine as an

ethical enterprise. Entering a doctor’s office should provide comfort-

ing assurance to patients that all concerned are focused on their inter-

ests alone. Offices that reek of commercialism provide discordant

reminders that other interests can conflict with the doctor’s primary

obligation and, in this case, evidently have.
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Conclusion

This chapter summarizes the multiple ways in which individual and insti-

tutional financial conflicts of interest can jeopardize patient safety and

scientific integrity in human subjects research, can bias information com-

municated to students by medical educators, and, most important, can

undermine public trust in doctors and the medical profession. Medical

schools have a critical responsibility to educate medical students about

the potential sources of conflicts of interest and to bolster students’ resolve

to prevent potential and real conflicts from compromising their commit-

ment to professionalism.

Jordan C. Cohen, M.D.

President Emeritus, Association of American Medical Colleges

Professor of Medicine and Public Health,

George Washington University

Chairman, Board of Trustees, The Arnold P. Gold Foundation
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10 Commitment to Professional Responsibilities

Cases and Commentaries

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – ADULT

PRIMARY CARE

A family physician has seen an unmarried female patient for many years. She is

now fifty years old. He has been managing her preventive medical care as well as

osteoarthritis and ‘‘white-coat hypertension.’’ Following his divorce, he encoun-

ters this patient at a social event and they become romantically involved.

A Perspective from a Primary Care Physician

Clinical Background

‘‘White coat hypertension’’ is a common clinical finding in which patients are

found to have high blood pressure readings in the medical office, but normal

readings when home or at rest. Blood pressure normally varies with different

activities and times of day. However, some people have hypertensive read-

ings while in stressful or anxiety-producing situations, but normal pressure at

other times. White coat hypertension is an example of this phenomenon.

Continuous ambulatory blood pressure testing permits determination of

mean systolic and diastolic pressures over twenty-four hours. Many author-

ities believe patients with mean pressures of 135/85 or above should be

treated.1 However, the value of treating white coat hypertension with med-

ication remains controversial.2

Professionalism Considerations

The ancient oath of Hippocrates includes several specific injunctions that

contemporary oath-takers might find archaic or controversial. Among these

are pledges to avoid performing surgery, abortion, and euthanasia. In addi-

tion, Hippocratic physicians affirmed that they would work ‘‘for the benefit of

the sick, remaining free of all intentional injustice, of all mischief and in

particular of sexual relations with both female and male persons, be they free

397



or slaves.’’3 In contemporary physicians’ oaths, the last injunction is usually

omitted or replaced with a more general statement about treating patients

with respect.4 Nevertheless, prohibition against sexual liaisons with patients

remains a part of the professional ethos of medicine.

But why should it? The prima facie case against romantic relationships

between doctor and patient is based on the principles of beneficence, non-

maleficence, and respect for autonomy. The physician’s primary duty is to

help his or her patient, or at least not cause harm. To accomplish this, physi-

cians must be responsive to patients’ vulnerability, suffering, uncertainty,

and emotional stress. This requires that they cultivate and maintain profes-

sional objectivity, as well as empathic understanding. Given these dynamics,

the American Medical Association’s Council on Ethical and Judicial Affairs

summarizes the doctor’s ethical responsibility in this way, ‘‘Sexual or roman-

tic interactions between physicians and patients detract from the goals of the

physician-patient relationship, may exploit the vulnerability of the patient,

may obscure the physician’s objective judgment concerning the patient’s

health care, and ultimately be detrimental to the patient’s well-being.’’5

However, this analysis may fail to provide us with nuanced guidance in

certain contemporary health care situations. First, what about termination?

Does the prohibition of intimate relationships continue even after the

physician–patient relationship has ceased? In today’s medicine, therapeutic

relationships are frequently short term rather than long term, or intermittent

rather than continuous. Moreover, what role does therapeutic intensity play?

Does the prohibition apply equally to psychiatrists conducting psychother-

apy, surgeons performing a mastectomy, family doctors treating diabetes,

and dermatologists removing a benign mole? It seems reasonable to assume

that the higher the physical and emotional intensity of the therapeutic

relationship, the more vulnerable the patient is, and the more likely he or

she might be harmed by intimacy with the physician, even after active treat-

ment has ceased. For example, given the nature of psychiatric treatment, the

American Psychiatric Association absolutely prohibits sexual relationships

with patients, even former patients.6

Opinion

If the physician develops a romantic relationship with this patient, he will not

be able to treat her with non-judgmental empathy, openness, and clinical

objectivity in his professional capacity. The patient would suffer as a result of

her vulnerability and possible inhibition, and because of the doctor’s lack of

objectivity and possible manipulation. Thus, it is unethical for this physician

to become romantically involved with this patient while remaining her

doctor. He must refer her to another physician.
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But would it be appropriate for him to date her when she becomes his

former patient? This is a more complex issue. While the two have shared

a long-term primary care relationship, given the nature of her medical prob-

lems, it is conceivable that self-disclosure has been minimal and the patient

sees herself as an equal partner. Primary care relationships vary in intensity

from close to psychiatric in nature (in which case intimacy even with a former

patient would be unethical) to ‘‘care-lite’’ involving only the occasional sore

throat or sinus infection (in which case there may be little or no ethical

objection to future intimacy).

This case falls somewhere in between. However, we do have one additional bit

of information: The physician has recently been divorced. This suggests that he

may be on the rebound, seeking solace wherever he can. What could be easier

than crying on the shoulder of one of his patients? Thus, his sudden romantic

interest may be a case of (perhaps unconscious) self-serving manipulation. It

would clearly be unethical for the doctor to ‘‘use’’ his patient – or former patient –

in this way. Although there well may be situations in which it is ethical for

a family doctor to date a former patient, I don’t believe this is one of them.

Jack Coulehan, M.D., M.P.H.

Head, Division of Medicine in Society, Department of

Preventive Medicine

Institute for Medicine in Contemporary Society, SUNY at Stony Brook

A Perspective from an Attorney and Ethicist

Becoming ‘‘romantically involved’’ – leading to sexual involvement – with

a current patient is a bad idea. Medical professional society ethics codes and

state medical boards say such behavior is unethical. Hippocrates agreed,

pronouncing the prohibition in the fourth century B.C., as Dr. Coulehan notes.

Caring for patients is a privilege that requires trust in the physician, and in the

profession.7,8 Patients need to know that their best interests are being served,

and that boundaries in the patient–physician relationship protect those inter-

ests. Many state laws prohibit physician (especially psychiatrist) sexual relation-

ships with patients. Physicians could end up facing not only state medical board

and professional society review, but also criminal and/or civil proceedings.

Different terms and definitions are used, but the bottom line is protecting

the patient, and the patient–physician relationship, from exploitation. The

Federation of State Medical Boards defines sexual misconduct as ‘‘behavior

that exploits the physician–patient relationship in a sexual way.’’9 Further,

sexual misconduct is sexual impropriety – including among other things

‘‘using the physician–patient relationship to solicit a date or a romantic
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relationship’’ – or a sexual violation, which is physical sexual contact, inclu-

ding sex or ‘‘kissing in a romantic or sexual manner.’’9

The American College of Physicians (ACP) has said in its Ethics Manual

(fifth edition, 2005) that sexual involvement between the physician and a cur-

rent patient is unethical even if the patient initiates or consents to the con-

tact.7 Is this paternalistic? Is it an affront to patient autonomy, especially

when patients today are very knowledgeable and sophisticated about their

rights? The answer is yes, as there is an inherent imbalance of power in the

therapeutic relationship, and patients are often vulnerable.10 Patients pro-

vide sensitive information to their physicians and allow themselves to be

examined – intimate contacts that do not run both ways. They rely on the

physician for his or her expertise and recommendations about care. This

must not be exploited. The physician must be in a position to be objective

about the patient’s medical care, without his or her own competing interests

(usually ‘‘his’’ interests, as physicians who have sexual contact with patients

are usually male and older; patients are usually female and younger).10

Where is the physician practicing? What about the clinician in a rural area,

who sees most of the community members as patients? The American Psy-

chiatric Association has said in its ethics code that sexual activity with a cur-

rent or former patient is unethical. Period. But others have said that

a relationship with a former patient may be acceptable under certain circum-

stances.11 Key for the AMA and ACP is that a sexual or romantic relationship

with a former patient would be unethical if the physician ‘‘uses or exploits the

trust, knowledge, emotions or influence derived from the previous profes-

sional relationship.’’7,10 The United Kingdom’s General Medical Council re-

cently reiterated and refined its guidance prohibiting sexual relationships

with patients,10 echoing the same concerns and spelling out a process for

evaluating whether a relationship with a former patient may be ethically

acceptable:

If circumstances arise in which social contact with a former patient leads to the

possibility of a sexual relationship beginning, you must use your professional

judgment and give careful consideration to the nature and circumstances of the

relationship, taking account of the following:

� when the professional relationship ended and how long it lasted

� the nature of the previous professional relationship

� whether the patient was particularly vulnerable at the time of the professional

relationship, and whether they are still vulnerable

� whether you will be caring for other members of the patient’s family11

What about the vignette presented here? It seems so innocuous, as it is

between consenting adults. The care has been for osteoarthritis, white-coat
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hypertension – did the doctor take that as a sign?! – and prevention, not

mental health or other disorders, nor an acute condition, that could make

a patient particularly vulnerable. The involvement does not appear unwanted

by the patient. The patient–physician relationship, however, has been long-

standing and may include a dependence on the doctor that neither the doctor

nor the patient have identified. Is the physician being objective? In addition,

they may each view the romantic relationship differently.

What if it all works out and they live happily ever after in the end? Irrespective

of whether they do or not, a relationship outside of the therapeutic relationship

is cause for concern. In this case, the obvious first step, before even considering

the factors outlined, is to terminate the doctor–patient relationship. The phy-

sician should transfer her care, then evaluate the factors outlined. He might do

so with the help of an impartial colleague, especially in determining a suitable

post-termination period of time, since it may be difficult to judge the effects of

the previous patient–physician relationship on current feelings.7

Physicians must individually and collectively fulfill the duties of the pro-

fession, put the best interests of the patient first, and engage in self-regulation

and review of those who fail to meet the standards of ethics and profession-

alism.7,8 Even in seemingly benign situations involving consenting adults,

there are potential ethical and legal consequences.

Lois Snyder, J.D.

Director, Center for Ethics and Professionalism

American College of Physicians

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – PEDIATRICS

A semi-retired pediatric allergist gives expert testimony in court on a pediatric

issue in which the pediatrician has no prior experience. The case involves

a child who was not properly diagnosed as having a developmental dysplasia

of the hip.

A Perspective from a Pediatrician

When a physician or scientist accepts the responsibility to testify in a court of

law as an expert for either the plaintiff or the defendant, that individual

should be aware of the criteria that determine whether he/she has the

credentials to participate as an expert. As an expert, you should determine

whether you have the qualifying credentials.

First, are you considered by your colleagues, locally and even nationally, to

be an expert in the issues in this negligence lawsuit? Ask yourself the follow-

ing questions:
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� Do I have prior and present ongoing clinical experience in evaluating

patients with this problem?

� Have I published medical or scientific articles in peer-reviewed journals

dealing with the clinical problem being adjudicated in the lawsuit?

� Have I performed any research studies dealing with this particular problem?

If you have not performed the studies, are you very familiar with medical

literature dealing with the issues that will be adjudicated in this case?

Second, how were you contacted to participate in this particular lawsuit? If

you are concerned about your qualifications you should ask a neutral attor-

ney. Who are the other experts in this case and have any experts refused to

participate? Attorneys will frequently review the literature in an attempt

to obtain experts who have published in this area and have experience in

evaluation of this particular clinical problem. It is the responsibility of the

attorney to find a qualified expert in order to pursue the plaintiff’s accusa-

tion or prepare a proper defense. Sometimes the plaintiff or defendant’s case

is so weak that the attorney has difficulty obtaining a qualified expert. So the

attorney may seek professional experts who advertise their services or con-

tact physicians who are convinced to participate, although they may lack the

expertise necessary.12–14 The courts are more lenient with regard to approv-

ing experts in comparison to the medical and scientific community.13–15 So

a non-qualified expert can be accepted by the court, which is frequently not

to the benefit of the expert or the litigants.

Third, each expert has to decide whether the defense or plaintiff’s case has

medical or scientific merit. If the side on which the expert has been asked to

participate is clearly non-meritorious, the expert should withdraw from the

case, unless he/she may be of assistance in negotiating a settlement, which

may be of benefit to both sides.

As physicians and scientists we must realize and recognize that the only

area of litigation over which science and medicine could have legitimate

control is in the performance of expert witnesses.13,14,16–18 Most non-

meritorious lawsuits would not proceed if the attorneys could not find a phy-

sician or scientist who was willing to say that a non-meritorious case had

merit.14 Therefore, while we may be displeased with some attorneys and

blame them for the epidemic of litigation, the fact is that unscrupulous sci-

entists and physicians have an important role in promoting non-meritorious

actions. Since we are not able to modernize the legal system, our best initia-

tive is to alter drastically the activities of the irresponsible expert, by raising

the quality of expert-witness testimony.14,17,19 We must strengthen the guide-

lines of universities and professional organizations in the United States to

train and encourage scientists and physicians to perform as scholars and to

402 Part Three Cases Involving Physicians



monitor their contributions to the courts. We should expect them to behave

as scholars in the courtroom, and if they do not provide competent and

scholarly testimony, they should be criticized or expelled by their universities

or their professional scientific and medical organizations.

While some aspects of this discussion are critical of the legal profession, it

is important to place this criticism into perspective. Physicians, as a group,

tend to be hypercritical of the legal profession because of the escalation of

malpractice litigation and malpractice insurance premiums. Recommenda-

tions from the medical community to modify the law in order to reduce the

frequency of non-meritorious litigation and the size of the awards have been

minimally successful, primarily because lawyers dominate the legislatures.

Furthermore, many of these attempts by physicians to change the law are

naı̈ve. My suggestions in the past have directed the medical community to

focus their attention on junk scientists and their junk science, since these are

problems that emanate from the medical and scientific community, over

which physicians should have some authority.

More importantly, we should respect and admire the importance and

accomplishments of the legal profession, because it is the foundation of any

thriving democracy. Without the law, we could never have rid ourselves of

a sitting president or protect all of the rights bestowed on individuals in our

constitution. Because a very small percentage of attorneys exploit the power of

the law to their own advantage, it does not mean that the legal system has to be

drastically altered. It is to everyone’s advantage to have a functioning legal

system with its benefits and risks. Will the situation improve? I cannot predict

the future of malpractice litigation but we are not doing our job by allowing the

participation of irresponsible expert witnesses in matters of litigation without

being censured by their university or professional organizations.14,17,20

Robert I. Brent M.D., Ph.D., D.Sc. (Hons.)

Distinguished Professor of Pediatrics, Radiology and Pathology

Louis and Bessie Stein Professor of Pediatrics

Jefferson Medical College

Alfred I. duPont Hospital for Children

A Perspective from a Legal Scholar

A 1988 report of the American Medical Association voiced a common com-

plaint about the ability of jurors to decide medical negligence:

Juries are not optimally suited to decide the complicated issues of causation and

duty of care . . . With respect to the major elements of liability – duty of care and
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causation – the parties must present expert testimony, which the jurors cannot

evaluate independently.21

Systematic research, however, is inconsistent with this assertion. Before

giving some examples, jury trials need to be placed in context. Trial by jury

occurs in only about 7 percent of malpractice claims. Of cases that do go to

trial, doctors prevail in roughly three cases out of four. In Florida, between

1990 and the end of 2004 there were 801 cases involving payments of $1

million or more. Only 54 of the 801 payments were made after a jury trial.

The rest were the result of pretrial settlements.

Critics of the jury system and the use of expert testimony to juries often fail

to consider that at trial, experts are cross-examined and that the jury is usu-

ally exposed to experts from both sides, a process that educates them about

not only potential weaknesses in an expert’s testimony but often the basis of

disagreement between experts. The jurors are also given instructions on the

law by the trial judge, including how they are to evaluate expert testimony.

So what about the incompetence assertion? If the AMA is correct, jury

verdicts should deviate from how medical professionals would decide cases.

Tarragin et al. studied closed claim files of a major medical liability insurer

that had medical doctors evaluate each case for negligence.22 Tarragin et al.

compared these ratings with verdicts in cases that went to trial and found

substantial agreement with the juries’ verdicts. In 2006 Studdert et al.

reported a similar study. In this study, teams of medical doctors systemati-

cally rated the medical records from over 1,400 randomly chosen closed

claims in four different regions of the United States.23 Ratings were made

as to whether the case involved a negligent error or not. Fifteen percent, or

208 claims, were decided at trial; plaintiffs prevailed only 21 percent of the

time. The jury verdicts were generally consistent with the doctors’ ratings of

whether negligence had occurred.

These findings are consistent with a number of studies comparing jury

verdicts with the opinions of the trial judges who heard the same evidence

as the juries. The agreement rates between judges and juries are typically

around 80 percent. When judges and juries differ, the disagreement cannot

be ascribed to greater complexity or difficulty of the evidence; instead juries

apply a slightly different set of values to the evidence.

The unique Arizona Jury Project studied fifty civil jury trials and included

videotaped records of the actual jury deliberations.24,25 Some of the trials in-

volved claims of medical malpractice. Analysis of the deliberations showed

jurors paying close attention to the judges’ instructions on the standard of care.

We can get a flavor of juror attention to experts from the questions the Arizona

juries submitted immediately after medical experts finished their testimony. In

a personal injury trial the jurors asked these questions of a medical expert:
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Why [are there] no medical records beyond the two years prior to the

accident? What tests or determination besides subjective patient’s say-so

determined [your diagnosis of] a migraine? What exact symptoms did

he have regarding a migraine? Why no other tests to rule out other neuro-

logical problems? Is there a measurement for the amount of serotonin in

his brain? What causes serotonin not to work properly? Is surgery a last

resort? What is indomethacin? Can it cause problems if you have prostate

problems?

In still another accident case a radiologist testified about a knee injury.

Here are the written questions that jurors wanted the witness to answer:

Did you see the tears in the meniscus? Do you see degeneration in young people

and what about people of the plaintiff’s age? Is a tear in the meniscus a loos-

ening, lack or gash in the cartilage? Can you tell the age of a tear due to an

injury? Can you see healed tissue in an MRI? Do cartilage tears heal by them-

selves? Can healed tears appear younger [more recent] than they really are?

These comments are typical of the way juries respond to expert evi-

dence.26,27 In a thorough review of the research literature bearing on juries

and experts, Diamond and I concluded:

There is a consistent convergence [in the various studies.] Jurors appear motivated

to critically assess the content of the expert’s testimony and weigh it in the context

of other trial evidence, as they are instructed to do. They appear to understand the

nature of the adversary process, at least in the context of their specific trial. Even

though many jurors may not have had prior exposure to the trial process, it

appears that they develop an understanding from the give and take of cross-

examination and exposure to opposing experts. Indeed, rather than deferring to

experts, as critics have claimed, the trial process appears to make them aware of

the fallibility of expert testimony.28

Medical malpractice litigation is a contentious topic. However, careful re-

search findings consistently reveal that most of the time juries do a good job

in carrying out the task they are assigned.

In my opinion, if the defense lawyer does his or her job properly, the semi-

retired pediatric allergist will have his credentials challenged before trial (in

what is called a ‘‘Daubert hearing’’) and the judge may disqualify him as an

expert. If the challenge fails, and assuming there are no other experts for the

plaintiff, cross-examination of the pediatric allergist and contrary testimony

from defense experts will likely result in another instance of jurors deciding in

favor of the defendant doctor.

Neil Vidmar, Ph.D.

Russell M. Robinson II Professor of Law, Duke Law School

Professor of Psychology, Duke University
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COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – PULMONARY

MEDICINE

An ICU (intensive care unit) physician manages the care of a patient who was

transferred from a rehabilitation inpatient unit. The patient had a total hip

replacement last week and now has a pulmonary embolism. Anticoagulation

is discussed with the patient and family and is begun. The orthopedic surgeon

does not agree with the decision to use anticoagulation, does not speak with the

ICU physician, but tells the family that it should be stopped and an inferior

vena cava filter should be placed.

A Perspective from a Pulmonologist-Critical Care Physician

Clinical Background

Pulmonary thromboembolism (DVT-PE) represents a potentially fatal post-

surgical event and there is a high incidence after joint replacement or

orthopedic surgery. Understandably, because of the high risk of pulmonary

thromboembolism, most patients undergoing hip or knee replacement are

treated with preventive anticoagulation to avoid symptomatic DVT-PE. The

exact protocols vary despite well-established guidelines.29 Despite such pre-

ventive therapies DVT-PE can still occur, although such events are uncom-

mon in patients who receive adequate prophylaxis. A PE which the patient

survives should be viewed as a marker of a potential recurrent event, which

conceivably could be fatal. Treatment is aimed primarily at preventing any

further occurrence.

There are two primary modalities of therapy.30 First, in patients without

contraindication, full anticoagulation would be considered standard treat-

ment. Acceptable agents would include unfractionated heparin or low mo-

lecular weight heparin dosed at therapeutic levels (such as enoxaparin at 1

mg/kg SC q 12 hours).31 Second, patients with contraindication or who fail

anticoagulation should undergo vena cava filter placement. Thrombolytics

cannot be utilized so soon after a surgical procedure. In the presented case,

we will assume that prophylactic therapies did not lead to full anticoagula-

tion or that prophylactic therapies were stopped too soon, otherwise, this

would be considered a case of failed anticoagulation and a filter would indeed

be appropriate from the perspective of the ICU physician as well as the or-

thopedic surgeon. Assuming preventive anticoagulation was sub-therapeutic

or had been stopped at the time of the event, the medical literature would

support full anticoagulation as the preferred treatment plan. The arguments

for this approach include the demonstrated effectiveness in preventing re-

current events, the low rate of bleeding complications, and the ability to
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avoid placing a device that could lead to long-term complications such as

recurrent deep vein thrombosis (DVT), post-phlebitic syndrome, or, rarely,

phlegmasia cerulea dolens.32 In a major scientific article comparing filter

placement with anticoagulation, DeCousis et al. showed that filters are in-

deed effective in preventing pulmonary embolization in the short run.33

However, DeCousis also showed a much higher rate of recurrent DVT by

twenty-four months post-placement (20.8 percent vs. 11.6 percent). Two-

year survival was comparable between the two groups.

Professionalism Considerations

The case in point represents an important therapeutic dilemma and profes-

sionalism challenge: Two physicians can approach the care of an individual

patient from separate perspectives depending on their background, primary

concerns, and view of the medical literature. In this particular case the or-

thopedic surgeon, concerned about bleeding into the joint which was just

replaced, would prefer to avoid anticoagulation as a primary treatment for

pulmonary thromboembolism. By contrast, the medical intensivist, con-

cerned primarily about the overall outcome of the patient with regard to

the pulmonary embolism, a potentially life-threatening event, recommends

anticoagulation as the treatment which would lead to the best general out-

come (perhaps less concerned with the joint itself). Both physicians are right

to be involved in the care of the patient. However, managing their differences

is key to ideal patient care.

The motivation for an orthopedic surgeon to suggest filter placement could

be two-fold. It could mean that the orthopedic surgeon is still primarily con-

cerned about the hip replacement and the risk of bleeding into the joint space,

which could compromise the overall outcome of the joint surgery. Alterna-

tively, it could reflect a lack of complete understanding on the part of the

orthopedic surgeon regarding the literature on outcomes after filter placement.

Understanding the nuances of the professionalism dilemma posed by this

case requires a discussion of the standards with regard to the admitting

physician in contrast to the role of a prior treating physician. Technically,

when the ICU physician serves as the attending of record, he/she is in charge

and has the final authority over the treatment plan. Having stated that, it is

important to include the previous treating physician in the dialogue of pa-

tient care for several reasons. These include identifying important technical

details of the recent surgery, respecting the surgeon’s role as an involved

physician, and notifying him/her of the patient’s course and complication.

Assuming the medical intensivist disagrees with the suggestion of the ortho-

pedic surgeon to place the filter, the best course of action would be to contact

this physician directly, state the rationale for the proposed care plan, invite
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questions and comments, but then inform the orthopedic surgeon of the final

plan. It would be important to inform the family that such a discussion has

taken place and the outcome. As Merli and Weitz have noted in their text on

medical consultation, ‘‘talk is cheap . . . and effective’’.34 This conversation

could help the family understand the care plan and reassure the family and

patient that all opinions had been registered. In its Physician Charter, the

American Board of Internal Medicine has emphasized the necessity of open

and honest communication with patients and peer physicians.8 In dealing

with the divergent views of patient management head-on, the intensivist can

help the family understand the management plan, avoid confusion, and

establish proper authority regarding the care of the patient.

Opinion

One could argue that the ‘‘captain of the ship’’ mentality would be applicable in

this scenario. While the orthopedic surgeon was at the helm during the hip

replacement surgery, the patient has now encountered postoperative compli-

cations and it is time for the medical intensivist to set the course and provide

direction. Although the input of the orthopedic surgeon should be sought and

considered, this patient is at significant risk and aggressive care is warranted. As

a courtesy, the orthopedic surgeon should be contacted. The surgeon’s advice

however, should be provided directly to the intensivist without creating conflict

with the family. I would also point out the importance of clear communication

and the need for one attending of record. With rare exceptions, such conflicts

can be resolved before they escalate into a diversion from the care of the patient.

Gregory C. Kane, M.D.

Professor of Medicine, Vice Chair for Education

Jefferson Medical College

A Perspective from an Expert in Organization Development

This particular clinical scenario highlights the all too common realities that

complicate a physician’s work life:

� Optimal, effective quality patient care is dependent on all members of

a patient care team establishing and maintaining, collaborative work

relationships.

� Conflict between individuals and groups in the workplace is inevitable.34

The good news is that these two realities are not mutually exclusive. The

fact is that when conflict is managed well, team functioning can actually

improve rather than descend into dysfunction. The assumption usually is
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that in high-performing teams, conditions of conflict, disagreement, and

discomfort are rarely experienced. This is a myth and nothing could be fur-

ther from the truth. High-performing teams are filled with conflict and dis-

agreement. The difference between low- and high-functioning teams is that

in the latter, conflict is managed well and the conflict centers on the task and

not on the interpersonal dynamics between individuals or between disci-

plines, specialties, or work groups.35 In low-performing teams where conflict

is handled poorly and/or the conflict centers on the other and not on the task,

dysfunctional outcomes are guaranteed.

In the particular scenario before us, the ICU physician is faced with a dif-

ficult situation: A colleague involved in caring for the patient disagrees with

the ICU physician’s treatment plan and has communicated those concerns

with the patient’s family. What should the ICU physician do in this situation?

How does he/she handle him/herself professionally to manage the conflict

and benefit the patient? The first thing the ICU physician should do is to step

back and remind him/herself of three core truths:

� Conflict is a normal and inevitable aspect of human interaction.

� Conflict can result in positive consequences for those involved.

� Complete lack of conflict in work interactions is a sign of an unhealthy

work environment.

Adopting these attitudes encourages the ICU physician to focus on and

address the behavior of a colleague, not to evaluate the personhood of the

orthopedic surgeon. With these attitudes in mind the ICU physician is now at

a decision point. How does he/she manage this conflict? Thomas and

Killman postulate five conflict management modes to handle situations

where two people’s concerns, wishes and/or needs appear to be incompat-

ible.36 According to Thomas and Killman, an individual’s behavioral response

to this situation is dependent on two dimensions: (1) assertiveness – the

extent to which an individual attempts to satisfy his/her own concerns;

and (2) cooperativeness – the extent to which the individual attempts to satisfy

the other person’s concerns.36

A person’s position on these two dimensions determines his/her response.

Listed here are the five basic conflict management modes resulting from the

intersection of assertiveness and cooperativeness. Each of these five modes

has its costs and benefits. Ideally physicians should have the ability and skill

to use any one or combination of these modes as the situation dictates.

1. A competing approach is assertive and minimally cooperative. It is

important to understand here that assertive does not mean aggressive.
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Aggressive behavior is behavior that an individual uses to get his/her

needs/wants/desires met at the expense of another; assertive behav-

ior is that type of behavior that an individual uses to stand up for his/

her position while respecting the rights and personhood of the other.

A competing approach is a good choice when: quick, decisive action is

required; important issues are at stake and the right course of action

may not be popular; the relationship is short-term and relatively un-

important; there is a need to protect oneself from people who may

take advantage of non-competitive behavior.36 A physician overusing

this style risks negative consequences, including threatening impor-

tant relationships, winning a battle but losing the war, and engender-

ing feeling of revenge in colleagues.36

2. Accommodating is minimally assertive and highly cooperative. It is

a useful choice when: you realize you are wrong; when the issue is

more important to the other person; a goodwill gesture may act to

maintain an important relationship; the other person is insistent and

has ultimate power over the decision; preserving harmony and avoid-

ing disruption are especially important.36 When accommodating is

overused, a physician can find him/her self in a lose-win situation

where important and vital goals are constantly being sacrificed.

3. Avoiding is both unassertive and uncooperative. It is a good choice

when: an issue is trivial; time is needed to cool down, and gather more

information; the potential damage of confronting a conflict outweighs

the benefits of a resolution; others can resolve the conflict more ef-

fectively.36 If overused, the style has the consequence of leaving im-

portant conflicts unresolved and/or allowing a conflict to fester and

grow to virtually irresolvable proportions.

4. Compromising is part assertive and part cooperative. Both parties give

up something and gain something. This is a useful style when: the goals

are somewhat important but not worth the potential disruption of com-

peting; when two equal opponents are committed to mutually exclusive

goals; a temporary solution to a complex issue is needed; expediency is

needed due to a time pressure; competing or collaboration have failed

to lead to successful resolution.36 When overused, a compromising ap-

proach may cause a physician to lose sight of important principles,

values, and long-term objectives in pursuit of a solution.36

5. Collaboration is both assertive and cooperative. It is a useful approach

when: the interests of both parties are interdependent; it is important

for the relationship to have a good future; values or principles are in-

volved and compromise is unacceptable; innovative solutions are

valued or needed.36 The downside of collaboration is that it takes

410 Part Three Cases Involving Physicians



enormous time and energy (both scarce and important resources for

a physician) and it requires and assumes a level of trust that may not be

present with the individual with whom the physician is in conflict.36

The ICU physician in our case has all of these modes available. It is im-

portant that an approach is chosen that matches the dynamics of the situa-

tion and that an approach is not taken because of habit, temperament or just

because it worked before. Most people overuse a style or two repeatedly and

consequently underuse certain modes – both to the detriment of good reso-

lution of conflict.

Once the ICU physician is engaged with the orthopedic surgeon, the for-

mer should try to match the conflict mode with goals of the interaction and

the emerging dynamics and new understandings that could arise during the

conversation. It is important for our ICU attending to realize that he/she is

never stuck with an outcome. He/she can always clarify a situation, gather

more information, or change conflict management modes.

At the beginning of and throughout the conversation, the physician should

remind him/herself that people hear best when they are not feeling threatened.

For instance, when empathy and an awareness of the other’s concerns and

feelings are evident, the sense of threat abates. The physician should demon-

strate through active listening skills and nonthreatening nonverbal and verbal

responses that the focus is on the task of resolving the conflict amicably.

Conflict managed well can have important beneficial outcomes for a re-

lationship, a team, and optimal patient care. While nothing is guaranteed,

understanding the principles and utilizing the techniques outlined here will

help physicians and health care teams move forward by using effective con-

flict management skills to create environments characterized by professional

values and dedicated to high quality patient care.

Timothy Brigham, M.Div., Ph.D.

Senior Vice President, Department of Education

Accreditation Council for Graduate Medical Education

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – PSYCHIATRY

A psychiatrist, concerned that his forty-eight-year-old wife has been frequently

anxious over the past several months, recommends and then prescribes the

anxiolytic, lorazepam for her to take every six hours as needed. She has a gyn-

ecologist whom she sees annually, but does not regularly see another physician.

Other than her anxiety, she feels well and has been in good health. They have

had no marital difficulties.
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A Perspective from a Psychiatrist

Clinical Background

Panic disorder occurs in about 2 percent of the populations studied in Europe

and North America. An even higher percent of the populations report panic

attacks, but do not meet the full criteria for panic disorder.37 The symptoms

of panic attacks involve intense fear for a discrete period (usually around ten

minutes), during which the patient may experience a variety of physical and

emotional symptoms such as palpitations, sweating, trembling, shortness of

breath, choking, chest pain, nausea, dizziness, feeling unreal, fear of losing

control, fear of dying, numbness, or chills.

An anxiety disorder can be treated with benzodiazepines with great effi-

cacy. Panic disorder is also very responsive to selective serotonin reuptake

inhibitors (SSRIs). A common treatment practice is to use benzodiazepines

for the short term, while waiting for the SSRI to begin to take effect (which can

take up to six weeks in some cases).

Professionalism Considerations

Treating ‘‘non-patients’’ is a common practice among physicians. One study

of 465 physicians reported that 99 percent of those surveyed delivered some

sort of medical care to family members, care which ranged from medical

advice to performing surgery. In this study, 83 percent of the physician

respondents had prescribed medication for family members, although the

type of medication was not listed.38 Another study of 92 resident physicians

reported that 85 percent of those surveyed had written prescriptions for

‘‘non-patients.’’39 This would suggest that the practice of treating non-

patients starts during the training years, when physicians begin to establish

their own practice habits and rules.

There are two areas of discussion here: one ethical and one legal. The AMA

Code of Medical Ethics states ‘‘Physicians should not treat themselves or

immediate family members,’’ and the Code goes on to list several reasons

why. For example, a physician may not be comfortable discussing very per-

sonal issues with a family member. In addition, that family member may not

feel comfortable expressing disagreement with the physician if the physician

is a family member. Further, the AMA Code states ‘‘Except for emergencies, it

is not appropriate for physicians to write prescriptions for controlled sub-

stances for themselves or immediate family members.’’40 The American Col-

lege of Physicians’ Ethics Manual echoes these ideas.7

There is scant literature about this dilemma, and when this author con-

sulted legal advice about this issue, there was considerable disagreement

about where the line should be drawn. For example, is it okay to prescribe
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antibiotics, but not narcotics? What constitutes a family member? A wife?

A cousin? What constitutes an emergency?

Federal law identifies ‘‘non-patients’’ as individuals who seek medical care

from someone who is not their regular physician. The law also states that

a patient–physician relationship begins as soon as the physician begins treat-

ment (e.g., writes a prescription). The law goes on to state that any time a con-

trolled substance is prescribed, there must be a bona fide patient–physician

relationship, and that includes the maintenance of a written medical record.7

This physician is at risk for several errors in judgment. First, the psychia-

trist’s objectivity would almost certainly be compromised due to the close

relationship that already exists between him and his wife.40 Second, perform-

ing an examination on a relative can be disturbing to patient and physician

alike, and performing a mental status exam is even more troubling.7 If this

physician makes an error, either in diagnosis or treatment, tensions may

develop, and those tensions may spill over into the personal relationship.40

In addition, how can this physician guarantee that his wife’s autonomy has

been preserved? She may be reluctant to state her preference for treatment to

her husband. Lastly, according to federal statutes, this physician may be

breaking the law by prescribing a controlled substance for a family member.

There is no mention here about a medical record, but one would assume that

there is none, and, if so, this physician’s action violates federal law as well.

Opinion

It is understandable that this physician would be concerned about his wife’s

symptoms. Panic disorder can be disabling, and may even prevent the patient

from leaving the house. In such a scenario, if the patient could not function, it

might be conceivable for the physician to prescribe a very limited amount of

alprazolam. Even that seems risky to this author, and presenting to the ER

seems a better route to procure treatment. That way, the burden of and re-

sponsibility for diagnosis, workup, and treatment would be transferred to

another physician.

If the psychiatrist elected to write a prescription for his wife, it would

definitely be appropriate to refer his wife to another physician as soon as

possible.7,40,41 In the meantime, it would be necessary for the psychiatrist to

keep a record of the medical history, examination, and treatment, which can

then be communicated with the subsequent treating physician when care is

transferred.7,40,41

Josephine Albritton, M.D.

Assistant Professor, Department of Psychiatry and Health Behavior

Medical College of Georgia
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A PERSPECTIVE FROM AN EXPERT ON PHARMACY ETHICS

The practice of prescribing medications for non-patients, that is, individuals

such as friends and family members, is probably a common occurrence,

although there are few studies that have explored the prevalence.38,39,42 There

is considerably more data on physician self-prescribing and the potential

problems that can result.43 The practices of self-prescribing and prescribing

for non-patients usually begin in medical school, where the habit of not

seeking professional help from a qualified colleague is established.

Physicians say they prescribe for non-patients because it saves the non-

patient time and, if they possess the appropriate clinical expertise, they could

help the non-patient. Physicians are more likely to write prescriptions for

non-patients with whom they have a close relationship, such as a family

member. Furthermore, physicians are more willing to write a prescription

when the case involves what appears to be a simple health problem such as

a urinary tract infection or a drug that is not addictive or has limited side

effects. Finally, physicians prescribe for non-patients because they are often

motivated by genuine concern and a desire to help.

There are some ethical and legal guidelines regarding treatment of family

and friends. As noted, the American Medical Association Code of Medical

Ethics states that physicians generally should not treat themselves or mem-

bers of their family.44 The exceptions are for a short-term, minor problem or

an emergency. However, there is considerable room for interpretation by

individual physicians as to whether treatment is appropriate. I would argue

that prescribing for a non-patient is generally wrong for clinical and ethical

reasons.

Possible Clinical Harms

The case in question involves a psychiatrist prescribing for a non-patient, his

wife. The health problem in question, anxiety, does fall within the psychia-

trist’s area of expertise as does the drug he prescribes for his wife. However,

the fact that he is qualified to diagnose and treat patients who are suffering

from anxiety does not mean that it is appropriate for him to do so for his wife.

Inappropriate treatment is the greatest possible physical harm evident in

the case. We do not know if the psychiatrist conducted as thorough an ex-

amination as he would with any other patient. Even if he did, he would not be

able to approach his wife’s symptoms with the same objectivity as with

patients who are not his spouse. Nor would she be able to present her symp-

toms as honestly as she would with a more objective physician. The vague

symptom of anxiety can have many causes, including organic problems that

might be overlooked by a psychiatrist, who is primarily trained to look for
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mental and emotional sources of health problems. The wife could have hyper-

thyroidism or consume too much caffeine, to name a few organic reasons

for her anxiety. By prescribing for his wife, he could misdiagnose the problem

and delay appropriate treatment. The degree of harm from delaying treat-

ment could vary depending on the seriousness of the actual diagnosis.

Ethical Harms

The ethical harms arise from several sources. Any discussion of harms and

benefits in the physician–patient relationship necessarily draws on the basic

ethical principles of nonmaleficence (avoiding harm) and beneficence (doing

good). According to these principles, physicians and other health professio-

nals are to refrain from harming patients and to further the interests of

others. Thus, there is a fundamental professional obligation to keep patients’

best interests as the goal of the interaction. Because of the proximity of the

psychiatrist to his wife, it is difficult for him to be objective, thus increasing

the possibility of harm.

Another factor that compromises the psychiatrist’s perspective is the

existence of a dual relationship in the case, wherein ‘‘dual relationship’’ is

defined as those in which a professional assumes or has a second role with

a patient.45 The psychiatrist may rationalize his behavior, arguing that the

situation is unique. ‘‘However, dual relationships are potentially exploitive;

crossing the boundaries of ethical practice, satisfying the practitioner’s needs

and impairing his or her judgment.’’45 The psychiatrist cannot treat his wife

like other patients because she isn’t like other patients. The patient–physician

relationship is founded on trust and confidence that offsets inequities in

power and protects the vulnerability of the patient. The spousal relationship

is also founded on important principles such as fidelity or faithfulness to

promises. A dual relationship sets the stage for competing moral obligations

that may not be apparent to those involved in the situation.

Finally, it is not clear if the wife exercised her autonomy in choosing who

would treat her. If the husband unilaterally decided he was in the best posi-

tion to treat his wife, he would be guilty of paternalism. The wife may not

wish to share sensitive, personal information with her husband but rather

seek help from a neutral medical advisor. It is not out of the realm of possi-

bility that the source of the wife’s anxiety lies within her relationship with her

husband.

Amy M. Haddad, Ph.D.

Director, Center for Health Policy and Ethics, and the Dr. C.C.

and Mabel L. Criss Endowed Chair in the Health Sciences

Creighton University Medical Center
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COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – SURGERY

The head of nursing at a community hospital complains to the chairman of

surgery about a general surgeon who has had difficulty collaborating with

many of the nurses. This surgeon has thrown surgical instruments in the op-

erating room, used abusive language, and berated nurses. Most recently, he

loudly, and in the presence of the patient, criticized a nurse after noting that

the patient’s pneumatic compression boots were not applied as ordered.

A Perspective from a Current and Former Chair of Surgery and

a Surgery Administrator

Professionalism Considerations

The scenario described in this vignette is believable, and describes activities

that, at least in the past, were not unheard of in the hospital setting. Four

aspects of this vignette are important to note.

First, the head of nursing has followed the typical chain of command,

having been presented with evidence of a surgeon’s unprofessional behavior,

likely from the primary sources (the nurses involved). It would not be un-

common that most of the nursing staff at this community hospital recognize

this particular surgeon as a ‘‘difficult,’’ ‘‘problematic,’’ or simply ‘‘nasty’’

surgeon. The head of nursing has taken these issues to the chairman of the

Department of Surgery, with the expectation that the chairman will assess the

situation, interact with the surgeon in question, and ‘‘fix’’ the problem. It is

possible, even likely that the chairman of surgery has had previous com-

plaints about this surgeon, and that the chairman has even dealt with these

issues before, since behaviors such as these are difficult to eradicate.

Second, on a historical note, behaviors such as the throwing of surgical

instruments, abusive language, berating nurses and other personnel, and

criticisms of nursing care were not uncommon many years ago in a very

hierarchical system where the surgeon was considered the ‘‘captain of the

ship.’’ In that bygone era, it was expected that the staff be very much sub-

servient to the surgeon’s leadership. Fortunately, this is no longer the case. All

health care providers have come to the recognition that delivery of care to

patients is best performed via a cohesive team, on which all types of health

care professionals interact collegially, amiably, and with the patients’ best

interests in mind.

Third, the unacceptable behaviors manifested by this surgeon may not

occur solely in the hospital setting, but may have deeper roots in the sur-

geon’s personality, family situation, financial difficulties, medical-legal sta-

tus, or personal health status. While not an excuse for this surgeon’s
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unacceptable behaviors, this surgeon’s private life, family life, practice part-

ners, and many other stresses may be contributing factors.

Fourth, it is important to recognize that the health care setting can be a

stress-filled environment, and that the operating room, and the treatment of

postoperative patients, can be one of the most challenging environments in

which to work. The stakes are high in the operating room and on the post-op

surgical wards. The level of acuity of hospitalized patients has risen dramat-

ically over the last decades, and the expectations of the patient, public, and

legal profession, are clearly at all-time high levels. Errors in judgment, errors

in technique, anesthetic errors, poor patient outcomes, deviations from crit-

ical pathways – all of these events can add to a surgeon’s stress level and sense

of urgency in providing optimal care twenty-four hours a day, seven days

a week to all patients under his/her care.

Recent work at our institution has generated a document entitled ‘‘The

Statement of Professional Conduct,’’ which provides important and relevant

information for this topic.46 As part of this document, the general principles

of medical professionalism include the concept that the medical profession

places the welfare of the patient above self-interest, and notes that the prac-

titioners accept their responsibility to educate future physicians in the values

and ethical standards of medical professionalism. The faculty acknowledges

that this can best be achieved by serving as strong role models and advocates,

while maintaining professional relationships based on mutual respect and

concern. Overall, it is critical that we promote an atmosphere of cooperation

and learning, of intellectual openness, honesty, and sincerity, in order to

constantly protect, redefine and make meaningful our core values and cov-

enant of trust with society.46

An important aspect of medical professionalism involves the core values of

the institution. These core values of professionalism should guide the actions of

the medical practitioners on a daily basis. At Jefferson the core values include:

� Integrity – our word is our bond.

� Respect – we respect each other and all with whom we come in contact.

� Compassion – we care about and attempt to ameliorate the suffering and

pain of illness.

� Excellence – we are committed to excellence and lifelong pursuit of new

knowledge and personal and professional growth.

� Altruism – we aspire to do the right thing, for the right reason, even if it

involves pain or sacrifice.

� Collaboration – we are committed to each other and to those we serve.

We work together to achieve our mission and goals.

� Stewardship – we are committed to the prudent use of resources.
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In the particular vignette discussed here, the general surgeon with unpro-

fessional behavior appears to have violated, at minimum, the three core

values of respect, compassion, and collaboration. The violations of these core

values can be seen as creating a dysfunctional interpersonal interplay be-

tween this surgeon and the staff in the operating room, and the staff taking

care of his patients on the hospital wards. While striving for high levels of

performance and patient results are lofty goals, there can be no doubt that

each of us as physicians ultimately wishes the absolute best for all of our

patients at any time. The shortfalls and inappropriate behaviors exhibited by

this surgeon in the areas of respect, compassion, and collaboration must be

seen as contributing very negatively to the work of the entire professional

health care team. Additionally, the loud criticisms of a nurse in the presence

of a patient serve to erode the physician–patient relationship, and may lead to

the patient calling into question the surgeon’s commitment to those same

core values (respect, compassion, collaboration).

As a result of the eighty-hour resident work rule on academic institutions

sanctioned by the ACGME (Accreditation Council for Graduate Medical

Education), we have observed attending physicians spending more time on

hospital grounds than they did just five years ago. Increased surgeon work

hours present the potential for increased surgeon stress and decreased pro-

fessionalism.

Currently, clinical department chairs conduct annual physician perfor-

mance reviews. In addition to addressing clinical, financial, academic, and

research accomplishments, these reviews now include interpersonal skills,

teaching abilities and ‘‘good citizenship.’’ Deficiency in these areas may re-

sult in decreased compensation or the requirement to attend one of several

educational programs offered by the institution.

Opinion

The relevant steps for addressing the surgeon’s professionalism issues are to:

1. collect information about the extent of the surgeon’s inappropriate

behavior (be a detective and see if these are isolated events);

2. speak to the surgeon about these behaviors in the broader context of

personal and professional life;

3. initiate a formal counseling process, using the resources of the med-

ical center or an independent counselor, to address these inappropri-

ate behaviors;

4. put in place a clear expectation that such behaviors will not be tolerated;

5. define the sequelae, should the behaviors recur.
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Fortunately, the behaviors of the surgeon in this vignette are becoming less

common. They are clearly not acceptable. In fact, the pendulum is swinging

toward a zero tolerance policy. In the past, surgical residents in training were

exposed to attending surgeons who practiced such unacceptable, demean-

ing, even misogynistic behavior, and the residents may have concluded that

this behavior was acceptable – but such is no longer the case.

Upon completion of their formal medical school education, one of the rites

of passage for medical students is the recitation of the Oath of Hippocrates

or one of many variations thereof. In it one states primum non nocere, first do

not harm. While the ancient intent may have referred to the physician–

patient relationship, in today’s world of high acuity medical practice, where

teamwork is so critical, the intent goes well beyond that, to include our inter-

actions with other members of the health care team. It is one of the key ele-

ments of professionalism that we must adhere to at all times. Included in the

‘‘core values’’ of both undergraduate and graduate medical education are pro-

fessionalism and interpersonal skills and communication. They are essential

components upon which successful medical and surgical practices are built.

Charles Yeo, M.D.

Samuel D. Gross Professor and Chair of Surgery,

Jefferson Medical College

Herbert Cohn, M.D.

Professor of Surgery, Jefferson Medical College

Dianne MacRae

Department of Surgery, Jefferson Medical College

A Perspective from a Nurse Educator

The most challenging areas for physicians and nurses when working in the

operating room are communication, conflict resolution, and collaboration.

These three Cs are key ingredients to providing safe and quality care.47,48

When physicians and nurses do not communicate, collaborate, or resolve

conflict responsibly, in a civilized manner with each other, the consequences

may be great indeed. In this case, the issue was addressed at the chief nursing

officer (CNO) and chairman level. How might it have been resolved in an

equitable fashion between the nurse and the general surgeon? Two questions

to consider are:

1. What are the obligations of the general surgeon, the nurse, the head of

nursing, and the chairman of surgery?
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2. In analyzing and evaluating the patient’s risks related to this case, how

should risk to patient safety be taken into account in this context?

Effective nurse–physician communication is a responsibility of all members of

the health care team. This is critical in the operating room because the more

specialized the work of nurses, the more complex the communication lines. The

multiple communication lines are compounded by specialization across surgeons

with whom nurses must communicate when caring for heterogeneous groups of

patients.49 This case study is shaped by the fact that the general surgeon did not

exhibit professional behavior, he did not communicate directly with the nurse

affected by his disruptive behavior and the exchange occurred in the presence of

the patient. Events such as this are known to increase the likelihood of adverse

events.48 Rather than the CNO discussing the situation with the chairman, direct

peer communication at the time of the incident between the general surgeon and

nurse would have been a more appropriate strategy. Also, the preferred exchange

would be a calm, private conversation unbeknownst to the patient.

Given the importance of the working relationship between physicians and

nurses and the frequency of conflict between them, more effort should be de-

voted to constructive ways to resolve conflict.50,51 In this case study, addressing

and resolving the conflict in a positive manner at the time of the occurrence

would have demonstrated responsibility and accountability on behalf of the

nurse and the general surgeon. Since it was addressed at the CNO and chair-

man level, these two leaders were obligated to use this as a teaching moment

for both the nurse and physician. For example, the nurse and the general

surgeon should have been made aware of the importance of cooperation

and be encouraged to learn the most constructive ways to settle conflicts. If

the conflict was addressed at the peer level, a dialogue could have identified

that rather than an error, there was evidence for not applying the sequential

compression device (SCD). There may have been a contraindication to the use

of an SCD and this is why the nurse did not apply them. Resolving conflict and

building relations at the peer level prevents potential patient consequences.

It is fundamental to acknowledge that relationships between physicians

and nurses can be improved and that there is a responsibility of each pro-

fessional to change behaviors toward that improvement.52 Working toward

more collaboration requires willing participants in change and growth op-

portunities. Collaboration within peer groups and daily working teams leads

to smoother functioning and improved patient outcomes.47

In this case study, all the health care providers involved owe it to the

patient and their colleagues to work, act, and look like a team. The delivery

of safe and quality care is enhanced when teams are functioning and striving

together for excellence. Professional demeanor should include visible respect
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for each other. At the very least, the nurse and general surgeon should be able

to conceal their displeasure and aggravation, and exhibit behavior that indi-

cates teamwork in front of the patient.

Beth Ann Swan, Ph.D., CRNP, FAAN

Associate Professor and Associate Dean of the Graduate Program

Jefferson School of Nursing

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – NEUROLOGY

An eighty-two-year-old man with a history of chronic atrial fibrillation comes

into the emergency room on a Sunday morning with sudden onset of hemi-

paresis. A non-hemorrhagic stroke is diagnosed and TPA (tissue plasminogen

activator) is administered by the emergency room staff. The hemiparesis

begins to resolve. The covering neurologist is called but is unable to be

reached. After several hours of unsuccessful calls, the neurologist’s partner is

reached and comes in to continue care for the patient. The following day, the

neurologist who was reached discusses the inaccessibility with her partner

and the fact that there have been other behavior problems such as patient

and staff complaints about his conduct. She also is aware that her partner has

had a past history of alcohol abuse and is concerned that her partner is

impaired.

A Perspective from a Neurologist

Clinical Background

Acute stroke is a neurological emergency that requires emergent care and ready

consultation to a neurologist. Tissue plasminogen activator (TPA) administered

within three hours of the onset of stroke improves clinical outcomes at three

months compared to placebo.53 However, TPA carries risks, including a 6 per

cent risk of symptomatic intracerebral hemorrhage within thirty-six hours,53

that require urgent neurological and neurosurgical evaluation.

The partner of the neurologist on call in this vignette is confronted with

a possible impaired physician. Several causes for physician impairment exist,

and in this case, alcohol abuse appears to be possible. Among the criteria for

substance abuse, according to the Diagnostic and Statisitical Manual of Men-

tal Disorders, fourth edition, is repeated failure to fulfill work, school, or home

obligations,54 which may be the case here. Substance abuse among physi-

cians is common: approximately 10–15 percent of physicians will misuse

drugs or alcohol at some point during their career,54 a statistic that mirrors

that of the general population.54,55
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Professionalism Considerations

The neurologist who was finally reached has many duties to address with the

possible impairment of her partner. In this case, she has moral obligations to

at least four parties. The first is an obligation to the health of current and

future patients. The physician has a duty to protect patients from harm that

may occur from acts of omission (e.g., failing to provide TPA) or commission.

From this standpoint alone, the neurologist should confront her partner and

seek ways to help him address his impairment.

The second obligation is to her partner. More than likely, the neurologist

who was reached has at least a cordial relationship with her errant partner

and has a genuine interest in his well-being. The neurologist should thus avail

herself to help her partner, and likely friend, in need.

The next obligation is to her profession. One of the hallmarks of a profes-

sion is the ability and willingness to self-regulate. In this case, having a phy-

sician with a substance abuse disorder who is not receiving appropriate

treatment could lead to harmful results and erode the overall trust of the

profession. Failure of a profession to self-regulate inevitably leads to regula-

tion from parties outside the profession (e.g., the government).

Finally, the neurologist has an obligation to her partnership. The partner-

ship and its assets, including those of the physicians, may be exposed legally

to any misconduct on the part of the impaired physician. Thus, the financial

livelihood of the neurologist, other partners, employees, and their families

may all be threatened by the potential misconduct of an impaired physician.

Some of these duties are codified into law. Some states, for example, have

mandatory reporting requirements to the state board of medical examiners,

physician health programs,55 or other entities of any physician that ‘‘may be

mentally or physically unable to engage in the practice of medicine.’’56 In

most states, physicians reporting such physicians are legally protected for

their actions,54 unless they commit perjury.56

Confronting and overcoming substance abuse is challenging. Fortunately,

the prognosis for an impaired physician recovering from substance abuse is

generally good. Reported recovery rates are variable and range from 27 per-

cent to 92 percent.54 However, most studies show that physicians have better

outcomes than the general population, and recent reports demonstrate that

comprehensive programs, which include rehabilitation, close monitoring

(e.g., random drug screening), and follow-up, can lead to 75 percent to 85

percent of physicians returning to work.54

Opinion

Confronted with this case, I would (1) do my homework, (2) confront my

partner, and (3) follow through. Given my lack of familiarity with my hospital
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and state’s requirements, I would consult (without revealing the identity of

my partner) with colleagues and an attorney who works in our department

about these requirements. Absent ready access to an attorney, one could

consult with respected colleagues, the physician health program for one’s

state (www.fsphp.org),55 or with the ombudsman for the hospital. Appropri-

ately informed, I would then confront my partner about my concern for his

possible alcohol abuse (ideally I would have approached this subject previ-

ously) and his lack of availability the preceding day. Absent a clear and com-

pelling explanation, I would ask him to refer himself to a physician’s health

program (either through the state or hospital)54 and indicate that if he did not,

that I would. I would support him (and his family) in this process. I would also

ask for evidence that he reported himself, and absent that evidence, would

indicate that I would contact the health program independently.

E. Ray Dorsey, M.D., M.B.A.

Assistant Professor of Neurology, University of

Rochester Medical Center

A Perspective from a Substance Abuse Psychologist

When a problem with a colleague is identified, it is the ethical obligation of

the observer to intervene. Ignoring a concern could harm other patients and

lead to an exacerbation of problematic behaviors. Despite this probability,

research has shown that many physicians are reticent, if not unwilling, to

report problematic behaviors of professional colleagues, even if serious con-

cerns exist such as impairment from substance abuse and/or mental health

issues.57

Substance abusers have a well-earned reputation for lying and unreliabil-

ity. In the vignette provided, what we know is that the physician of concern

did not attend to his on-call responsibilities, received ‘‘complaints about his

conduct,’’ and has a history of alcohol abuse. The colleague is appropriately

‘‘concerned that her partner is impaired’’ and has an ethical obligation to

safeguard all patients in the practice. The partner might also worry about the

impact of the presenting circumstances on her livelihood and professional

reputation. Despite some very incriminating circumstances that alcohol is

the cause, indisputable evidence is lacking. There is no slurred speech, no

odor, and no ataxic gate. Other problems not directly evident (or without

adequate information to determine) include familiar patterns, relationships,

and habits associated with previous drinking episodes; shame; guilt; in-

creased personal/professional difficulties; changes in mood; driving infrac-

tions; changes in appearance; and weight changes.
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Emphasizing substance abuse prematurely or in error could lead the phy-

sician of concern to be defensive, to perceive the intervention as punitive

thereby contributing to alienation and deterrence from seeking help, and to

exacerbate the problematic behavioral patterns58 while the true underlying

issue is missed. In addition, accusing a colleague of poor patient manage-

ment without ‘‘substantial evidence’’59 is also unethical.

Ethical guidelines exist about how to respond to the challenging scenario

described in the vignette. There is an ethical obligation to utilize resources at

one’s disposal to try to get a handle on this situation so that the welfare of the

colleague and the public is preserved. Depending upon the context and index

of suspicion of alcohol abuse, any or all of the following responses are

appropriate and ethical: speaking directly with the physician of suspected

impairment (done in this case); speaking with the physician’s family or close

friends about the behavior of the colleague; consulting with other colleagues

and/or supervisors about what is observed and what is appropriate; consul-

ting with a member of the Professional Assistance Committee about obser-

vations and the appropriate next step; consulting with a faculty/staff

assistance program; and reporting concerns to the Board of Physician Quality

Assurance.57 These interventions are also consistent with the standards of

conduct and the ‘‘essentials of honorable behavior for the physician’’ as out-

lined by the American Medical Association60 and state medical societies.61

In this vignette, the colleague took the proper first step by identifying

concerns about the partner’s unresponsiveness when on-call and informing

him of patient complaints. Sometimes this is enough to motivate someone to

initiate positive changes on his/her own (e.g., seek professional help), but if

problems continue or if alcohol abuse is strongly suspected, it becomes nec-

essary to gather information from family members and colleagues to identify

patterns and corroborate suspicion. This should be done in a discreet, caring,

and confidential manner. The degree of concern for the colleague and risk to

others should match the urgency applied to this quest.

Once it is clear that the partner is drinking excessively, it is time to build an

intervention plan. At this point the concerned colleague should contact the

appropriate authorities in the institution for an intervention strategy.

A thoughtful intervention would ideally involve family members and a faculty

assistance program. If the colleagues are in private practice together and are

not affiliated with an institution, it will be critical for the colleague to work

with the family members and the local medical society, and possibly a pro-

fessional with expertise in addiction treatment to help outline an interven-

tion strategy. The state medical society and/or the employing institution will

work with the state licensing board.62 The intervention itself should identify

specific behaviors that have been problematic, presented with firm support
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and tone of concern in order to get the person to agree that treatment is

necessary. Treatment could include detoxification, psychiatric services,

medication and rehabilitation/aftercare, including self-help meetings such

as Alcoholics Anonymous.

To increase the likelihood of this working effectively, it may be necessary to

plan for and provide professional coverage for the impaired colleague so that

the reasons (i.e., excuses) to delay the onset of treatment are eliminated. This

could include covering for on-call responsibilities, arranging for patients of the

colleague to be seen, providing lectures, and attending meetings for the col-

league. It might also require a commitment and availability to handle matters

that the impaired colleague becomes concerned about after entering treatment.

Once the impaired colleague is in treatment, the role of the colleague can

range from no direct contact while managing the professional obligations of

the partner to support or even involvement in treatment sessions and planning.

Once the patient is discharged from treatment, it is important for the partner

with concerns to know what is expected of her colleague from the institution

and licensing board because deviations from an identified plan serve as early

warning signs of problems that the observing partner is ethically obligated to

respond. It is also recommended that individuals be aware of their own reac-

tions. Emotions such as anger and mistrust, as warranted as they may be, if left

to fester, will contribute to a dissatisfying work environment with additional

problems. When these feelings do not wane over time, there is reason to ques-

tion the long-term viability of the professional arrangement. This process par-

allels what usually occurs within the family of the impaired professional.

The reader should be aware that 75–85 percent of physicians recover when

coaxed into treatment in the manner described, particularly when appropri-

ate aftercare, follow-up and monitoring is provided.62–64 Thus, there is much

to motivate the person to enter treatment. And such high success should also

serve as strong motivation for the concerned colleague to intervene.

Brad Meier, Ph.D.

Delaware Health and Social Services

Division of Substance Abuse and Mental Health,

Delaware Psychiatric Center

COMMITMENT TO PROFESSIONAL RESPONSIBILITIES – EMERGENCY

MEDICINE

A twenty-four-year-old man presented to the emergency department with

a red, warm, tender, and swollen knee over the past three days. The attending

emergency physician interviewed and examined the patient, reviewed the need

for arthrocentesis with the patient, obtained consent, watched as the patient
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was prepped and draped, but left the patient’s room for another emergency

prior to the actual procedure. The senior emergency medicine resident along

with the medical student successfully performed the knee arthrocentesis. The

attending then returned to the patient’s room to assess the patient after the

procedure was complete. Thereafter, the attending emergency physician docu-

mented that she was present for the key portion of the exam and arthrocentesis

and was aware that such documentation was required in order to submit a bill

for the arthrocentesis.

A Perspective from an Emergency Medicine Physician

Clinical Background

Acute, monoarticular arthritis is a common problem encountered in the

emergency department (ED).65 Patients typically present with joint pain,

immobility, swelling, erythema, increased warmth, and tenderness. Non-

traumatic causes such as osteoarthritis, rheumatoid arthritis, and crystal-

induced arthritis such as gout and pseudogout represent the majority of cases

that present to the ED. Trauma may result in intra-articular blood (hemarth-

rosis) and may signify ligamentous disruption or a fracture. In the ED, the

undifferentiated cause requiring the most urgent diagnosis and treatment is

septic arthritis. Patients who present to the ED with joint swelling, tender-

ness, and erythema should be considered to have septic arthritis until proven

otherwise.

Direct aspiration of a joint (arthrocentesis) is the procedure of choice.66

It can be both therapeutic (removal of excess articular fluid lowers intra-

articular pressure and relieves pain) and diagnostic. It is indicated for diag-

nosis of non-traumatic joint disease, diagnosis of ligamentous or bony injury,

relief of pain, instillation of medications, and the need for joint fluid analysis.

Professionalism Considerations

The two main purposes of a teaching hospital are patient care and medical

education. Teaching hospitals typically combine the two by having resident

physicians participate directly in the care of patients under the supervision of

the attending physician. The common scenario in the teaching hospital ED is

that a resident evaluates a patient (typically alone, but possibly under the

watchful eye of the attending physician) and then presents his/her findings to

the attending. The evaluation and management is then discussed and a treat-

ment plan is implemented. The attending evaluates the patient directly to

confirm findings and/or obtain further information. Continued evaluation

and treatment progresses under the supervision of the attending physician

but the direct care is typically performed by the resident.
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As the attending is ultimately responsible for the care of the patient, he/she

must physically see and examine the patient and document the care that was

provided. The time that the resident spends with the patient, the discussions

between the attending and the residents related to the care of the patient, and

the time spent by the attending physician in direct care are all part of the

overall care and services provided by the attending. The attending will bill

a patient for providing these services. The amount of the bill is dependent

upon the level of service provided and is typically related to the severity of

illness. It is also directly related to the procedures that may have been per-

formed on the patient while under the care of the attending physician.

In this case, the patient appears to have received comprehensive care.

A history was taken, a physical examination was performed and the required

procedure was performed. The attending saw and examined the patient and

supervised the overall care. The resident’s and attending’s time devoted to

the overall care is primarily spent counseling the patient and obtaining consent.

The majority of the time spent on the overall care by the resident and attending

is spent on talking with and counseling the patient and obtaining consent for

procedures. Further, the attending spends additional time on the case by dis-

cussing the care of the patient with the resident and providing teaching.

The arthrocentesis represents a very small percentage of the patient care time:

the procedure itself takes only a few minutes. The key portion of the procedure

is the least time consuming of the patient’s stay and may actually represent

seconds of time. As a procedure, arthrocentesis is relatively minor, such that

a resident or student could perform it safely without direct supervision by the

attending physician. Residents, by virtue of the fact that they work under that

attending’s supervision, cannot directly bill patients for their services. The

arthrocentesis was performed, and not billing for the procedure would repre-

sent a lost opportunity for income. Because much time and effort was spent on

the overall care, the attending should be compensated to the fullest. It seems

reasonable to include the arthrocentesis in the bill to optimize compensation for

the good patient care. But what seems reasonable in this case is not what is legal.

The Center for Medicare and Medicaid Services states that, in order to bill

for a procedure, the attending physician, ‘‘must be present during all critical

and key portions of the procedure and be immediately available to furnish

services during the entire procedure.’’67 If the physician is not, then he/she is

not able to submit a bill for it. In this case, the ‘‘key portion’’ of the procedure

would have been the insertion of the needle into the joint space and the

withdrawal of joint fluid. The attending physician clearly was not present

for the key portion of the arthrocentesis. While it appears that there was

a valid excuse (being called away to another emergency) for the attending’s

absence, the rules are clear that the attending was not present for the key
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portion of the procedure. Thus, a bill by the attending should not have been

submitted and if it was, the attending physician is guilty of fraud.

Opinion

It may be tempting for physicians to bill for procedures done on patients by

residents even if the key portion was not directly supervised. Reasoning such

as ‘‘I discussed and directed the care, including the procedure, with the

resident; I was physically present in the ED and could have been immediately

present if needed; I felt comfortable with the skill of the particular resident

and did not need to be there to supervise’’ are all legitimate reasonings.

However, they do not allow one to circumvent the moral and legal rules.

While the overall care provided to the patient was proper, the emergency

physician, in this scenario, should not have submitted a bill for the arthro-

centesis. She can submit a bill for other services provided (history and phys-

ical examination, decision making, time spent on the case), as long as those

services were truly provided.

Bernard Lopez, M.D.

Professor of Emergency Medicine

Assistant Dean, Student Affairs

Jefferson Medical College

A Perspective from an Attorney Specializing in Health Care Services

The issue relating to the appropriate level of supervision of medical res-

idents and the ability to seek payment by the attending physician was

decided in a number of very costly settlements by academic medical cen-

ters and teaching hospitals commencing in 1995 through the early

2000s.68 At that time, there was confusion relating to the instructions pro-

vided by Medicare and their fiscal intermediaries concerning services pro-

vided by residents which could be billed and those services which could not

be billed by attending physicians. This became known as the Physicians at

Teaching Hospitals Audit Program (PATH). Audits were conducted unan-

nounced by Medicare’s Office of Inspector General (OIG). Once the

PATH Program audits became more commonplace, a general consensus

was reached that physician services provided solely by a medical resident

could not be billed by the attending physician. The theory behind the

government’s approach was a view that academic medical centers and

teaching hospitals were double-dipping. The cost of medical residents

was paid through medical education adjustments made to the hospital’s

reimbursement from Medicare and the attending physicians could not
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then bill for the service if the resident had actually performed the medical

services.69

Many academic institutions signed Corporate Integrity Agreements (CIAs)

with the OIG in which they agreed to pay large amounts to the government;

follow appropriate billing guidelines in the future; have third parties review

their billing practices periodically; institute comprehensive billing compli-

ance plans; and conduct training of all personnel (including attending and

consulting physicians, students, and residents) with respect to compliance

issues.70 While the fact pattern described in the vignette does not indicate

whether a CIA is currently in place at this institution, all hospitals are re-

quired to maintain a billing compliance plan.71 One must assume that if this

is an academic training facility then both the medical residents and the

attending physicians have received training on appropriate billing practices.

Billing compliance plans are intended to prevent fraudulent billing practices.

In this example, the physician knowingly bills for services that she did not

render (the arthrocentesis). This is a clear violation of the Medicare statute

and the False Claims Act,72 and can result in disciplinary action. In order to

bill for a service, there must be medical documentation in the patient’s med-

ical record showing which physician performed the service and what was

performed. In this case, the attending physician is either falsifying the med-

ical record to show that she was in attendance or, if not, the medical record

will actually show that she did not perform the procedure. Both could lead to

a violation of the institution’s compliance plan, resulting in possible fines

and other penalties if this is part of a pattern of conduct. All compliance plans

contain a disciplinary process for those individuals found to have violated the

plan. The compliance officer who administers the plan has the right to rec-

ommend that disciplinary action be taken against the attending physician

whether or not the physician is an employee of the hospital.

In addition to the violations noted, an intentional violation of the billing

methodologies of the hospital could be considered a violation of the code of

ethics and code of conduct of the institution. Many organizations, in the

wake of the passage of Sarbanes Oxley (a U.S. law passed in 2002 that

introduced new regulations to financial accounting),73 have adopted com-

prehensive codes of conduct.74 These codes of conduct contain provisions

that prohibit any contractor or employee from breaking any laws. Further,

as the patient did not receive the medical service from the attending

physician, this may also have been a violation of the hospital’s patient bill

of rights, which is required to be maintained by Medicare and the hospital

accrediting organization.75 Most patient bill of rights requires the institu-

tion to have honest dealings in the provision of medical treatment and

billing practices.
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It is my view that the attending physician may also have violated the writ-

ten consent to treatment that the physician had obtained from the patient.76

The fact pattern indicates that the attending had interviewed the patient,

evaluated the patient’s condition and prescribed treatment for the inflamed

knee. The attending physician obtained the consent to treatment without

advising the patient that she would not be conducting the arthrocentesis.

This is a basic failure of medical ethics and a potential violation of state

medical licensing laws. Even though the physician was called out of the room

as a result of another emergency in the ED, she should have advised the

patient that the medical resident and medical student were going to conduct

the procedure without her supervision. The physician should have provided

the patient with a choice as to whether to put off the timing of the arthro-

centesis (as it was not life threatening) or obtain appropriate new consent.

The medical boards of most states, hospital licensing, and accreditation au-

thorities as well as accepted medical practice require the obtaining of prior

written consent before performing a procedure which invades the patient’s

body. Failure to abide by such standards could lead to a report to the quality

assurance staff at the hospital and discipline before the medical staff; disci-

pline through suspension or loss of license through the state medical board;

and, if this is a widespread practice in the hospital, possible suspension from

the Medicare and Medicaid programs. Loss of the ability to bill Medicare

and Medicaid could result both from the failure to follow appropriate med-

ical consent guidelines with the patient and also the billing irregularities

described.77

In conclusion, the attending physician should be required to participate in

additional training in both medical ethics and billing compliance. Hopefully,

if this is an isolated incident, this additional training will result in future

appropriate behavior. If this is a widespread practice of this attending phy-

sician and the institution, the organization is at risk for a major fraud in-

vestigation and the payment of substantial fines and penalties.

Henry C. Fader, Esq.

Health Care Services Group of Pepper Hamilton LLP, Philadelphia, PA

SUMMARY – COMMITMENT TO PROFESSIONAL RESPONSIBILITIES

Background

The preamble to the document entitled A Physican Charter states that ‘‘pro-

fessionalism is the basis of medicine’s contract with society.’’8 This state-

ment was made because of a growing awareness that the complex
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relationship between medicine and the society which it serves is being reex-

amined. The Charter was created in response to changes to the practice

of medicine brought about by science, perceived threats to the profession-

alism of physicians arising from contemporary health care systems, and the

belief that physicians individually and collectively are failing to meet some of

their professional responsibilities. Those who created the Charter identified

a series of principles which they hoped could guide physicians as they

attempt to practice medicine in an environment which often appears to

subvert the values traditionally associated with the professional.78

The social contract provides a contextual framework within which the

section entitled ‘‘Commitment to Professional Responsibilities,’’ can be ex-

amined.79,80 While the concept of the social contract was developed in the

eighteenth century, it has only been invoked recently to describe the relation-

ship between medicine and society. The contract is relatively simple. Society

grants medicine substantial autonomy in practice, a monopoly over the prac-

tice of medicine through licensing laws, the privilege of self-regulation, pres-

tige, and financial rewards. In return, both individual physicians and the

medical profession are expected to be altruistic, to assure the competence

of the practicing physician, to demonstrate morality and integrity in their

daily lives, and to address issues within their domain of concern to society.

This ‘‘bargain,’’ as it has been called, has not changed appreciably since it

was established in the middle of the nineteenth century, when licensing laws

were enacted that established the modern professions in the developed

world.81–83 The contract is based upon the presence of mutual rights and

obligations, with the obligations being linked to the expectations of both

parties to the contract. Society has a right to receive competent medical care

and it has obligations to meet in order that physicians may provide that care.

If society fails to meet what physicians believe to be their legitimate expect-

ations, there will be consequences in terms of changes in both physician

attitudes and behaviors. Physicians also have rights under the contract and

they must meet their obligations. When the obligations of the individual

physician or of the profession are not met, society can change the social

contract and hence the professional status of medicine.

A primary objective of the Charter is outlining these obligations. The section

outlining the ‘‘Commitment to Professional Responsibilities’’7 is extremely

important as it addresses many of the perceived failures of the medical pro-

fession. We will outline the nature of these professional responsibilities, in-

dicate how they have changed through the years, and attempt to show how

the vignettes in this chapter can illuminate these fundamental issues.

The Charter outlines medicine’s commitment to professional responsibil-

ities as follows:
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As members of a profession, physicians are expected to work collaboratively to

maximize patient care, be respectful of one another, and participate in the pro-

cesses of self regulation, including remediation and discipline of members who

have failed to meet professional standards. The profession should also define and

organize the educational and standard setting process for current and future

members. Physicians have both individual and collective obligations to participate

in these processes. These obligations include engaging in internal assessment and

accepting external scrutiny of all aspects of their professional performance.8

The majority of the responsibilities in this section of the Charter relate to

the process of self-regulation of the profession, including the setting and

maintenance of standards and the identification and subsequent remedia-

tion or discipline of incompetent or unethical physicians. The object is to

assure society of the competence of each practicing physician. As Irvine has

stated, ‘‘every patient deserves a good physician.’’84 Also included are the

necessity to be respectful of other members of the profession and to collab-

orate with other physicians and health professionals.

The Regulatory Process Requiring Physician Involvement

Guaranteeing quality in medicine occurs through a process of regulation

which can be carried out internally through self-regulation via professional

bodies, or externally, by governments, the legal system, or commercial organ-

izations.85,86 While regulation of the medical profession in different countries

varies in how standards are set and performance is monitored, credentialing is

universally regarded as fundamental to the process. Public trust in both the

individual physician and in the profession as a whole is heavily dependant on

the integrity, validity, and trustworthiness of the credentialing system. When

patients use the services of a licensed physician who is certified as competent

in family medicine or a specialty, they believe that those credentials constitute

an assurance that the care will be consistent with contemporary standards.84

Randall Collins, in an influential book entitled The Credential Society, traced

the origin and evolution of credentialing systems in Western society and em-

phasized their increasing importance as society came to require more complex

services essential to the well-being of individuals.87 In discussing medicine he

linked the development of credentialing systems with the emergence of the

concept of the profession. Thus, the evolution of credentials, including edu-

cational qualifications, licensing, and specialty certification and their mainte-

nance, are inextricably linked to the evolution of professionalism.

Credentialing and Professionalism

The professions had their origins in the guilds and universities of medieval

Europe and England.81,82 From the beginning, criteria for admission to the
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professions were established and reputed to represent an assurance of a

certain level of knowledge and skill. Subsequent interpretations of the early

professions indicated that they were exclusionary and attempted to establish

monopolies,87–90 but in their approach to the public an explicit guarantee of

quality was always both intended by the profession and expected by society.

In the middle of the nineteenth century the quality of modern scientific

medicine and health care began to make it more important to the average

citizen. At the urging of the recently established professional associations,

governments throughout the Western world turned to the concept of the

profession as a means of organizing the delivery of the complex services

which were required.79,81,82 Society delegated some of its authority to the

medical profession on the understanding that it would assure the compe-

tence of its members through internally instituted and managed processes of

self-regulation. The major reason for this approach was and remains the

complexity of medicine’s knowledge base,79,81,82,86 which has two conse-

quences. First, there is a substantial discrepancy in knowledge between the

individual patient and the trained and credentialed physician. This discrep-

ancy is accentuated because patients are often sick and in distress. It persists

in spite of the wide availability of information about disease and treatment on

the Internet as individual patients are not trained in the use of this informa-

tion. For this reason an assurance of competence increases trust in the prac-

titioner, and contributes to the process of healing.91 Second, the complexity

of the knowledge base makes it difficult for non-professionals to evaluate the

performance of professionals. Therefore society, acting through its govern-

ments, enacted legislation which delegated responsibility for setting and

maintaining standards in the health care field to the profession, acting

through licensing, certifying, and accrediting bodies and professional asso-

ciations.86,92,93

It is widely acknowledged that public trust in individual physicians and in

the medical profession is essential if medicine’s professional status is to be

maintained.79,82,87,94 During the first half of the twentieth century, public

trust in the medical profession remained extraordinarily high.95,96 The early

social scientists studying professionalism described the rights and privileges

granted to the profession and the obligations expected of physicians.97–99

They noted the potential conflict between altruism and self-interest, but

believed that the commitment to service of the medical profession would

ensure altruistic behavior. They reflected public opinion in depicting a trust-

worthy medical profession. In the 1960s and 1970s throughout the world,

a ‘‘questioning society’’ developed in which all forms of authority were

greeted with skepticism.81,82,89,90 Medicine’s claims to altruism were not

believed to be credible and the processes of self-regulation were found
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wanting. The profession was accused of abusing the collegiality inherent in

professionalism100 to protect incompetent or unethical colleagues. The pub-

lic lost trust in the profession.95,96

It is interesting to observe the more recent opinions of the social scientists

who have examined the state of professionalism during the past two deca-

des.79,82,101 During medicine’s ‘‘dominant phase’’ it had great influence over

public policy and carried out its regulatory duties with very little outside

supervision.81,82 As the state or the market place became dominant, the pro-

fession lost much of its influence over public policy.82,101,102 Some felt that an

autonomous and self-regulating profession did not benefit society. Recently

as the results of state and market dominance of health care have become

apparent, many sociologists have called for a return to professionalism in

health care and virtually all have indicated that better self-regulation is an

absolute requirement for this to take place.79,81,82,101,103 This has been a

major factor in the increased emphasis on self-regulation during the educa-

tion of future physicians.

Self-Regulation of Medicine in the Western World

A fundamental aspect of self-regulation by the medical profession is the

setting and maintenance of standards including discipline. This is carried

out using two separate and distinct processes: accreditation of educational

and training institutions and programs for licensing and certification of

individual practitioners.92,93 Licensure assesses knowledge and awards

a license to practice medicine.93,103,104 Certification is granted by specialty

boards or societies and gives credentials of competence in a given specialty

or subspecialty of medicine.

Fundamental to the success of both processes is the involvement of knowl-

edgeable practitioners. In order to meet their commitment to professional

responsibilities, physicians are responsible for maintaining their own com-

petence and for ensuring that licensure and certification standards meet

societal expectations.

Credentialing of Institutions and Programs

Accreditation is usually an ongoing process with recognition of conforming

to standards being awarded for a set period of time.

Accreditation of Medical Schools. In 1904, the American Medical Associa-

tion (AMA) established its Council on Medical Education and began estab-

lishing criteria for accrediting medical schools.81,105 It was instrumental in

initiating the Flexner Report, which assessed the adequacy of medical edu-

cation in every medical school in North America and later in the United
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Kingdom.106 Since then medical schools have been assessed at regular inter-

vals on their admissions criteria, the adequacy of their curriculum, the

resources available for teaching and training, and the performance of their

graduates. If inadequacies are identified, schools can be placed on probation

until these are remedied, or the school may be forced to close. The process

depends heavily upon a self-study document used by institutions to measure

themselves against agreed-upon standards.107 The certifying body includes

representatives of various medical organizations and of the public.

Sanctions must be available for accreditation to be effective. Graduates of

non-accredited schools are not eligible for postgraduate training in North Amer-

ican programs and have difficulty in being accepted to sit for licensing exams.

Those physicians associated with faculties of medicine must participate in

the accreditation process, but every physician should be aware of the fact that

the quality of the education which they have received is heavily dependent

upon accreditation. In the United States and Canada this is granted by the

Liaison Committee on Medical Education (LCME) and in the United King-

dom by the General Medical Council (GMC).

Accreditation of Postgraduate Training Programs. Individual physicians

have for centuries traveled widely to study in renowned institutions or with

recognized experts, often as apprentices. The growth of formal postgraduate

training was essentially a twentieth-century phenomenon, having begun

with a single year’s internship offered by a small number of hospitals prior

to the 1914 war.81,105,108 As early as 1916 the AMA Council on Medical Edu-

cation visited the sites of postgraduate training and by the early 1920s was

setting standards for the content and minimum length of these pro-

grams.81,108 In 1923 it began publishing a list of approved sites – essentially

accrediting the training programs.

The growth of specialization in medicine greatly increased the need for

credentialing, and throughout the world different bodies became respon-

sible for the process. In the United States, specialty boards assumed pri-

mary responsibility with coordination being ensured by the Accreditation

Council on Graduate Medical Education (ACGME) and the American Board

of Medical Specialties (ABMS).81,105,108 From the inception of postgraduate

training in the United States, hospital-based programs were accredited. In

Canada, the Royal College of Physicians and Surgeons was established as

the single accrediting body for all postgraduate specialty training, to which

was added the Canadian College of Family Practice in 1955 for family med-

icine.109,110 These organizations originally accredited hospital-based pro-

grams, but in 1970 they made a policy decision that all postgraduate

education would be university-based and accreditation was only given to
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integrated university programs. In the United Kingdom, programs are

accredited by the various Royal Colleges, many of which have long and rich

histories.82,108

Again, the accreditation process depends heavily upon self-study docu-

ments and peer review. The sanction applicable to those programs not meet-

ing acceptable standards is a ban on their ability to issue certificates of

competence, which are essential if an individual is to obtain a position in

today’s medical marketplace.

Once again, physicians involved in postgraduate education have a respon-

sibility to participate in the setting and maintenance of standards and in

assuring compliance with them. However, because postgraduate training is

a requirement to practice, it directly affects every practitioner.

Accreditation of Hospitals. While not directly involved in credentialing indi-

viduals practicing medicine, accreditation of hospitals must be mentioned

when discussing participation in the credentialing process as a professional

responsibility. Because much medical education takes place in a hospital

setting, the standards of the hospital can have a profound impact on the

outcome of the educational process. This was not the original intent of hos-

pital accreditation, which was started in 1916 by the American College of

Surgeons in order to improve the quality of surgical care.111 However, as

the accreditation process in North America developed, it became apparent

that postgraduate education should only take place in institutions that not

only met minimal standards, but hopefully would exceed them.81,108 Conse-

quently, when teaching hospitals are accredited, the quality of patient care,

the adequacy of the facilities and the resources devoted to teaching con-

stitute an important aspect of the process. As is true in other forms of

accreditation, extensive self-study documents and peer review, including

physicians, remain the basis of the process. Accreditation occurs at regular

intervals and the sanctions are important, as postgraduate training may not

take place in a hospital which is not credentialed as meeting established

standards.

Credentialing of Individuals

Licensure. The history of medical licensure varies from country to country,

but the necessity for some form of license became apparent in the middle of

the nineteenth century in most.81,82,108,112 There were a variety of health care

providers and the public required some assurance of quality as science made

modern health care more complex and therefore more difficult to regulate.

The recently constituted national professional associations lobbied their re-

spective governments to be given the privilege of setting and maintaining the
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standards for entry into practice and monitoring its quality. In addition, they

petitioned for and were granted a monopoly over the practice of medicine. In

the United Kingdom, the centralized system of registration of qualified prac-

titioners was established by the General Medical Council.113 In the United

States and Canada, both of whom enjoy federal systems, the various states

and provinces legislated the establishment of physician-run licensing bod-

ies.81,109 These organizations established the criteria for eligibility for licen-

sure, which generally include graduation from a recognized medical school,

a minimum amount of postgraduate training, and passage of an examination

testing skills and knowledge using validated methods.

There is an impression amongst physicians that licensing bodies are a part

of an ever expanding bureaucracy intruding into their daily lives. This is not

true. Their mandate is to protect the public and they are a fundamental part

of the process by which the profession regulates itself. They are ‘‘us’’ and

individual physicians must be aware of their role and, when required, must

participate in their activities.

Relicensure and Revalidation. Until recently, in the absence of documented

incompetent or unethical behavior, licensure was for life. During the past few

decades, it has become apparent that a credential given to a young physician is

no guarantee of continued competence112,114,115 and pressure has grown for

a reassessment of competence on a regular basis. There has been great re-

sistance on the part of the medical profession to this concept94 and as has been

pointed out by Irvine, ‘‘performance based relicensure does not exist despite

there being much talk about it.’’104 The emphasis has been on a revalidation of

the continuing ability of an individual to meet contemporary standards

through documented participation in a wide variety of accredited educational

programs or activities, an examination of knowledge and practices, and an

assessment of the opinions of patients and colleagues as to the individual’s

professional competence and behavior.104,114,115 Extensive processes have

been developed in order to gather and act upon this information and validate

the processes. There is a strong emphasis on identifying marginal practitioners

and establishing remedial educational or counseling programs. The ultimate

sanction available is the temporary or permanent loss of the license to practice.

Again, participation in these activities is an essential individual profes-

sional responsibility which will undoubtedly become even more important

in the future as the processes become more universal, reliable, and

sophisticated.

Certification. A medical license is essential to practice. Certification as it was

originally conceived was voluntary and represented a credential indicating
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that the individual concerned had demonstrated a pre-established and ver-

ified level of competence in a specialized field of medicine.81

The development of specialty boards was contemplated in the United

States before the First World War and the first (ophthalmology) was estab-

lished in 1913.116 Other disciplines followed, and in 1933 the American Board

of Medical Specialties was established to ensure uniform standards, a func-

tion which it still carries out.117 Specialty certification arrived in Canada in

1929, when the Royal College of Physicians and Surgeons was chartered and

given the mandate to establish and maintain standards for all specialties.109

Certification in family medicine became a reality during the second half of

the twentieth century in both countries.81,109,118 In the United Kingdom, for

over two hundred years specialists have become credentialed when they

joined one of the Royal Colleges. Credentialing in general practice developed

during the latter half of the twentieth century.82,94,108

In general in North America, credentialing of competence in a specialty

has been documented by requiring candidates to pass an exit examination

after they have completed training in accredited programs. In the United

Kingdom, exit exams are still not the norm, the emphasis being on satisfac-

tory completion of training within an approved program.

The growth of subspecialization has greatly expanded the number of cer-

tifying bodies and increased the variety of the credentials being presented to

the general public. Although this has added to the complexity of health care

systems, it is a reality of contemporary medicine and the trend will undoubt-

edly continue.

Recertification. As is true of licensure, the idea that certification of compe-

tence at one stage of a practitioner’s career will guarantee that competence

for the rest of that practitioner’s professional lifetime is no longer tena-

ble.112,119 The rapid growth of knowledge and of technology require that

practitioners constantly renew their knowledge and skills. There has been

sufficient evidence of incompetent and unethical practice that the public

now demands assurance of continued competence.120,121 This has led to

demands for recertification of practitioners (see the discussions by Cassell

and Nash in Chapter 8).121 It is now a requirement of the American Board of

Medical Specialties and has been instituted by several of the examining

boards.122 There is a time limit on the credentials granted and some form

of scrutiny of practice is required for their maintenance. A variety of means is

used to accomplish this, including assessment of knowledge by examination,

documentation of practice patterns, peer review, and the solicitation of in-

formation from other health professionals and patients.116 Because practices

vary greatly, fairness dictates that the process be tailored to the individual,
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taking into account what he or she actually does. The aim is to document the

‘‘maintenance of competence’’ and to issue a credential attesting to this. It

can be anticipated that these methods will grow more rigorous and sophis-

ticated in time and that the information will be made public in order to offer

assurance of competence.

As is true with relicensure, recertification is a professional responsibility.

Discipline

The role of the regulatory bodies in licensing and certifying the competence

of physicians and requiring evidence of continuing competence is reasonably

straightforward. It is clear that individual physicians have an obligation to

meet the standards set by these physician-led organizations and that some

practitioners must be actively involved in setting the policies of the regulatory

bodies if medicine is to meet its obligations to society. In fact, the process of

credentialing works reasonably well, although revalidation and recertifica-

tion at the present time must be regarded as works in progress since the tools

required to carry out this difficult task are only now being developed.122

Every physician faces two challenges in meeting his or her commitments in

the area of professional responsibilities. The first is of course in maintaining

his or her own competence. The second, and in many ways the more difficult

one, is in the identification of incompetent, unethical, or immoral colleagues.

As George Bernard Shaw said almost a hundred years ago, ‘‘every doctor will

allow a colleague to decimate a whole countryside sooner than violate the

bond of professional etiquette by giving him away.’’123 The profession

encourages a sense of collegiality in students, residents, and practitioners.

Sullivan said that ‘‘a profession is a means of livelihood that is also a way of

life’’79 and collegiality is used in order to gain agreement on the common

goals involved in this way of life and to ensure voluntary compliance with

these goals.100 There is a strong sense of commitment to fellow physicians

who share the satisfactions and the stresses inherent in the practice of med-

icine. There is a reluctance to report them, even if their conduct carries

potential harm to patients and the public (see commentaries by Dorsey

and Meier).124 While this attitude has never been acceptable, current circum-

stances make it imperative that every physician realize that as professionals

they are responsible for the actions of their colleagues. They are ‘‘their broth-

er’s and sister’s keepers.’’125 The reasons why this responsibility must be

stressed at the present time is that the public has become aware of the

deficiencies of self-regulation. In all countries surveyed, the number of med-

ical errors causing harm or death to patients has been documented and is

unacceptably high.126 While there are certainly systems errors involved,

many errors are caused by incompetent practitioners and the public is aware
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of this. In the United Kingdom several well-documented failures of both

individual physicians and of the regulatory processes have caused the public

and the government to doubt the ability of the medical profession to police

itself.94,127,128 The U.K. government has recently introduced legislation with-

drawing many of the regulatory powers of the medical profession.129 In

this globalized world, no country can insulate itself from happenings else-

where. If we are incapable of regulating ourselves, external regulation will be

imposed upon us. This is why each individual physician must not tolerate

anything less than competence in their colleagues and must take appropriate

action when necessary. It is a primary professional responsibility.

The actions taken will depend upon the circumstances. Responsibility for

the protection of patients is shared. There is general agreement that the first

step is to deal directly with the colleague involved if there are not serious

personal contra-indications. Each chief of service is responsible for the activ-

ities on that service and reporting the colleague at this level is the next logical

step. Every accredited hospital will have a medical director or its equivalent

and there will be both quality control and disciplinary committees operating

under publicly understood bylaws. If none of these routes are available, or if

the colleague’s conduct is deemed to be egregious, reporting directly to the

licensing authority is the proper course of action. It goes without saying that

every physician whose conduct is being questioned has the right to be treated

fairly, taking note of the principles of natural justice and due process. However,

the primary concern must be the welfare of patients and the public.

The responsibility of every practitioner is to know the code of ethics which

should guide the behavior of all physicians, to understand what constitutes

a breach of this code, and to be knowledgeable about the most appropriate

actions which he or she should take when they become aware of a breach. In

addition, many individuals will be asked to serve on disciplinary committees

or will choose to become involved with the regulatory bodies. They then must

recognize that their primary obligation is to patients and the public.

Collegiality

The Charter states that it is a professional responsibility of physicians to ‘‘be

respectful of one another.’’ This involves a principle which was included in

the first versions of the Hippocratic Oath and which has been deemed to be

important ever since.130 It invokes the concept of collegiality, which is fun-

damental to the structure and organization of all professions and to the

identity of professionals.79,81,100 Collegiality gives a sense of ‘‘connected-

ness,’’ the awareness of sharing with others a feeling of being part of a larger

and interdependent whole, with a set of values and beliefs that give meaning
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to the practice of medicine. Other physicians are viewed as colleagues who

enjoy mutual respect and who can rely on each other to perform as they

should.

While collegiality is important to individual physicians, it also has impli-

cations for society, which relies upon the profession to utilize collegiality as

a means of agreeing upon the common goals of the profession and ensuring

compliance with them. In this way, the value system of the healer, which is so

essential to patients, becomes internalized and is manifested by professional

behavior.131 It is not possible to legislate commitment or altruism. They must

come from within the individual practitioner and collegiality is a powerful

force in bringing this about. It also creates the sense of obligation necessary

for physicians to be aware of the very real nature of their public roles and the

necessity of filling them.132,133

Team Medicine

Finally, this section of the Charter states that physicians must ‘‘work collab-

oratively to maximize patient care.’’ In contemporary terms, this means that

practitioners must function as members of a health care team which may

consist of physicians from their own or other medical disciplines and/or

other health care professionals. The days of the solo practitioner are

over.81,82,101 The complexity of contemporary medicine resulting from tech-

nology and subspecialization has meant that optimum patient care requires

the services of individuals from many disciplines. Physicians have a profes-

sional responsibility to be able to function in teams, to communicate with

other team members in a respectful fashion, and to understand the dynamics

of teamwork.134 All evidence indicates that this is what patients wish.135

Review of the Cases and Commentaries

The vignettes which have been chosen by the editors for this chapter high-

light many of the professional responsibilities included in the Charter and

can serve as essential aids in ensuring that students and residents understand

their professional responsibilities and are prepared to meet them. There is

general agreement that teaching professionalism at all levels includes two

essential steps which are separate but linked.136,137 In the first place, students

must understand professionalism, the nature of the obligations necessary to

sustain professional status, and the reasons for their existence. This could be

called the cognitive base and it must be communicated to students. The

Charter serves this purpose very well. However, if the teaching program is

limited to reading a section or listening to a lecture, the material will remain

largely theoretical and will not be incorporated into the professional identity
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of the future physician.138 It is necessary to provide opportunities for the

learner to reflect upon the issues in a safe environment, preferably before

he or she must address them in real life. There are several educational meth-

ods to ensure that this will take place and the use of vignettes is one of the

most powerful.139 It is particularly important that this occur during the teach-

ing of professional responsibilities because it is an area where the profession

is widely regarded as failing to meet its responsibilities78,81,82,88,94,97,127 and

because meeting these responsibilities often entails difficult personal deci-

sions or sacrifices.

The vignettes provided describe a variety of situations, but all include the

presence of common situations in which individual physicians are seen to

breach their professional responsibilities. This breach, when observed or

known, imposes often unpleasant responsibilities upon their colleagues

who have either observed the unprofessional conduct or are in positions of

responsibility for enforcing the standards of the profession. In using the

vignettes to promote reflection on the professional responsibilities of physi-

cians it is most important to identify the positive or negative characteristics

of professionalism illustrated in the situations described and to encourage

reflection upon them. Only when this has occurred should the individual or

groups engaged in the exercise be encouraged to outline what actions might

be taken. There is always a tendency to solve the problem first, which can

actually discourage discussion of the issues.

The contributors to this work who have discussed the individual vignettes

have covered the actions to be taken and this will not be repeated. The

vignettes will be discussed in terms of how they can be used to promote

reflection on the issues by students. The common threads are quite

straightforward. A student or health care professional fails to meet his or

her professional responsibilities. Most often patient care and the reputation

and collegial nature of the profession are threatened and individual physi-

cians must respond by participating in medicine’s self regulatory processes.

If no actions are taken, present and future patient care can be compro-

mised. This is unacceptable since the unprofessional behavior may con-

tinue, the integrity of medicine’s regulatory processes can be called into

question, and public trust in the profession will diminish. Furthermore,

other physicians may come to believe that they are entitled to behave in

a similar fashion. The reflective process should center on these common

themes.

The case commented on by Kavan and Potter (Chapter 2) involves a student

arrested for drunk driving and a classmate who becomes aware of it, and

ultimately it will involve physicians in an administrative capacity in the med-

ical school should the school be made aware of the incident. The student who
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was arrested has clearly failed to uphold the standards of the profession. The

classmate who is aware of the incident and those directing the medical

school have an obligation to participate in the process of self-regulation.

The classmate must report the incident and those physicians in the school

must take actions to ensure that the public will not be harmed in the future.

The case commented on by Kairys and Yingling (Chapter 2) involves a res-

ident who performs a cursory physical examination and then lies in commu-

nicating its results. Patient welfare is endangered, professional competence is

questioned, and the resident is dishonest. Again, the student must take action

and the chief of the department of surgery must react.

Another case in this chapter involves a physician who fails to maintain

appropriate relations with a patient. As pointed out by Coulehan and Snyder,

this violates an age-old injunction found in the Hippocratic Oath. The dis-

cussion should involve an elaboration on the vulnerability of patients, barrier

issues, and power differential between patients and physicians. In today’s

complex world reflection on these issues is extremely important.

In the case considered by Brent and Vidmar in this chapter, the pediatric

allergist who gives testimony in an area where he is not competent violates

the principle of the primacy of patient welfare and his own commitment to

professional competence. He is not upholding the professions commitment

to scientific knowledge and he is in conflict of interest, placing his own

financial welfare above that of the patient. Several specialties have already

issued guidelines indicating that this is wrong and this should serve as the

focus of discussion.

Albritton and Hadad reflect on the physician who treats his own family and

is ignoring the widely recognized fact that one should not be involved in the

care of someone to whom one is emotionally attached. This issue is covered

in codes of ethics and the vignette in this chapter nicely illustrates this.

The nursing director who must cope with an abusive surgeon who is crit-

ical of other members of the health care team presents an all too familiar

problem (discussed by Yeo and Swan in this chapter). The surgeon ignores

patient welfare and does not recognize the necessity to function as a member

of a team. This certainly will contribute to a decrease in the quality of care

and will undoubtedly damage expensive instruments and thus endanger the

just distribution of finite resources. Finally, and most importantly, he fails to

uphold the collegial nature of medicine. This vignette should lead to a rich

discussion of these issues.

Finally, the case involving the orthopedic surgeon who does not wish his

patient to be anticoagulated is similar. The discussion should stress the pri-

macy of patient welfare and an individual’s commitment to professional

competence and scientific knowledge. The obligation to respect one’s
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colleagues on the health care team and to maintain the collegial nature of the

profession is covered by Kane and Brigham in this chapter.

Closing Comments

It seems appropriate to close this chapter on professional responsibilities

with a quote from an eminent sociologist who believes that professionalism

is of fundamental importance, not only to the medical profession itself, but to

society. Sullivan has written that ‘‘neither economic incentives, nor technol-

ogy, nor administrative control has proved an effective surrogate to the com-

mitment to integrity evoked in the ideal of professionalism.’’79 In attempting

to meet their professional responsibility in an exemplary fashion, physicians

must constantly strive to maintain this integrity.
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Appendix: Cases by Specialty

A. Adult primary care – cases are found in the following chapters: patient

welfare, patient autonomy, honesty with patients, managing conflicts

of interest, and commitment to professional responsibilities. Cases

are also found in Chapter 2 under social justice and improving quality

of care.

B. Internal medicine – cases are found in the following chapters: patient

autonomy (oncology), patient autonomy (nephrology), social justice

(cardiology), patient confidentiality (infectious disease), improving

quality of care (gastroenterology, endocrinology, hospital medicine),

and professional responsibilities (pulmonary medicine). Cases are

also found in Chapter 2 under patient autonomy, maintaining appro-

priate relations with patients, and commitment to a just distribution

of finite resources.

C. Obstetrics and gynecology – cases are found in the following chapters:

patient welfare, social justice, patient confidentiality, improving qual-

ity of care, managing conflicts of interest. Cases are also found in

Chapter 2 under social justice, maintaining appropriate relations with

patients, and honesty with patients.

D. Pediatrics – cases are found in the following chapters: patient welfare,

patient autonomy, social justice, honesty with patients, patient con-

fidentiality, and professional responsibilities. Cases are also found in

Chapter 2 under patient welfare, and patient confidentiality.

E. Psychiatry – cases are found in the following chapters: patient welfare,

patient autonomy, social justice, honesty with patients, patient con-

fidentiality, and improving quality of care. Cases are also found in

Chapter 2 under patient welfare, managing conflicts of interest, and

professional responsibilities.

F. Surgery – cases are found in the following chapters: patient welfare,

social justice, honesty with patients, and managing conflicts of interest.
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Cases are also found in Chapter 2 under patient autonomy, commit-

ment to scientific knowledge, and professional responsibilities.

G. Neurology – cases are found in the following chapters – social justice,

honesty with patients, patient confidentiality, and professional

responsibilities.

H. Emergency medicine – cases are found in the following chap-

ters: patient welfare, improving quality of care, and professional

responsibilities.
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