
Arrest of Katrina doctor, nurses stirs
up strong support for the accused
Were medical staff easing pain or euthanizing patients? 

If, by arresting a doctor and two nurses in the deaths of patients at
a New Orleans hospital after Hurricane Katrina, Louisiana
Attorney General Charles Foti anticipated being hailed as a hero of

the downtrodden and helpless, no doubt the backlash surprised him.
The New Orleans community has reacted with fury toward Foti’s

office and sympathy for head and neck surgeon Anna Pou, MD, and
nurses Lori Budo and Cheri Landry, who were arrested in July upon
Foti’s announcement that his office had uncovered evidence the
women intentionally euthanized four patients at Memorial Medical
Center in the desperate days following Katrina. Physicians have
responded with questions about the evidence Foti has gathered, and
laypeople have reacted to what they view as the vilification of health
care professionals who didn’t have to stay with patients at all and
were, many bloggers, editorial letter writers, and radio talk-show
callers say, merely trying to ease the suffering of their patients.

“Our community is convulsed by this,” says Jeffrey Meitrodt, a
reporter for the New Orleans Times-Picayune, who has covered the
hurricane and its after-effects since the storm struck more than a year
ago. “You generally don’t see this much sympathy for people who
have been accused of murder.”

Louisiana law a convoluted affair

Because of the vagaries of Louisiana law, which is based on French
common law, Pou, Budo, and Landry have been arrested, but weren’t
actually charged with any crime as of presstime in early August.
Laws in that state permit arrests based on information, even before
charges are lodged.

The women were released on their own recognizance. Their attor-
neys have stated the arrests were unnecessary, given that the women
were prepared to surrender if charged. 

Foti has turned over the evidence his office has gathered through-
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out its nearly yearlong probe to the Orleans
Parish district attorney, who refused comment
and is not under any obligation to pursue
charges. A grand jury is expected to convene in
the case in early fall, however, according to press
reports in New Orleans.

While some opinions lodged via public forum
(news interviews, letters to editors of Louisiana
newspapers, and radio debates) have expressed
sympathy for the families of those patients who
died at Memorial and concern over the possibility
that illegal euthanasia was carried out, the tide of
public opinion, at least in the weeks immediately
after the arrests, is squarely in favor of the doctor
and nurses. Most say the real culprit in the deaths

of anyone who died in the wake of Katrina was
the federal government.

“Opinions [at the Times-Picayune’s reader
forum] are about 90% in support of Dr. Pou,”
Meitrodt told Medical Ethics Advisor.

Louisiana Medical Society President Floyd A.
Buras, MD, expressed concern over the accusa-
tions, but said officially the society will allow the
justice system to determine what took place at
Memorial in the days after Katrina before issuing
any comments about the case.

Homicide or euthanasia?

Foti accuses Pou, an associate professor of oto-
laryngology at the Louisiana State University
School of Medicine, and the two nurses of inten-
tionally administering lethal doses of morphine
and the anxiolytic midazolam (Versed) to four
patients on Sept. 1, 2005 — three days after
Katrina hit New Orleans. The four were patients
of Lifecare, a long-term acute-care unit located
within Memorial Medical Center.

Flooding after the hurricane stranded the hos-
pital, which had no electricity or safe water.
Medical and food supplies were nearly gone, and
the temperature inside was more than 100° F.
Some patients had been evacuated, but most
Lifecare patients were physically unable to get
out on their own power, and the hospital staff
were desperately trying to arrange evacuation.

Within days of the final evacuation of the hos-
pital, rumors began spreading that an unnamed
female physician had been seen entering patients’
rooms carrying syringes, and that those patients
later died. The four patients Foti listed in his
complaint against Pou and the nurses included
two men and two women, ranging in age from 61
to 90. At least one was paralyzed, two were
described as extremely ill, and one was report-
edly convalescing.

Foti stated in a press conference that toxicology
reports showed lethal amounts of the drugs in the
patients’ bodies, and that Pou had allegedly told a
Lifecare nurse executive that lethal doses were
administered to patients too sick to be moved.

“This is a homicide. It is not euthanasia,” Foti
stated in announcing the case against the women.

Ethicists familiar with the case — and even
some who know of it only by media reports —
have come out unanimously against euthanasia
as a point of law and ethics; but physicians famil-
iar with the case and with forensic evidence say
the evidence Foti has gathered may not be
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enough for a conviction.
Meitrodt says some in the New Orleans legal

community have hinted that Foti has left the
Orleans Parish district attorney’s office, which
will be responsible for carrying out any prosecu-
tions, with a potentially losing case.

‘Lethal cocktail’ alleged

Though Foti described Versed and morphine as
a “lethal cocktail guaranteed to kill,” palliative
care experts say the combination is not the most
effective means to cause death, and both drugs
could be expected to be found in the systems of
patients in terminal pain. Given the shortage of
supplies, one physician told the Times-Picayune,
Pou’s defense attorney is sure to raise the issue of
the doctor using what drugs were at her disposal
to ease patients’ discomfort.

The case also has raised fears in New Orleans
that medical staff will abandon hospitals and
patients should there be similar disasters in the
future, since to remain might put them in jeop-
ardy of being where Pou finds herself now.
Among health care professionals, there already
has been discussion of what measures doctors
and nurses should prepare for should they be
called on to care for patients without the equip-
ment and basic supplies they need. Can physi-
cians who take an oath to “do no harm” keep that
pledge in situations like those seen in the days
after Katrina?

In the days after the hurricane, some health
care officials were questioning this.

“Doctors and nurses who stayed behind were
scrambling to find drugs for their critically ill
patients,” says Joseph L. Cappiello, vice presi-
dent for accreditation field operations at the Joint
Commission on Accreditation of Healthcare
Organizations, the nation’s major hospital accred-
iting body, who toured New Orleans in the wake
of Hurricane Katrina. “[Health care providers in
New Orleans] had to make choices that we ordi-
narily don’t make in America, to help those with
the greatest chance of survival.”

Pou has not been available for interviews, but
told Baton Rouge television station WBRZ in
December 2005 that staff at Memorial did every-
thing in their power to make patients comfortable
in the days after the hurricane.

Pou’s supervisor at another institution, Daniel
Nuss, MD, of the Louisiana State University
Health Sciences Center, noted that Pou volun-
teered to stay behind and care for patients.

“With other dedicated doctors and nurses, she
worked without sleep and without nourish-
ment,” Nuss said in a statement he prepared after
Pou’s arrest. “At great self-sacrifice, she pre-
vented further loss of life and has been credited
with saving multiple people from dying.”

Although Foti names only four patients in the
allegations against Pou, family members of other
Lifecare patients have said they welcome the
prosecution as a way to find out what happened
to their loved ones. 

“You know, of course I don’t know what God’s
will is,” said Angela McManus in an interview
with National Public Radio. McManus’ mother,
Wilda, died at Memorial but is not one of the
patients Foti mentioned in his announcement. “I
don’t know when he was calling her home. If he
did in fact do it, OK. But if man decided that, I
want to know that. My family needs peace of
mind about that.”1

The only other criminal charges filed thus far
relating to patient care or abandonment during
and after the hurricane are those filed in 2005
against the owners of St. Rita’s Nursing Home in
St. Bernard Parish near New Orleans. Mable B.
Mangano and Salvador A. Mangano, Sr., owners
of the nursing home, are charged with 34 counts
of negligent homicide for abandoning nursing
home residents who later drowned in the flood-
ing that followed the hurricane.

Reference

1. National Public Radio, All Things Considered, Feb. 16,
2006. Transcript available at www.npr.org.  ■
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Malpractice fear only one
barrier to disclosing errors
Perfectionism, concern over doing harm also factors 

Fear of being sued for malpractice is certainly
one obstacle affecting physicians’ willingness

to disclose medical errors. But other, more per-
sonal and altruistic factors may play even bigger
roles in whether a doctor decides to reveal his or
her own medical errors, according to a University
of Iowa bioethicist.

Lauris Kaldjian, MD, PhD, says a review of
the factors that motivate or discourage doctors
from revealing mistakes, along with a study into
how those factors are processed, is revealing.

Kaldjian and his colleagues at the University of
Iowa reviewed the literature on error disclosure,
and identified 91 associated factors. Focus groups
reviewed the findings from that study and added
27 factors.

“One comment from the focus groups clearly
showed how emotionally traumatic errors are for
physicians — by referring to that ‘sinking feeling’
when a doctor realizes that an effort to help
someone has actually harmed them,” Kaldjian
says. 

That realization that harm has been done in an
attempt to help, coupled with a physician’s train-
ing and innate drive to be above reproach, is
among many of the steeper barriers to disclosing
error. Paired with those factors are the attitudes
and obstacles imposed externally; society, institu-
tions, and colleagues (and competitors) do not
create the most welcoming environment for
receiving news of medical errors, Kaldjian says.

Disclosure surrounded by ‘remarkable tension’

The high standards imposed on physicians by
society, government, and physicians themselves
are at odds with the recent drive toward more
open and full disclosure of medical errors, says
Kaldjian.

“There is a remarkable tension in medicine
because of all the talk of disclosure,” he says. “We
establish very high standards for patient care on
the one hand. Institutions actually advertise, cele-
brate the power of healing and promote that their
hospitals provide the best care, so there’s an
expectation of ideals and perfection.”

That expectation of perfection is impressed in

the physician from the time he or she begins
medical training, Kaldjian adds.

“Then someone gets harmed, and we hear
messages of being honest about fallibility and
being honest about mistakes. So there are mixed
messages.”

In the first of the two studies reported by
Kaldjian, more than 300 previously published
papers on factors that hinder or help doctors’ dis-
closure of mistakes were reviewed. Those find-
ings appeared in the April issue of the Joint
Commission Journal on Quality and Patient Safety1.
Following that literature review, Kaldjian and his
colleagues presented the findings to focus groups
that looked to understand the factors revealed by
the first study. Those findings were reported in
the May issue of Journal of General Internal
Medicine.

Kaldjian says some physicians reported that
the primary motivation to disclose errors was a
desire to be straightforward with patients. The
flip side, however, is that honesty about errors
can harm careers and reputations, and that the
culture of competition in medicine discourages
doctors from talking about errors with patients
and each other.

To disclose or not to disclose?

Kaldjian says there are both positive and nega-
tive influences on physicians when it comes to
choosing to disclose medical errors, some of
which are personal and some of which are rooted
in the system. For example, even when an error
can be traced back to a flaw in the system, institu-
tion, or with a health care team, the physician
often becomes the focal point for fallout from that
error.

Disclosing medical errors can contribute to
quality health care by acknowledging that
patients deserve to know when things go wrong,
by making institutions aware of flaws, and by
showing other health care providers how not to
make the same mistakes.

The research team identified four positive and
four negative factors that underlie error disclo-
sure. Kaldjian says it’s important, in discussing
medical error reporting, to not focus only on the
negatives.

The motivators considered positive are: respon-
sibility to the patient; responsibility to the physi-
cian him- or herself (preserving the doctor’s
integrity); responsibility to the medical profession;
and responsibility to the community as a whole.
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Motivators viewed as negative, which may
prevent doctors from reporting errors or, at least,
may cause them to consider not reporting them,
are: attitude-related barriers, such as perfection-
ism; uncertainties about how to disclose or
whether an error actually exists; fears and anxi-
eties about the repercussions, including malprac-
tice litigation and loss of status; and loss of
control over the situation once the error becomes
known.

“Let’s pretend for a minute that malpractice
litigation is no longer in existence,” says
Kaldjian. “You still have an enormous hurdle
for physicians, purely for the intrinsic reasons
that exist in so many domains — the basic
human desire to be a helper, and then to realize
that you have been part of an action that hurt
someone.”

The Iowa researchers also found that physi-
cians are sometimes frustrated when their institu-
tions have reporting systems, but they get no
feedback when errors are reported. No feedback
— or getting only negative feedback — is not
going to make reporting of medical errors any
easier or more beneficial, Kaldjian says.

Teaching by example, the wrong way

Kaldjian says one surprise in the study find-
ings was how frequently physicians in training
roles were unwilling to admit to errors.

“People in training environments, surrounded
by junior learners, are most susceptible to the
pride of not wanting people to know their mis-
takes,” he says. “And if the people trying to be
role models are only a step ahead of the learners
[in being open to admitting mistakes], that envi-
ronment is not going to be conducive to teaching
people how to report errors.”

Concern over how employers, colleagues, and
students might view a physician after he or she
makes a report of an error is a difficult hurdle to
overcome, Kaldjian admits.

He points to the work of advocates such as
Lucian Leape, MD, as important in fostering a
change in the culture that punishes errors. Leape,
a health policy analyst nationally recognized for
his work in patient safety, is an outspoken advo-
cate of the nonpunitive systems approach to the
prevention of medical errors.

“There are persistent and irresolvable tensions
[surrounding medical errors], and we hold
physicians to very, very high standards,”
Kaldjian says. “But we were encouraged to see,

on the positive side, positive drivers of disclo-
sure, the basic personal motivators, were very
strong.”

He says he doesn’t know if it is possible to
teach someone to be motivated to do the right
thing when faced with the personal threats that
arise in error reporting; but many doctors report
that the motivation to do what is right for the
patient, for medicine, and for the community is
basic and strong.

“What people bring to medicine and medical
ethics, personally, is very important when it
comes to error disclosure,” he adds. “What peo-
ple bring to their medical training from outside,
from the rest of their lives and their backgrounds
should never be underestimated.”  ■

Are EMTs wasting time
with resuscitation efforts? 
Study suggests benefits to terminating CPR earlier

Anew study attempts to validate the argument
that emergency medicine services (EMS) not

staffed by paramedics could reduce the number
of hopeless ambulance trips to the hospital if
emergency medical technicians (EMTs) were
allowed to end resuscitation efforts sooner in
patients who are in cardiac arrest.

But an emergency medicine physician with

September 2006 / MEDICAL ETHICS ADVISOR ® 101

For more information:
• Lauris C. Kaldjian, MD, PhD, department of 

internal medicine; director, program in biomedical
ethics & medical humanities, University of Iowa 
Carver College of Medicine, Iowa City, IA. E-mail:
lauris-kaldjian@uiowa.edu. 

• Kaldjian LC, Jones EW, Rosenthal GE. Facilitating and
impeding factors for physicians’ error disclosure: A
structured literature review. Jt Comm J Qual Patient
Saf 2006; 32:188-198.

• Kaldjian LC, Jones EW, Rosenthal GE, et al. An
empirically derived taxonomy of factors affecting
physicians’ willingness to disclose medical errors. J
Gen Intern Med, published on-line May 2006. Available
on-line at www.blackwell-synergy.com/doi/abs/
10.1111/j.1525-1497.2006.0489.x.

S O U R C E S / R E S O U R C E S



experience in medical direction of EMS says,
because even a small fraction of a percent of those
“hopeless” cases could survive, the public would
demand all attempts be made to save them.

According to statistics included in a recent New
England Journal of Medicine report, some two-
thirds of cardiac arrest patients taken to hospitals
by EMTs eventually die, and most probably could
be declared dead at the scene. According to
Laurie J. Morrison, MD, of the University of
Toronto, only one in 500 people survived to be
discharged from the hospital if EMTs were not
able to restart their circulation, rescue workers
were not present when the heart stopped, or the
patients’ hearts were not shocked by automatic
defibrillators.

Morrison says revising guidelines to let EMTs
know when to give up could result in a decrease
in the rate of transportation to the hospital from
100% of patients to 37.4%.

According to James Hubler, MD, JD, FCLM,
FAAEM, FACEP, clinical assistant professor of
surgery at the University of Illinois College of
Medicine department of emergency medicine and
EMS medical director for the Peoria (IL) Area
EMS System, the idea of allowing EMTs to “call”
patients earlier is not a new one, particularly in
places where the nearest hospital might be 30
minutes or more away.

However, that doesn’t make the proposal any
easier when statistics show that some of the peo-
ple who would be pronounced dead at the scene
under such a rule survived when resuscitation
efforts were not discontinued.

“It’s a protocol used in some systems; because
even when [a paramedic] gives them medications,
there’s not much more that they can get at the hos-
pital, particularly if you’ve started an IV and
secured the airway,” he says. Pronouncing so-called
hopeless patients dead at the scene “will improve
safety, because you don’t have ambulances racing to
the hospital, with anxious drivers and the risk of
accidents, when the person is basically dead.”

Morrison says that some 60% of Americans
and Canadians live in areas served by emer-
gency rescue personnel who have only basic life-
saving (BLS) skills and are not authorized to do
anything but start resuscitation efforts, load the
patient, and drive however far it is to the nearest
hospital.

Paramedics with advanced training can give
drugs and start IVs, and already are authorized to
stop resuscitation once they have consulted a
physician.

Not only does requiring EMTs to transport and
continue resuscitation in these patients create
hazards for rescue workers and other motorists
and tie up ambulances, which could otherwise be
answering more calls, it can create false hope for
the families of these patients, who think their
loved one has a chance to survive.

A new three-item clinical prediction rule may
help emergency medical personnel decide when
to terminate BLS resuscitative efforts in cases of
out-of-hospital cardiac arrest.

Three-point prediction rule proposed

The rule recommends that in the absence of
advanced cardiac life support, EMTs may consider
the termination of basic life support resuscitative
efforts if: 1) there is no return of spontaneous cir-
culation before transportation to the ED is initi-
ated; 2) the patient received no defibrillator
shocks before transportation is initiated; 3) and
the cardiac arrest was not witnessed by emer-
gency personnel.

Morrison’s study, which included 24 EMS
systems in Ontario, looked at cases involving
1,240 adults with presumed cardiac arrest who
were treated by EMTs trained in the use of
automated external defibrillators. Of the 776
patients for whom the prediction rule called for
termination of basic life support, four survived
(0.5%).

“The rule had a specificity of 90.2% for recom-
mending transport of survivors to the emergency
department, and had a positive predictive value
for death of 99.5% when termination was recom-
mended,” the authors report.

But that survival rate — four out of 776, fewer
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than one-half of 1% of the total — is enough to
give EMS medical directors pause.

“If you have 0.5% survival, you aren’t going to
be able to predict who will survive — it’s all ret-
rospective,” suggests Hubler. “I think society says
that if they might survive, resuscitate them all the
way. The flipside is, I think the definition of ‘sur-
vival’ should be being discharged from the hospi-
tal neurologically intact.”

Hubler speculates that the survivors noted in
Morrison’s study are perhaps in a persistent veg-
etative state “or so neurologically impaired that
their quality of life is not good.”

Of the 1,240 patients, only 41 in all survived —
3%. All were given CPR at the scene, defibril-
lated, and taken to a hospital.

Age at time of arrest shouldn’t matter

Hubler says a related question that arises when
termination of out-of-hospital resuscitation comes
up is whether more efforts should be spent when
the patient is young and healthy, especially if the
patient is a child.

“Old or young, the same protocols should
apply — three rounds of medications and resusci-
tation, and then decide,” he says. “In pediatric
patients, the literature shows that people try to
overresuscitate them, and do resuscitation much
longer. That’s because it’s less acceptable and
harder emotionally to give up.

“But the evidence is that the length of resusci-
tation doesn’t improve outcomes. Three rounds
of drugs and resuscitation, rather than continuing
CPR for an hour and getting blood pressure but
not brain activity — you don’t have better out-
comes by continuing resuscitation longer.”

The American College of Emergency
Physicians (ACEP) guidelines state that under
certain well-defined circumstances, resuscitative
efforts may be discontinued in the prehospital
setting for pulseless patients who do not
respond to an adequate trial of resuscitation
therapy. 

Patients for whom resuscitative efforts may
be discontinued in the prehospital setting,
according to ACEP, include patients who are
asystolic or are in a wide-complex pulseless
bradycardic rhythm with a rate less than 60, are
normothermic, and fail an adequate trial of
resuscitation therapy. Adequate resuscitation
therapy may include airway management, CPR,
medications, defibrillation, and pacing, ACEP
guidelines state.  ■

Be assertive in broaching
topic of pediatric obesity 
Providers want guidance in discussing weight 

When faced with a pediatric patient who has a
heart condition that could lead to chronic

health problems later in life, a physician rarely
would hesitate to bring the condition to the attention
of the child’s parents and discuss ways to address it.

But when faced with a child who is obese, and
perhaps has obese parents, physicians find it
sometimes difficult to broach the subject with the
parents, despite everything now known about the
long-term effects of childhood obesity.

The American Medical Association recently
engaged in debate over whether physicians
should even use the word “obese” when talking
to children and their parents.

“There’s a huge social stigma attached to being
overweight, and [having an overweight child]
can have an effect on the parents’ self-esteem, as
well,” according to Kelley Meade, MD, co-direc-
tor of the Healthy Eating, Active Living (HEAL)
program at Children’s Hospital & Research
Center in Oakland, CA.

“If you tell the parents that their child is obese
and that he or she could suffer chronic health
problems as a result, they can perceive that as
being told they are not being good parents.
Because what is one of a parent’s earliest jobs?
Making sure that their child is fed.”

But to ignore such a serious health threat is
harmful to these young patients, and doctors say
they need to learn how to bring the subject up
with parents.

In a statewide survey conducted of 240 health
care providers in California, almost all — more
than 90% — said they need training in strategies
and skills for communicating with parents about
children’s weight problems.

Weight management starts with parents

According to HEAL’s co-director, Lydia
Tinajero-Deck, MD, the program at Children’s is
geared toward parents, not children.

“Weight management and obesity prevention
begin with parents,” she asserts. “We have an
innovative program that combines obesity treat-
ment, prevention, research, and community out-
reach to help parents understand their child’s
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weight issues and give children the help they
need to maintain a healthy weight and
lifestyle.”

The key to successfully enlisting parents in
managing their child’s weight and health,
Tinajero-Deck says, is communicating the mes-
sage with “hope and not condemnation.”

Physicians should keep in mind that there is
more at stake than extra weight when a child is
obese, Meade says.

“Studies show that kids who are overweight
have self-esteem issues akin to children who have
lost a limb,” she explains. “Their external pres-
ence in the world is very much affected.”

Thus, a psychological component is part of the
HEAL program. HEAL consists of six visits, and a
psychological assessment is conducted midway
through.

“That’s an important part for the multidisci-
plinary team, because we’re working on self-
esteem, distress, anxiety, and family stress,”
Meade says.

Healthy choices have to involve whole family

One thing that is not a component of the
HEAL approach is a weight-loss diet, Meade
explains.

“Healthy eating, active living — the name
describes our approach. We’re not asking families
to diet, or to enter a weight management pro-
gram,” she explains. “We believe in making good
choices and teaching people to make healthy
choices, and we pass that along like we would
any other health recommendation.”

Importantly, Meade says, HEAL is looking to
change the entire family’s perspective on
healthy eating and activity; to focus only on the
child would mean far less chance of success. A
child’s risk of obesity is 13 times greater than
normal if both parents are struggling with their
weight.

“In terms of ethical issues, I think the No. 1
thing is to ask permission, to say, ‘May we take
a few minutes to talk about weight?’” Meade
suggests. “Because based on the patient’s age,
you have to determine who actually is the
patient.”

When the patient is younger than six, efforts
are almost entirely directed at the parents, who
will be the ones to make any changes in their
child’s lifestyle. When the child is between six
and 12, both the child and parents are involved in
food and activity choices; after age 12, the child

might be making all his or her own food choices,
and might even be making food choices for the
whole family.

While most physicians polled in the California
survey said they could use help in knowing how
to broach the topic of being overweight in their
pediatric patients, Meade says the subject is
becoming less sensitive than it was.

“One of the things that has taken some of the
sensitivity off of bringing up these issues is that
all parents are interested in preventing the dis-
eases we see in older adults, and when we can
offer ways of preventing these diseases, families
are a lot more receptive,” she says.

By asking families how ready they are for
change you can get an indication of the likelihood
of success. Meade says if families indicate they
are not receptive to the idea of changes in their
life and food habits, “we’ll wait a while, and then
ask them again at a later date.”  ■

Medical journals fail to
reveal conflicts of interest
Critics demand consequences

Medical journals nationwide are taking a
harder look at their conflict-of-interest — or

financial disclosure — policies, as publications
acknowledge a spate of embarrassing examples
of journals failing to cite ties between authors and
the companies producing the treatments they
write about.

In July, the journal Neuropsychopharmacology
announced it would publish a correction after it
was disclosed that an article lead-written by the
journal’s editor in chief, nationally respected psy-
chiatrist Charles Nemeroff, favorably reviewed a
controversial treatment for depression without
citing that he and seven co-authors had financial
ties to the company that makes the treatment.

Complaints ranged from letters charging the
article was merely a public relations campaign
disguised as a scientific review, to concerns that a
treatment that has been questioned by medical
and regulatory bodies was presented in a positive
light without adequate disclosure of the authors’
interest in seeing the treatment be successful.

The Neuropsychopharmacology controversy arose
as the Journal of the American Medical Association
(JAMA) took its third hit of 2006 when articles in
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consecutive issues were found to have been pub-
lished without acknowledgement of the authors’
ties to the companies they wrote about.

In its July 12 issue, Chicago-based JAMA pub-
lished a statement saying that a February paper
on depression in pregnancy failed to include
information about the authors’ financial ties to a
company that sells treating medications. 

The correction appeared in the same issue that
JAMA’s editor in chief, Catherine D. DeAngelis,
MD, MPH, published an editorial spelling out
how the journal plans to enhance and clarify its
conflict-of-interest policy.

“Beginning January 2007, JAMA will require
that complete disclosures of conflicts of interest
from all authors, including declaration of no con-
flicts of interest, are included in the acknowledg-
ment section of the manuscript,” the policy states.

The next issue, July 19, carried another article
— this one on migraines and the risk of cardio-
vascular disease in women — that later had to be
corrected because, again, the journal did not
include disclosure information.

Ethicists and media analysts are urging jour-
nals to take their policies on disclosure a step fur-
ther, and impose sanctions on authors who
violate the rules. JAMA’s conflict-of-interest pol-
icy, both before and after the update, does not
mention penalties for violators.

According to the New York-based Alliance for
Human Research Protection, thus far only two
journals — Environmental Health Perspectives and
Journal of Thoracic and Cardiovascular Surgery—
have announced they would ban authors, either
for a period of years or permanently, for failing to
comply with policies on disclosing financial con-
flicts of interest.  ■

States to get report cards
on chronic pain policies 

States will be granted “report cards” on their
policies on pain management in an attempt to

show how well — or inadequately — U.S.
medicine helps cancer patients deal with chronic
pain. 

Some of the nation’s leading information and
advocacy groups for people with cancer are fund-
ing a three-year grant to the Pain & Policy Studies
Group (PPSG) at the University of Wisconsin
Comprehensive Cancer Center to examine poli-

cies that govern pain management practices for
cancer patients in the 50 states and the District of
Columbia. PPSG will issue three report cards dur-
ing the life of the grant that grade states on their
pain policies. The first report card will be issued
this month. 

Sponsors of the grant — the Susan G. Komen
Breast Cancer Foundation, American Cancer
Society, and Lance Armstrong Foundation — say
that despite advances in pain therapies, chronic
pain remains part of daily life for more than half
of all cancer patients and more than three-quar-
ters of those with advanced stages of the disease.
Those figures, they say, have needlessly remained
unchanged for decades.

“It is essential that cancer patients have access
to adequate pain management from the time of
their diagnosis, throughout their treatment, and
as needed for the balance of their lives,” says
Mitch Stoller, Lance Armstrong Foundation pres-
ident and CEO. A spokesman for the American
Cancer Society says his organization has long
advocated stronger state policies affecting cancer
pain control.

While cancer research groups are funding the
report card study, the project will evaluate pain
polices as a whole.

PPSG implemented a first-of-its-kind study in
2003 comparing pain policies throughout the
country. The results of that study showed that
more than half of all states had policies that
encouraged pain management, addressed physi-
cians’ fears of regulatory scrutiny, and drew dis-
tinctions between physical dependence or
tolerance and addiction. 

But the report also showed that more progress
can be made. A total of 38 states received a grade
of C or worse. The evaluation and grading system
has two primary goals: to prevent abuse and
diversion of medications, and to ensure their avail-
ability for legitimate medical purposes. 

Although a variety of treatment options exist
and can be effective in reducing cancer pain,
PPSG directors say, opioid medications often are
both the cornerstone of treatment and therapy
that is rendered unavailable to the patients who
need it. Part of the reason is that state pain man-
agement policies often restrict health care practice
— cancer organizations say unduly so — to the
point that they can interfere with patient access to
treatment. 

For more information on the University of
Wisconsin’s Pain & Policy Studies Group, visit
www.medsch.wisc.edu/painpolicy.  ■
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Is your drug database
leading you astray?

Researchers estimate that more than 1 million
people are injured by medication errors every

year. While the causes for those errors are many
— from poor handwriting on prescriptions to
mistakes by pharmacists filling the prescriptions
to patients taking the wrong doses — one
research team says one of the tools physicians use
in choosing and prescribing drugs may be lead-
ing to errors.

Scott Strayer, MD, assistant professor of fam-
ily medicine at the University of Virginia Health
System, suggests, in a study published in the
July issue of Journal of the American Medical
Informatics Association (www.jamia.org), that
drug databases could be partly to blame for
medication errors. He cites as an example that
only two of 15 popular databases reported the
recall of a popular painkiller on the same day
the recall was announced — a fact he says could
indicate the likelihood that the databases are
missing updates on contraindications and
adverse reactions.

The report states that several prominent drug
reference databases took an average of more than
three months to update the withdrawal of valde-
coxib (Bextra) from the market.  ▼

Women’s hearts less 
well-tended than men’s?

Astudy conducted by University of Michigan
researchers and funded by the American

College of Cardiology found a significant differ-
ence between the treatment received by female
heart attack patients and that received by men.
The study, which appears in Archive of Internal
Medicine, shows that despite hospitals’ efforts to
improve care for all patients immediately after a
heart attack, women were less likely than men to
benefit from hospitals’ quality improvement mea-

sures and were less likely to receive the full spec-
trum of medications, testing, and education that
has been shown to improve survival and
longevity in heart attack patients.

The study, led by Kim Eagle, MD, co-director
of the university’s cardiovascular center, exam-
ined records from nearly 4,000 Medicare-insured
heart attack survivors treated at 33 Michigan hos-
pitals. The difference in care, the authors write,
may explain why women in the study had a
higher likelihood of dying within a year of their
heart attacks than men.

Both men and women in the study had a better
chance of surviving a year after their hospitaliza-
tion if their hospitalization occurred after the hos-
pital had begun quality improvement efforts,
compared to those hospitalized before quality
efforts were undertaken. The improved survival
rate was smaller in women.

Eagle writes that the different may be due to
the fact that female patients were less likely than
men to have one-on-one instruction in how to
understand and manage the medications and
lifestyle changes needed to improve their health.
Both men and women who signed a discharge
contract with their doctors and nurses that
included a pledge to stick to treatment and fol-
low-up appointments had a 54% lower risk of
dying within a year than those who did not, the
authors wrote. 

While the reasons behind the persistent differ-
ences are unclear, Eagle and colleagues speculate
that it may have something to do with the fact
that women heart attack patients tend to be older,
and as a result doctors may not feel that women
patients can derive as much benefit from post-
heart attack treatments and lifestyle changes.  ▼

AMA statement against MD 
participation in executions

The American Medical Association (AMA)
mostly reserved comment on physician par-

ticipation in executions as several states and their
courts wrestled with the ethics and obligations
surrounding lethal injections, issuing statements
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only about specific rulings. But in late July the
association’s president issued a statement that
leaves no question about where the AMA stands
on the issue.

“The American Medical Association is troubled
by continuous refusal of many state courts and
legislatures to acknowledge the ethical obliga-
tions of physicians, which strictly prohibit physi-
cian involvement in a legally authorized
execution,” AMA President William G. Plested
III, MD, said in the statement. “The AMA’s policy
is clear and unambiguous — requiring physicians
to participate in executions violates their oath to
protect lives and erodes public confidence in the
medical profession.”

The AMA defines physician participation in
executions as actions that fall into one or more of
the following categories:

• it would directly cause the death of the con-
demned; 

• it would assist, supervise or contribute to the
ability of another individual to directly cause the
death of the condemned; and/or

• it could automatically cause an execution to
be carried out on a condemned prisoner.

The AMA says the following do not constitute
physician participation:

• testifying as to the medical history and diag-
noses or mental state as they relate to competence
to stand trial; testifying as to relevant medical
evidence during trial; testifying as to medical
aspects of aggravating or mitigating circum-
stances during the penalty phase of a capital case;
or testifying as to medical diagnoses as they
relate to the legal assessment of competence for
execution; 

• certifying death, provided that the con-
demned has been declared dead by another per-
son; 

• witnessing an execution in a nonprofessional
capacity; 

• witnessing an execution at the specific volun-
tary request of the condemned person, provided
that the physician observes the execution in a
nonprofessional capacity; and 

• relieving the acute suffering of a condemned
person awaiting execution, including providing
tranquilizers at the specific voluntary request of
the condemned person to help relieve pain or
anxiety in anticipation of the execution.

Each of the 38 states that have a death penalty
use the lethal injection method, and 17 of those
states require physician participation. The AMA
opposes physician participation on the grounds
that physicians are healers, not executioners. No
physicians who participate in the administration
of lethal injections thus far have been sanctioned
or lost their licenses for ethics code violations.
The Society of Correctional Physicians and the
American Nurses Association have both banned
members from participating in or facilitating exe-
cutions.  ▼

‘Older, artier’ students
make better doctors

Older, artier, and better-rounded applicants
who have at least a year’s work experience

make better medical students and happier doc-
tors. That’s what a British medical school
researcher says he discovered in setting out to
establish admission criteria that would identify
the best candidates for medical careers.

Christopher Cowley, MD, of the school of
medicine, health policy, and practice at the
University of East Anglia in Norwich, UK, writes
in the Journal of Medical Ethics in July that being
older, more experienced in the arts, having work
experience in health care or related fields, and a
background in social sciences and literature
would ensure that new medical students are not
only technically proficient, but also more capable
of understanding themselves and their patients.

Cowley says that medical schools have come a
long way in improving curriculum content, but it
is not clear what further improvements can be
made with “the raw materials [students] at
hand.”  ■
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9. Motivators that might cause a physician to refrain
from reporting a medical error in which he or she
played a role include which of the following?

A. attitude-related barriers, such as perfectionism;
B. uncertainties about how to disclose or whether an

error actually exists;
C. fears and anxieties about the repercussions,

including malpractice litigation and loss of status;
D. all of the above.

10. Researchers in Ontario say their research into
resuscitation of prehospital cardiac arrest patients
indicates that emergency medicine technicians
(EMTs) may consider terminating basic life support
under some circumstances. Which of the following
is NOT one of those circumstances?

A. When there has not been return of spontaneous
circulation before transportation to the emergency
department is initiated.

B. When the patient has received no defibrillator
shocks before transportation is initiated.

C. When CPR has been performed continuously for at
least 40 minutes.

D. When the cardiac arrest was not witnessed by
emergency personnel.

11. According to pediatricians at Children’s Hospital &
Research Center in Oakland, CA, the psychological
damage that can result from telling a child he or
she is obese outweighs the health benefits of get-
ting the child’s weight under control early in life.

A. True
B. False

12. According to the American Medical Association, for
a physician to testify as to the medical history and
diagnoses or medical state as they relate to a defen-
dant’s competence to stand trial or to testify as to
relevant medical aspects of aggravating or mitigat-
ing circumstances during the penalty phase of a
capital case constitutes participation in an execution.

A. True
B. False 

CME instructions

Physicians participate in this continuing medical
education program by reading the issue, using

the provided references for further research, and
studying the questions at the end of the issue.
Participants should select what they believe to be
the correct answers, then refer to the list of correct
answers to test their knowledge. 

To clarify confusion surrounding any questions
answered incorrectly, please consult the source
material. After completing this activity, you must
complete the evaluation form provided at the end
of each semester and return it in the reply enve-
lope provided to receive a credit letter. When your
evaluation is received, a credit letter will be mailed
to you.  ■
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CE objectives

After reading each issue of Medical Ethics Advisor,
you will be able to do the following:

• discuss new information about hospital-based
approaches to bioethical issues and developments
in the regulatory arena that apply to the hospital
ethics committee;

• stay abreast of developments in bioethics and
their implications on patient care, risk management,
and liability;

• learn how bioethical issues specifically affect
physicians, patients, and patients’ families. ■

On-line bonus book 
for MEA subscribers
Readers of Medical Ethics Advisor who recently

have subscribed or renewed their previous sub-
scriptions have a free gift waiting — The 2006
Healthcare Salary Survey & Career Guide.

The report examines salary trends and compensation in
the hospital, outpatient, and home health industries.

For access to your free 2006 on-line bonus report,
visit www.ahcpub.com. ■


