
Should you or shouldn’t you?
What to do when parents 
ask you to keep secrets
Counseling, support for family can resolve conflicts

When parents of a critically ill child ask a
physician to withhold information from
the patient, it usually indicates the family

needs help coming to terms with the illness. This
should be resolved with support and counseling —
not a called meeting with the ethics committee, say
experts in pediatrics and ethics.

“I don’t see it happen that much anymore. When
I first started, it was a fairly typical approach that
families didn’t want kids to know about a really
bad diagnosis,” says David Gerber, PhD, adminis-
trative director of patient and family services and
chair of the ethics committee at All Children’s
Hospital in St. Petersburg, FL. “But if it does hap-
pen, it is usually not as much of an ethical issue as
many people think it is. What it is signaling is an
issue that needs to be worked on in that family.”

Parents may still be in denial about the serious-
ness of their child’s condition. They may be dealing
with feelings of anger at themselves or caregivers for
not being able to heal the child, or guilt for having
“allowed” the child to become sick. Or in cases of
children with an illness that may carry social stigma,
such as HIV or AIDS, the parents may want to pro-
tect the child from harmful actions by others, says
Mali Mann, MD, a child psychiatrist and psychoana-
lyst and member of the clinical faculty at Stanford
University Medical Center in Palo Alto, CA.

“In cases such as HIV, the family itself may be
very isolated or feel very isolated,” she notes. “If a
parent is infected, he or she may be dealing with his
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or her own illness and feelings of shame and iso-
lation, and may want to keep that information a
secret, even from the child.”

Some parents simply want to protect their chil-
dren from the emotional burden that comes with
having a serious medical condition or to feel sig-
nificantly “different” from their peers, says Joel
Frader, MD, professor and interim division head
of general academic pediatrics at Northwestern
University Medical School in Chicago. Frader
also serves as chair of the ethics committee at
Children’s Memorial Hospital, also in Chicago.

In addition to children with life-threatening or
chronic medical conditions, Frader has encoun-
tered parents who did not want their children to
know they had other conditions, such as epilepsy.

“It is not a request that is received every day,”
he says. “But certainly, it isn’t a rare occurrence.”

Counseling should resolve conflicts

In general, getting the parents and, if possible,
other family members together to discuss these
issues will lead to the parents’ decision to tell the
child about his or her medical condition, say
Mann and Gerber.

“It is often helpful to sit down and have a con-
ference with the parents and physician, perhaps
with the help of a psychiatrist or analyst or coun-
selor to address their particular concerns,” says
Mann.

In cases where the family feels isolated from
the community, or is afraid of the reactions of the
child’s peers at school, counselors can talk about
ways that the family can get support or ways that
the child’s condition can be communicated to
school officials to maintain confidentiality. And,
they can help the parents and child determine
how they want to communicate information
about the child’s illness to other people.

It should be emphasized to parents, however,
that withholding the knowledge that the child
has a serious illness, or may even in fact be dying,
robs the child of having a voice in medical deci-
sions that are made about his or her care. Further,
withholding the truth can diminish or destroy the
child’s trust in parents and caregivers.

“In 90% of the cases that I have seen, the child
already knows by the time he or she is told [of
the diagnosis],” says Frader.

Children are very perceptive, agrees Gerber,
and, if they are ill or they are often in a hospital
or other health care setting and see serious dis-
cussions between their parents and caregivers,
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they will pick up cues about their condition.
“When they are all of a sudden involved in treat-
ment plans that are having some pretty harsh
effects on them, or when they begin to start feel-
ing really, really lousy, nine times out of 10, they
will ask questions.”

Cultural considerations

Sometimes a family’s cultural background will
preclude caregivers from giving medical informa-
tion to children, says Gerber.

“What we were talking about before is from a
fairly homogenized, Americanized value sys-
tem,” he explains. “Our expectation is that, of
course, kids need to be told what the diagnosis is.
But, when we see families from other cultures —
we are an international referral center — we have
some who come from a very maternalistic or
paternalistic society, in which the expectation is
that we will deal only with the parent and the
parent will communicate to the child what they
want the child to know.”

This may often cause major disagreements
between the physician’s, caregivers’, and the
parents’ wishes.

“Then, we run into a problem and the ethics
committee gets consulted,” he says. “Then it is a
matter of trying to decide, not what is globally
right, but what is right for that particular family.”

While efforts should be made to argue the ben-
efits of informing the child, ultimately, caregivers
should not supersede their wishes over the wishes
of the parents in any situation, including families
with different cultural backgrounds, he says.

“The position that we take is that families, hav-
ing existed well with their coping measures before
they came to this hospital [and] in order for them
to live well after they leave here, how can we go
in and change their value system to make it match
our own, just so that we can feel more comfortable
about doing something?” he asks.

Even when children are told of their diagnosis
and/or that they are terminally ill, it is important
the information be communicated in a way that is
appropriate to the child’s age and allows the child
to understand his or her situation, without over-
whelming or frightening the child, say experts.

“The idea of death, kids as young as 4 to 7 can
begin to grasp that,” says Jacqueline Ater, MA, 
a Rochester, NY-based speech pathologist and
consultant who helps physicians and caregivers
communicate with patients’ families. “When you
look at someone who is 12 or 13, we are really

beginning to think about [that person] as a young
adult. You need to determine the information
capacity of the child you are talking about.”

Considering the level of vocabulary, tone of
voice, and speech patterns that are used is very
important, she adds. “The information capacity 
of the child guides you in deciding what type of
language that you use; you may just use simple
phrases and short sentences with a younger child,
but as you get to adolescents and teen-agers, you
can use complex sentences with a lot more, ‘ifs,’
‘whens,’ and ‘buts.’”
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CMEquestions
1. According to Jeffrey Botkin, MD, professor of

pediatrics and medical ethics at the University of
Utah in Salt Lake City, use of stored biological
materials would likely come from residual new-
born screening samples that test for:
A. hyperthyroidism.
B. phenylketonuria.
C. sickle cell disease.
D. all of the above

2. According to C. Ben Mitchell, PhD, senior fellow
with the Center for Bioethics and Human Dignity
in Bannockburn, IL, stored biological materials
already exists for certain populations, including:
A. forensic medicine.
B. convicted sex offenders.
C. military and federal personnel.
D. all of the above

3. According to David Gerber, PhD, administrative
director of patient and family services and chair
of the ethics committee at All Children’s Hospital
in St. Petersburg, FL, parents of a critically ill
child who ask physicians to withhold information
usually signals:
A. problems within the family.
B. problems with a religious belief.
C. problems with insurers.
D. all of the above

4. Parents of critically ill children who wish to hide
the illness from the child, according to Mali Mann,
MD, a child psychiatrist and psychoanalyst and
member of the clinical faculty at Stanford Univer-
sity Medical Center in Palo Alto, CA, may do so
because:
A. they are still in denial of the disease.
B. they are angry with themselves or at 

caregivers.
C. they feel guilty for the child’s illness.
D. all of the above



Who communicates the information also is
important. If a physician wants to talk to the
child, it may be advisable to have other care-
givers that the child feels comfortable with be
present as well.

“Usually, there is someone on the care team
that the child has especially bonded with, and
that person may be able to help,” she notes.

The clinicians also should be prepared to read
nonverbal cues from the child to determine
whether the child is processing the information or
is becoming confused, overwhelmed, or frightened.

“You may want to stop periodically and ask
questions, like, ‘Do you understand what I am
saying?” she notes. “You need to remember to
check in with the child to see how well they are
handling what you are saying.”

Ideally, telling a child about his or her condi-
tion is a process that takes place over time, so that
information is meted out in manageable doses as
the child becomes ready to receive it, she adds.

Gerber recommends asking children questions
about how they feel about their condition, about
the care they are receiving, and if they have any
questions for the doctors or nurses.

“What kids are most afraid of, they tell us, is
what they do not know,” he says. “What they
want to know is what they are going to be asking.
If we avoid that answer, if we try to sugarcoat it,
if we try to handle it in a way that is outside their
developing value system, we are only going to
increase their fear level.”

And, even though it’s important to be honest
with children about their diagnosis, it also is
important to communicate that information
gently, he says.

“Even with a 14- or 15-year-old who is fairly
mature, if you tell them, ‘The doctors have done
all they can for you, there is really no hope that
you can survive this.’ If you do it in a way that is
really heavy-handed, the kids can give up,” he
warns.

“They can just decide to stop living at that
point. But, there are a lot of kids in terminal stages
who continue to go to school and may have very
specific goals about getting to one more prom, or
they may want to see a sibling do something very
special. It is not so much a medical ethics issue as a
family care issue. Don’t presume or assume what a
family needs, you need to assess,” explains Gerber.

Although a lot of attention is paid to family
problems with talking to children about terminal
illness, a major barrier may be clinicians them-
selves who are unwilling to accept that the child

is dying, says Gerber.
“I am close to a number of pediatricians, and I

know that they got into medicine to help children
get better,” he explains. “When kids die, is that a
failure of medicine? Is it a personal failure? That
is an issue.”

The nation’s health care system has not done a
good job of dealing with end-of-life issues in chil-
dren, and many physicians have difficulty “giving
up” and switching from curative care to palliative
care, Gerber believes. “Very often, the children are
there first [in terms of acceptance], the moms and
dads get there second, and the physicians get there
third in terms of saying, ‘Enough is enough.’”

Some of the ethics consultations in the hospital
have involved children and parents who were
ready to stop pursuing a cure and physicians
who still wanted to try, he adds.

“If clinicians would be aware of that, and rec-
ognize that a child’s dying is not a failure of
medicine. And, no matter how good we are pro-
fessionally or medically or as a facility, some
kids are still going to die,” Gerber says. “Until
we get over our egocentricity that we should be
able to cure everything, we are going to have 
a difficult time talking about this.”  ■

Stored tissue samples:
Gold mine or land mine?
Bioethics policies not keeping pace with technology

Hospitals across the country may be sitting on
a research gold mine and not even know it.

Thanks to the “mapping” of the human genome,
stored blood and tissue samples from patient
screening and research projects could provide a
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wealth of information to researchers studying the
links between genetic mutations and disease.

“An interesting area that may be of particular
importance is the issue of residual newborn
screening samples,” explains Jeffrey Botkin, MD,
professor of pediatrics and medical ethics at the
University of Utah in Salt Lake City.

Every baby born in the United States has a blood
sample taken so that the baby can be screened for a
number of diseases. Although the particular tests
vary from state to state, most include a screening
for hyperthyroidism, phenylketonuria, and sickle
cell disease, among other things.

“You virtually never use up all of the sample in
conducting the tests,” Botkin continues. “So, they
may sit around. Laboratories may use them to
recheck their instruments for quality control. But,
they are also sitting there and available for testing
a wide variety of things. Some states in the past
have used them to anonymously screen for HIV
prevalence in the population. They could poten-
tially be an extremely valuable resource to look
for prevalence of genes or infections or environ-
mental exposures.”

Is consent even necessary?

Although most hospitals currently are not set
up to allow researchers access to the tissue sam-
ples, the fact that they exist raises questions about
whether these samples could be used in genetic
research.

Should hospitals go back to individual parents,
or the now-adult donors themselves, for consent
to use these samples in research? Or, since the
samples are considered the property of the institu-
tion maintaining them, is consent even necessary?

These screening samples represent just a frac-
tion of the massive amount of stored tissue sam-
ples that could potentially be available to outside
researchers, say Botkin and others.

“We have the gathering of information for
forensic purposes, storing blood and tissue sam-
ples of convicted sex offenders, for example,”
adds C. Ben Mitchell, PhD, senior fellow with
the Center for Bioethics and Human Dignity in
Bannockburn, IL. Mitchell also is an assistant pro-
fessor of bioethics and contemporary culture at
Trinity Evangelical Divinity School and Trinity
International University in Deerfield, IL.

“Also, information from federal employees and
military personnel. All of that information is either
available or might be available out there. I don’t
want to sensationalize the issue. But, all of those

samples from military personnel and federal
employees are stored somewhere inside the
Beltway.”

Large databases of genetic information are
valuable to researchers because they would allow
them to study a certain prevalence or occurrence
of a genetic trait across a large population, often a
population about which significant demographic
data already were collected.

At the same time, this also means that very spe-
cific information about large numbers of individu-
als has the potential to become public, points out
Mitchell.

“The specificity of our genetic information, the
fact that it can be used to identify an individual,
kind of raises the stakes,” he explains. “It is not
just that we are tracing the incidence of breast
cancer now. It is that, at some point, we might be
able to go down the line and see exactly who that
was who had the breast cancer. That would be a
potential violation of privacy.”

There already have been instances of what many
ethicists would consider to be wrongful use of
information gained through genetic testing, says
Mitchell. Which means that as the amount of stored
genetic information becomes more easily available,
the potential for abuse increases exponentially.

“That fact demands that we begin to think
about how we will use that information, and how
we will protect patients’ rights with respect to
that information,” he says. I think it would be
naïve to assume there won’t be a lot of people
who want access to the information.”

A precedent-setting lawsuit in California,
Moore v. Regents of University of California, set a
benchmark in determining what rights individu-
als have with respect to blood and tissue samples
after they’ve been collected. The ruling had an
enormous impact on research and development
of genetic therapies and diagnostic tests.

A California man, John Moore, was being treated
by his physician for hairy-cell leukemia, explains
Botkin. His physician, however, also was an inves-
tigator. The physician developed and patented a
cell line from Moore’s blood and tissue samples.

“There were some questions raised about
whether additional blood samples were taken
that were not necessary for medical care,” Botkin
continues. “At any rate, the investigator ended
up getting a patent for a cell line and a relatively
lucrative commercial product. Moore found out
about it and sued for a share of the profits.”

In 1990, the California Supreme Court ruled that
Moore no longer had property rights to his genetic
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information. However, it also ruled the physician
should have gotten his informed consent before
collecting information for research purposes.

“Investigators had an obligation to inform
research subjects that their materials might be
used in the development of a commercial prod-
uct,” Botkin explains. “If they wanted to opt out,
then they could. It came down to more of a con-
sent issue rather than an ownership issue.”

Since that time, a number of research projects
started including standard language in their
informed consent documents stating that infor-
mation obtained from tissue samples may be
used in the development of a commercial prod-
uct, but that the donor won’t have a share in the
profits of that development.

“It seems clear, at this point, that samples that
enter a laboratory are no longer owned by their
source,” he says. “But, people should still have
the option of opting in or out of the research.”

Allowing research using anonymous samples

But what about tissue samples already col-
lected and stored?

The National Bioethics Advisory Commission
(NBAC) examined the issue in depth, says
Botkin.1 And its conclusion, and the way that
most institutions have decided to handle that
issue is by unlinking the tissue samples from
identifying information about the donors or tis-
sue source, which eliminates the privacy risk to
the individual, he says.

“Thus, the donor no longer becomes a human
subject as far as institutional review boards [IRBs]
are concerned,” he explains. “Now, the IRB may
be interested in reviewing your protocol for
unlinking the information. But I think that has
been a good route to reduce concern.”

The potential for unlinked information to still
stigmatize large populations however remains
and has yet to be dealt with, Botkin adds. “For
example, you know your samples are from an
African-American or Native American popula-
tion. You may find certain traits that are more
prevalent in that population than others. You can
potentially stigmatize the whole population even
though individuals have been protected.”

Use of linked or coded samples — samples
maintained with the identifying information
from the source — for new research projects
that the donors did not consent for is now very
much “frowned upon” by the research commu-
nity, Botkin says. “If you want to use linked

samples, re-consenting seems to be the appro-
priate way to go.”

Some researchers attempt to address the issue
of future uses of genetic information by including
statements in the informed consent process for
one study, which asks the participant to consent
to use of the samples and information in future
studies.

“That’s the remaining area with the most con-
troversy right now,” Botkin says. “Basically, the
question is whether people can sign away their
consent to future research on identifiable sam-
ples.” Can, for example, a researcher reasonably
ask a person to allow his or her identifiable sam-
ple to be used for whatever purpose it could pos-
sibly be used for?

“NBAC split on that,” he says. “Some people
said that if people are informed and can make the
choice to allow their sample to be used for any-
thing that is their prerogative. But, others felt that
you really cannot give informed consent for
research unless someone tells you exactly what
the research is that the tissues are going to be
used in.”

Botkin agrees informed consent requires a par-
ticipant to know and understand the information
and effects of a particular study. “I think it is rea-
sonable to ask folks, for example, ‘Can we use
your sample for this study involving cancer
research and other cancer research studies?’” 
he says. “But, to turn that around and use it 
for Alzheimer’s research without going back for
additional consent, I don’t think is reasonable.”

It is also impossible to know, given the cur-
rent pace of genetic research discoveries, exactly
what kinds of information we may be able to
extract from tissue samples in the future, adds
Mitchell. Therefore, any sort of “blanket” con-
sent is invalid.

“There is a time span problem in that in 2001
we are not able to determine or predict what we
might be able to test for in 2050,” he says. “We
need to be as scrupulous as possible in protecting
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that information because we do not know what
information might be able to be gathered in the
future.”

Some ethicists have gone even further, arguing
that study participants — and even patients sub-
mitting to medical testing — should be able to
mandate that their biological samples and infor-
mation be destroyed, Mitchell adds. “Not only
must I be able to give consent for a particular test
that might include a genetic screening or gather-
ing of genetic information, and consent specifi-
cally to that particular use and to no other, it may
also be possible for me to say that I want my sam-
ple destroyed after that information is gathered
so that it is not stored somewhere.”

That raises more questions about the rights
patients have to their genetic information, and
about how much information can be obtained
even after the tissue sample is destroyed, he
continues. “We need biologists to tell us the
answer to that. How much information are 
we able to gather right now that is above and
beyond what is needed for a particular test and
what is the best way for that information to be
protected.”

Unfortunately, say both Botkin and Mitchell,
bioethics policy is falling behind the pace of sci-
entific advancement, creating the potential for
abuses of genetic information on a large scale.

The NBAC has done a lot of work in this area
and written position papers and recommenda-
tions, says Botkin. But, the Department of Health
and Human Services’ Office for Human Research
Protections has not released any formal policies
or standards to govern hospital ethics committees
or IRBs.

“We are stretching our existing structures
almost to the breaking point,” says Mitchell.
“These new technologies are going to demand
our rethinking [of] our regulation and policy
because the potential power of these technologies
for gathering information is of a magnitude
greater than we have possessed in the past.”

(Editor’s note: The National Bioethics Advisory
Commission’s report, Research Involving Human
Biological Materials: Ethical Issues and Policy
Guidance, is available on the commission’s web site:
www.bioethics.gov.)

Reference

1. National Bioethics Advisory Commission. Research
involving Human Biological Materials: Ethical Issues and Policy
Guidance. Vol I. Rockville, MD; 1999. ■

Is your ED putting 
patients in danger?
EDs are on the verge of nationwide crisis 

Is your emergency department (ED) going on
diversion throughout the entire year instead of

just the flu season? Are your diversion rates at an
all-time high? When your ED is not able to go on
diversion, do you feel that the overcrowded con-
ditions are potentially unsafe and unethical for
patients?

If your answers to these questions are “yes,”
circumstances in your ED reflect a growing
trend that can endanger patients, says Alan C.
Woodward, MD, FACEP, chief of emergency ser-
vices at Emerson Hospital in Concord, MA.

“The system is under significant duress and on
the verge of crisis,” Woodward warns. “This is
going to continue to get worse and worse.” Despite
taking steps to address the problem, ED managers
report record increases in diversion rates and may
turn to ethics committees for help.

The problem is receiving attention from medical
groups, too, such as the Chicago-based American
Hospital Association (AHA). AHA president Dick
Davidson, MD, announced recently that ED diver-
sions are part of AHA’s 2001 Advocacy Agenda
and the association’s commitment to seeking regu-
latory relief to improve patient care.

According to Davidson, ED diversions are the
result of a larger health care problem including
more patients, fewer beds due to mergers, and
fewer nurses and support staff. “Hospitals are
overregulated. We need to be taking care of peo-
ple and not taking care of paper,” says Davidson.
He pointed out that a number of legislative and
funding issues have hurt patients’ access to qual-
ity care — namely Medicare reimbursements and
lack of medical insurance.

You can’t stop patients from coming

“Last summer, our diversion rate was almost
as high as the previous winter,” says Woodward.
“In the last eight months, there were only three
days when not a single hospital in eastern
Massachusetts was on diversion.”

The ED at Massachusetts General Hospital in
Boston is on ambulance divert up to 45 hours per
week, says Alasdair Conn, MD, FACEP, chief of
emergency medicine.
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“However, ambulance divert merely slows but
does not stop the flow of ambulances into the ED,”
he notes. “Physicians continue to ask patients to
come to the ED for evaluation and management.”

When more than three hospitals are on ambu-
lance divert, the 911 center opens all of them, says
Conn. “This really puts a strain on the ED and is
putting patients in danger,” he adds.

Often, even though the situation in the ED is
recognized as unsafe due to overcrowding, hospi-
tals are being denied diversion or are told they
must go off diversion, because there is no place 
to divert patients to, Conn says.

The nursing shortage has compounded the prob-
lem, adds Woodward. “The shortage is particularly
acute here. Even though we have closed half of the
hospital beds in the state, most hospitals can’t even
fully staff the remaining beds they have,” he says.

Here are effective practices implemented at
EDs to address the problem of diversion:

• Decrease patients’ overall length of stay.
Do everything possible to process patients

faster, which makes room for the next patient,
urges Conn. “We have analyzed patient delays to
find out where the road blocks are,” he reports.

At Massachusetts General’s ED, a satellite lab
was opened to improve lab turnaround times, 
with the goal of staffing it around the clock, he
says. “Also, radiology was identified as a bottle-
neck, so a second helical CT scanner was installed,”
Conn adds.

However, the ED can’t solve the problem alone
— length of stay must be decreased hospitalwide,
advises Conn. “Every one-tenth of a day decrease
in overall length of stay opens up 12 new beds,”
he says. Conn recommends transferring patients
to subacute facilities when appropriate and hiring
additional nurses for the intensive care unit.

• Use hard data as leverage to add additional
staff.

At Massachusetts General, nursing and physi-
cian workloads were analyzed with a national
benchmarking database from the San Rafael, CA-
based QuadraMed Corp., reports Conn. “This is a
tool that is used elsewhere in the hospital and by
many other hospitals in the U.S., so we are able to
use the data for benchmarking,” he notes.

It was determined the ED nurses were putting
in workloads equivalent to 150% of the nursing
workload at similar institutions, says Conn. “We
were working at a ‘high-risk’ percentage,” he says.
“It’s no wonder we had a high turnover rate.”

To bring the percentage down, the ED added
20 more full-time equivalents, including two ED

physicians, says Conn. “We argued that one can-
not add nurses without adding more administra-
tive positions — we asked for 22, but were given
eight — and more physicians,” he adds.

Conn also has used work-related value units
(WRVUs) to compare the physician workload with
benchmarks from the Lansing, MI-based Society
for Academic Emergency Medicine. “Although
provisional, the annual benchmarks for emergency
medicine are about 4,000 WRVU per year,” he
notes. “Our physicians are working at over 6,000.”

• Redirect physician responsibility.
The ED at Massachusetts General has a trauma

acute area with 10 beds, a general area with 16
beds, five pediatric beds, and a fast-track area.
Recently, a rapid diagnostic unit with six moni-
tored beds opened.

“We asked that the attending physicians for
our other areas now cover these additional moni-
tored beds,” says Conn.

Patients are now triaged as needing a monitored
bed in the waiting room, says Conn. “Although
emergencies, these are not usually life threatening
— abdominal pain with stable vitals,” for exam-
ple,” he adds. “We may have 10 or even 20 patients
at a time in this category. So there is a risk that they
may have to wait hours and become unstable.”

The additional ED physician resources are
used to relieve the other attending staff, treat the
patients in the rapid diagnostic unit, and manage
these patients at triage, says Conn. “This new
position can also initiate labs or X-rays and pro-
vide screening exams,” he explains.

• Use an algorithm.
Using a “diversion decision diagram” enables

you to focus on necessary activities when you are
already very busy, says James J. Augustine, MD,
FACEP, CEO of Premier Health Care Services, a
Dayton, OH-based physician management group
that provides ED staffing and consulting. “You
must have a policy, and you must have an expe-
ditious process to carry it out,” he stresses. (See
Diversion Decision Diagram, p. 46.)

Augustine recommends including the follow-
ing key points in your policy:

— What group of patients is being diverted?
— Are they being diverted to someplace in

particular?
— How long will it last?
— Is this diversion consistent with hospital

policy and justified by patient care needs (and
therefore not an Emergency Medical Treatment
and Active Labor Act issue)?

— When and how will diversion status end?
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• Address diversion as a hospital problem.
In the Boston area, the number of acute care

beds decreased by 35% over the last 10 years, so
hospitals are running at very high occupancies,
reports Conn.

Because of high diversion rates, a Massachusetts
state task force on diversion developed a series of
best practices that area hospitals have adopted.
Here are some examples that affect the ED, but
involve other departments:

— implementing written hospital operational
procedures for identifying, monitoring, and man-
aging ED diversions;

— establishing plans and systems for tracking
and maximizing the utilization of beds and staff;

— listing specific hospital contracts authorized
to convey information regarding status of ED
diversions and transfer receiving capability;

— establishing communication and coordina-
tion agreements or protocols with other hospitals
and pre-hospital providers in the service area.

To reduce diversion rates, the ED requires buy-in
from administration and other departments, Conn
insists. “Our hospital CEO realizes that this is a
hospital problem, not an ED problem,” he says.  ■

Avoid diversion by looking
outside of your ED
Do investigative work first

If your ethics committee is serious about avoid-
ing emergency department (ED) diversion, look

outside the four walls of your ED.
“You need to know how busy the paramedics

are and what the status is at other EDs,” says
Edwin Homansky, MD, FACEP, chief of staff for
the ED at Valley Hospital in Las Vegas. “ED man-
agers must know what’s going on at the other
facilities to know how busy you’re going to get.”

Much better use of available information and
demand planning systems is needed, says James J.
Augustine, MD, FACEP, CEO of Premier Health
Care Services, a Dayton, OH-based physician man-
agement group that provides ED staffing and con-
sulting. He recommends using a system for bed
status management, used by the hospitals, the
major payers, and the general medical community.

“This would allow the regional health system
to operate at a more efficient level while still
enabling the community to access excellent care
at peak demand times,” Augustine says.

A bed status management system was success-
fully introduced in several metropolitan areas,
reports Augustine. “The status of key commu-
nity resources is communicated to providers,” 
he explains.

Here are ways to avoid diversion by increasing
awareness of community resources:

• Address underlying problems with emer-
gency medical services (EMS) and ED capacity.

When developing a strategy to reduce diver-
sion, answer the following questions about ED
and EMS capacity, recommends Augustine:

— Are these two resources able to manage
demand for services 95% of the time?

— Would greater capacity in one or both be
able to buffer demands so that diversions are not
necessary?

— Can the hospital better manage existing
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For more information about revising or adapting your
diversion policy, contact:
• James J. Augustine, MD, FACEP, CEO, Premier

Health Care Services, 8111 Timberlodge Trail, Dayton,
OH 45458. Telephone: (937) 435-1072, ext. 102. Fax:
(937) 435-8626. E-mail: jaugustine@phcsday.com.

• Alasdair K. Conn, MD, FACS, Massachusetts General
Hospital, Emergency Services, 55 Fruit St., Boston,
MA 02114. Telephone: (617) 724-4123. Fax: (617)
726-9202. E-mail: aconn@partners.org.

• Alan C. Woodward, MD, FACEP, Emergency Services,
Emerson Hospital, 133 Ornac, Concord, MA 01742.
Telephone: (978) 287-3690. Fax: (987) 287-3674. 
E-mail: woodward@massmed.org.

Guidelines for Ambulance Diversion are available from the
Dallas-based American College for Emergency Physicians
(ACEP). The guidelines were published in October 1999 as
a policy resource and education paper (PREP) to supple-
ment ACEP’s January 1999 policy statement on ambulance
diversion. Single copies are free. To order a copy of the
policy statement or the PREP guidelines, contact:
• American College of Emergency Physicians, 1125

Executive Circle Drive, Irving, TX 75038-2522.
Telephone: (800) 798-1822, ext. 6, or (972) 550-0911.
Fax: (972) 580-2816. E-mail: pubsorder@acep.org.
Web: www.acep.org. For the January 1999 policy state-
ment, click on “Policies/Resources” and then “ACEP
Policy Statements.” Click on “List all policy statements”
and scroll down to “Ambulance Diversion.” For the
October 1999 guidelines, click on “PREP available.”

S O U R C E S  A N D  R E S O U R C E S

(Continued on page 47)
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capacity or resources (for example, the CT scan-
ner) so that those resources will be available
when peak demands occur?

— Can more of the tightest resources, such as
cleaning staff to prepare rooms between patients,
be strengthened?

— Can the hospital use information systems to
predict peak times and then staff for them?

— Are there regional pools of resources that
can be used more effectively?

• Defer patients or get them to alternative
environments.

Some patients who are going to be admitted
might be able to be managed with home care or
direct admission to a nursing facility, suggests Alan
C. Woodward, MD, FACEP, chief of emergency ser-
vices at Emerson Hospital in Concord, MA.

“We use our transitional care unit to place
patients in nursing homes,” he says. The thresh-
olds change as it gets more desperate.”

Shortages of hospital beds might need to be

addressed by using a broader base of beds in the
community, says Augustine. “This pool of beds
would have to be staffed by a competent and flex-
ible set of hospital employees, who would be pro-
viding services in a nontraditional environment.” 

The hotel and extended care facilities in a
community may be the best source of excess
capacity for the acute health care system, sug-
gests Augustine.

At the peak of the viral season three years ago,
the Dayton area had many of its hospitals at or
near diversion status, with EMS units held in the
field waiting to find which hospital was open to
take a patient, recalls Augustine.

“The EDs were thrust into a leadership posi-
tion,” he says. “My first calls were to the local
Marriott hotel for their availability of beds in their

April 2001 / MEDICAL ETHICS ADVISOR ® 47

Medical Ethics Advisor® (ISSN 0886-0653) is published monthly by
American Health Consultants®, 3525 Piedmont Road, Building Six, Suite 400,
Atlanta, GA 30305. Telephone: (404) 262-7436. Periodical postage paid at
Atlanta, GA 30304. POSTMASTER: Send address changes to Medical Ethics
Advisor®, P.O. Box 740059, Atlanta, GA 30374.

American Health Consultants® designates this continuing medical educa-
tion activity for up to 15 credit hours in category 1 toward the Physician’s
Recognition Award of the American Medical Association. Each physician
should claim only those hours of credit that he/she actually spent in the edu-
cational activity. 

American Health Consultants® is accredited by the Accreditation Council
for Continuing Medical Education (ACCME) to provide continuing medical
education for physicians. 

Opinions expressed are not necessarily those of this publication. Mention
of products or services does not constitute endorsement. Clinical, legal, tax,
and other comments are offered for general guidance only; professional
counsel should be sought for specific situations.
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcpub.com).
Editorial Group Head: Leslie Coplin, (404) 262-5534,

(leslie.coplin@ahcpub.com).
Managing Editor: Kevin New, (404) 262-5467, (kevin.new@ahcpub.com).
Contributing Writer: Cathi Harris.
Production Editor: Nancy McCreary.
Copyright © 2001 by American Health Consultants®. Medical Ethics
Advisor® is a registered trademark of American Health Consultants®. The
trademark Medical Ethics Advisor® is used herein under license. All rights
reserved. 

Editorial Questions
Questions or comments?

Call Kevin New at (404) 262-5467.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291, 
(customerservice@ahcpub.com). Hours of operation: 8:30 a.m. -
6 p.m. Monday-Thursday; 8:30 a.m.- 4:30 p.m. Friday.
Subscription rates: U.S.A., one year (12 issues), $399. With CME: $399.
Outside U.S., add $30 per year, total prepaid in U.S. funds. Two to nine
additional copies, $319 per year; 10 to 20 additional copies, $239 per year.
For more than 20, call customer service for special handling. Back issues,
when available, are $67 each. (GST registration number R128870672.)
Photocopying: No part of this newsletter may be reproduced in any form
or incorporated into any information retrieval system without the written
permission of the copyright owner. For reprint permission, please con-
tact American Health Consultants®. Address: P.O. Box 740056, Atlanta,
GA 30374. Telephone: (800) 688-2421. World Wide Web: http://www.
ahcpub.com.

Teleconference I: Infection Control
Tuesday, May 22, 2001, at 2:30 p.m. EST

Presented by JCAHO Experts:
Ona G. Baker Montgomery, RN, BSN, MSHA, CIC and

Patrice Spath, RHIT  
Teleconference II: The Emergency Department

Tuesday, June 26, 2001, at 2:30 p.m. EST
Presented by JCAHO Experts:

Kathryn Wharton Ross, RN, MS, CNAA, BC and
Patrice Spath, RHIT

Teleconference III: Outpatient Surgery
Tuesday, July 24, 2001, at 2:30 p.m. EST

Presented by JCAHO Experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT

Continuous survey readiness isn’t just the latest trendy term in accreditation
circles — it’s become an imperative. Gearing up at the last minute for a
survey by the Joint Commission on Accreditation of Healthcare Organizations
was never a very good idea, but with imminent changes coming — both in
standards and in the survey process itself — it’s more important than ever for
your department to be in a state of constant compliance. Don’t be the weak
link that puts your facility’s deemed status at risk. Register for one or all of
these valuable teleconferences and learn from the experts about the latest
changes and proven tips and strategies for making sure your department and
your facility are in total compliance.

Educate Your Entire Staff At One Low Cost!
The first 20 participants can earn 1 nursing contact hour — absolutely Free!
A processing fee of $5 will be charged for each participant after the first 20 receiving

CE. There is no additional fee for participants who do not receive continuing education.

Fees for one teleconference: Fees for entire series:
$199 for AHC subscribers $545 for AHC subscribers
$249 for nonsubscribers $645 for nonsubscribers

Register for all three teleconferences and save up to $100! 
Call (800) 688-2421 to register today!

American Health Consultants is accredited as a provider of continuing education in nursing by the
American Nurses Credentialing Center’s Commission on Accreditation. Provider approved by the
California Board of Registered Nursing, Provider Number CEP 10864, for approximately 1 contact
hour.

From the publisher of: Hospital Infection Control, Hospital Employee
Health, Hospital Peer Review, ED Management and Same-Day Surgery

THE NEW JCAHO PROCESS:
ARE YOU READY?

A teleconference series to ensure that you are — in these vital areas:

TJCF01 79740



hotel or into their local extended care facility.” 
Under this type of crisis scenario, ED managers

must take on leadership responsibilities, stresses
Augustine.

• Use EMSystem.
In the Kansas City metropolitan area, EDs have

worked in the pre-hospital community to imple-
ment EMSystem, a computerized tracking of the
system’s availability, which is accessible 24 hours
a day.

Dennis Allin, MD, medical director of the
Kansas City EMS system and director of emer-
gency medicine at the University of Kansas
Medical Center, says, “This system delineates
the type of diversions recognized in our com-
munity. It also gives the pre-hospital personnel,
hospitals, and dispatch centers up-to-the-
minute knowledge of available resources.”

It is critical that all hospitals in an EMS system
have a relationship with each other, he stresses.
“The pre-hospital component allows for a discus-
sion of what resources are available and a consen-
sus on what types of diversion will be allowed and
how these will be communicated,” Allin says.

Community protocols were developed in the
Kansas City metropolitan area to establish policies
for the use of EMSystem, notes Allin. EMSystem is
a web-based, real-time hospital ED diversion and
mass casualty incident-reporting system manufac-
tured by Infinity HealthCare in Mequon, WI.

“Through this system, a hospital is held more
accountable for how often they divert and for
what reasons, since this is tracked throughout the
community,” he adds.  ■

House honors 
living organ donors

The U.S. House of Representatives unani-
mously passed legislation in early March 

to boost organ donation rates and provide
grants to living organ donors.

Sen. Dick Durbin (D-IL) introduced similar leg-
islation in the Senate, but it has yet to vote on the
bill.

Included in the House legislation are noncon-
troversial portions of a broader bill that originally
passed the House in 1999. The bill later stalled in
the Senate. The primary goal of the failed legisla-
tion was to overturn a controversial regulation to
require a national waiting list for available organs.

A new contract between Richmond, VA-based
United Network for Organ Sharing and the U.S.
Department of Health and Human Services set-
tled a fight between the two groups.

The new legislation will authorize the payment
of transportation and living expenses of individu-
als donating a kidney or portion of a liver, or any
other organ to low-income recipients. Payments
would be made from annual grants of $5 million.

The other provision provides grants to states,
starting with $15 million in the first year, to
improve public awareness and expand outreach
efforts to increase organ donation.  ■
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