
Doctor-patient hugs: Is non-clinical 
touch a line you should cross?
Ethicists split on propriety of platonic hugs between patients and clinicians

Have you hugged a patient today? Whether your answer is yes
or no, there will be disagreement about the wisdom of your
choice.

Providers and patients agree the value of the human element in the
delivery of health care and the caring relationship between physician
and patient cannot be overestimated. Throughout the history of
medicine, hands-on touch has been employed to administer comfort
and, in some practices, to heal outright.

But is there a place in today’s medicine for a comforting, empa-
thetic hug between patients and physicians? Or do privacy issues,
professional decorum, and lawsuits make non-clinical physical con-
tact a no-no?

“I believe that healing, from a holistic perspective, has everything
to do with caring,” says J. Vincent Guss Jr., MDiv, a pastoral care and
bioethics consultant in Alexandria, VA. “The most powerful and often
most meaningful way of caring includes physical demonstrations,
[such as] hand-holding, a hug, etc. In fact, every major religion
includes touch in sacramental or less official demonstrations of heal-
ing, such as laying on of hands and anointing, or the ‘kiss of peace’ —
usually without the actual kiss but including hugging and/or hand-
shaking.”

But Guss, along with other ethicists and clinicians who spoke with
Medical Ethics Advisor, says that in modern society, a touch or a hug
can mean many things — and not all of them are considered welcome
or helpful.

Context can mean everything

“I absolutely don’t think that physicians, as a rule, should get into
the habit of hugging their patients,” says Emory University ethicist
John Banja, PhD.

Banja says how a hug between clinician and patient is perceived
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depends heavily on the context in which it’s
given and received.

Because most physicians perform physical
interventions that involve the physical examina-
tion and manipulation of intimate body parts
(i.e., rectal, pelvic, or breast exams), Banja says a
hug or other social form of touching (hand-hold-
ing, back-patting) could be confusing.

“It sends a very mixed message to the family
or to patients about how their relationship with
the physician is supposed to go,” Banja suggests.
“Is he a friend? Or like a member of our family?

“And with that, the patient’s or family’s expec-
tations of the physician may get very confused.
So a hug — as opposed to a warm handshake —
crosses the line for me. Hugging occurs among
friends and family members as a token of affec-

tion. Physicians are neither friends, family mem-
bers, nor others who have affectionate relation-
ships with their patients.”

However, Valley Forge, PA, family practitioner
Lucy E. Hornstein, MD, doesn’t see quite such a
black-and-white distinction with some of her
patients.

“My relationships with many patients are
friendly, so our interactions often mirror those of
other similar friendships in the community,”
explains Hornstein. “Age and gender play a role,
of course, as do individual patient personalities.
It’s not really all that complicated; I’m sure you
have friends you routinely greet with hugs and
others you wouldn’t dream of hugging under any
circumstances. Same with me in the office.”

But Marc D. Hiller, DrPH, associate professor
at University of New Hampshire’s department of
health management and policy, believes that
hugs between patient and clinician should be
considered only when the provider has a “near
absolute sense that the hug is really needed and
will likely benefit the patient.”

“I would also suggest that if it is to be consid-
ered at all, that it be clear that it is being done only
as a consoling measure following the delivery of a
significant negative prognosis for the patient or
the death of a close family member [as] when that
patient has no other person accompanying them
who might be able to do so,” Hiller clarifies.

Culture dictates appropriateness

A 2006 study conducted in Canada, in which
family practice patients were asked their opinions
of “comforting touch” in their medical care,
revealed that a majority of those patients sur-
veyed (66.3%) believed that the touch of their
health care practitioners can be comforting, and
slightly more than half (57.9%) believed that
touch can be healing.1

That study polled primarily people of English
descent. The authors point out that similar stud-
ies have suggested that cultures that tend to
engage in tactile relationships (e.g., Spanish,
Italian, Greek, Jewish, Latin and South American,
and Arabian) are more receptive to comforting
touch. Other cultures that are less likely to make
tactile gestures, including English, Canadian,
German, French, and Dutch, may not view non-
clinical touch as an appropriate component of the
health care relationship.

Some cultures frown upon — or forbid —
touching, even in a clinical manner, if the patient
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and physician are of different genders. So a hug
could be offensive to people of those back-
grounds, Banja points out.

In his chaplaincy ministry, Guss says that if it
appears that a patient or family member (or staff
member) needs care expressed by a physical
demonstration, he asks, “Would you like to join
hands when we pray” or “May I give you a hug”
(when the person is in grief or pain).

“Even when one asks and receives permission,
there is still the risk of appearing inappropriate to
someone else, [but] it is a risk I am willing to take
for the sake of the patient or family member
needing care,” Guss explains. 

But before he even asks the question, he assesses
whether cultural circumstances would make the
question itself inappropriate; for example, the
interpretation by some orthodox Islamic cultures
that it is a violation of a woman if a man, who is
not the husband or father, comes into any physical
contact with her regardless of circumstances.

“And so, I will not always offer such an expres-
sion to some people, even though in the same
clinical circumstances I might offer it to others,”
he says.

Paul B. Hofmann, DrPH, president of
Hofmann Healthcare Group, says asking “may I”
before making physical contact can ensure that
the gesture is given and received by all parties
appropriately.

“We should not minimize how the beliefs, val-
ues, and needs of clinicians affect their interac-

tions with patients and families,” Hofmann says.
“Providing comfort is a delicate matter for all the
parties involved.”

Despite all the reasons that care providers
should use caution in dispensing physical com-
fort, Guss says there are strong reasons to admin-
ister touch when appropriate.

“Is it not an abuse of trust and an absence of
quality of care to punish all patients and their
families because of the crimes of a few?” he asks,
referring to lawsuits and cases of abuse. “In many
circumstances, people need to be hugged and
physically reassured, especially at the time of loss
of a loved one, a painful diagnosis or prognosis,
in times of anxiety and pain.” 

Evaluate before hugging (or not)

Adding to the risk of mixed messages that can
be conveyed by physical gestures is a heightened
awareness of sexual harassment, real or per-
ceived, says Guss.

“The reason is that there has been widespread
abuse of the natural inclination to physically
demonstrate care devolving into something not
so beautiful and platonic,” Guss points out.
“Some health care professionals, like other seg-
ments of the population, have abused the trust of
their patients in the most vulnerable of circum-
stances for their own pleasure and gratification.”

Guss points to litigation seeking large financial
damages for patients who have actually been
abused as a factor that has motivated hospitals
and other health care organizations to institute
very strict policies limiting physical contact to
only what is absolutely necessary to administer
clinical care. Professionals consequently have
become afraid to show care in any physical way
that could be misinterpreted, he adds.

Yet Hofmann urges caution not only to protect
the physician professionally, but to insulate the
physician-patient relationship.

“Especially during a crisis, patients and fami-
lies are very vulnerable,” Hofmann says. “If a
clinician is uncertain about the propriety of mak-
ing physical contact, it is best to refrain. For
example, if a clinician should fail to recognize the
significant influence of cultural and other factors,
any touching viewed as improper by the patient
or family could cause irreparable damage to the
relationship.”

But as other experts point out, Hofmann says
that to some patients, a physician who shrinks
from physical gestures is “cold and aloof.”
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“Although caution should be exercised, there is
still a perception among patients and families
that too many clinicians seem aloof and insensi-
tive to their emotional needs,” he says. Hofmann
says this concern is raised most frequently when
patients approach the end of life, and emphasis
shifts from aggressive treatment to pain and
symptom management.  

“Physicians particularly have been criticized
by family members who felt abandoned because
they thought the physician underappreciated the
continuing need for visible and tangible support
during this difficult period,” he continues. 

Family practitioner Hornstein says she hugs
when she feels it’s part of “the therapeutic inter-
action.”

“My ‘protocol’ is to say, ‘Do you need a hug?’
in a neutral enough tone so that yes and no are
equally acceptable answers, which I then honor,”
she says. 

Hornstein says that contrary to what might be
assumed, the patient most likely to be receptive
to a hug is not a long-standing patient, but a new
patient at the conclusion of a long, ultimately
positive clinical interaction. 

“Certainly, deciding whether or not to make
the offer requires situational intuition — some-
thing that I believe I have or have developed over
the years but am not sure if, or how, it can be
taught,” she adds.

Right or wrong, the rules are different

Though not that they should be, the rules of
whose hugs are more acceptable are different
based on age and clinical role, most experts said.

“I truly believe that there should absolutely be
no difference whether a hug comes from a doctor
or a nurse or anyone else,” Guss asserts. “However,
unfortunately, in this culture, a hug from a nurse,
especially if the nurse is female, would be likely
more accepted by many people than it would be
from other professionals.”

Hornstein makes no bones about it — there is a
difference, she says.

“I freely admit that in our culture, my gender
puts me at a tremendous advantage in this
regard,” she says. “Men in America do not rou-
tinely hug as part of any greeting ritual, except
with very close family, so I can certainly appreci-
ate a male physician’s greater reticence to hug
patients in the office.

“The consequences of making a mistake are
much greater, too [for male practitioners]. As for

me and my patients, it works for us.”
Is a hug from a doctor different from a hug

from a nurse? Banja suspects so.
“The nurse is really a gray zone. It’s customary,

or at least not unusual, for nurses to hug family
members after the in-hospital death of a loved
one, and no one has a problem with that,” he
says. “Yet it would still seem to me a blurring of
roles for nurses to routinely hug patients or fam-
ily members as part of their normal workday
greeting to them.”

Banja says regardless of the provider’s role, “it
is extremely important, I think, for health profes-
sionals to stay in their roles as professionals who
diagnose and treat illness according to profes-
sional standards. Doing so requires objectivity
and a certain kind of detachment, which is not
incompatible with being empathic [but] that hug-
ging, I believe, compromises.”

Reference

1. Osmun WE,  Brown JB, Stewart M, et al. Patients’ atti-
tudes to comforting touch in family practice. Can Fam
Physician 2000; 46:2,411–2,416. ■

Ethics center to standardize
ethics consultations
Case consults now done in stepwise fashion

The U.S. Veterans Health Administration (VA)
National Center for Ethics in Health Care

launched a major ethics integration initiative in
2007, including a new component that seeks to
standardize and evaluate the quality of ethics
consultations.

One of the challenges to evaluating ethics con-
sults has been that there have been no established
standards to measure by, according to Ellen Fox,
MD, chief officer for VA Ethics in Health Care.
Fox says not only has proof of the effectiveness of
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ethics committees been primarily anecdotal, but
there is also little measurable evidence that ethics
consults improve patient outcomes. 

“To evaluate ethics consultations, you need to
compare them relative to standards, and the stan-
dards for ethics consultations have not been
clearly defined, and there’s not been a great deal
of consensus on what constitutes a good consul-
tation,” says Fox. In addition, Fox and colleagues
pointed out in a 2007 journal report,1 fewer than
half of ethics consultants have any formal train-
ing, and only one in 20 has a bioethics certifica-
tion or graduate degree.

With a nod to the fact that an ethics consulta-
tion is, by nature, a fluid and dynamic process,
VA ethicists have created and put into practice
standards by which ethics consultants can assess
their own effectiveness, and ethics committees
can measure their strengths and weaknesses. The
ethics consultation component is one of three that
make up the IntegratedEthics initiative.

CASES: A stepwise consult plan

Fox says that there have been standards in
place for consultants, but not for the consultation
itself.

“We spent a number of years and involved
hundreds of people in developing detailed stan-
dards for evaluating consultations, and we cre-
ated a primer that lays out the standards, how
you should and shouldn’t do a consult,” she
explains. (The primer, “Ethics Consultation:
Responding to Ethics Questions in Health Care,”
and other materials from the IntegratedEthics
initiative are available for download at
www.ethics.va.gov/integratedethics.)

The VA ethics center drafted CASES, a step-
by-step approach to ensuring that ethics consul-
tations hit all the points that the initiative has set
out, Fox says. (See box to the right.) A 63-page
primer and two-hour instructional video was
created for VA consultants, and ethics coaches
are visiting VA medical centers to train consul-
tants on consistently following the process when
handling cases. 

Fox says the drafters of the IntegratedEthics
model looked at hundreds of consults involving
different kinds of people, and created a stepwise
plan that applies to the majority of ethics consul-
tations seen at VA facilities, Fox says.

The consultation plan is made up of two tracks
— the case consult track guides consultants
through a comprehensive study of case-related

ethical situations that most often are seen at VA
hospitals, while the non-case track guides consul-
tants through how to handle questions about
health care policy, hypothetical scenarios, and
other questions for which a standardized format
might not apply.

“We found that in consultations, one of the
major mistakes consultants make is skipping
steps. This standardizes the steps, but it’s a fluid,
dynamic process, so we make it clear that there’s
no set order in which the steps have to occur.”

The mainstay in many ethics programs in hos-
pitals is the meeting — a meeting that under the
VA initiative is optional. 

“We believe that some case consults can be
resolved by a group meeting, when you get to a
point where you come to a resolution, everything
may already be resolved, so the meeting isn’t
mandatory,” says Fox. 

When a consultation is over, the consultant
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The CASES Approach 
to Ethics Consultation

Clarify the consultation request.
Characterize the type of consultation request.
Obtain preliminary information from the requester.
Establish realistic expectations about the consulta-
tion process.
Formulate the ethics question.
Assemble the relevant information.
Consider the types of information needed.
Identify the appropriate sources of information.
Gather information systematically from each source.
Summarize the consultation and the ethics question.
Synthesize the information.
Determine whether a formal meeting is needed.
Engage in ethical analysis.
Identify the ethically appropriate decision maker.
Facilitate moral deliberation among ethically justifi-
able options.
Explain the synthesis.
Communicate the synthesis to key participants.
Provide additional resources.
Document the consultation in the health record.
Document the consultation in consultation service
records.
Support the consultation process.
Follow up with participants.
Evaluate the consultation.
Adjust the consultation process.
Identify underlying systems issues.



then goes to an on-line evaluation tool that mea-
sures the consultant’s proficiency and knowl-
edge; the self-evaluation then goes to the head of
the hospital’s ethics consultation service for
review.

“This isn’t a pass/fail evaluation,” Fox
explains. “It’s a way for the consultant to know
his or her level of skills, and for the head of con-
sultation services to make sure the assessment is
accurate.”

Another piece of the evaluation is what Fox
refers to as “a quality improvement tool” for
ethics consultations, an electronic means of track-
ing data such as who requested the consult, what
the prompting issue was, and what the outcome
was.

‘Surprising’ consensus on standards

Fox says an unexpected element to the plan-
ning for and creation of standards for ethics con-
sultation was the degree to which the many
participants and reviewers agreed, considering
that some elements of ethics consults can be quite
subjective.

“We had a team get together and articulate
what we thought the standards are at VA hospi-
tals, hammer out internally what the differences
are, and to see what we could agree on,” Fox
says. “We had many reviewers, many leading
exerts in ethics, and we received a lot of very
detailed comments, and we were a bit surprised
by the extent of consensus.”

That’s not to say common ground was found
on every point, she concedes.

“We had some notable exceptions, where peo-
ple disagree with the stand we took on some
issues,” says Fox.

For example, the VA has rejected the use of
“curbside consults” — when an ethics consultant
is asked for an opinion on a patient who he or she
has never examined, and without a formal con-
sultation requested. Curbside consults are consid-
ered widespread in medicine, according to the
literature, because they’re convenient and quick. 

“We don’t believe in curbside consults on
active patient cases, and we strongly emphasize
that they’re a mistake and that we should never
do it,” Fox says. “Some people agree with that,
and think it’s a standard part of some consul-
tants’ practice.”

The new standards insist that ethics consults
include a face-to-face visit with patients, rather
than telephone interviews.

“Some consultants work remotely and can’t
visit, but we feel it’s important that they visit the
patient,” Fox explains.

And as previously mentioned, the VA stan-
dards don’t revolve around a full ethics commit-
tee meeting.

“In some models, some steps of the consult take
place during a meeting, and that’s different from
our standards,” Fox says. “Some people think that
if you haven’t had a meeting, you haven’t had a
consult. But we find that in many cases, there’s
resolution before you ever get to a meeting.”
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Ethics of care extend
through discharge 
Poor coordination can lead to pitfalls at discharge

Hospital staff have a plethora of ethical duties
while their patients are hospitalized under

their care, but clinicians need to remember that
their duty to provide ethical care extends right up
to — and even beyond — the point of discharge,
says Emory University ethicist John Banja, PhD.

“There are a number of moments when ethical
issues penetrate discharge,” Banja says, and those
moments typically arise from a lack of coordination
and planning. “And the fundamental reason is that
the system doesn’t work well; somehow, all the
lumps and bumps and incoherencies and discon-
nects that occur in managing patient care come to a
crunch, or crystallize, at the point of discharge.”

Banja, who since 2005 has been participating as
a co-investigator on a federally funded research
project focused on improving hospital discharge,
says hospitals commonly mishandle discharges in
three ways: the patient’s projected discharge is a
low priority for hospitals, and gets shunted to the
bottom of the priority list, meaning social or
financial issues that can impact a patient’s safe
discharge aren’t addressed before discharge is in
the works. The patient’s discharge is delayed for
a simple test, consult, or transportation, unneces-
sarily prolonging the hospital stay; and finally,
failure to adequately observe medication recon-
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ciliation protocols leads to medication errors.
“This is an ethical issue because one of the

things a hospital has to look at is whether its sys-
tems work coherently and fluidly to effect a safe
and predictable discharge, and often in our hospi-
tals, the systems are not working well together,”
he explains.

Three components need work

Medication reconciliation, resource allocation,
and delays in discharge that leave a patient
dressed and waiting for hours before actually
leaving the hospital are process breakdowns that
most hospitals are ethically bound to improve on,
Banja suggests.

The Oakbrook, IL-based Joint Commission cred-
its medication reconciliation — the process of com-
paring a patient’s medication orders to all of the
medications that the patient has been taking — as
a powerful tool in avoiding medication errors such
as omissions, duplications, dosing errors, or drug
interactions. The Joint Commission states that
medication reconciliation should be done at every
transition of care in which new medications are
ordered or existing orders are rewritten — changes
in setting, service, practitioner, or level of care. 

Complete medication reconciliation involves
five steps:

• Develop a list of current medications;
• Develop a list of medications to be pre-

scribed;
• Compare the medications on the two lists;
• Make clinical decisions based on the compar-

ison; 
• Communicate the new list to appropriate

caregivers and to the patient.
But just as medication reconciliation can be the

key to avoiding medication errors, when done
incorrectly, it can introduce medication errors.

“Medication errors related to medication rec-

onciliation typically occur at the ‘interfaces of
care’ — when a patient is admitted to, transferred
within, or discharged from a health care facility,”
The Joint Commission noted in a January 2006
Sentinel Event alert (available at www.jointcom-
mission.org/SentinelEvents/SentinelEventAlert/
sea_35.htm). 

“It’s not unusual for patients to get the wrong
medications, and we can generally attribute that
not to a lack of knowledge, but to a system flaw,
when the physician doesn’t get a complete medi-
cal history on that patient,” says Banja, who
repeats that breakdowns such as this pose ethical
concerns.

Another flaw in the discharge process involves
“false starts.”

“It is not that uncommon for a patient to be told
early in the day, ‘You’re ready to go, just as soon as
your labs come back, or the latest X-rays come
back. So get ready, you’re going home,” Banja
recounts. “And that information is communicated
at 8 a.m., and at 4 or 5 in the afternoon, the patient
is still sitting in her room, waiting to go.”

This kind of inconvenience falls under the
“ethics umbrella,” Banja says, “because we say
we provide patient-centered care, but it’s simply
unprofessional to tell a patient that it’s time to go,
and then they’re still there six hours later.

“It’s also wasteful, because that person is tak-
ing up a bed when someone else could be using
it,” he says, adding that staying in a hospital
longer than is medically necessary can put a
patient at risk for other diseases or infection.

Common holdups are waits for last-minute
consults, test results, equipment (wheelchair,
walker), social services, and transportation, he
says. Other delays even higher on the ethical
“spectrum” can be attributed to procrastination,
Banja says.

“Writing discharge orders is time consuming,
and doctors don’t get paid well for it,” Banja says.
“But writing the discharge order is the trigger for
everything else to happen.” Aside from the low pri-
ority assigned to writing orders, he points out that
discharge processes aren’t standardized across the
country, across health care systems, or even from
one unit to another within individual hospitals.

Banja and his colleagues have identified a third
set of issues hospitals should confront in improv-
ing discharge — resource allocation.

“You have a patient who doesn’t feel ready to
go home, who may be feeling the same symptoms
that brought them to the hospital, or, equally trou-
bling, an adult child who said on admission that
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Mom would be going home with him, but at dis-
charge says Mom can’t go home with him after
all,” Banja describes. “The problem is then where
to discharge the frail elderly patient.”

A related allocation issue arises when a patient
needs one more test, for example, and it’s late on
a Friday afternoon. “Do you send that patient
home and ask them to come back on Monday?
That’s inconvenient; but it’s not good to keep
them in the hospital over the weekend when they
don’t need to be there,” he points out.

Learn, then improve discharge process

Banja and his fellow investigators suggest
physicians who want to make their patient dis-
charges more ethically sound find out:

• What is the discharge flow in your hospital
over the course of a week? Are certain days
higher than others, and why? Do peak discharge
days occur for hospital or for patient-centered
reasons?

• Does your hospital have an adequate mecha-
nism for discharging patients over the weekend?

• If patients are admitted with the same condi-
tion, would their discharge date vary according
to which day of the week they are admitted?

• At what point after admission does your treat-
ment team begin determining the discharge date?
How is this communicated to the rest of the team?

• Is there a framework to coordinate the ele-
ments of the treatment plan with the projected
discharge date?

While case managers may coordinate dis-
charges, the physician writing the order that trig-
gers it all should know how the system works;
for example, understanding how writing a dis-
charge order on a Friday afternoon will impact
the patient and the process, Banja notes.

And thinking beyond the hospital doors is
imperative as well.

“It’s difficult to look outside the hospital doors
when you’re fixated [with providing for the
patient] in the present. But a patient with a com-
plex issue — for example, a head trauma — who
is going to be going back to a small town in the
care of their primary provider and not a specialist
in head trauma, who really needs complex psy-
chopharmacological management — are we
handing these patients off to a competent
provider?” Banja notes. “I have often thought of
difficult judgment calls that exist in certain
patients when the health care team is saying to
each other, ‘Who is going to care for him?’”  ■

Nurses learn to ‘speak 
the language of ethics’
Program helps nurses contribute to ethics discussions

Some of the language of ethics doesn’t come
naturally to nurses, according to a nurse-ethi-

cist. But an initiative by Indianapolis-based
Clarian Health aims to make ethics training and
discussion second nature to the 5,000 nurses
working there.

“All nurses will encounter ethical issues, and as
a new nurse, you develop experience on a contin-
uum from novice to expert,” says Lucia Wocial,
RN, CCNS, PhD, nurse ethicist at Clarian’s
Charles Warren Fairbanks Center for Medical
Ethics. “You become more aware of ethical issues
as you gain more experience, and by centering our
ethics training around the units where they work,
their ethics training develops along with their
experience.”

The Fairbanks nursing ethics program focuses
particular attention on the system’s intensive care
units, where severe illness and high-tech medical
care often raise important ethical questions for
hospital staff, patients, and families. Through
staff education, consultation support, and
research, Clarian’s nurses will have support in
managing ethical conflict and emotional distress
that can result from carrying out a plan of care
that sometimes contradicts their beliefs about
what is in the best interest of the patient. 

Nurses confront ethical dilemmas, too

Wocial says that while “nurses don’t drive the
bus” when it comes to treatment decisions, they
often are the people patients and families have
the most frequent contact with, and often get
asked difficult questions while carrying out pre-
scribed treatment.

“Doctors are in charge, and one of the chal-
lenges I’ve seen as nursing has come into its own
is that nurses talk about nurse ethics in an adver-
sarial way [to physician ethics], and that’s coun-
terintuitive,” Wocial explains. “We need to
introduce nurses as an interdisciplinary team
member. The initial grant from the Methodist
Health Foundation to begin the program in nurs-
ing ethics is consistent with Clarian’s desire to
bring nurses to the ethics table as equal partners.
The most recent $5.4 million gift from the Richard
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M. Fairbanks Foundation will support this pro-
gram and others at the Fairbanks Center.”

Nurses don’t establish plans of care, she con-
tinues, “but we have input and an ethical per-
spective, and as a nurse you have a completely
different relationship with patients than physi-
cians do, so you have a different perspective that
can be extremely valuable.”

For example, a DNR (do not resuscitate) order
is a physician’s order, so a nurse can’t have “the
DNR talk” with families to actually establish the
order, Wocial says. However, nurses are in a good
position to talk with the family about what to do
when the patient can’t speak for himself, and
generally prepare the family to talk with the doc-
tor about the DNR order.

“And when you help teach nurses to speak the
language of ethics, they can make more of a con-
tribution to the health care team,” she adds.

The nursing ethics program at Clarian centers
around unit-based discussions; the nurse ethicist
and other faculty from the Fairbanks Center go to
individual nursing units to conduct conversations
in ethics. The topic of the conversation is driven
by those who come to the conversation, typically
a patient situation happening on the unit, or a
type of situation often encountered. The goal of
the conversation is to provide a morally safe
space for participants to discuss their concerns
and identify strategies for managing their distress
or resolving ethical problems.  

“The unit-based discussions can give them real-
time opportunities to learn to speak about ethics in
an effective way, to harness emotions they feel
about ethical issues and channel it into a construc-
tive approach to the issue,” Wocial suggests. Each
unit-based session is an hour long; as of early
January, Wocial, who has been on the job since July
2007, already had 80 such sessions scheduled.

“What we know is that nurses who participate
in the discussions go back and participate on a
different level with their patients at the bedside,”
she says. “They take the skills and thinking that
we role model during the discussions, and they
take that back to the bedside.”

Predictably, nurses on critical care units and
oncology units are creating the most demand for
the unit-based ethics discussions. 

“When you’re facing the issues of patients
dying, the nurses who are exposed to dying
patients for hours a day have a higher need for
ethics conversations,” she says.

The discussions aren’t just changing how
nurses interact with their patients, Wocial adds.
“We’re starting to see how it affects how nurses
communicate with physicians,” she says. 

“They are thinking more about what’s happen-
ing, rather than just reacting to the situation. It’s
very easy to just react to something you hear about,
but when you step back and think about it and sort
it through, you can see that there’s an ethical deci-
sion being made there, when before you might have
been so busy that you didn’t recognize it. And that’s
what we’re encouraging nurses to do,” which is
important, she points out, because as a profession,
nurses make up the largest proportion of members
on Clarian’s hospital ethics committee.  ■

Doctors believe in error
disclosure, just don’t do it
Disclosure to patients appears easier than to hospital

Doctors appear to disclose actual medical
errors to their hospitals at a lower rate than

their views on disclosure would indicate, accord-
ing to a University of Iowa researcher.

Information from the study,1 along with a com-
panion study released in 2007,2 was based on sur-
veys of doctors in teaching hospitals and shows an
apparent disconnect between error disclosure to
patients and error reporting to hospitals and points
to the need for a more integrated view of medical
error communication, says researcher Lauris
Kaldjian, MD, PhD, director of the program in
biomedical ethics and medical humanities at the
University of Iowa Carver College of Medicine.

For example, 41% of physicians in the 2007 study
said they actually had disclosed a minor error to a
patient, but only 18% of physicians in the current
study said they had reported a minor error to their
hospital. And it wasn’t for lack of opportunity: 19%
acknowledged in the 2007 study having made a
minor medical error and not disclosing it.

“Taken together, the findings indicate that
physicians have more experience talking to
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patients about medical errors than reporting
them to hospitals,” says Kaldjian. 

“It may be that physicians find it more important
or meaningful to talk to patients about mistakes and
may not see as much value in communicating the
same mistakes to a reporting system,” he adds. 

Kaldjian points out that disclosing errors to
patients relates directly to real-time patient care,
while reporting errors to institutions is directed
toward improving the care of future patients. “It is
important that we try to find a way to accomplish
both kinds of error communication,” he suggests.

Kaldjian and co-investigators received survey
responses from 338 physician participants from
different regions in the United States. Among
them, 73% said they would report to their institu-
tion a hypothetical error resulting in minor harm,
and 92% said they would report a hypothetical
error resulting in major harm. However, few
physicians have actually reported a minor error
(18%) or a major error (4%) to their hospital.
Likewise, 17% acknowledged not reporting an
actual minor error and 4% acknowledged not
reporting an actual major error. 

The discrepancy between attitude and action is
particularly notable, Kaldjian says, given that the
survey showed that 84% of physicians believe
error reporting can improve the quality of care. 

The answer to the gap may lie partly in other
findings from the survey, he notes: Only 55% said
they knew how to report errors, and only 39%
knew what kinds of errors to report.

“The fact that nearly every physician is likely
to make a minor error at some point in his or her
career, taken together with the lack of under-
standing on how and what to report, indicates we
need to clarify what errors should be reported
and how to report them,” he concludes.

Half the respondents said they would report
errors if they knew they would receive feedback,
and individuals who had been involved in mal-
practice cases were not less likely to report hypo-
thetical errors. 

“We should also recognize that a physician’s
willingness to be straightforward about errors
depends on their beliefs about errors and the value
of error communication, so we should think cre-
atively about ways to encourage clinicians to draw
upon the personal and professional commitments
that can motivate error reporting in the midst of
countervailing pressures,” Kaldjian suggests.

References
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Physician-owned specialty
hospital probe shows lapses

Following the deaths of two patients at spe-
cialty hospitals owned by physicians — in

both cases, the patients suffered complications
following surgery, no physician was on duty, and
the specialty hospitals called 9-1-1 to respond —
the Senate Finance Committee asked the Office of
Inspector General (OIG) to evaluate patient care
at 109 physician-owned specialty hospitals in the
United States, and the OIG report, released in
January, has raised concerns for patient safety.

According to the Centers for Medicare &
Medicaid Services (CMS), hospitals receiving
Medicare must meet standards that include: hav-
ing a physician present or on call at all times; 24-
hour nursing supervision; written policies for
handling emergency care; and not relying on 9-1-1
as a substitute for their own emergency services.  

The study drew on four primary sources of
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data: 1) a review of physician and nurse staffing
schedules for eight sampled days; 2) a review of
hospitals’ staffing policies; 3) a review of hospi-
tals’ policies for managing medical emergencies;
and 4) structured interviews with administrators
at each hospital. The OIG found:

• About half (55%) of all physician-owned specialty
hospitals have emergency departments, the majority of
which have only one emergency bed. Medicare does
not require that hospitals have emergency depart-
ments, but some states do have this requirement. 

• Not all physician-owned specialty hospitals had
nurses on duty and physicians on call during the eight
sampled days. Based on the review of hospitals’
staffing schedules, 93% of physician-owned spe-
cialty hospitals met the requirements during the
eight sampled days.

• Administrators report that less than one-third of
physician-owned specialty hospitals have physicians
onsite at all times. According to administrators,
28% of hospitals have a physician onsite 24 hours
a day, seven days a week. 

• Two-thirds of physician-owned specialty hospitals
use 9-1-1 as part of their emergency response proce-
dures. According to administrators and the OIG
review of hospital policies, 66% of hospitals
instruct staff to call 9-1-1 as part of their medical
emergency response procedures. Most notably,
34% of hospitals use 9-1-1 to obtain medical assis-
tance to stabilize a patient, a practice that may
violate Medicare requirements. 

• Some physician-owned specialty hospitals lack
basic information in their written policies about man-
aging medical emergencies. Almost a quarter of all
physician-owned specialty hospitals have policies
that do not address appraisal of emergencies, ini-
tial treatment of emergencies, or referral and
transfer of patients. 

Based on the findings, the OIG is recommend-
ing that CMS: 

• Develop a system to identify and regularly
track physician-owned specialty hospitals. 

• Ensure that hospitals meet the current
Medicare CoPs that require a registered nurse to
be on duty 24 hours a day, seven days a week and

a physician to be on call if one is not onsite. 
• Ensure that hospitals have the capabilities to

provide for the appraisal and initial treatment of
emergencies and that they are not relying on 9-1-1
as a substitute for their own ability to provide
these services. 

• Require hospitals to include necessary infor-
mation in their written policies for managing a
medical emergency, such as the use of emergency
response equipment and the life-saving protocols
to be followed. 

The OIG report is available on-line at http://
finance.senate.gov/press/Gpress/2008/prg01100
8a.pdf.  ■
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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 ma-
terial. After completing this activity, you must com-
plete the evaluation form provided at the end of each
semester and return it in the reply envelope provided
to receive a credit letter. When your evaluation is
received, a credit letter will be mailed to you.  ■

CME 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. ■
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CCMMEE  QQuueessttiioonnss

9. A 2006 Canadian study in which family practice
patients were asked their opinions of “comforting
touch” in their medical care, more than half of
those surveyed said they found the touch of their
health care practitioners to be comforting and even
healing.

A. True
B. False

10. In findings published in 2007, Veterans Health
Affairs ethicist Ellen Fox and colleagues found how
many ethics consultants have bioethics certifica-
tion or graduate degrees?

A. one in 10
B. one in five
C. one in 20
D. one in two

11. According to a Joint Commission Sentinel Event
alert issued in 2006, medication errors related to
medication reconciliation typically occur at:

A. admission.
B. transfer within the health care facility.
C. discharge from the facility.
D. All of the above

12. A new nursing ethics program under way at
Clarian Health in Indianapolis is seeing the most
demand for training from nurses working in which
of the following units?

A. neonatology and pediatrics
B. critical care and oncology
C. rehabilitation and emergency
D. geriatrics and obstetrics
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