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Making ED organ transplant  
feasible puts providers in “difficult 
ethical territory”
Pilot project generated ethical debates

At the start of leading an 18-month pilot project to explore organ 
donation for patients who died in the emergency department 
(ED) at University of Pittsburgh Medical Center, Clifton W. 

Callaway, MD, believed the team was “creating, in reality, what the 
general public already thought existed.” “In reality,” he explains, “there 
is no established mechanism for patients who die in the ED to donate 
organs.” “I think, in large part, the public expected that if they were in 
a car crash and died suddenly, and despite our best efforts could not be 
resuscitated, that was exactly when they would donate organs,” he says. 
“We always notified the organ procurement organizations when we had 
a death, but that was the end of the process.”

This is because all resuscitation efforts stop when a patient is pro-
nounced dead by the ED team, and nothing is done to maintain organs 
for possible transplant. “We all walk away and talk to the family, and 
the organs have no blood flow,” says Callaway, a professor of emer-
gency medicine at the University of Pittsburgh. “Without blood flow, the 
kidney begins to suffer, and after about 30 minutes, we would expect the 

EXECUTIVE SUMMARY

A pilot project exploring organ transplant in the emergency department 
(ED) setting at the University of Pittsburgh Medical Center identified the 
challenges of this practice, including few potential organ donors dying in 
the ED and difficulty meeting timeframes. Families and hospital staff report-
ed no ethical concerns, but the project did not continue due to logistical 
difficulties and lack of funding.
• There is currently no established mechanism for patients who die in the ED to 
donate organs.
• The cost of keeping a team continually available is significant. 
• Public fears about new donation practices can be allayed with education.
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recipient would not do well. So there is a group of 
organ donors who currently don’t have the oppor-
tunity to donate when they die.”

Team always on call

The majority of organ donations occur when 
it becomes clear that an intensive care unit (ICU) 
patient’s injury is not survivable, and the process 
occurs on a “more gentle time scale” than in the 
ED, says Callaway. “It’s quite challenging to front 
load this into an ED setting, when somebody goes 
from being healthy to an organ donor in 60 minutes 
time. Fortunately, that is a rare situation. So there is 

not a huge untapped pool of potential donations.”
No one involved in the care of a patient who might 

become a donor was involved in the donation process, 
stresses Callaway. The only change in ED practice was 
to prioritize the call to the organ procurement orga-
nization. If the patient was an organ donor, a second 
physician, different from the emergency physician, then 
began a procedure to pump cold fluids to lower the 
temperature of the organs that might be donated, in 
order to “buy time” until a surgeon could be available 
to procure any organs that would be donated. “We had 
a pretty pure separation between emergency care and 
donation,” he says. “We had no concerns expressed by 
the public that there was anything different about our 
care or practice, and we really had no concerns from the 
hospital staff,” he says.

Donation was attempted for only five patients who 
died in the ED during the 18-month pilot, which began 
in 2010 and was funded by a $321,000 grant from the 
Department of Health and Human Services, and none 
of the organs were transplanted. “We had two kidneys 
that looked usable on the pump, but were not matched 
to a recipient. None of the families were concerned 
about the ethical aspects of the donation,” Callaway 
says. “From an ethical standpoint, we were extremely 
conservative in how we approached it.”

The infrastructure cost of keeping a separate team 
available 24 hours a day, seven days a week, for an 
event that could occur at any time is one reason the 
project didn’t continue. “Logistically, it was very dif-
ficult. When a potential organ donor dies five times 
in 15 months, that meant we had a team available 
on call for something that happens once every two or 
three months,” says Callaway. “That is a tremendous 
resource to have, and it was not something we could 
sustain after the demonstration project was complete.”

Delays are obstacle
  
Since the ED team made sure nothing was initiated until 

the first phone call was made informing the organ pro-
curement organization that a donor had been pronounced 
dead, this decreased the chances that organs would be 
usable. “With a delay up to an hour, the transplant sur-
geon would not be enthusiastic about using that organ in 
another patient,” he says. “We found it was tremendously 
challenging to make the time cutoffs that we said would be 
our benchmarks of success.”

Cutting those delays means getting into “difficult 
ethical territory,” however, says Callaway. “It would be 
much easier if we called when the resuscitation is still 
ongoing, but we felt that would be potentially unethi-
cal. We would not want to initiate anything prior to 
somebody being pronounced dead,” he says, noting that 
Spain has a longstanding practice of continuing chest 
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compressions after someone is pronounced dead. 
The team considered this practice, but ultimately 
rejected the idea. 

“We were uncomfortable with the ethics of that. 
If you are doing chest compressions, it means you 
are still trying to save the patient in front of you, 
not just trying to save some organs for another 
patient,” says Callaway. “To stop [cardiopulmo-
nary resuscitation] for a little while, and then start it 
again in order to keep organs usable was something 
we had never done. We felt uncomfortable about 
instituting that into our program.” 

Callaway is still in favor of donation in the ED 
setting, but says current efforts are focused on 
improvements in resuscitation. “If nothing else, I 
think we identified the barriers to doing this and 
some areas for public discussion over the next few 
years to see what we should do in the ED and what 
should be off limits,” he says. 

The process by which informed consent is 
granted to donate an organ, how to allocate avail-
able transplantable organs to those on the wait-
ing list, and ensuring that the possibility of organ 
donation does not adversely affect the care that 
a sick patient receives, are three ethical concerns 
with organ donation in any context, says Kevin G. 
Munjal, MD, associate medical director of prehos-
pital care at Mount Sinai Medical Center in New 
York City. “These issues are amplified in the often 
high-pressure environment surrounding death in the 
emergency room,” he says. 

Since the advent of donation, there has been an 
ongoing effort to educate the public on the dona-
tion process, the dead donor rule, and how death 
is declared, says Alexandra K. Glazier, Esq., vice 
president and general counsel at New England 
Organ Bank in Waltham, MA, and chair of the 
Organ Procurement and Transplant Network/
United Network for Organ Sharing Ethics 
Committee. “As long as the death declaration 
process is made clear and the dead donor rule is 
maintained, public fears on new donation practices 
can be allayed,” says Glazier. “However, the pos-
sibility of public misperception of new donation 
techniques, especially within the ED environment, 
should not be underestimated.” (See related story 
on misconceptions, p. 123.)  n
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Public might worry that
care will be compromised
Conflict of interest is issue

It was bioethicists who first called for firewalls to be 
erected between doctors determining death of donors 

and surgeons waiting to transplant the donated organs 
to recipients, says Raquel M. Schears, MD, associate 
professor of emergency medicine at Mayo Clinic in 
Rochester, MN. “The conflict of interest haunted the 
experiences of those involved in the earliest days of 
transplantation. They were called to make the deter-
mination of death, with a transplant surgeon at their 
elbow urging hasty judgment to assure the best possible 
organ viability for chosen recipients,” she says. 

The transplant pioneers relied on donation after 
cardiac death methods, which predated clinical brain 
death determination for organ donation purposes, says 
Schears. U.S. doctors and patients rapidly adopted brain 
death determination in the hospital as equivalent with 
human death and abandoned the practice of donation 
after cardiac death.

It is very important that efforts to resuscitate a 
patient aren’t compromised, and don’t even appear to 
be compromised, by the prospect of the death of one 
patient benefitting another who is waiting for an organ 
donation, warns Kevin G. Munjal, MD, associate medi-
cal director of prehospital care at Mount Sinai Medical 
Center in New York City. One method of doing this, 
which was embraced in certain European models, was 
to maintain a separation of those responsible for caring 
for a patient and determining death and others responsi-
ble for assessing the patient and discussing the prospect 
of organ donation with the family, he says.

The acceptability of presumed consent for procedures 
on the newly dead involved in donation after circulatory 
death procurement has not met with public endorse-
ment, notes Schears. “Perhaps the strongest indication 
about worry regarding death and donation personally 
comes in comparing survey results about whether or not 
people support organ donation in general,” she says. 
Roughly 80% reply in the affirmative, yet less than half 
of those respondents follow through on their assertions 
and become a designated donor using existing mecha-
nisms such as organ donation registries, and fewer than 
20% of Americans have an advance directive, includ-
ing the small subset of people who agree to posthu-
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mously donate their bodies to medical science, notes 
Schears. 

“Within six months after Texas put the organ 
donation question as a ‘no’ checkbox on their 
driver’s license forms, so many people elected the 
negative, they had to redo the question to avoid 
collapsing the state’s donation election rate among 
those applying for license renewal,” she adds.

Munjal says that in his experience, the public has 
been “overwhelmingly positive” about developing a 
mechanism for patients who die from cardiac arrest 
to donate their organs if they wish to. “In all our 
community outreach, the most striking thing was 
that even amongst religious and other groups that 
were not willing to be organ donors themselves, 
most were surprised to learn that the overwhelming 
majority of people that sign up or express an inter-
est in being organ donors will not have their kid-
neys, livers, and other solid organs donated simply 
because they did not die in a hospital or did not die 
via brain death,” he says.  n  

EHR use growing fast,
but ethical concerns  
are, too
Confidentiality is “inviolate obligation” 

Access to the electronic health record (EHR) of 
an individual patient as well as what the person 

looking at the record does with that information 
remain concerns for all professionals and institu-
tions involved in patient care. Confidentiality, in 
particular, remains “a major ethical concern,” 

according to Stephen T. Miller, MD, MACP, Pearce 
Professor of Medicine at University of Tennessee 
and medical director of medical education and 
research at Methodist LeBonheur Healthcare in 
Memphis. 

Institutions have used aliases and deception to 
assure that celebrities have privacy and their auton-
omy is not violated, underscoring ongoing concerns 
about confidentiality. “Education of all who have 
access to the EHR, and public reporting of penal-
ties of those who do not follow the rules, have 
improved the atmosphere in which EHRs are used,” 
says Miller. “There will be an ongoing need for pro-
fessional education and reminders for all EHR users 
to keep confidentiality as an inviolate obligation for 
patient care.”

Data stored in electronic format are susceptible 
to security breaches, such as health care providers 
who improperly access a patient’s record, allow 
bystanders to gain access to unattended computer 
stations, or inappropriately provide their access 
codes to others. “Even access by authorized parties 
can lead to threats to privacy and confidentiality,” 
says Beverly Kopala, PhD, RN, associate professor 
at Loyola University Chicago’s Marcella Niehoff 
School of Nursing. “Data sharing is designed to 
promote quality and continuity of care. But as ease 
of access to health information and the number 
of parties with whom data are shared increase, 
the opportunities for security breaches increase as 
well.” Additional threats arise when data are “lost” 
during transfer and when de-identified patient data-
sets become available for secondary use and are able 
to be re-identified.1

“Meaningful use” attestation, which obtains 
payments for those facilities that report meeting 
requirements, is another ethical concern for institu-
tions and information technology administrators. 
“The accuracy of these reports is an ethical obliga-
tion,” underscores Miller. Here are other ethical 
concerns involving EHRs:

Providers might be distracted during patient care 
encounters. 

“The computer screen cannot become more 
important than the patient,” says Miller. 
“Communications between providers and patients 
cannot suffer because the focus is on documentation 
rather than care of the patient. Distractions violate 
the principle of beneficence that guides patient care 
encounters,” he says.

Providers might be overwhelmed by too much 
information. 

“Avoiding patient harm is the substantive discus-

EXECUTIVE SUMMARY

Compromised patient confidentiality due to security 
breaches, accuracy of meaningful use attestation, 
distracted providers, and inaccurate information are 
some of the ethical concerns involving electronic health 
records. Providers should be aware that:
• obscured information might harm patients.
• communications with patients should not suffer due to 
distraction.
• incorrect or irrelevant information can negatively im-
pact decision making.
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sion that clinicians should have about clinical 
documentations that may be wonderful notes 
for billing when viewed by coders, but are barri-
ers to patient safety,” says Miller. 

Can patients be harmed because useful infor-
mation is hidden by all of the “clutter” that can 
be collected in an EHR? Miller says the answer 
is yes. “Copying and pasting to make the record 
look like something has been accomplished 
is an ethical error,” says Miller. “Repetitious 
incorporation of laboratory and radiology 
reports into progress notes when they obscure 
‘What does the clinician think, and what is the 
clinician doing?’ must be elevated to an ethical 
concern, if it is going to get the attention of pro-
fessionals.” 

EHRs incur financial costs related to develop-
ment, implementation, and maintenance, such 
as hardware, software, equipment, personnel, 
privacy protection measures, and record storage 
and retention requirements. 

“These are substantial and ongoing,” 
explains Kopala. “When limited financial 
resources must be reallocated to meet these 
needs, tough decisions about priorities are 
needed.”

Data might be inaccurate. 
This can result from intentional or uninten-

tional entry of misinformation, loss or destruc-
tion of data when data are shared, and the 
presence of incorrect information and data that 
are no longer accurate or relevant to a patient’s 
current status. “This places the patient at risk 
for harm, as provider decision-making can be 
negatively impacted,” says Kopala. Systems 
might engender poor quality documentation by 
expecting overwhelmed providers to document 
time-consuming details that don’t improve care. 

“There was an old saying with computers 
— ‘garbage in, garbage out.’ I would take that 
to next level and say even more dangerous is 
‘garbage in, presumed truth out,’” says Ida M. 
Androwich, PhD, RN, BC, FAAN, professor 
and director of health systems management at 
Niehoff School of Nursing. “This can occur 
when the provider fails to listen to the patient 
and over-relies on electronic data, to the detri-
ment of care.”  n
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Screening test might not
be the ethical choice
Patients biased in favor of testing

In general, patients think of a screening test as a good 
thing, says Arthur L. Caplan, PhD, director of the 

Division of Medical Ethics at NYU Langone Medical 
Center in New York, NY. “Patients aapproach this 
thinking that it is better to test than not test, and doc-
tors have to be aware of that bias,” he says. “Unless a 
test hurts a lot, patients don’t see any danger.” The doc-
tor has an ethical obligation to give accurate informa-
tion about the risks and benefits of a test, including the 
fact that a test might be very inaccurate, he says.  

The U.S. Preventive Services Task Force’s 2009 
guidelines say mammograms should not be done rou-
tinely for women ages 40-50. “The data doesn’t seem 
to support it. But testing is still going on, even though 
the current recommendation is not to test women annu-
ally,” Caplan says. “In the face of risk in our culture, 
we feel doing something is better than doing nothing.” 
The same is likely to happen with PSA testing for pros-
tate cancer, he adds, despite the United States Preventive 
Services Task Force’s May 2012 recommendation that 
the widely used test no longer be used routinely for men 
of any age.1

EXECUTIVE SUMMARY

Patients typically are biased in favor of screening tests, but 
providers have an ethical obligation to educate them about 
risks including accuracy rates and what is done with false 
positives, and to consider updated recommendations for 
mammograms and PSA testing. Providers should:
• consider whether they are practicing defensive medicine. 
• Fully inform patients of risks and benefits.
• Take individual patient preferences into account.
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Screening tests are useful to detect conditions 
with serious consequences in which there is a treat-
ment that can change the course of a disease, and in 
which that treatment is more effective if the condi-
tion is diagnosed before symptoms occur or early in 
the disease process, according to Virginia L. Hood, 
MB.BS, MPH, MACP, professor of medicine at the 
University of Vermont and immediate past presi-
dent of the American College of Physicians. 

Hood says that an example of a “good” screen-
ing test is a colonoscopy to look for colon cancer in 
adults older than age 50 and some younger people 
with risk factors. Colon cancer is the second lead-
ing cause of cancer deaths in the United States, and 
screening has been shown to save lives by detect-
ing cancers at an early stage or conditions such as 
polyps that can lead to colon cancer and can be 
removed before cancer develops, she explains. 

“An example of a bad screening or diagnostic 
test is doing radiological imaging looking for the 
cause of uncomplicated low back pain,” says Hood. 
Research indicates that these tests do not lead to 
better outcomes in terms of pain, function, quality 
of life, or overall well being, and were associated 
with documented harms such as low level irradia-
tion, clinically irrelevant findings that lead to more 
unnecessary tests, and increased costs.2 Here are 
ethical considerations involving screening tests:

Physicians need to make it acceptable for the 
patient to conclude they don’t want a test. 

“Most people are going to assume the correct 
answer to ‘Should I be tested?’ is always going to 
be ‘yes,’” says Caplan. “You need to document that 
discussion so there are no recriminations later. But 
in a way, you have to make it morally allowable to 
say no.”

Doctors may need to explain, for instance, that 
a false-positive result means an intensive course of 
surveillance, including monitoring with potentially 
harmful biopsies and X-rays. “The doctor’s job is 
to lay out the strengths and weaknesses of the test. 
At the end of the day, it’s still up to the patient to 
decide how they want to proceed,” Caplan says. 
“Some patients are going to say, ‘Dying of prostate 
cancer is the worst thing I can imagine. I want to be 
tested, and I don’t care if you have to monitor me 
with biopsy or risk impotence and incontinence.’”

Doctors need to be comfortable themselves with 
not ordering a screening test.

“A significant amount of testing is done for the 
practice of defensive medicine. It is not done for the 
patient, but for the doctor,” says Caplan. “The doc-
tor’s fears might need to be calmed. Both the doctor 

and the patient need permission to say, ‘It’s all right 
to forgo the test.’” 

Physicians and patients both need to consider the 
implications of false positives. 

“The two tests most in the news today are screen-
ing for ovarian cancer and prostate cancer. Both have 
false positives,” says Gregory R. Moore, MD, MPH, 
senior director of Stamps Health Services at Georgia 
Institute of Technology in Atlanta. “False positives 
are a little more complicated than they may appear.”

The chance of a false positive for any one patient 
depends on the incidence of the disease or condition 
in the population being screened, so false-positive 
rates vary, he explains. Since no screening test is 
entirely accurate, physicians need to consider what 
is done with false positives. A positive screen for 
ovarian cancer requires a surgical evaluation of the 
ovary in question, for example. 

“This next step has very clear surgical risks. 
Similarly, a positive test for prostate cancer requires 
a biopsy, which has clear risks,” Moore says. “Even 
with a confirmatory positive biopsy for prostate 
cancer, we are still very limited in determining 
just how aggressive that tumor may be.” Surgery 
for prostate cancer often causes incontinence and 
impotence, he notes. “These are obviously compli-
cations we would like to avoid when the tumor is 
not particularly aggressive. Prostate cancers that 
are not particularly aggressive can go for years or 
even decades without causing serious illness,” says 
Moore. (See sidebar on ethical obligations involv-
ing patient education, p. 127.)  n
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Fully informing 
patients on tests: 
“Ethical imperative”
Paternalism “cropping up” in public health

Well-informed patients choose less invasive 
screening and treatment than those who 

are acting on poor information or ill-considered 
preferences, according to Jeff Belkora, PhD, 
director of decision services at the UCSF Breast 
Care Center and associate professor of surgery 
at the University of California, San Francisco’s 
Institute for Health Policy Studies.

“Providers may protest that patient education 
takes time; it does. It’s also a legal and ethical 
imperative known as informed consent, more 
properly thought of today as informed choice,” 
says Belkora. “We must reform the financing of 
health care so that we are funding our legal and 
ethical mandates.”

Fully informing patients might cost hun-
dreds of dollars, acknowledges Belkora. “But 
we squander orders of magnitude more than 
that on waste in medicine. We can afford fully 
informing and involving patients,” he says. 

People may choose to do screening when 
fully informed, but it is not a prescription 
that fits everyone of any age or condition, 
says Belkora, and patient preferences matter, 
too. “We have mostly gotten past paternal-
ism in medicine, but it is cropping up in public 
health,” he says. “My ethical stance is that 
screening in general is overprescribed as a pub-
lic health benefit. In fact, on an individual basis, 
there is usually some non-negligible risk of 
harm, while the chance of benefit is often low.”

Doctors and patients need to weigh how they 
feel about the value, timing, and likelihood of 
screening outcomes, at different ages and life 
circumstances, says Belkora. “There is a simple 
way to think about whether decisions should be 
highly individualized to patient preferences and 
circumstances,” he says. In rare circumstances 
in which the benefits of intervention, including 
screening, vastly outweigh potential harms; and 
there is a strong evidence base, and little varia-
tion in how patients and providers feel about 
outcomes, this can be defined as “effective” care 
that needs to be more broadly disseminated, says 
Belkora.1

“Examples of these three conditions are hard to find 
in medicine, but might include using beta blockers to 
treat heart disease,” he says. In most circumstances in 
medicine, however, patients risk significant harm along 
with benefits, or there is not a strong evidence base to 
rely on, or patients vary significantly in how they feel 
about the value, timing, and likelihood of the outcomes, 
says Belkora. “These cases are defined as ‘preference-
sensitive,’” he says. “Recommendations should be 
individualized to patients using shared decision-making 
strategies, such as clear risk communication and prefer-
ence elicitation.”

If the patient is requesting a test that is clearly inef-
fective, in that harm vastly outweighs benefits, and 
there is a strong evidence base and there is a general 
consensus among well-informed patients and providers 
against the request, then the provider’s obligation to 
beneficence may outweigh the provider’s obligation to 
patient autonomy, according to Belkora. In that situa-
tion, the provider may refuse to administer the test out 
of a sense of professional responsibility. 

“However, in cancer care, this is a somewhat 
unlikely scenario,” he says. “More likely, the provider 
must address the fact that patients are autonomous 
and have a legal and ethical right in our society to self-
determination.”  n
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“Drug-seeking” label is  
sometimes wrongly 
applied
Some patients suffer unnecessarily

Is there clear and convincing evidence that an indi-
vidual has no pain that would justify a prescription 

analgesic and is, therefore, seeking medication solely 
because of an addictive disorder, recreational use, or 
with the intent of diverting it to others? If so, then the 
provider may have a legitimate factual basis for identi-
fying a patient as “drug-seeking” and denying requests 
for medication, says Ben A. Rich, JD, PhD, professor 
and School of Medicine Alumni Association Endowed 
Chair of Bioethics at University of California — Davis 
Health System.
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“The implication of the label is that the patient 
has no legitimate medical need for the medication 
which they seek,” says Rich. Nevertheless, even 
some patients legitimately labeled as drug-seeking 
may have other medical issues, including men-
tal health issues, that explain their behavior and 
require further attention. “Simply showing the 
patient the door is not an ethical response,” says 
Rich. “The key ethical problem posed is the facility 
with which the label is used without adequate fac-
tual justification. Doing so has profoundly negative 
implications.”

Rich notes that the “drug-seeking” label is almost 
exclusively applied to individuals who present to 
medical institutions or providers seeking an opioid 
analgesic, and rarely to patients seeking antibiotics 
or other non-opioid medications. “There is noth-
ing intrinsically wrong with seeking something for 
which one has a legitimate need,” says Rich. “When 
we are hungry, we engage in food-seeking behavior. 
When we are in pain, we seek pain relief, which, in 
many instances, requires some form of analgesic.” 

Clinical judgment 

Some drug-seeking patients are “very convinc-
ing,” acknowledges Kenneth W. Goodman, PhD, 
professor and director of the Bioethics Program at 
the University of Miami and director of the World 
Health Organization’s Collaborating Center in 
Ethics and Global Health Policy. “From migraines 
to backaches to kidney stones, patients will adopt 
all kinds of stratagems to try to convince busy 
clinicians to part with prescriptions for controlled 
substances,” he says. “In some cities, emergency 
departments are frequent targets of such drug 
scammers.”

It can be a very difficult judgment call when, in 
a busy emergency department, a patient seems dis-
abled by pain and is requesting a drug known to be 

abused, says Goodman. The line between appropri-
ate and inappropriate prescribing will not always be 
clear in this scenario, and busy clinicians must rely 
on their diagnostic acumen to make these decisions, 
he adds. “One could argue that it is better to give a 
controlled substance to an abuser than not to give 
one to someone in actual pain,” he adds. “Telling 
the difference can be a challenge. Trying to tell the 
difference is an obligation.” 

Ethical use of prescribing authority and privileges 
requires a scientific basis for each prescription, says 
Goodman. “This does not mean a physician must 
know in advance that a particular drug will work in 
a specific case — only that there be some evidence 
or other good reason,” he adds. “Proper prescrip-
tion of drugs that can be habituating requires an 
appropriate clinical workup, and mindfulness of the 
possibility that a patient is malingering.”

Red flags might mislead

There are a wide range of screening instruments 
that can assist prescribers in determining whether 
opioids are being used as prescribed and are 
addressing a legitimate medical purpose, says Rich, 
but most non-pain medicine specialists lack the 
basic knowledge and skills necessary to administer 
these instruments effectively. In addition, providers 
might wrongly suspect drug seeking simply because 
patients demonstrate a familiarity with analgesic 
medications and dosages. “If the person has been 
taking pain medications for a chronic condition, it 
should be neither surprising nor sinister that they 
have some familiarity with such medications and 
experience in which medications have helped them 
and which have not,” says Rich. 

Providers might suspect drug seeking simply 
because the patient is insistent or demanding in their 
demeanor, but this might be reasonable if patients 
want relief for pain and feel their truthfulness is 
being questioned. “There is a recognized phenom-
enon of ‘pseudo-addiction,’ in which patients whose 
efforts to achieve pain relief have been so frustrated 
by encounters with opiophobic physicians that they 
are driven to behaviors that mimic a drug-depen-
dent patient in withdrawal,” he says. “Such patients 
suffer unnecessarily, and are victims of untreated 
or undertreated pain and the negligent infliction of 
emotional distress.” (See related story, p. 129, on 
ethical practices for providers.)  n
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EXECUTIVE SUMMARY

If providers suspect a patient is drug-seeking, overlook-
ing underlying mental health issues, and undertreat-
ment of pain are two ethical pitfalls. Providers should 
keep in mind that: 
• Patients may be familiar with dosages and medications 
due to chronic conditions.
• Patients may become demanding if they feel their 
truthfulness is being questioned.
• a thorough evaluation must be conducted. 
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Uneasy providers can
utilize these options
Thorough evaluation is key

Peter Koo, PharmD, a clinical professor of 
pharmacy and a pharmacist specialist in 

pain management at University of California — 
San Francisco, says that sometimes patients are 
doctor shopping because they are addicted, but 
often they are doing it because they are actually 
under-treated. Sometimes, it’s a combination of 
the two. “Often, a patient really does need bet-
ter pain management and isn’t able to address 
it through the medications they’ve been pre-
scribed,” he says. 

For example, patients with nerve pain after a 
surgical procedure might be prescribed opiates, 
which the provider knows might not adequately 
address nerve pain in the long term. “They may 
have successfully used opiates after the initial 
surgery, but the cause of their pain has changed 
to something that no longer responds to the 
medication they’re on,” says Koo. “So the 
patient keeps going back to the doctor to seek 
more pain control.”

One compounding factor is that many physi-
cians aren’t trained in pharmacological pain 
management, or are only focused on inter-
ventional procedures, such as nerve blocks or 
local injections. “Sometimes, a simple shift in 
medications might actually be more effective in 
controlling the pain in the long run,” says Koo. 
“In fact, some atypical analgesics, such as anti-
depressants and seizure medications, actually 
work very well for nerve pain — much better, in 
fact, than opiates.”

Providers need to conduct a thorough evalu-
ation with any patient before they prescribe 
medications, especially opiates, underscores 
Koo. “You really have to assess the patient. If 
you feel like you are running a circle around 
yourself in trying to treat a patient’s pain, that’s 

a good time to refer them to a pain specialist,” he says. 
“If you truly believe a patient is playing you for medica-
tion, you also have several options.” Koo gives these 
examples:

• Providers should ask, “Is the opiate indicated?” 
“Is the patient being followed regularly to assess their 
progress?” and “Are regulations on opiate prescriptions 
being followed?”

• Providers can offer treatment with the condition 
that they have the right to conduct a urine test, and 
conduct periodic reviews of drug-monitoring reports, 
which track every controlled prescription patients 
receive. 

• If providers don’t feel comfortable writing the pre-
scription, they can recommend instead that the patient 
receive an evaluation from an expert.

• Providers can identify co-morbidities, such as 
depression or anxiety, indicating that patients may ben-
efit from psychotherapy as well.

• Providers can set up a treatment agreement with 
the patient, which spells out that they will provide the 
medications under the condition that the patient may 
not receive medications from another provider without 
consulting with you first. “If they do, you reserve the 
right to terminate their care,” says Koo. 

• Providers can make it an office policy that they do 
not write for prescriptions for opiates on initial new 
patient visits. “This will prevent traveling prescription 
shoppers,” says Koo.  n 

Large-scale adverse 
events: Obligation  
to disclose?

If a provider tells patients they might have been 
exposed to a blood-borne pathogen when they actu-

ally weren’t, then the patients worried needlessly when 
there was no actual health risk. There is also the risk 
that by not disclosing, a minority of patients will be 
harmed and have no idea, says Denise M. Dudzinski, 
PhD, MTS, associate professor and director of graduate 
studies in the Department of Bioethics & Humanities 
at the University of Washington School of Medicine. 
“On the other hand, by disclosing, patients can take 
behavioral steps to reduce transmission if they might 
have been exposed to an infectious agent,” she says. 
Dudzinski argues that even if the risks are small or 
unknown at the time, disclosure is still required based 
on obligations to tell the truth, protect patients, and 
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provide for their health care.1

“Depending on the seriousness of the potential 
injury, disclosure might come from an office or 
phone visit by a treating physician or through a let-
ter from the institution,” she says. Dudzinski says 
disclosure should include the following:

• what occurred;
• what the institution knows and does not know 

about what occurred;
• information about the level of risk;
• actions taken to prevent the incident from hap-

pening again;
• information on how to get follow-up testing 

and treatment, such as a hotline staffed by trained 
clinicians to field health-related questions;

• an expression of regret; 
• a description of the plan for investigating the 

issue; and
• a promise to provide follow-up information as 

it is discovered. 
“Disclosure might also require proactive calls to 

media outlets by the health care institution,” she 
adds. While both the physician and the organiza-
tion have obligations to disclose both individual 
and large-scale errors, an institution does not have 
a discrete therapeutic relationship with an indi-
vidual patient like the doctor, notes Dudzinski. “An 
individual doctor is likely to address the disclosure 
within that therapeutic relationship, often sitting 
down with the patient and explaining what hap-
pened. This may not be possible when hundreds of 
people are affected.”

While the message may be tailored to individual 
patients by a physician, the message should be con-
sistent and uniform when disclosing to multiple 
people, and a multidisciplinary group of staff work-
ing at the institution should provide input on how 
to disclose, advises Dudzinski. “An individual clini-
cian might not enlist too many other people before 
disclosing, but the organization should because the 

process of addressing the harm is more complex 
with multiple patients,” she says. (See related story 
on the American Medical Association’s recommen-
dations, p. 130.)  n
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AMA gives ethical
guidance on disclosure

The American Medical Association (AMA) Code 
of Medical Ethics offers physicians guidance 

regarding an appropriate response to large-scale 
adverse events, says H. Rex Greene, MD, chair of the 
AMA Council on Ethical and Judicial Affairs. The 
issues are discussed in AMA ethical opinion E-9.032, 
“Reporting Adverse Drug or Device Events,” which 
states that a physician who “suspects the occurrence of 
an adverse reaction to a drug or device has an obliga-
tion to communicate that information to the broader 
medical community.” 

“When there is a serious adverse event defined by 
death, hospitalization, or medical or surgical inter-
vention, it should be reported to the FDA [Food 
& Drug Administration],” says Greene. When 
physicians are faced with ambiguity surrounding 
an adverse event, the AMA ethical opinion states 
that “certainty, or even reasonable likelihood, of 
a causal relationship between the drug or medical 
device and the serious adverse event will rarely exist 
and is not required before reporting the event to the 
FDA.” 

In these situations, the burden is on the physi-
cian to report the event, he underscores. “Physicians 
work every day to provide patients with the best 
care and to ensure their safety, but when mistakes 
occur, physicians should openly discuss them with 
their patients,” says Greene.

AMA ethical opinion E-8.12 “Patient 
Information” states that in these situations, “the 
physician is ethically required to inform the patient 
of all the facts necessary to ensure understanding 
of what has occurred.” “We understand that many 

EXECUTIVE SUMMARY

Patients might be needlessly worried by disclosure of 
large-scale adverse events such as possible exposure to 
a blood-borne pathogen, but failing to disclose could 
harm patients and prevent them from taking steps to 
reduce transmission. 
• institutions should provide patients with additional 
information as it is discovered.
• messages should be consistent and uniform.
• a multidisciplinary group should provide input.
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To earn credit for this activity, please follow these instruc-
tions.

1. read and study the activity, using the provided refer-
ences for further research.
2. Log on to www.cmecity.com to take a post-test; tests can 
be taken after each issue or collectively at the end of the 
semester. First-time users will have to register on the site 
using the 8-digit subscriber number printed on their mail-
ing label, invoice or renewal notice. 
3. Pass the online tests with a score of 100%; you will be 
allowed to answer the questions as many times as needed 
to achieve a score of 100%. 
4. After successfully completing the last test of the semes-
ter, your browser will be automatically directed to the 
activity evaluation form, which you will submit online. 
5. Once the completed evaluation is received, a credit letter 
will be e-mailed to you instantly.  

CME OBJECTIVES

Upon completion of this educational activity, 
participants should be able to: 

• Discuss new developments in regulation and health care 
system approaches to bioethical issues applicable to spe-
cific health care systems.

• Explain the implications for new developments in bioethics 
as it relates to all aspects of patient care and health care 
delivery in institutional settings.

• Discuss the effect of bioethics on patients, their families, 
physicians, and society.  

COMING IN FUTURE MONTHS

physicians fear that the acknowledgment of error 
can be used against them in the courtroom,” says 
Greene. “However, studies show a clear benefit 
when physicians set aside liability concerns and 
openly discuss mistakes with patients.”1

AMA ethical opinion E-8.121, “Ethical 
Responsibility to Study and Prevent Error and 
Harm,” emphasizes an institution’s responsibil-
ity to provide effective and confidential review 
processes for reporting adverse events and errors. 
“Doing so enhances patient safety by giving phy-
sicians an established method of handling these 
situations,” says Greene.  n
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n Identifying medical 
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n Why predictive 
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1. Which is true regarding a pilot project exploring 
organ donation in the emergency department 
setting at University of Pittsburgh Medical Cen-
ter?

 A. Most of the families involved reported signifi-
cant ethical concerns.

 B. all ED team members involved in the care of 
a potential donor were involved in the donation 
process.

 C. No one involved in the case of a patient who 
might become a donor was involved in the 
donation process.

 D. Chest compressions were continued after 
someone was pronounced dead in order to 
increase the chances of usable organs.

2. Which is recommended regarding screening 
tests, according to Virginia L. Hood, mB.Bs, mPh, 
MACP?

 A. Providers should not discuss accuracy rates of 
a particular screening test with patients.

 B. screening tests are useful to detect condi-
tions with serious consequences in which there 
is treatment that can change the course of a 
disease, and in which that treatment is more 
effective if the condition is diagnosed before 
symptoms occur or early in the disease process. 

 C. radiological imaging looking for the cause of 
uncomplicated back pain is an example of ap-
propriate screening.

 D. It is unethical for providers to consider what 
is done with false positives when determining 
whether a screening test is appropriate.

3. Which is true regarding an ethical response to 
patients suspected of “drug-seeking,” according 
to Ben A. Rich, JD, PhD?

 A. Even some patients legitimately labeled as 
drug seeking may have other medical issues that 
explain their behavior and require further atten-
tion. 

 B. Ethical use of prescribing authority and privi-
leges requires a physician to know in advance 
that a particular drug will work in a specific case.

 C. It is not ethical for non-pain medicine special-
ists to utilize screening instruments that can 
assist prescribers in determining whether opioids 
are being used as prescribed and are addressing 
a legitimate medical purpose.

 D. If providers don’t feel comfortable writing the 
prescription, it is unethical for them to recom-
mend instead that the patient receive an evalua-
tion from an expert.
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