
Just how private is 
your patient information?
The biggest culprit might surprise you

When actress and fitness guru Suzanne
Somers disclosed her battle with breast can-
cer on CNN’s “Larry King Live,” it wasn’t

a discussion she planned to have. However, detailed
information about procedures the famous actress had
undergone at a California plastic surgery clinic were
published days before in a supermarket tabloid.

Upset by the article’s insinuation that she relied
on cosmetic surgery and not the diet tips published
in a best-selling self-help book, the actress told King
she felt forced to reveal her illness and explain that
the surgeries were to repair parts of her body she
felt were “disfigured” by cancer treatments.

The fact that Somers was coerced into discussing
her private medical information on a national tele-
vision talk show indicates the difficulty health care
facilities often have keeping patient medical infor-
mation private.

Before your ethics committee is asked to investi-
gate an alleged breach of confidentiality, there are
steps you can take to avoid similar situations.

Despite the Joint Commission on the Accreditation
of Healthcare Organizations’ standards on maintain-
ing patient confidentiality, state laws prohibiting the
release of personal patient information without con-
sent, and most hospitals making inappropriate dis-
closure of patient information a firing offense,
confidential material sometimes seems to be avail-
able for the asking.

“A lot of times, it isn’t even the National Enquirer
that is hacking in getting information. Internal
hacking can be a problem. People are curious,” says
Emily Friedman, an independent health policy 
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and ethics analyst based in Chicago. “If Elizabeth
Taylor’s in the hospital, they want to know if
Elizabeth Taylor has cancer or not. No harm is
intended. But, once one person gets the informa-
tion, it travels through the hospital by word of
mouth. Then, anybody can call the Enquirer.”

Put records under lock and key

In some cases, breaches of patient confidential-
ity occur — not because someone who works for
the hospital deliberately disclosed the informa-
tion — but because medical record information
often is left in nonsecure environments. And, the
danger to privacy is not just limited to celebrities.

“In one of the hospitals I’ve worked in, I could
have seen any chart in the place and I was the lab
slip delivery girl,” she says. “I could have taken
it, photocopied it, and returned it without anyone
knowing.”

A CEO of a large health system in the Pacific
Northwest told Friedman that when he first came
to his current hospital, staff would transport
records on large carts and, if they took a break,
would leave the carts unattended in the hall, she
continues. “He used to find the carts and take them
to his office. The employee would then have to
come to his office to get the medical records back.”

Part of the problem is that, because medical per-
sonnel deal with patient information all day long,
they often forget that the information they work
with every day is confidential and could be damag-
ing to the patient if released into the wrong hands.

“I think, in general, hospital employees are
aware of the patients’ rights to privacy and that
medical information should be kept confidential,”
says Karen Czirr, MS, RHIA, information security
manager at Children’s Hospital of Philadelphia
(CHOP). “But dealing with patient information
becomes second nature to you. Sometimes, it is
hard to remember that there may be people out
there who want to find out someone else’s medical
information. I have seen minutes from meetings
thrown into trash cans near the elevator. The per-
son who drops it there might not even think that
anyone would pull that out of the trash to see what
was on it — that someone waiting for the elevator
might see [his or her] neighbor’s name on that list.”

It is not enough to have polices prohibiting
employees from disclosing patient information
without consent, say Friedman and Czirr.
Hospitals must make every effort to set up secu-
rity measures to protect information as it moves
from one site of care to another and from one
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department to the next.
“Paper medical records need to be kept in a

secure area,” says Friedman. “For patients in the
hospital, that is more difficult because those
records might be needed right away for patient
care. But records of patients not currently admitted
should be under lock and key. And, there should
be a sign-out procedure. If someone wants the
record, they sign a sheet and show hospital ID.”

Systems must be in place to keep info secure

Systems should in place because, with more and
more contract health care workers, floating shifts,
and outside vendors working in hospitals, staff
cannot be expected to recognize who is authorized
to look at records and who is not, she adds.

“In a small, rural facility, you might have a
shot at it,” she continues. “At a large, academic
medical center — no way.”

The issue of electronic records is much more
tricky.

“We have the technology to make electronic
medical records, but we don’t have the technol-
ogy to make them totally secure,” Friedman
believes. Good computer hackers looking for
patient information can get it. “If Microsoft can
be hacked, you can be hacked,” she adds.

CHOP is moving toward having a completely
electronic patient medical record, says Czirr. And,
information technology personnel have imple-
mented extensive security measures to secure the
information, limit access to information, and
track who sees what patient information in case a
problem arises.

“It is very controlled, and there are lots of lev-
els of access,” she explains. “I don’t train the peo-
ple who work for me; they go to our training
center and are trained and given their computer
password. I don’t know their passwords and they
don’t know mine.”

In addition, the hospital managers can monitor
“audit trails” of which employees access which
files, she says. “We have nursing managers who
look at what the nursing personnel are doing,”
Czirr says. “Is a nurse on 2 West looking at patient
data on 4 East? We look at particularly sensitive
data, communicable diseases, HIV, child abuse
cases [and], information that is in our database
because of violent acts. We look at who is access-
ing this information. As security manager, I have
access to everything, but there are some things I
don’t know how to use. And, if someone sees my
name on an audit trail maneuvering around the

system in the lab, something would pop up on my
screen or I would get a phone call asking if I had a
reason for doing this.”

In addition to setting up security protocols and
technology, it is essential that hospitals strictly
enforce patient privacy regulations and severely
punish employees who violate them.

“You have to create a culture of privacy, of
maintaining confidentiality,” says Friedman.
“Part of all training and re-education should
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CMEquestions

1. According to Emily Friedman, an independent
health policy and ethics analyst, most breaches
of patient confidentiality within hospitals occurs:
A. from external computer hackers.
B. internally.
C. from the media.
D. from patients' families.

2. In addition to security policies for enforcing
patient confidentiality, Karen Czirr, MS, RHIA,
information security manager at Children's
Hospital of Philadelphia, recommends that
hospitals:
A. conduct external security audits.
B. eliminate paper-based medical records.
C. adopt a culture of confidentiality.
D. all of the above

3. Establishing a policy for adolescent sexual
abuse and rape is difficult, says Jane Dimmitt
Champion, PhD, FNP, CS, assistant professor
in the department of family nursing at the
University of Texas Health Science Center,
because:
A. there is no predominant guidance available.
B. clinicians decide cases autonomously.
C. confusion prevents clinicians from addressing 

underlying issues.
D. all of the above

4. Adopting a paternalistic approach to health
care, suggests Steven C. Matson, MD, associ-
ate professor of pediatrics at the University of
Wisconsin, involves:
A. providing services in a safe manner.
B. ensuring sexual activity, if present, is safe 

and appropriate.
C. ensuring patients are not coerced or 

violence is not involved.
D. all of the above



include reminders of patient privacy standards.”
Some hospitals have signs in the corridors and

in elevators reminding employees not to discuss
patient information in public areas, she says.

“You want to say that, ‘We are here to take care
of people and part of that is to keep their business
private,” she explains. “If somebody is playing
fast and loose with patient information, if some-
one is talking in the elevator, they can be reported,
be it a patient care associate, the CEO, or the chief
of staff.”

Adopt strict policies

At CHOP, employees go through a formal
patient privacy awareness program when they
are hired and are required to attend retraining 
on the topic annually.

“We go over privacy of medical records, use of
the computer messaging systems, use of e-mail, the
difference between our intranet and the Internet,”
says Czirr. “Many people don’t realize that even
though mail sent over our system internally is
encrypted, once it goes to another facility — even 
one around the corner — it is no longer protected.”

The program also covers information that is
left on patient or physician office answering
machines, she notes.

The hospital also has strict policies governing
punishment for violations of its privacy stan-
dards — even if no harm occurs.

“Violation of privacy or confidentiality here hits
on two levels,” she explains. “If it was unconscious,
you weren’t thinking, for example, and logged in
on your computer system and left the desk. Or, you
are dashing to a meeting and don’t have time to
send a new employee to training and you let them
log in with your password and they wander into
an area they are not supposed to be in, etc. A lot of
people are hurrying and trying to get their work
done, and they just don’t think about it. For that,
you can be suspended for up to three days with or
without pay. In every instance, if you are not termi-
nated, your password and access to data are taken
away and you have to go through retraining and
re-sign the confidentiality agreement before you
can go back to work. Everybody has to meet with
me or someone on my team, watch a video, and lis-
ten to us lecture you. For employees who have
been here a long time and who genuinely just
made a mistake, it is humiliating to them.”

Second, for employees who deliberately violate
patient confidentiality, the punishment usually is
termination.

“We have fired people for deliberately going into
databases and accessing data that they were not
supposed to, and it has not been limited to people
who punch a time clock, or middle management,”
she adds. “We have fired upper management and
physicians on our payroll who have consistently
violated our policies on patient confidentiality.”

No such thing as a little leak

Although leaks of patient information about
celebrities, presidential candidates, and others
grab the headlines, hospitals need to be especially
vigilant about the “small” ways that patient con-
fidentiality can be compromised, often without
bad intentions, by hospital employees, says Czirr.

A worker employed by a hospital contract ven-
dor was working in their patient records depart-
ment and previously had been employed by one
of CHOP’s physician offices, she relates.

“We do not release incomplete records from
our department unless it is for patient care,” she
continues. “So, if a physician still has to sign the
operative note or the discharge summary, they
have a certain number of days in which to do
that, but the record cannot leave the department.”

A particular physician office wanted information
from a patient’s record that was not complete, and
the office was told it would have to send someone
down in person to examine the record.

Not wanting to go to the trouble, someone at
the office contacted the contract worker who had
been a former employee. The worker obtained the
record, made photocopies, and was on her way
out the door when she was stopped, says Czirr.

“No. 1, she was not an employee,” she says.
“No. 2, we caught her leaving the department
with the copies. We just happened to be in the
right place at the wrong time, from her perspec-
tive. We told the vendor that they didn’t have to
terminate her, but she could no longer work in
our hospital.”

In another situation, a staff person’s grandchild
was brought in to the hospital emergency depart-
ment, Czirr says. The staff member accessed the
lab results of toxicology tests administered to see
whether the child, a teen-ager, had tested positive
for drug or alcohol use. The employee’s name
turned up on an audit trail. “She felt justified in
that it was her grandchild, and she lived with her
daughter,” she says. “But she was not the party
responsible for his medical care, and we had to tell
her she had no right to the information and could
not violate his confidentiality.”
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No hard, fast rules 
on reporting sexual abuse
Best option is to develop a case-based approach

Susan, a 31-year-old, married mother of three, has
been seen in your reproductive health services’ clinic

three times in the past two years. Each time, she has
required repeat treatment for different sexually transmit-
ted infections. She reports that although she is faithful to
her husband, he continues to have extramarital relation-
ships and frequently forces her to have sexual inter-
course. Because she is financially dependent upon him,
she does not feel able to leave the relationship and does
not want to confront him about the infections.

Should your clinicians report the husband for
spousal abuse? Contact him about receiving treat-
ment? Or, should they honor Susan’s request for
treatment for her existing infection, not tell her
husband, and remain silent about the abusive
situation?

Alicia, 15, presents in your hospital emergency
department complaining of chronic abdominal pain 
and pain during sexual intercourse. She is subse-
quently diagnosed with chlamydia and pelvic inflam-
matory disease. During her visit, she states that her
current boyfriend is older, age 19, and doesn’t like to
use condoms. She fears losing him if she asks him to be
tested for chlamydia or insists on safer sexual practices.

In your state, Alicia’s boyfriend could be
charged with second-degree sexual assault for
having intercourse with a minor under the age 

of 17. Should you report the relationship to the
police?

The two situations mentioned above are com-
mon occurrences for many health care profession-
als who provide reproductive health services.
Although deciding whether to report abuse or
illegal activity is an ethical dilemma faced by
providers in many settings, laws requiring the
reporting of cases of sexually transmitted dis-
eases (STDs), abuse, and sexual contact with
minors make clinical dilemmas in reproductive
health even more complicated.

Where do you draw the line between patient
confidentiality and protecting public health? Is it
ever appropriate to honor a patient’s request for 
a specific medical intervention and allow other
health problems to go unacknowledged? What if
maintaining patient confidentiality and safety
requires you to violate state law?

Many providers are so confused about how to
handle those situations that they end up choosing
to work with blinders on, experts say, preferring
not to deal with the underlying personal issues
that may be contributing to the patients’ medical
problems.

“There is really nothing out there that says, if 
a person comes in and is being abused, you do 
X, Y, and Z — not really,” says Jane Dimmitt
Champion, PhD, FNP, CS, assistant professor in
the department of family nursing at the University
of Texas Health Science Center in San Antonio.

“I think that clinicians everywhere are struggling
with a lot of these issues and have decided on their
own how they will handle certain situations. But I
know a lot of them are really interested in finding
some organized system of looking at things.”

Particularly when care involves reproductive
health services to adolescents, many providers
are so concerned about damaging their patients’
access to care and trust in the providers that they
are opposed to delving into issues of possible
abuse or coercion, says Steven C. Matson, MD,
associate professor of pediatrics and director of
the Milwaukee Adolescent Health Program at 
the Medical College of Wisconsin.

“In many cases, providers aren’t even attempt-
ing to identify it,” he says. “It is a combination of
factors. There is a key group of people who are
advocates for adolescents and their control of
their sexual behavior and for getting confidential
reproductive health services to kids. So they try
to deliver these services to them and then don’t
delve into things in a real deep manner. Then,
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there is another group of providers who just feel
that they are too busy, so they deal with the issue
at hand [the STD or other reproductive health
matter] and move on.”

However, statistics have shown that adoles-
cents, particularly adolescent girls, involved in
relationships with older partners are more likely
to engage in unwanted sexual contact, and less
likely to practice safe sex,1,2,3 says Matson.

“In my mind, you provide these services in the
context of a sort of paternalistic kind of approach to
health care,” he states. “If you are going to provide
these services to kids, you still need to do it in a
safe sort of way. You make sure that if they are sex-
ually active, that they are engaging in appropriate
adolescent sexual behavior, that it is consensual,
and there is no violence or coercion involved.”

Reproductive health providers do not “treat
and street” patients, as some people sometimes
assume, says Champion. They have a responsibil-
ity to address issues in patients’ lives that put
their health at risk.

“Some people do think that we just treat the
person and send them back out,” she says. “I
think if you are really doing that, it is the worst
possible thing. It just doesn’t work. You are not
really addressing the problem.”

Although some states do have laws requiring
health care providers to report cases of domestic
abuse and statutory rape or sexual assault, many
of the laws are vaguely worded and difficult to
enforce.

In Wisconsin, for example, “sexual contact and
sexual intercourse” with a person under the age of
13 is a Class B felony, and sexual contact and/or
intercourse with a minor under the age of 16 is a
Class B/C felony, but the statute does not define
“sexual contact,” says Margaret Flood, MSW, a
social worker and forensic child abuse interviewer
with the Child Protection Center of Children’s
Hospital of Wisconsin.

Sexual contact and/or intercourse with a person
16 or 17 years of age is a Class A misdemeanor.
Following the letter of the law, two 15-year-olds
who have sexual intercourse are guilty of a class B
or C felony.

“Most statutory rape laws throughout the
country are unenforceable because, if they really
meant to arrest every 15-year-old that was having
sex, it would inundate the system,” says Matson.

State law also requires health care providers to
report occurrences to child protection authorities,

unless they are providing reproductive health ser-
vices, Flood adds. The exceptions to this rule are:
the sex partner is a caregiver, relative, or adult
authority figure to the minor; the minor reports
being forced to have sex or promised gifts or
money for sexual contact; the minor reports being
under the influence of drugs or alcohol when sex
occurred; or the minor is cognitively delayed or
disabled.

However, many providers are not asking
enough questions of their patients to know
whether the sexual relationships meet any of 
the exception criteria for required reporting by
reproductive health providers, says Flood.

“You should be screening for, basically, exploita-
tion — someone taking advantage of the kid
because [he or she is] mentally or emotionally dis-
abled, or they are getting [him or her] drunk to
have sex,” she says. “But we did a survey of our
local ERs and family planning clinics in our com-
munity just to find out what they were doing in
terms of screening. Pretty much no one could pro-
duce anything that showed they even had a policy
of asking these types of questions to teen-agers.”

Develop a consensus-based approach

Health care providers actually have an oppor-
tunity to come together and develop a consensus
on what kinds of sexual activity with and among
minors should be reported, even though enforce-
ment of existing laws is spotty, says Matson.

“Most people aren’t reporting these cases any-
way,” he says. “But if we could get health care
providers to agree on parameters for what is nor-
mal adolescent sexual behavior, we could develop
criteria that would determine which cases really
need to be reported.”

Providers should try to come together to
decide, based on their experience, which cases
may violate the letter of the law, but are not
truly harmful and patient confidentiality should
be maintained. Conversely, providers should
agree when a relationship is harmful and violat-
ing patient confidentiality is in the minor’s best
interest, say Flood and Matson.

Flood and Matson have proposed such criteria
and developed the Adolescent Sexual Violence/
Abuse Screening Tool (AVAST). (See pp. 66-68 
for chart and policy.) The tool is a guided set of
questions to be asked of adolescent patients in
reproductive health settings, says Flood.

It’s designed to assist providers in deciding
whether a minor is involved in a relationship that
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violates state law and, if so, whether clinicians
providing reproductive health services still should
report it.

“We hashed these out in long discussions, both
taking into account the law, but also what would
be reasonable in the health care setting,” she says.

For example, they came up with a guideline of
reporting a sexual relationship with a person under
16 whose partner is five or more years older.

“We felt that was reasonable to report, whereas
the general feeling is that two 14-year-olds hav-
ing sex or two 15-year-olds having sex was not
inappropriate,” she says.

The tool also provides a way for providers to
document which cases they report, which they
don’t, and how the decision is made, says Matson.

“Lots of times, for example, we have not been
able to document why we didn’t report a particu-
lar situation,” he says. “This, at least, allows you to
show that you considered these things: there is not
a greater than five-year age difference; there does-
n’t seem to be coercion, the contact seems wanted;
and there doesn’t seem to be any violence. So in
our best effort, we are going to uphold confiden-
tiality here because it seems like a reasonable rela-
tionship. You can really say you made a serious
attempt to do the best you could to ensure the rela-
tionship was safe and protective.”

One size does not fit all

Providers also need an organized approach to
dealing with adults who present for reproductive
health services and in whom partner abuse is
either suspected or confirmed.

“Right now, there are so many new laws, with
regard to reporting individuals involved in vio-
lent situations, and when you add on top of all of
that reporting requirements for sexually transmit-
ted diseases, partner treatment, access-to-care
issues — especially in poor and/or rural areas,
issues get very complicated,” she says.

It would be very difficult to develop a one-
size-fits-all policy to apply in every situation and
still meet the needs of the patient, Champion
believes.

Using the ethics-based approach — or case-
based reasoning — makes more sense in these
situations. “Sometimes, if you take a ‘principles-
based approach’ and say, ‘Well, I need to do this,’
and then you examine what is actually going to
happen to your client, you know you can’t do it,”
she says.

Champion relates the story of co-workers in a

rural area who were caring for a woman in a situ-
ation similar to “Susan’s” in the first paragraph.

The woman was involved in an abusive mar-
riage. Though she was repeatedly reinfected with
an STD by her husband, she did not want her hus-
band to stop having extramarital affairs because he
was less abusive and did not force her into sexual
contact as often, says Champion. Fearing negative
consequences from her husband, the client could
only visit the clinic nurse surreptitiously and could
not be contacted at home about her care.

The woman also did not feel that she had the
financial resources to live on her own and sup-
port her child.

Gradually, over the period of a couple of years,
Champion and other co-workers were able to
obtain financial aid for the woman when she was
ready to leave the relationship. In the meantime,
however, they treated her for her STD, provided
treatment for her husband without telling him he
had an STD, and arranged for the health depart-
ment to document the case without indepen-
dently contacting the husband.

“Case-based reasoning takes into account all
the aspects of the patient’s life and how you can
resolve the problem without hurting them,” she
says.

There are four basic components to consider: 
1) the medical indications of the patient’s con-

dition and how it needs to be treated;
2) patient preferences, what the patient himself

or herself wants to do;
3) quality of life — what does the patient cur-

rently feel about his or her quality of life;
4) contextual features — this is the component

that considers the social and environmental fac-
tors that influence the decision.

All four components should be considered and
balanced to make a decision for that individual.
“Contextual features, which in most of these cases
have to do with violence and STDs, is very impor-
tant in making the decision,” says Champion.
“You have to examine what will be the overall
outcome for that particular patient if we make a
certain decision.”

In many cases, a “principles-based” approach
doesn’t work in a case in which abuse is involved
because the wishes of the people involved may
vary so dramatically.

“You have to be very careful that you are not
imposing your views on the patient,” says
Champion. “We may look at a relationship and
feel that it is abusive and the client may just not
see it that way. Or we may assume that because a
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patient is in an abusive relationship that they nec-
essarily want that relationship to end, and that is
not always the case.”

Although you may not handle all situations in
the same way, you are still taking a consistent
approach to addressing the relevant issues in the
patient’s life, she adds.

“You need an ethical basis for examining how to
achieve a good outcome and get to that point with-
out causing harm to the individual,” she says.

Providers also must follow up to see how their
policies and guidelines really are affecting the
care they provide, particularly when it comes to
reporting cases of abuse, says Matson.

“When we do report, we still need to look at
how damaging that report is to the client-provider
relationship,” Matson says. “What is the actual out-
come of our intervention? Did something good

actually happen? Or, did nothing happen and you
just made everyone mad? We do need to be held to
that standard if we are going to intervene.”
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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.

Fees for one teleconference: Fees for entire series:*

$199 for AHC Subscribers $545 for AHC Subscribers
$249 for nonsubscribers $645 for nonsubscribers

*After 5/22, entire series purchasers will receive the tape and all session
material from Teleconference I.

Register for all three teleconferences and save up to $100! 
CCaallll  ((880000))  668888--22442211  ttoo  rreeggiisstteerr  ttooddaayy!!

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 ensuring that you are —  in these vital areas:

TJCF01 79740
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in bioethics. Indiana Law Journal 1994; 69:1,075-1,104.
• Artnak K, Dimmitt J. Choosing a framework for ethical

analysis in advanced practice settings: The case for casuistry.
Arch Psychiatr Nurs 1996;10:16-23. ■

• 22nd Annual Health Law Teachers
Conference — June 1-2, 2001. Boston University
School of Law. Sponsored by the American Society
of Law, Medicine, and Ethics (ASLME). For more
information, contact Sarah Black, conference direc-
tor, ASLME, 765 Commonwealth Ave., Suite 1634,
Boston, MA 02215. Telephone: (617) 262-4990, ext.
12. Fax: (617) 437-7596. E-mail: sblack@aslme.org.
Web: www.aslme.org/conferences.

• Bioethics Beyond the Sound Bite: Inten-
sive Bioethics Course XXVII — June 5-10, 2001.
Georgetown University, Washington, DC.
Sponsored by the Kennedy Institute of Ethics,
Georgetown University, Washington, DC. For
more information, contact the Kennedy Institute
of Ethics, Georgetown University, 37th & O
Streets N.W., Washington, DC 20057. Telephone:
(202) 687-8099. Fax: (202) 687-8089. E-mail:
Kicourse@gunet.georgetown.edu. Web:
www.georgetown.edu/research/kie.

• Planning a Hospital-Based Palliative Care
Program — July 13-15, 2001. Claremont Resort
and Spa, Berkeley, CA. Sponsored by the Center
to Advance Palliative Care. For more information,
contact the Center to Advance Palliative Care,
Box 1070, One Gustave L Levy Place, New York,
NY 10029-6574. Telephone: (212) 241-9090. Fax:
(212) 860-9737. Web: www.capcmssm.org. 

• Health, Law and Human Rights: 
Exploring the Connections: An International

Cross-Disciplinary Conference — Sept. 29-Oct.
1, 2001. Sheraton Society Hill Hotel, Philadelphia.
Sponsored by the American Society for Law,
Medicine, and Ethics (ASLME), the Beasley
School of Law at Temple University, the Univer-
sity of Connecticut Health Sciences Center, and
Georgetown University Law Center, in coopera-
tion with the Francois-Xavier Bagnoud Center for
Health and Human Rights at the Harvard School
of Public Health. For more information, contact:
Sarah Quilty, ASLME Conference Director, 765
Commonwealth Ave., Suite 1634, Boston, MA
02215. Telephone: (617) 262-4990. Fax: (617) 437-
7596. E-mail: squilty@aslme.org.

• Annual Meeting of the American Society for
Bioethics and Humanities (ASBH) — Oct. 24-28,
2001. Renaissance Nashville (TN) Hotel. Sponsored
by the American Society for Bioethics and Humani-
ties. For more information, contact the American
Society for Bioethics and Humanities, 4700 W.
Lake, Glenview, IL 60025-1485. Telephone: (847)
375-4745. Fax: (877) 734-9385. E-mail: info@asbh.
org. Web: www.asbh.org.  ■
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