
Avoid crisis with policies that keep 
hospitals from choosing among patients
Escalating costs, dwindling supply force hospitals to ‘ration’ drugs

Since the shortage of intravenous immunoglobulin (IVIG) reached 
a crisis point last year, McDonough District Hospital in Macomb,
IL, has been struggling to obtain sufficient quantities of the drug.

This struggle comes at a time when the price of the therapy is skyrock-
eting and reimbursement for its use is plummeting. The hospital’s
ethics committee since has grappled with a problem facing more hospi-
tals across the country: how to devise an equitable policy concerning
rationed medications or treatments.

Unfortunately, the health care industry is just as susceptible to the
laws of economics as other industries. The shortage of IVIG, for exam-
ple, is the result of the tenets of supply and demand. The supply of
plasma products in general underwent a 10% reduction in 1997 after
many of the blood products used to make these medications were
removed from the market due to increased fears of the transmission of
Creutzfeldt-Jakob syndrome.

In addition, several manufacturers of IVIG were unable to meet regula-
tions imposed by the U.S. Food and Drug Administration in Rockville,
MD, and halted production. The regulations, called Good Manufacturing
Practices, establish manufacturing standards on food products and phar-
maceuticals. The six remaining suppliers of the drug have been unable to
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Hospitals and ethics committees are grappling with the issue of rationing
procedures or treatments because of costs or limited supply.
• McDonough District Hospital in Macomb, IL, reached a crisis point last

year when demands for intravenous immunoglobulin for inpatients out-
paced the manufacturer’s supply. The hospital, along with several others
nationwide, decided to adopt guidelines indicating which patients are eli-
gible to receive the drug and how much the hospital will keep in supply.

• Increasingly, physician organizations are considering financial and reim-
bursement issues when making clinical recommendations, an indication
of their recognition of the “real-world” impact of these decisions.
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meet demand and have instituted restrictions on
the instances in which they will make the drug
available.

Consequently, the cost of the drug has ranged
from $30 to $150 per gram, with the average treat-
ment requiring a five-day course of 35-50 g per
day. In most cases, the suppliers will provide IVIG
only if the therapy is intended for an inpatient,
explains Ron Green, chaplain at McDonough and
convener of the facility’s ethics committee.

“Treatment can run anywhere from $15,000 to
$40,000,” he explains. In addition to being unable
to obtain the drug for patients treated on an out-
patient basis, the hospital also has run into signif-
icant difficulty getting reimbursed for the high
cost of providing the therapy. “We treated a
patient here a month ago, our cost for the drug
was $40,000 and Medicaid reimbursed us $2,000.”

This was a turning point in the 158-bed hospi-
tal’s struggle over IVIG, Green says. The hospital,
along with several others across the country, 
since has decided to adopt guidelines indicating
which patients are eligible to receive the drug
and how much the hospital will keep in supply.

VHA guidelines endorsed

After looking at what other institutions were
doing, McDonough’s committee decided to rec-
ommend the hospital adopt VHA guidelines on
providing IVIG therapy, he says. Those guide-
lines recommend a three-tiered set of criteria for
availability based on the hospital’s supply of the
drug. The VHA is a national network of commu-
nity-owned hospitals, health systems, and affili-
ated physicians.

If the hospital determines the supply is good,
the drug’s use is left up to physician discretion;
this is the first tier. If the supply is limited but not
critical, the drug should be provided for a certain
set of serious but not life-threatening autoimmune
illnesses, the second tier. In the third tier, if the
supply falls below a certain level, the drug will be
provided only in life-preserving situations, Green
says. These conditions are listed in the VHA
guidelines,which allow individual facilities to set
amounts (in grams) for each tier. The ethics com-
mittee recommends that the hospital keep enough
of the drug on hand to meet the needs of patients
whose conditions are listed in the third tier.

“This is not a drug that is heavily used in small
hospitals, and we are finding that it is very hard
to get,” he says. “That is all we are able to keep in
supply.”
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CMEquestions

1. After studying other institutions, Macomb, IL-based
McDonough District Hospitals ethics committee rec-
ommended adopting multi-hospital association guide-
lines on providing intravenous immunoglobulin
therapy, according to chaplain Ron Green, because:
A. Physicians were not fully disclosing a  patients 

medical condition to boost the patients chances 
of obtaining the treatment.

B. Patients from surrounding areas were lying
to obtain the costly treatment.

C. The hospital was struggling to obtain suffi-
cient quantities of the drug at a time when the 
price of the therapy was skyrocketing and 
reimbursement for its use was plummeting.

D. All of the above.

2. Health care providers increasingly will have to make
tough decisions on the availability of medications and
services, says Howard Brody, MD, PhD, professor in
the department of family practice and director of the
Center for Ethics and Humanities at Michigan State
University in East Lansing, MI, because:
A. New drugs/medical technologies are being devel-

oped, creating more demand for limited supplies.
B. Federal regulators will maintain increasingly 

tighter controls on drug development.
C. The threat of Medicare fraud/abuse will heighten 

anxiety about overprescribing newer drugs.
D. All of the above.

3. Patricia Backlar, research professor of bioethics at
Portland State University and assistant director of the
Center for Ethics in Health Care at Oregon Health
Sciences University, says a soon-to-be published report
from the National Bioethics Advisory Commission is:
A. Expected to give researchers more flexibility 

in choosing participants.
B. Expected to provide  a framework for developing 

ethical research studies that do not unjustifiably 
exclude persons with mental disorders from partic-
ipation and offer needed protections to ensure 
vulnerable patient groups are not exploited.

C. Considered too restrictive among the research 
community in determining participant eligibility.

D. All of the above.

4. One of the most problematic issues in research involv-
ing subjects with mental disorders, Backlar says, is:
A. Subjects limited and sometimes fluctuating ability 

to give informed consent to study protocols.
B. Including participants with fluctuating cognitive 

impairments, such as schizophrenia and bipolar 
disorder.

C. The need for valid, voluntary consent.
D. All of the above.



McDonough officials felt it was necessary to
come up with a set of clinical criteria for who
would get the drug, instead of leaving it up to
chance — whichever patient needed the drug and
could be admitted to the hospital, says Green.

One of the main problems with IVIG, in addi-
tion to the shortage, is that the list of conditions it
is being used to treat is growing just as the sup-
ply is drying up, he adds. “Patients who have
conditions who fall into the middle category are
actually shopping around for providers, hospitals,
and physicians who will give them IVIG for these
conditions. We recently got a call from outside our
normal service area. The patient called our phar-
macy directly and said, ‘Do you have IVIG?’ And
if we had been able to say yes, then he was going
to call a local doctor and say, ‘Will you admit me to
this hospital and give me this drug?’”

Advances could lead to rationing

As new drugs and medical technologies are
developed, health care providers — ethics com-
mittees included — are increasingly going to
have to make these kinds of tough decisions
regarding the availability of medications and ser-
vices, says Howard Brody, MD, PhD, professor in
the department of family practice and director of
the Center for Ethics and Humanities in the Life
Sciences at Michigan State University in East
Lansing, MI.

“The providers are in a bind, but it is a bind 
we are all in at this point because in our society
we want to have our cake and eat it too,” he says.
“We want health care available right this very
minute, we want it to be affordable, and we 
want the best technology available.”

As health care systems and third-party payers
become overburdened with the high cost of all
these new technologies, the country will be
forced into continuous debates over the best use
of limited financial resources.

The situation at McDonough is a good example
of using precise clinical criteria to determine who
will benefit most from a scarce treatment and then
reserving it for that population, Brody says. “I
think that this is where you are going to see
rationing in the future, it will be more fine-tuned.”

Health care already is being rationed whether
the American public likes to think of it that way
or not, he adds. “The economists’ definition [of
rationing] is virtually any time you have a scarce
resource and you have any kind of system at all,
including the free market, that determines who

gets the resource and who doesn’t. Right now, 
we do it mostly by ability to pay and who you
work for.”

The good news in the rationing dilemma is that
hospitals are getting help from professional orga-
nizations that are incorporating the problems into
recommendations regarding new treatments and
medications. Increasingly, physician organiza-
tions are considering financial and reimburse-
ment issues when making clinical recommenda-
tions, an indication of their recognition of the
“real-world” impact of these decisions.

The American Academy of Pediatrics in Elk
Grove Village, IL, for example, recently issued 
its endorsement of the new rotavirus vaccine
RotaShield with a caveat. RotaShield is manufac-
tured by Wyeth-Ayerst Laboratories in Philadel-
phia and marketed in the U.S. by subsidiary
Wyeth Lederle Vaccines. Included in the organiza-
tion’s recommendation that the vaccine be pro-
vided to infants at 2, 4, and 6 months of age was a
statement that implementation would “require rec-
onciliation of related economic issues.”

“Remember, vaccines are preventative rather
than treatment for a condition. We try to demand
of our vaccines that they be cost-effective,” says
Jon Abramson, MD, chair of the department of
pediatrics at Wake Forest University Medical
Center in Winston-Salem, NC. Abramson also is a
member of the American Academy of Pediatrics’
committee on infectious disease.

When the rotavirus vaccine was released, its
cost was much higher than many had hoped, aver-
aging $38 per dose for three required doses, he
notes. Most of the vaccines recommended by the
American Academy of Pediatrics’ committee save
about $13 in health care costs for every dollar
spent, he says. With RotaShield, the overall health
care costs saved would be almost equal to the
amount spent on the vaccine.

Rotavirus causes severe diarrhea and most
severely affects children under age 2, Abramson
says. “In the United States, we have about 50,000
hospitalizations related to rotavirus each year,
and it kills about 20 children per year in this
country and even more in developing countries.”
However, because the vaccine is so expensive, 
the cost of treating children who get the disease 
is just about the same as the cost of providing 
the vaccine.

In addition to these problems, many health
plans have either decided not to cover the admin-
istration of the vaccine, or they are reimbursing
providers at a cost well below the cost of the drug.
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The American Academy of Pediatrics’ position
acknowledges the clinical use of the vaccine while
accepting the reality of the situation, Brody says.
“In the real world, if the reimbursement is not
available, of all the things your patients should
do with their money, should you encourage them,
especially the poorer patients, to run out and buy
this drug?” 

The advisory committee on immunization prac-
tices at the Centers for Disease Control and Pre-
vention in Atlanta usually negotiates with vaccine
manufacturers to obtain the drug at a discount for
the federal Vaccines for Children program, says
Abramson. Administered individually in 17 states
across the nation, the program provides vaccina-
tions to children free of charge, although eligibility
requirements for the program vary.

In North Carolina, every child is eligible to
receive vaccines through this program. In
Abramson’s opinion, some large payers may be
waiting to see whether the rotavirus vaccine will
be included in the federal program before decid-
ing on coverage. Once providers decide to give
this vaccine to their patients, it must be offered to
all patients, not just those with insurance that will
reimburse for the cost.

The American Academy of Pediatrics’ strategy
of alerting members also might function to put
pressure on the pharmaceutical industry, Brody
says. “It’s their way of saying, ‘We would really
like to recommend this vaccine in the future,
although we really can’t now because of the reim-
bursement problem.’ It is a signal that says, ‘We

don’t have to be in any hot hurry to provide this
vaccine.’ So there is conflict because this almost
seems to be directed at two audiences.”

Currently, the rotavirus problem is in the early
stages, he says. It may be that the vaccine will be
covered and reimbursed at an adequate rate by
most payers, and manufacturer Wyeth-Lederle
may agree to a lower cost for the public sector.

“This is not that uncommon,” he notes. “It usu-
ally takes about a year for [vaccine] recommenda-
tions to be fully implemented. It may become
somewhat problematic if the issue of whether or
not it is really a cost-effective treatment isn’t
addressed.”  ■

Protect research subjects
who have mental disorders
Advisory panel includes 20 guidelines in report

Apresidential advisory panel, the National
Bioethics Advisory Commission (NBAC), is

in the final process of revising a draft of recom-
mendations on protections for people with men-
tal disorders selected as participants in research
studies.

The report is expected to provide a frame-
work for developing ethical research studies 
that do not unjustifiably exclude persons with
mental disorders from participation and offer
needed protections to ensure that vulnerable
patient groups are not exploited, says Patricia
Backlar, research professor of bioethics at Port-
land State University and assistant director of
the Center for Ethics in Health Care at Oregon
Health Sciences University, both in Portland.
Backlar is a member of the 17-person multi-
disciplinary panel.

Although a previous panel, convened in the
mid 1970s, recommended similar guidelines,
many of the recommendations were never imple-
mented, she says. “That group did sets of recom-
mendations for two groups of people who might
have diminished capacity for consent or who
may have impaired decision-making capacity:
One was children; the other was the ‘institution-
alized mentally infirm.’”

The protections for children largely were imple-
mented into law and public policy, but the ones for
the “mentally infirm” were not, largely because of
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For more on developing policies and procedures
for rationed medications or treatments, contact:
• The American Academy of Pediatrics , 141

N.W. Point Blvd., Elk Grove Village, IL 60007-
1098. Phone: (847) 228-5005. Fax: (847) 228-
5097. Web: www.aap.org.

• Jon Abramson , MD, Chief of Pediatrics, Wake
Forest University School of Medicine, Medical
Center Blvd., Winston-Salem, NC 27157.
Phone: (336) 716-2011.

• Howard Brody , MD, PhD, Professor, Depart-
ment of Family Practice, Director, Center for
Ethics and Humanities in the Life Sciences, B-
100 Clinical Center, Michigan State University,
East Lansing, MI 48824. Phone: (517) 353-3544.

• Ron Green , Chaplain, McDonough District
Hospital, 525 E. Grant St., Macomb, IL 61455.
Phone: (309) 836-1577.
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the rapidly changing focus of treatment for people
with mental disorders and because the recommen-
dations were seen as too restrictive to research, the
professor adds.

“You can see one of the problems they had 
in the title,” Backlar notes. “They used the 
word ‘institutionalized’ just at the point when
we were de-institutionalizing the mentally ill
and these people were coming out into the 
community.”

Although the final version of the report,
Research Involving Persons with Mental Disorders
that May Affect Decision-Making Capacity, is not yet

complete, the 20 rec-
ommended guide-
lines have been
drafted and the final
wording and order to
the recommendations
is in its final stages.
The report includes 
recommendations
ranging from the
establishment of gov-
ernmental regula-

tions at federal and state levels to guidelines for
the institutional review boards who review and
approve study protocols at the individual facility
level.

The current committee’s work began partly 
in response to reported abuses of some people
with mental disorders in research projects. Plus,
the committee recognized that, as treatment 
and diagnostic methods became more and more
advanced, more study of mental conditions was
urgently needed.

“We know that there needs to be research, but
we want to ensure that we have adequate protec-
tions in place for these subjects,” Backlar explains.
“Research is not the same as clinical treatment. 
The researchers are seeking generalized knowl-
edge. The researcher’s obligation to the subjects is
not that of a doctor to a patient, because in these
situations they are not patients, but research 
subjects.”

One of the most problematic issues in research
involving subjects with mental disorders is the
limited and sometimes fluctuating ability of the
subjects to give informed consent to the study
protocols.

“The issue is when you have people with fluc-
tuating cognitive impairments, like schizophre-
nia or bipolar disorder, or prospective cognitive
impairments, like people with Alzheimer’s 

disease, you really have to be careful about the
design of the selection part of the protocol,”
Backlar says. “You need to get a really valid, vol-
untary consent. But because people with these
disorders may lose the capacity [to understand
and consent to the protocol], or it may come and
go, you have to put ongoing protections in place
in your protocol.”

Impartial evaluation urged

The panel recommends that an independent
health care professional evaluate each study’s
protocol for evaluating the subjects’ ability to
give consent.

Although people with mental disorders may
have a more difficult time as a research subject,
Backlar is quick to add that even people with
seemingly severe impairments should be allowed
to participate in research.

“Particularly because of new medications,
many more people are going to be able to give
consent,” she says.

The guidelines cover issues such as these:
• how consent should be obtained;
• under what conditions the subjects should 

be informed if it is determined they are unable to
give a valid consent;

• in what instances a legally authorized repre-
sentative may give consent for the participant;

• how this process should be monitored to
ensure the subjects’ consent is valid and remains
so throughout the study.

Institutional review boards

A significant portion of the recommendations
deal with the composition and role of the institu-
tional review boards that will approve, evaluate,
and monitor research studies.

Backlar particularly endorses the recommen-
dation that review boards include two represen-
tatives who have personal experience with the
illness being studied. 

“I definitely feel that members of the popula-
tion being studied should be on the institutional
review board,” she explains. “People who have
these disorders often have periods of time when
they are lucid and capable of decision making,
and they should be included.”

Another part of the guidelines establishes cat-
egories of risk for research studies. Under the
current draft of the guidelines, studies would be
subjected to different standards depending on
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research, but we
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we have adequate
protection in place
for these patients. ”



whether they were of “minimal risk” or “greater
than minimal risk” and whether they offered 
a possible direct benefit to the research subject.
(For additional information, see related story,
at right.)

“When you talk about research you can be talk-
ing about many different things,” Backlar says.
“You can be talking about minimal risk research.
The kind of research I do on psychiatric advance
directives involves just asking questions and get-
ting psychiatric histories and so forth. The sub-
jects come in, answer questions, and then go on
their way.”

Placebo or washout?

However, in some studies, the subjects may be
asked to take a test drug or a placebo in a clinical
trial for a new drug. “Those are the kinds of stud-
ies in which you would be concerned. You don’t
know what is going to work. [You have to decide]
what you are going to test it against and will you
have a placebo or washout first?” she asks.

Standards on obtaining consent — and in what
instances explicit consent is not necessary — vary
according to the level of risk vs. benefit presented
to the subjects.

A key part of minimizing unnecessary risk is
appropriate subject selection, Backlar says. “Part
of the guidelines states that you should not target
people with mental disorders as study subjects
when the study can be performed without them,
for example, a study of a cancer drug. However,
you don’t necessarily want to exclude them from
a study if they genuinely want to participate and
are capable.”  ■
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Guidelines may hinder
progress, advocates say

The pending release of national guidelines for
using test subjects who have mental illness 

is getting mixed reactions from advocates for the
mentally ill. Some advocates say recommenda-
tions from the National Bioethics Advisory Com-
mission will halt many studies designed to find
new treatments for mental illness.

The Arlington, VA-based National Alliance for
the Mentally Ill (NAMI), a 185,000-member advo-
cacy organization, released a statement last
October commending the commission’s work but
expressing “deep concern” that one of the pro-
posed recommendations would bring research
involving the mentally ill to a “grinding halt.”

“A recommendation in the report will greatly
limit the ability to conduct research that presents
‘greater than minimal risk’ and does not have
direct medical benefits,” said NAMI president
Jack Shannon. “Short of using elaborate legal
mechanisms, it will be virtually impossible for
researchers to conduct studies that involve rou-
tine procedures such as brain imaging, genetic
studies, and brain wave analysis — all of which
pose very modest risks to those involved.”

These kinds of studies have led to break-
throughs in the treatment of brain disorders such
as schizophrenia and bipolar disorder, Shannon
noted.

There is no way to eliminate the risk to human
study subjects completely, and there is almost
always a conflict between attempts to institute pro-
tections for individual subjects and the need to
design a meaningful study, says Patricia Backlar,
research professor of bioethics at Portland State
University and assistant director of the Center for
Ethics in Health Care at Oregon Health Sciences
University, both located in Portland, OR. Backlar is
a member of the 17-person multidisciplinary
National Bioethics Advisory Commission panel.

Backlar emphasizes that the commission is
still at work on a final draft of its recommenda-
tions, and she hopes the finished guidelines 
will balance the needs of the subjects with the
demands of the research effectively. The report,
titled Research Involving Persons with Mental
Disorders that May Affect Decision-Making
Capacity, is expected to be released in early
1999.

“What I am really interested in is doing the
best we can — making sure these patients have
adequate protection,” she says.  ■

For more information regarding the National
Bioethics Advisory Commission recommenda-
tions, contact:
• National Alliance for the Mentally Ill , 200 N.

Glebe Road, Suite 1015, Arlington, VA, 22201.
Phone: (703) 524-7600. Fax: (703) 524-9094.
World Wide Web: http://www.nami.org.

• The draft report, Research Involving Persons
with Disorders that May Affect Decision-Making
Capacity, is available on the Web site of the
National Bioethics Advisory Commission :
http://www.bioethics.gov.

Sour ces



‘Treat, don’t dump,’ 
regulators say 
Feds expand definition of ‘patient-dumping’

Dotting your I’s and crossing your T’s could
pay off — by avoiding fines of up to $50,000

per incident. That’s because federal regulators
announced in late November that they will use
the “patient-dumping” prohibition from an exist-
ing section of the Social Security Act to ensure
immediate care whether or not a patient’s insur-
ance pays.

The proposed guidelines, called the Federal
Patient Anti-Dumping Statute, were published in
the Dec. 7, 1998, Federal Register.1 Following a 30-
day public comment period, a final special advi-
sory bulletin will be published. (For a copy of the
proposed guidelines, see insert.)

The guidelines were issued as a result of rising
concern about the already illegal and unethical
practice known as patient-dumping, whereby
seriously ill or injured patients are transferred 
to other hospitals or care is delayed because of 
the patients’ lack of insurance.

Managed care patients at risk

Particularly vulnerable to this type of situa-
tion are patients enrolled in managed care plans,
says U.S. Inspector General June Gibbs Brown.
The plans often require hospitals or the patients
themselves to obtain prior authorization for cer-
tain medical procedures or hospitalization. 

“Anyone who believes they are experiencing a
medical emergency — regardless of their ability
to pay or the kind of insurance they have — has a
right to expect that hospitals and physicians will
meet their obligations under federal law to pro-
vide a required emergency medical screening 
and stabilizing care,” announced Nancy Ann
DeParle, administrator of the Health Care Finan-
cing Administration in Baltimore.

“We will be vigilant in ensuring that hospitals
and physicians fulfill their obligations,” she said
in announcing the proposed statute.

While bureaucrats were announcing proposed
guidelines to curb the patient-dumping problems,
the Supreme Court was hearing about the effects
of patient dumping firsthand. The guardian of a
poor and uninsured patient is seeking $10 million
in damages from the University of Louisville

(KY) hospital. The patient has no memory of
being hit by a truck, admitted to the hospital, or
suffering from repeated bouts of pneumonia and
infections. Two months later, she was transferred
to a nursing home in Indianapolis. The lawsuit
alleges she was dumped because she was poor,
uninsured, and her bill had reached $393,000.

For ethics committees, the proposed guide-
lines add ammunition to existing policies and
procedures regarding medical treatment for 
all patients. The announcement also serves as 
a reminder to examine existing contracts with
managed care plans to determine if revisions 
are necessary.

Gray areas remain

Although clarification in the law is welcome, 
it may not solve all the problems associated 
with delayed treatment or care, says Rick Wade,
spokesman for the American Hospital Associa-
tion’s Washington, DC, office. “It’s not going to
solve the problem of some plans deciding that
they’ll use preauthorization rules as a way not 
to pay hospitals,” he adds.

Another potential gray area of the proposed
guidelines is hospitals getting stuck with unpaid
bills from managed care plans. Under the new
government guidelines, hospitals must examine
and stabilize every patient who walks in the
door. Many health plans, for example, will not
pay if parents take a sick child to the emergency
department without first checking with the
physician or calling a nurse-managed telephone
service.

Once a patient enters the emergency depart-
ment, the hospital’s staff can’t delay care while
employees inquire about insurance or check 
with a health plan for authorization — even
when urgent treatment does not seem necessary.

“We want to make sure patients are seeking
care in the most appropriate setting,” says Karen
Ignagni, president of the Washington, DC-based
American Association of Health Plans, which rep-
resents insurers covering more than 150 million
Americans.

“That means not going to the hospital just
because it’s the most convenient place to seek
treatment on a weekend or after hours,” Ignagni
adds.

Reference

1. 63 Fed Reg 67,486 (Dec. 7, 1998).  ■
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Avoid racial and cultural
bias in pain management

Research has shown evidence of ethnic bias in
regard to pain management, says Knox H.

Todd, MD, MPH, associate professor of emer-
gency medicine at Emory University School of
Medicine in Atlanta. “Although the underuse of
analgesics applies to all ED [emergency depart-
ment] patients, I think we’ve established that 
ethnic bias exists.” For ethics committees grap-
pling with the issue, the news may prove a useful
tool for ensuring quality care for all patients.

Studies reviewed records from patients with iso-
lated long bone fractures of upper or lower
extremities.1-4 “The majority white culture tended
to receive more analgesics than the minority popu-
lation of African or Hispanic patients,” says Todd.
“We were able to show identical complaints of
pain with identical injuries, and whites were more
likely to receive analgesics.”

Here are some tips for avoiding bias:
❏ Make pain assessment mandatory. “The

quickest route to more consistent treatment
would be to institute guidelines for pain manage-
ment that are protocol-driven and don’t require
active participation by nurses or physicians,” he
recommends. 

❏ Give a non-narcotic analgesic at triage. If all
patients complaining of pain are given analgesics
at triage, ethnic bias will not be an issue. “We need
to move the point of analgesic delivery much
closer to the patient’s complaint. For example, any
patient who presents with an ankle sprain at triage
can certainly receive . . . ibuprofen prior to getting
an X-ray. With time, that becomes a reflex action.”
There is no problem in giving a non-narcotic anal-
gesics, whatever the patient’s eventual diagnosis,
Todd says. “Narcotics added to a base of non-
narcotic therapy is a reasonable way to go.” 

❏ Track reasons for unscheduled returns.
Monitoring unscheduled returns due to pain and
categorizing them by ethnic group can ensure con-
sistent treatment. “One of the blind spots we have
is not knowing what happens two or three days
down the road, after the patient leaves the ED. If
you look at unscheduled returns, many of those
are due to inadequate pain management.” 

❏ Audit for ethnic bias in your ED. “If you
look for it, you will probably find it,” he says. “To
do a quick audit, choose a typical stereotypic pain
stimulus like a fracture, something that is fairly

objectively diagnosed. Then simply compare pain
management among ethnic groups for a period of
time.” Fractures are good candidates for this type
of audit because the severity can be quantified.
“Avoid hip fractures or sprains because they’re 
not as easy to define. It’s not difficult to do a year’s
worth of past charts, and it’s become even easier
with information systems to query for differences
in analgesia with ethnic groups.”

❏ Consider which pain scales should be used.
A study assessed whether numeric or word pain
scales are more effective with patients who don’t
speak English.5 “We looked at whether some cul-
tural groups might prefer a word descriptor scale
or a numerical scale. We found both scales can be
used very effectively,” says Martha Neighbor,
MD, FACEP, at San Francisco General Hospital.

The study found little difference in patient
preference for one of the scales, and both scales
were valid. Patients should be offered their choice
of either of these simple pain rating scales to eval-
uate pain and the effectiveness of pain-relieving
interventions, she says. 

❏ Use multilingual laminated cards. Word
and numerical rating scales should be developed
in the prevalent languages of your community,
Neighbor says. “When non-English-speaking
patients present at the triage desk in pain, you
can show them laminated cards that ask them to
describe the intensity of their pain,” she suggests.

Multilingual laminated cards can assess pain
severity consistently among cultural groups, she
says. “If you can’t rate the severity objectively,
then, obviously, the providers are left to surmise
how much pain [the patient is] having, based on
how they look, and different cultural groups don’t
necessarily manifest their pain the same. Some are
stoic and quiet, while others overly dramatize the
degree of pain they are having.” 
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Four myths of pain 
medicine administration

Ethics committees looking for educational
resources for pain management now can

focus on four myths circulating the halls of most
hospitals, especially in emergency departments
(EDs). “There is a great deal of ignorance and
myth about pain management that ED managers
should be aware of,” stresses Gregory Henry,
MD, FACEP, chief of the department of emer-
gency medicine at Oakwood Hospital-Beyer
Center in Ypsilanti, MI. Here are the four myths:

Myth 1: Pain is inevitable. “Because of that atti-
tude, we let a lot of people suffer who don’t need
to,” Henry says. “Most patients come to the ED
because they are hurting. We have so many drugs
today to alter perception or memory of pain, and
we can take away pain very effectively.” 

Pain relief is a key part of all therapies, includ-
ing those that take place in the ED, he empha-
sizes. “If a patient had bone cancer and had six
months left to live, they would be given all the
morphine they needed. So why would we not
take away pain on a short-term basis?”

Myth 2: Pain medications mask diagnoses.
ED physicians typically face roadblocks in man-
aging pain because of fear of masking the diagno-
sis, particularly in patients with abdominal pain.
However, that is changing. “There is an increas-
ing acceptance of relief for patients with abdomi-
nal pain, which was such a no-no until about 10
years ago,” says Bruce McNulty, MD, medical
director of the ED at Ravenswood Hospital in
Chicago. “Research shows that we can, in fact,
improve diagnostic accuracy by relieving pain.”

Still, there is a widespread belief that pain
medications may affect the eventual diagnosis,
Henry notes. “There is absolutely no evidence
that a diagnosis is altered with appropriate use of
pain medications. The newer texts now say there
is no reason to delay treating pain.”

However, some surgeons still may be reluctant
to give pain medications, fearing they will obscure
a patient’s need for surgery. “If you are seeing a
patient with abdominal pain, and the surgeon can’t
be there in 10 or 15 minutes, just give a short-acting
narcotic, which can easily be reversed,” Henry 
suggests.

Myth 3: Pain medications should be given 
in small increments. “There is an idea that we
need to sneak up on pain, by giving little bits of

medication over a period of time, but that’s not
the way to treat pain,” he says. “The best way is
to hit it with high doses and multiple modalities
early on.”

Many ED clinicians underdose both Tylenol
and ibuprofen, says Henry. “A reasonably sized
male in good health needs 600 g of Motrin to do
anything. The tendency is to use too much medi-
cation for too long a period of time, but it’s much
better to use a high dose.”

Myth 4: Patients may become addicted to nar-
cotics. “Giving three or four days of a narcotic
never made anybody an addict,” he says. “How-
ever, this mistaken belief leads to a kind of stoic
ethic which makes patients suffer.”

There traditionally has been concern about 
the use of potent narcotic analgesics, especially in
children and the elderly, says Emory M. Petrack,
MD, MPH, director of the department of pedi-
atric emergency medicine at Rainbow Babies 
and Children’s Hospital in Cleveland. “ED physi-
cians who do not have significant experience
with these populations may feel uncomfortable
with the potential side effects related to respira-
tory or cardiovascular compromise,” he says.
“The reality is that with some knowledge and
experience, it is not difficult to provide good 
pain relief in the ED.”  ■

Group gives support 
to cancer survivors
Agency reinforces hospice concept

Faith Proietti, MA, MDiv, chaplain at Med-
Central Home Care/Hospice in Mansfield,

OH, formed a support group for cancer survivors
for a very personal reason: She is surviving the
illness herself. In 1995, after undergoing a mastec-
tomy and chemotherapy, she looked around for a
support group. The hospital didn’t have one, and
its oncology nurses were too busy to start one.
Proietti decided to take on the task as part of her
hospice work at the hospital.

“One reason I started it and brought it under
the hospice umbrella is [that] I realized a lot of
people I befriended in my treatment had died,”
she says.”I thought if I could educate people
about their cancer, and if they weren’t going to
make it, then at least I could make them more
aware of hospice.”
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In the nearly three years since Proietti started
the group at her hospital-based hospice, it has
succeeded in providing emotional support for
cancer survivors and educating the dying about
hospice. Fifteen to 25 men and women attend the
monthly meetings. Sometimes spouses, children,
and other loved ones attend. Because the meetings
are held in the hospital chapel, members some-
times attend in wheelchairs with IVs attached.

The group introduces cancer survivors to hos-
pice in a natural way. It’s brought up whenever a
member dies or Proietti introduces herself to new
members. And the word spreads to the members’
friends and acquaintances. A group member
might mention hospice as an option to a friend 
in the oncology ward when it appears the friend
is running out of treatment options, for instance.

Spouses of cancer survivors often attend the
hospice’s grief support group after their loved
ones die. Members often call Proietti for advice or
support because they know she is a hospice chap-
lain. “I think their attitudes do change about hos-
pice the more they hear about it. I want them 
to talk with other people who are terminally ill
even if they are not.”

A focus on living, not dying

Each meeting has a theme. For the anger theme,
Proietti asked everyone to bring pillows to punch.
Another meeting might be about humor, in which
everyone tells a funny story. In December, the
group holds a potluck party. The group also orga-
nizes a fundraising auction each year to raise
money to support members who need help or to
buy flowers when members die.

The group features speakers four times a year,
and one always involves death, dying, and hos-
pice. Other speakers may include a dietitian,
nurse practitioner, or an oncologist. Each speaker
helps cancer survivors learn a little bit more
about their disease and treatment, enabling them
to make better-informed decisions.

Although some members die, including 15 last
year, the group focuses on how to live life fully.
Members sang holiday carols in December for

patients in the hospital’s oncology ward. Members
visit each other’s homes if someone needs that
kind of support and keep in touch with each other
between meetings. “We’re an active group that
tries to do more for the community and for each
other,” Proietti says.

Proietti usually begins each meeting by intro-
ducing herself to new members. Everyone sits in
a circle. Then she asks members to talk for three
minutes about themselves, their cancer, their fam-
ilies, or whatever they choose to discuss. They
may choose not to speak, as well. These introduc-
tions often create discussions about dealing with 
a particular treatment, and they enable members
to become more comfortable with the fact that
cancer is part of their lives, Proietti says.

If it’s a lecture meeting, the speaker talks for the
first 40 minutes to an hour. Then Proietti asks the
group if anyone has questions or problems they’d
like to share with the others. This gives members
an opportunity to express their fears and ask for
information that might help them make a decision
about chemotherapy or surgery. “Then we have a
group discussion as a result of that.” 

Proietti recounts one meeting that typifies the
synthesis between this support group for cancer
survivors and the hospice program. One of the
group’s members, a woman in her 20s, called
Proietti three days before a meeting. The woman
had been attending for six months and was now
dying, and she wanted Proietti’s advice. Proietti
visited her that day, telling her, “You have to make
a decision. What do you want to do?”

The young woman asked her about hospice,
and Proietti recommended that she decide
quickly. The woman permitted Proietti to call her
physician and ask for a referral.

A few days later, the woman came to the sup-
port group and made the announcement that she
had joined hospice. “Everyone looked at each
other, and we realized as a group that she had
come to say goodbye,” Proietti recalls.

It stunned the other cancer survivors, and they
didn’t know what to say. Proietti asked each mem-
ber, sitting in a circle, to thank their young com-
panion and tell her what she has meant to them.
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“Then I asked her to come into the middle of
the circle, and we all gathered together and
prayed that God would give her strength on her
journey,” Proietti says. “There wasn’t a dry eye
among us, but it was a moment of transition and
pure spirituality and connection.”

Proietti says the group’s outpouring of support
and prayers gave the woman the strength she
needed to go home. She died a week later. “That’s
what we provide for each person who has come to
the group: strength, courage, and whatever it takes
to walk that journey,” she says.  ■

Medical errors likely 
to go unreported

Registered nurses responding to a survey said
fewer patients are harmed by medical errors

than 10 years ago. Hospital-based RNs were sur-
veyed by RN Magazine, published by Medical
Economics in Montvale, NJ. Two of three respon-
dents said they were unaware of patients harmed
because of incompetence or errors by physicians 
or nurses in the month before the survey. Only
59% could say the same in 1988.

The findings also indicate fewer nurses are
reporting errors. In fact, 26% of respondents said
they knew of at least one instance in which a
patient was harmed because of physician incom-
petence or error and did not report such incident
to their supervisor — up from 22% in 1988.

“There are many possible explanations for why
more nurses today are not reporting medical
errors,” says Marianne D. Mattera, editor of RN.
“Fear of being disciplined or fired and lack of
institutional support are just two of the reasons
why nurses keep quiet.”

Additionally, existing laws provide relatively
little protection for nurses who fear reprisal. Only
Kentucky, Minnesota, and New Jersey have laws
protecting nurses from retaliation by employers
for reporting care that endangers patients.  ▼

Include diverse views 
in end-of-life policies

Just over half of survey respondents ages 60 to
90 said they would choose to live even if they

developed a serious or incurable health condi-
tion. The end-of-life decision-making survey of
137 women and 63 men asked what decisions
they would make if faced any of 17 incurable 
or terminal conditions. Researcher Victor G.
Cicirelli, MD, affiliated with Purdue University 
in West Lafayette, IN, presented the findings at
the Gerontological Society of America conference
in Philadelphia last November.

Respondents, consisting largely of blue-collar
backgrounds and strong religious beliefs, were
given seven choices: trying to maintain life, refus-
ing treatment, withdrawing treatment, letting
someone close to them decide, suicide, assisted
suicide, or letting the physician decide to end life.

While 51% favored trying to live regardless of
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the situation, 40% said they wanted others to
make end-of-life decisions for them. Only about
10% indicated a willingness to end their lives if
little quality of life was the prognosis, noted
Cicirelli. Public policy about end-of-life care
should allow for differing viewpoints among 
the elderly, he added.  ■

• Eighth Annual Meeting. Association for
Practical and Professional Ethics. Feb. 25-27,
1999, Washington, DC. Keynote address will 
be delivered by E.J. Dionne, a senior fellow at
the Brookings Institute and a Washington Post
columnist. The Fifth Intercollegiate Ethics Bowl
will be held on Thursday, Feb. 25. Contact:
Association for Practical and Professional Ethics,
Indiana University, 618 E. Third St., Blooming-
ton, IN 47405. Telephone: (812) 855-6450. Fax:
(812) 855-3315. 

E-mail: appe@indiana.edu. World Wide Web:
http://php.ucs.indiana.edu/~appe/home.html.

• Bioethics in the New Millennium. Feb. 26-
27, 1999. This first-ever international undergrad-
uate bioethics conference is sponsored by the
Bioethics Forum of Princeton (NJ) University.
Sessions on Friday, Feb. 26, will be devoted to 
the topic “Genetic Engineering and Cloning”;
Saturday, Feb. 27, will focus on “Bioethics and
International Health.” Contact: Bioethics Forum
of Princeton University, Princeton, NJ 08544.
Telephone: (609) 258-8333.

E-mail: Kevin Scher at ksscher@princeton.edu.
World Wide Web: www.princeton.edu/~bioethic.

• Kennedy Institute of Ethics Advanced
Bioethics Course “Issues in Ethics Committees.”
March 5-7, 1999. Contact: Conference coordinator,
Kennedy Institute of Ethics, Box 571212, George-
town University, Washington, DC 20057. Tele-
phone: (202) 687-5477. Fax: (202) 687-8089.

E-mail: KICOURSE@gunet.georgetown.edu.
World Wide Web: http://guweb.georgetown.
edu/kennedy.

• Summer Seminar in Health Care Ethics.
Aug. 2-6, 1999, University of Washington, Seattle.
The one-week seminar provides an intensive intro-
duction to the concepts, methods, and literature of
health care ethics. It is directed to — and registra-
tion is limited to — physicians, nurses, social
workers, chaplains, teachers, and others involved
in the care of patients or the education of
providers. A detailed brochure with application
form will be available in March 1999. Contact:
Marilyn J. Barnard, Program Coordinator, Medical
History & Ethics, Box 357120, School of Medicine,
University of Washington, Seattle, WA 98195-7120.
Telephone: (206) 616-1864. Fax: (206) 685-7515. 

E-mail: mbarnard@u.washington.edu.

• Ethics of Research with Humans: Past,
Present, and Future. June 14-18, 1999, University
of Washington, Seattle. Contact: Marilyn J.
Barnard, Program Coordinator, Medical History &
Ethics, Box 357120, School of Medicine, University
of Washington, Seattle, WA 98195-7120. Telephone:
(206) 616-1864. Fax: (206) 685-7515. 

E-mail: mbarnard@u.washington.edu.  ■
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