
Should physicians 
be allowed to practice 
on dying patients?
Respect for dignity, family must be maintained 

In the past, patients who died in the hospital
often were considered the perfect opportunity
for less-experienced physicians and interns to

practice difficult medical procedures.
“The medical profession used to be a lot more

aggressive with newly deceased patients because 
it was seen as a really good way for students to
learn,” says Jorge Martinez, MD, FACEP, director
of emergency medicine services at the Medical
Center of Louisiana in New Orleans. Martinez is
chair of the Dallas-based American College of
Emergency Physicians’ ethics committee.

“They used to practice invasive procedures, cen-
tral lines, things like that,” explains Martinez. With
time and the evolution of medical ethics, however,
deceased patients are no longer viewed simply as
learning opportunities, but as patients. Although 
no longer living, patients have some remaining
rights, even if they are not the same as those a liv-
ing patient would have, he says.

The tension between permitting medical students
and residents to learn complicated medical proce-
dures while providing patients with the best possi-
ble medical care is present in almost every area of a
teaching hospital, adds Arthur R. Derse, MD, JD,
FACEP. Derse is an emergency physician and asso-
ciate director for medical and legal affairs at the
Medical College of Wisconsin’s Center for the Study
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of Bioethics in Milwaukee. The issue becomes
particularly difficult, Derse notes, when talking
about allowing students to perform procedures
or examinations on recently deceased patients.
(For more on the practice of teaching on recently
deceased patients, see story, p. 41.)

Procedures such as intubations, central line
placement, and femoral catheterization, to name
a few, are complicated and difficult to learn to 
do well on a mannequin or lab animal. Recently
deceased patients offer the best opportunity to
perform the procedures on a human form, with
no chance of a mistake harming a patient.

“But, there is a real practical problem with get-
ting consent here,” he says, “and if we believe
that people’s consent should be obtained before
doing something to them, then there ought to be
consent for this as well. But, this is not like organ
donation, it is unlikely that someone will sign an
advance directive ahead of time, saying ‘If I am
dead, go ahead and practice on me.’ And, it
would be difficult to disclose to family members
that, ‘Yes, as long as your loved one was dead, we
let our medical students try to intubate him.’”

The alternative, says Derse, is worse. Residents
would have to practice the procedures on living
patients, who need a skilled provider.

“[Practicing on deceased patients] is an ethi-
cal violation, but I think the violation is less than
a number of other violations, and the benefit is
great,” he says. “I am not justifying it. I am just
saying that I am grateful that the first mistake I
ever made in intubation was made on a dog. 
I learned a lesson from that that I will never for-
get and I have never made a mistake in that way
again, and I am extremely grateful for it.”

Invasive procedures require family consent 

Most physicians now feel invasive procedures
should be avoided on deceased patients, say
Martinez and Derse.

“I definitely would draw the line at anything
that would disfigure someone,” Derse says. “For
example, in intubation, there is no disfiguration.
What usually happens is you have the [teaching]
physician take out the tube that was placed in the
patient during the resuscitation attempt, and
show the resident how to put the tube back in. I
think once a person has died, intubation is the
only thing you can look at.”
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Martinez is more specific in saying that it is
possible to allow residents to visualize the tra-
chea and other anatomy before seeking consent
from the family.

“In other words, if we have a major trauma or
something like that and the patient died, we have
no problem saying the medical students and resi-
dents can use the laryngoscope and look inside
the mouth and at least see the anatomy of the
patient,” he notes. “We don’t do anything else;
we don’t do chest tubes, or peritoneal lavage, or
anything else that would cut the skin. If we cut
the skin, we have to ask the family for permission
to do that.”

Asking for consent

Experts are divided on when, how, and
whether to seek consent from surviving family
members in order to perform procedures on the
recently deceased.

Derse, who advocates only practicing intuba-
tion on deceased patients, says he recommends a
policy of informing a patient’s family if they ask,
but not necessarily seeking permission upfront.
“Certainly, I think there should be full disclosure.
That is, if someone asks if something has been
done, they should be told. Maybe you want to
have a general policy that it is known that it is
done.”

Lauris C. Kaldjian, MD, assistant clinical pro-
fessor of medicine at Yale University in New
Haven, CT, questions whether there is an appro-
priate way to approach a grieving family with
this request. “Most families are not in the existen-
tial position when their loved one has just died to
somehow switch gears and say, ‘Oh, my loved
one is no longer here; that could be anyone’s
body.’ I do not think that is how we work as
human beings.”

Some physicians do advocate seeking permis-
sion from the family at the same time permission
is sought to donate organs or perform an autopsy,
he notes. “We already have protocols for that
very difficult discussion, and there might be a
way that we could, sensitively, incorporate this
question into that protocol,” he says.

However, waiting after informing the family of
the patient’s death may work against the clinical
educational value of any procedures, he adds.
“After a certain amount of time, you have changes
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CMEquestions

1. Minimally invasive procedures under
scrutiny at teaching hospitals involving
medical residents and interns practicing 
on recently deceased patients include:

A. Intubations
B. Central line placement
C. Femoral catheterization
D. All of the above

2. A practical problem with teaching residents
and interns on recently deceased patients,
according to Arthur R. Derse, associate
director for medical and legal affairs at the
Medical College of Wisconsin’s Center for
the Study of Bioethics, is:

A. Organ donation
B. Obtaining consent
C. Interrupted resuscitation
D. All of the above

3. A study led by Lauris C. Kaldjian, MD,
assistant clinical professor of medicine 
at Yale University, examined how often
house officers were asked to perform
which procedure during cardiopulmonary
resuscitation?

A. Tracheotomy
B. Intubation
C. Femoral-vein catheter
D. All of the above

4. Of the 234 house officers completing the
survey, Kaldjian found which percentage
agreeing that practicing a procedure on a
patient undergoing CPR was “sometimes
appropriate”?

A. 25%
B. 34%
C. 66%
D. 80%
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in the body, in the way the fluid settles and rigor
mortis sets in, that will prevent certain procedures
from being performed. But, you have to ask your-
self, ‘Is this really the only way to teach these 
procedures?’”

Martinez says physicians at his institution do,
on occasion, ask family members for permission
to practice procedures.

“First, you explain to them that their family
member is deceased,” he says. “There, the state-
ment is, ‘We would like to allow our student 
doctors and our residents to advance their knowl-
edge by being able to do this procedure.’”

In many cases, the family is willing, and some
have consented to further procedures. In some
cases, the physician determines the family should
not be approached with the request, he says.

“If you cannot get permission or, for some rea-
son, do not want to ask, it is too difficult to walk
in there and ask a family that has just lost some-
one that question,” he says. “Then, what you 
do is just look at the [body] as a specimen and
instruct the students about where the anatomy 
is, but you do not probe it in any way.” (For more
on emerging technology to assist in teaching,
see story, p. 43.)

Teaching hospitals must pay special attention
to the way in which physicians are allowed to
treat deceased patients, because they are really
learning more than just how to perform proce-
dures, Martinez and Kaldjian state.

“The attitude the physician has to the patient 
is very important,” Martinez says. “The way 
you deal with the deceased patients will reflect
largely the way you deal with living ones.”

For doctors in training, it is especially impor-
tant that respect for the patient as an individual
be reinforced, adds Kaldjian. “If you allow a time
that patients are seen solely as vehicles for educa-
tional purposes, I think that is not helping the
already challenging task of helping these stu-
dents treat patients with full respect.”

The strong foundation in medical ethics found
at most medical schools will help prevent abuses
of power related to practicing medical procedures
on vulnerable patient populations, including
deceased patients, adds Martinez. “The concept
that the patient is a participant in their health care,
and it is not just up to the physician, has really
been emphasized in the medical literature and
actively taught now in the medical schools,” he

says. “The younger students and residents tend to
be much more aware than older doctors for whom
that issue was not addressed as much.”

Frequently, residents and students express a
great degree of caution when he suggests examin-
ing the anatomy of a deceased patient. “It is almost
at the point where every time we say, ‘Why don’t
you go ahead and take a look at the [vocal] cords,’
the student will look up and say, ‘Is it OK?’”

Written protocols should not be necessary if
the proper foundation of respect for patient
autonomy, patient participation, and informed
consent is communicated throughout the institu-
tion, Martinez says. “It’s like having a written
rule that you don’t spit in a patient’s face or call
them demeaning names. You have to communi-
cate what behavior is immoral and reinforce that
through [setting a personal example].”
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Practice makes perfect,
but at what cost?
Study highlights troublesome dilemma

Ayear and a half ago, Lauris C. Kaldjian, MD,
assistant clinical professor of medicine at

Yale University, was confronted with a disturbing
situation. A medical student came to him with a
problem: The student had observed an intern per-
forming a nontherapeutic invasive procedure on
a patient undergoing unsuccessful cardiopul-
monary resuscitation (CPR).

The procedure was not designed to benefit the
patient — who was deemed about to die — but to
allow the student to gain more experience per-
forming the difficult procedure.

Allowing interns and medical residents to
learn from and perform procedures on recently
deceased patients is a well-documented —
though controversial — practice, says Kaldjian
(see related story, p. 37). But allowing an invasive
procedure on a patient not yet declared dead was,
to him, a foreign and troubling concept.

“The student was very disturbed by what was
witnessed, and that conversation led to an imme-
diate sense that I had an obligation to not only
deal with this at a local level, but to make a study
of it,” he explains. “Not only did I have a local
concern, but this is presumably an issue through-
out teaching hospitals in North America.”

Survey yields surprising results

The encounter led Kaldjian and four others 
to put together an anonymous survey of medi-
cal house officers at three separate institutions.
The survey was designed to elicit information
about how often house officers were asked to
insert femoral-vein catheters for practice during
CPR. The study results were published in the
Dec. 30, 1999, issue of The New England Journal 
of Medicine.1

That particular procedure was chosen because
it is common, the anatomical location of place-
ment would not interfere with the ongoing perfor-
mance of CPR, and its performance is unnecessary
when adequate intravenous access already exists,
says Kaldjian.

The survey asked respondents to consider a
hypothetical scenario in which a patient had been
undergoing unsuccessful CPR for 20 minutes.
Typical resuscitation efforts on nonresponsive
patients last at least 30 minutes before the patient
is pronounced dead.

The results of the survey were very surpris-
ing, says Kaldjian. Of the 234 house officers
completing the survey, 34% believed it was
“sometimes appropriate” to insert a femoral-
vein catheter for practice on a patient undergo-

ing CPR. Another
26% actually had
observed the prac-
tice, and 16% said
they had performed
the catheterization
themselves.

Interestingly,
Kaldjian reports con-
versations with house
officers following the
study’s publication

that indicate some of them consider patients
undergoing CPR to be deceased, and the treating
physician’s duty is to “bring them back to life.”

“Some house officers indicated that they
believed that a patient undergoing CPR is dead
and that CPR is an effort to bring them back 
to life, rather than to sustain life,” Kaldjian
explains.

“Looking at the patients in that light might
allow some physicians to consider using the body
in the same way that you would if they were
recently deceased,” he says. “My response to that
is that we need to be more clear about whether or
not we believe the patient to be dead.”

Allowing interns to perform procedures solely
for practice on patients who are still alive danger-
ously erodes the concept of patient autonomy
and informed consent, Kaldjian says. “My judg-
ment is that, legally, we can and must say that
until a patient is declared dead, as far as the law
as concerned, they are alive. So that should have
an impact on how we look at what we are doing,”
he adds. 

“And our ethical and moral tradition dictates
that, if we are still treating the patient, we con-
sider [that patient] to be alive and that there is a
chance he or she will continue living. Otherwise,
we are wasting everyone’s time and should just
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“My judgment is
that, legally, we can
and must say that
until a patient is

declared dead . . .
he is alive.”

Lauris Kaldjian, MD



call the code. In the interim, if we are treating the
patient as if he were dead, we have surely done a
bad thing,” he says.

The conflict at the heart of the matter, however,
is the difficulty of performing certain invasive
medical procedures and how medical students
can learn to do them safely and effectively.

Physicians have voiced their opinions to
Kaldjian opposing his conclusion that practicing
on patients is unethical, he says. “I always want
to make it clear that people who would justify
this practice believe they are doing it for the right
reasons — that they are better preparing physi-
cians to serve patients.”

Practice sometimes is the only choice

Many difficult medical procedures cannot be
effectively taught any other way than by practice,
advises Arthur R. Derse, MD, JD, FACEP, a prac-
ticing emergency physician and the associate
director of medical and legal affairs for the Center
for the Study of Bioethics at the Medical College
of Wisconsin in Milwaukee.

Femoral-vein catheters, intubations, and cen-
tral line placements, for example, are difficult to
learn and, if the physician does not practice on 
a patient recently deceased or dying, then the
physician most likely will end up performing the
procedure on a patient who desperately needs it,
and needs it to be performed correctly.

“Other people will say that they should just
practice on a mannequin, but there is nothing
quite like the real situation,” he says. “If they do
not get experience performing these procedures
when the stakes are low, and the patient is
deceased or dying, then they are not going to
have experience doing it when the stakes are high
and you really have to get the tube in place on a
patient who can’t breath. They won’t know how
to do it,” explains Derse.

Derse makes a definite distinction between
performing procedures on a patient who is
already deceased and a patient who is still alive,
and in procedures performed for practice vs.
allowing a less-experienced physician to attempt
a difficult procedure under supervision.

“There is a fine line, though, between doing
things for no benefit and you are practicing on
someone, and a line in which procedures are per-
formed that would have some benefit to the

patient, but you allow less-experienced people to
do it,” he notes.

During Derse’s own residency, he recalls how
students might be allowed to perform certain
procedures when the resuscitation was not pro-
gressing well and the patient was believed to be
dying, he says.

“That was the time when, typically, you
“would allow people with less experience to 
get involved,” he says. “You are still doing pro-
cedures that would benefit the patient, but it is
someone with less experience doing it because
the outcome is not going to be changed that
much. The risk of that person making a mistake
and causing a bad outcome is much less.”

On the other hand, there is no question that the
benefit to the patient is actually secondary and
the primary benefit tends to become the experi-
ence afforded the resident, he adds.

“I don’t think that when someone is dying they
should be doing procedures willy-nilly. [I think]
they should be doing things that have the possi-
bility of still helping the patient,” Derse says.
“Doing a central line is getting another line in to
give the patient drugs. For the dying patient or
the patient in extremis, the possibility of benefit
has got to be a part of it.”

Practicing procedures on deceased and dying
patients is not something Derse recommends, but
prohibiting the practice outright may result in
greater harm to a greater number of patients, he
says. “I’m not a supporter of it and I don’t do it,
but if we completely outlaw it, it will be done
surreptitiously.”

Make a decision and stick to it

The first role of the hospital and the facility’s
ethics committee should be to decide whether
they support this practice in any form; the second
should be to determine when and in what man-
ner it would be appropriate, he says.

“I think if it is standard policy that the patient’s
family will be told about it, and it is policy that
you minimize the potential harm to patients who
are living, only performing procedures that will
benefit that patient, and minimize the intrusion to
the individual after they have died, it could be
permissible.”

Teaching hospitals must deal directly with this
issue to prevent the development of unwritten
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policies that encourage questionable behavior,
adds Kaldjian. “Institutions do have their own
traditions,” he states.

“There is a culture in a training program that
things get passed on, maybe by mouth, not by
written policies. One could imagine with a prac-
tice like this, it could be the case that a small
number of influential teachers set a tone and set
an example, either for good or for bad. These tra-
ditions can be passed on within this small group
of people who share a similar space and training,
and one can see how these practices become 
self-perpetuating.”
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Teaching goes high-tech:
Surgery gets a cyberboost
Virtual technologies prevent mistakes on patients

Surgeons in training can practice even the most
tricky of procedures before ever attempting

them on a patient, thanks to two new technolo-
gies being introduced to medical education.
Those technologies could improve medical edu-
cation for residents and help resolve ethical
dilemmas associated with practicing minimally
invasive techniques on recently deceased
patients.

At Montefiore Medical Center in New York
City, surgeons are practicing nasal and sinus
surgeries on a virtual reality mannequin. Begin-
ning in July, surgical residents at the University 
of Illinois at Chicago (UIC) College of Medicine
will use biomedical tele-immersion as part of
their curriculum.

Surgeons are practicing using endoscopes 
to explore the narrow passages of human sinus
cavities on an anatomically correct mannequin
named Martin at Montefiore Medical Center. The
mannequin was built by engineers at Lockheed
Martin Corporation in Bethesda, MD, using the
same virtual reality computer programs for

training pilots. “What we’re trying to do is 
bring all that expertise and marry it with medi-
cal technology and get it to where it can be very
accurate,” says Andrew Gurcak of Lockheed
Martin.

Martin can be customized to mimic particular
patients. Physicians at Montefiore Medical Center
are able to download computed axial tomogra-
phy scans into the mannequin simulator to prac-
tice difficult or unusual procedures. The tech-
nology is especially helpful in training surgeons
in head and neck surgeries that require the use of
instruments near the eyes and brain.

Residents part of research study

Surgical residents at UIC will participate in a
unique project this summer to measure whether
virtual reality technology, high-performance com-
puting, and high-speed networking can improve
medical education.

UIC researchers received a $1.04 million grant
from the National Institutes of Health National
Library of Medicine to refine virtual models of
the liver, pelvic floor, and temporal bone, and
study the model’s impact on medical education
and training. 

The collaborative project involves UIC’s
College of Health and Human Development
Sciences, the College of Engineering’s electronic
visualization laboratory, and the College of
Medicine’s departments of surgery, head and
neck surgery, and medical education. The project
also involves physicians in the colon and rectal
surgery department at nearby Cook County
Hospital.

Managed care has put pressure on medical
educators to find more efficient ways to train
medical students, says Jonathon Silverstein, MD,
principal investigator for the project. “Managed
care emphasizes getting patients in and out of the
operating room as quickly as possible, but teach-
ing takes a lot of time. As a result, today’s resi-
dents spend less time in the operating room,” he
explains.

Silverstein expects the addition of virtual real-
ity models into the UIC curriculum will improve
the effectiveness and efficiency of medical train-
ing. The technology also will produce residents
who are better prepared for operating room expe-
riences, he adds.  ■
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Ethical framework for
health care seeks final OK
International group unveils finished document

Imagine every party involved in delivering
health care — from the provider and patient to

the insurer and government regulator — operating
under a common set of ethical principles. Sound
impossible? That’s the goal of 16 participants in a
project known as the Tavistock group. (For details
on the group’s earlier accomplishments, see
Medical Ethics Advisor, March 1999, pp. 25-28.)

The group drafted principles for everyone
involved in health care delivery based on results of
an inquiry mailed in 1997. The draft, along with a
description of the group’s goals, first appeared in
the United States in the Annals of Internal Medicine.1

This month, the Tavistock group’s final version of
the Shared Statement of Ethical Principles for the
Health Care System is being unveiled at a two-day
conference sponsored by the American Academy
of Arts and Sciences in Cambridge, MA. (See p.
45.) The conference’s goal, its organizers say, is to
produce a clear, useful statement of standards for
anyone working in health care. Also, they hope the
conference will result in a consensus that the prin-
ciples are worthwhile and should be adopted
widely. The conference is being organized by
Howard Hiatt, MD, at Brigham & Women’s Hos-
pital and Donald Berwick, MD, president and
CEO of the Institute for Healthcare Improvement,
both in Boston, and Richard Smith, editor of the
British Medical Journal in London.

“Our premise is that health systems everywhere
are under great pressure, a problem compounded
by the introduction into decision-making roles of
participants from outside the traditional health
professions. We believe that an affirmative state-
ment of principles to guide everyone in the deliv-
ery of health care, including insurers, managers,
suppliers, and administrators as well as physicians,
nurses, and others traditionally involved in patient
care, is both desirable and timely,” says Berwick.

“We think that the public would benefit from
knowing which providers have signed on to — 
or rejected — those principles,” adds Hiatt.

The Tavistock authors concluded that several
problems exist in the health care delivery system:

• New technologies and demands of health
care make providers and patients consume
resources at increasing rates.

• Financial pressures on health care delivery
are increasing, placing the costs of treatment
beyond the reach of most consumers, and financ-
ing is provided largely through private or public
insurance or public assistance.

• Limited resources require decisions about
who will have access to care and the extent of the
coverage.

• The complexities and costs of health care
delivery systems may create tension between
what is good for society as a whole and what is
best for the individual patient.

• Flaws in health care delivery systems some-
times translate into bad experiences for patients
and poor outcomes for the population as a whole.
Providers may determine the best course of action
is to manipulate the flawed system to benefit a
specific patient or segment of the population
rather than work to improve the delivery of care
for all. Such manipulations, however, actually pro-
duce more flaws and continue a downward spiral.

The Tavistock authors identify the following
groups as users of the principles:

• providers working in health care delivery
who guide patients in making decisions about
specific situations;

• health care organizations, to help fulfill their
missions in a manner consistent with their ethical
responsibilities, including responsibility to the
good of society as a whole;

• insurers, employers, and governments, to
ensure that their policies support and are coordi-
nated with effective and efficient health care
delivery systems;

• the public, to understand how health care
delivery should work when problems and con-
flicts arise.
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Shared Statement of Ethical Principles
for the Health Care System

Six major principles should govern health care:

1. Health care is a human right.
• Because health care is a human right, all health care systems should ensure universal access to basic ser-

vices, regardless of ability to pay.
• Caring for sick people is a social obligation that transcends commerce. Institutions that provide health care

may be owned for profit, but care is delivered under a higher standard of duty.
• Health care is financed at least in part by governments, which also heavily subsidize the training of those

who work in health care and the research that forms its knowledge base. Therefore, individual providers or orga-
nizations do not have total discretion in providing and charging for services. They must recognize an obligation to
society.

• Stewardship of the specialized knowledge of medicine and health care requires that everybody in health
care, including recipients, contribute to extending that knowledge through research. Those providing care must
also spread their knowledge through teaching, publication, and collaboration with colleagues, regardless of their
organizational affiliation.

• Stewardship of financial capital and physical resources requires efficiency in their use and investment in their
renewal.

2. The care of the individual is at the center of health care, but the whole system needs to work to
improve the health of populations.

• The personal experience of illness is the principal concern of individual patients, and the principal focus of
the health care delivery system must be individual patients. Those who provide care for individual patients are not
in that role responsible for the care of populations. However, they should be mindful that actions taken on behalf
of individual patients will affect others and that they will sometimes have to balance competing needs.

• Those who provide care should be advocates for their patients and for the populations they serve, but never
in ways that are unfair to others.

3. The health care system must treat illness, alleviate suffering and disability, and promote health.
• Everybody in health care must strive to contribute to each of these aims.
• Teaching and research contribute to curing illness, alleviating suffering and disability, and promoting health,

and they must be supported within the health care system.
4. Cooperation with each other, those served, and those in other sectors is essential for all who work

in health care.
• Only with cooperation can health care delivery systems produce the best outcomes and value for individuals

and society.
• Among the essential tasks in health care that require collaboration are:
— assuring an environment that uses the best available evidence from research and that minimizes unneces-

sary and inappropriate practice variation;
— ensuring that information about identifiable patients is kept confidential except with their permission;
— helping to sustain healthy and safe communities;
— providing a safe, secure, clean, and disciplined working environment within health care.
• All those working in any part of the health care system must be committed to developing the skills needed to

work creatively in the presence of interpersonal and intergroup tensions.
5. All who provide health care must work to improve it.
• Health care organizations must establish ways to identify old procedures that should be modified or aban-

doned and new procedures or discoveries that may lead to improvements. They should introduce these improve-
ments quickly.

• Those providing care must keep their practices up to date and participate in improvements that raise the
quality of care, reduce costs, or both.

• Those providing care should never impede improvements in patient care because their financial interests
might be harmed.

6. Do no harm.
• Those who organize and those who provide health care must recognize that every intervention has the possi-

bility to harm.
• Errors in health care can cause harm. All those providing care should work to make it ever safer.

Source: American Academy of Arts and Sciences, Cambridge, MA.



Access to human genome
should be patent-free
U.S. and Britain announce joint statement

The joint U.S. and British announcement in
mid-March about human genome information

could rapidly advance the technological break-
throughs made from mapping the genome.

Further, researchers involved in the Human
Genome Project have an ethical obligation to
keep their findings in the public domain, says
Arthur Caplan, MD, professor of bioethics at the
University of Pennsylvania in Philadelphia.

Leaders call for free access

In the statement, President Clinton and British
Prime Minister Tony Blair called for unencum-
bered access to information on the human
genome. Both leaders said keeping the informa-
tion free would “promote discoveries that will
reduce the burden of disease, improve health
around the world, and enhance the quality of life
for all humankind.”

The United States and the United Kingdom 
are the leading nations involved in the Human
Genome Project, which is funded in the states
through the National Human Genome Research
Institute. (For additional information on the
Human Genome Project, see Medical Ethics
Advisor, January 2000, pp. 1-8.)

Debate heats up over for-profit info

The plea for keeping the information free
comes in light of the for-profit company Celera
Genomics in Rockville, MD, claiming that the
shared information — if kept public — would 
be used by its rivals. Celera is one of several pri-
vate companies mapping the human genes with
plans to patent chromosomes and license their
information.

Both Clinton and Blair urged other scientists
around the world to adopt the policy of free
access to the information. However, inventions
built on the information should be protected by
law, both agree. “Intellectual property protection
for gene-based inventions will also play an
important role in stimulating the development
of important new health care products,” they
said.  ■

Another gene therapy 
trial halted by FDA

The latest in a string of gene therapy trials
halted by the U.S. Food and Drug Admin-

istration (FDA) involves a heart disease study.
The FDA announced the action in early March

but declined to release details on why it halted the
trials involving several hospitals across the coun-
try. The order comes on the heels of President
Clinton’s order to review gene therapy guidelines
based on reports that researchers failed to fully
explain to patients the risks involved.

The trials, sponsored by Durham, NC-based
Vascular Genetics, centered on growing new
blood vessels around blocked leg and heart arter-
ies in patients who could not undergo traditional
treatments and procedures.

The studies involved nearly 100 patients at six
hospitals. Most patients already had completed the
trial, however, when the FDA halted the study.  ▼

Genetic information 
to remain private

President Clinton signed an executive order in
February prohibiting the federal government

from using genetic test results in hiring, firing, or
promoting employees.

The order is similar to pending legislation spon-
sored by Sens. Tom Daschle (D-SD) and Edward
Kennedy (D-MA). The bill would prohibit private-
sector employers from refusing to hire people at
potential risk for health problems. The bill also
would prevent insurers from refusing to issue cov-
erage to people at risk of developing conditions.
President Clinton’s order affects nearly 2 million
federal civilian employees. The order restricts fed-
eral agencies from collecting or using genetic infor-
mation, including family medical histories.

Exceptions would be granted for workplace
safety studies and workers who give written con-
sent as part of a health care program that moni-
tors their health.  ▼
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Advance directives 
available on-line 

Anew service from the U.S. Living Will
Registry in Westfield, NJ, allows hospitals

to obtain advance directives from an on-line
database. Patients first must register their
advance directive, living will, or health care
proxy with the free service.

Hospitals nationwide can access a 24-hour
automated fax system to retrieve the information.
Only hospitals will have access to the informa-
tion, according to Joseph Barmakian, MD,
founder of the service.

For additional information, visit the U.S.
Living Will Registry on the World Wide Web:
http://www.uslivingwillregistry.com. 
Telephone: (800) 548-9455.  ▼

Unusual scenario for
Maryland’s suicide law

Maryland’s state attorney’s office used the
state’s new assisted suicide law for the 

first time, but not in the manner it was intended.
A 16-year-old boy, charged as a juvenile,

became the first person arrested in Maryland
under the state’s physician-assisted suicide law,
which took effect last October. The boy allegedly
gave a gun to his girlfriend that month so she
could kill herself. The boy was supposed to kill
himself as well, authorities say, but changed his
mind and left. He was arrested in February.

Law used, but not as intended

The author of the legislation, Maryland state
Sen. Norman R. Stone, Jr., told the Washington
Post in January 2000 that using the law in this
instance was not out of question because the law
is so broad. While Stone wrote the law with the
goal of preventing the elderly and people with
serious medical conditions from ending their
lives, he said, he is not opposed to it being used 
in this case.

Maryland is one of 38 states to outlaw assisted
suicide. Maryland’s law makes the practice and
attempt of assisted suicide a felony punishable
with a $10,000 fine and up to a year in prison.  ■
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Medical Ethics Advisor
wants to hear from you

Has your ethics committee dealt with a
particularly difficult consultation? If so,

we’d like for you to share your case with
your peers. Send a brief outline of the case
and how your committee resolved it to
Medical Ethics Advisor so other hospital ethics
committees can benefit from your experi-
ence. Send your outlines or a brief descrip-
tion of the case to Kevin New, Managing
Editor, Medical Ethics Advisor, P.O. Box
740056, Atlanta, GA 30374. E-mail: kevin.
new@medec.com.  ■



• Patient Rights in America: Emergence,
Effect, Enforcement and Enhancement. April 
7-8. Boston. Sponsored by Health Law Depart-
ment, Boston University School of Public Health.
Contact the Health Law Department. Phone:
(617) 638-4626. Web: www.bumc.bu.edu/
sph/lw.
• The Human Genome Project: Science, Law,
and Social Change in the 21st Century. May 11-
12. Cambridge, MA. Sponsored by American
Society of Law, Medicine and Ethics. Contact Lisa
Bears, Director of Conferences, American Society
of Law, Medicine and Ethics, 765 Commonwealth
Ave., 16th Floor, Boston, MA 02215. Phone: (617)
262-4490, ext. 12. Fax: (617) 437-7596. Registration
forms available on-line at http://www.aslme.org.
• Ethics in Research Training, May 15-18. Tampa,
FL. An intensive training course focusing on
behavioral health services. Sponsored by National

Institutes of Health and University of South
Florida. Contact Kelly M. Lyon, Coordinator,
Education and Training, Department of Mental
Health Law & Policy, University of South Florida.
Phone: (813) 974-7623. Fax: (813) 974-9327. E-mail:
Lyon@fmhi.usf.edu. Web: http:// www.fmhi.usf.
edu/mhlp/ethics/ethics.html.
• Palliative Medicine Goes Mainstream. June
26-July 1. Atlanta. Annual Assembly of the
American Academy of Hospice and Palliative
Medicine. Contact Bob Arnold, MD. Phone: 
(412) 692-4810. E-mail: bma@mars.upmc.edu.
• The Third Annual International Bioethics
Retreat. Sept. 12–16. Pembroke College, Cam-
bridge, England. Sponsored by Loyola Univer-
sity of Chicago’s Joint Medical Program, the
Human Rights Center at University of Califor-
nia Berkeley, and Cambridge University Press.
Contact Doris Thomasma, Retreat Coordinator,
Loyola University of Chicago, Medical Human-
ities Program, 2160 S. First Ave., Maywood, IL
60l53 USA. Phone: (708) 327-9200. Fax: (708) 327-
9202. E-mail: dthoma2@luc.edu.  ■
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