
Who can be a ‘medical ethicist’? 
Absent formal definition, anybody
Bioethics field burgeoning even though bioethics not a recognized profession 

If you serve on your hospital’s ethics committee, does that make
you a medical ethicist? If someone considers himself to be a
bioethicist, is that a profession? Since there are no standardized

degrees or credentialing in bioethics, how does a hospital administra-
tor evaluate candidates when hiring an ethicist to direct an ethics
committee or oversee research?

While codes of medical ethics have been around for more than 150
years in the United States, the field of bioethics as a profession and
formal area of study is only about 30 years old. Tom Beauchamp and
James Childress, of the Kennedy Institute for Ethics at Georgetown
University, laid out the now widely prescribed cornerstones of
bioethics — autonomy, nonmaleficence, beneficence, and justice — in
their 1979 book Principles of Biomedical Ethics.

According to Craig M. Klugman, PhD, chair of the program in
health care ethics at the University of Nevada, Reno, pioneers in the
field of bioethics were people who practiced in other fields — theol-
ogy, sociology, philosophy, law, or medicine — but shared an interest
in common topics pertaining to their work. 

“Most of these people never considered themselves ‘ethicists’ and
most would never use that title,” Klugman says. “Today, I think it
takes more than simply saying you have an interest in these topics to
be an ethicist.”

Experts in bioethics (or medical ethics or health care ethics,
depending on your choice of title) — along with and including educa-
tors, clergy, and health care providers — are engaged in a lively
debate over how, and even whether, to standardize, define, and cre-
dential bioethicists; Klugman is preparing to publish a paper examin-
ing whether bioethics can even be considered a profession.

In a 2007 journal paper,1 a group led by Ellen Fox, MD, chief officer
for the Veterans Health Affairs Center for Ethics in Health Care,
pointed out that fewer than half of hospital medical ethics consultants
have any formal training, and only one in 20 has a bioethics concen-
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tration or graduate degree.
Medical Ethics Advisor asked clinicians, a hospi-

tal chaplain, and ethics educators: “Who or what
is a bioethicist/medical ethicist?” Their answers
reflect the wide range of points at issue in this
discussion.

Ethics director: Don’t regulate out diversity

“I have to admit that I have little patience for
this question [of who can or should call them-
selves] bioethicists,” says Howard Brody, MD,
PhD, director of the Institute for the Medical
Humanities at the University of Texas Medical
Branch in Galveston. 

That’s because one of the great strengths in the
bioethics field is the diversity of academic back-

grounds from which people come, he explains.
But, “having said that, I am sympathetic to the

hospital administrator, for instance, who decides
that she wants to hire an ethicist to help run the
[institutional ethics committee] and to coordinate
ethics education programs, and wants to be sure
that they select a qualified and appropriate candi-
date, and has little time to consult widely with
other ethicists to learn who is considered to be
one of the tribe,” Brody continues. 

There’s no way to evaluate such a candidate
through a credentialing organization, because
there is none.

“In some sense, the identity [of ‘ethicist’] is
self-chosen, since we do not have any standard-
ized curriculums, degrees, or credentialing,”
Klugman points out. 

Four organizations that eventually formed the
American Society for Bioethics and Humanities
(ASBH) published “Core Competencies in Health
Care Ethics Consultation,” a set of standards for
ethics consultation released in 1998 currently
under review and being updated by an ASBH
task force.

Brody, a member of the task force, says while
the ASBH core competencies are in need of
updating, the basic approach is sound: That it is
possible to identify knowledge and skills that an
ethicist involved in hospital ethics consults
should have, and people training in a variety of
different academic disciplines could acquire that
skill and knowledge and eventually be deemed
an ethicist or ethics consultant.

Another area of bioethics as a practice that
needs to be addressed is the ethics of ethics,
Brody says.

“I also believe that there is a legitimate concern
about the ethics of the ethicist, and that ethicists
should be held responsible for adhering to a code
of ethical conduct of some sort or other — which,
in the past, we have been very slow to come to
any sort of consensus about,” he points out.

Education part, but not all, of ethicist’s makeup

Though there are no standards or career maps
leading to ethics as a career, Klugman says he
believes an ethicist needs to have a terminal
degree (PhD, MD, JD), and to have concentrated
study in the core knowledge of bioethics. He lists
court cases, general ethical moral theory, familiar-
ity with the classic texts, and supervised clinical
ethics experience among the elements of core
knowledge.
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“Bioethicists seem to self-specialize these
days,” says Klugman. “The first group includes
PhD-trained individuals who seem to mostly do
original research and teach students at various
levels. The second group is clinicians [physicians
and nurses] who seem to do most of the in-hos-
pital consulting, residency, and clinical teach-
ing.”

Securing a position as a hospital ethicist with-
out a clinical degree has become progressively
more difficult, he adds.

But even with the training and specialization
Klugman describes, “the reality is that a ‘profes-
sional bioethicist’ is anyone who calls themselves
that,” he says.

Echoing that thought is Arthur R. Derse, MD,
JD, associate director of the Center for the Study
of Bioethics at Medical College of Wisconsin.
When asked who can call themselves bioethi-
cists, he responded, “Currently, anybody who
wants to. And that’s a problem, since you don’t
know the person’s education, training, or spon-
sors.”

Even with an MD, JD, PhD, and specialized
study of bioethics, there is no such credential or
certification in the United States for “professional
bioethicist.” 

“The issue of being a professional bioethicist is
being argued in the bioethics literature because
there is no firm idea,” Klugman explains. “Some
have argued that we need to create a code of
ethics to help define the role, responsibility, and
obligations. Others have suggested that as a field,
we do not define this term in order to keep it
diverse and open to people from many back-
grounds.”

There are those who endorse a testing system
that would provide credentialing for those who
want to be clinical ethicists, as opposed to
research ethicists or ethics instructors; but so far,
Klugman points out, those in the field of bioethics
have not been able to agree even on whether to
pursue professionalizing bioethics at all.

“In the end, I would be suspicious of anyone
who called him- or herself a ‘professional bioethi-
cist,’ since such a thing does not really exist,” he
suggests. “I think there are people who have ter-
minal degrees, in-depth graduate training [or
who are founders of the field and have been
working and writing in it for decades], and clini-
cal experience who are bioethicists. But whether
that is a profession is doubtful. 

“There are people in bioethics who teach, who
do research, and who consult. But what is their

profession? At this point, it is as a teacher,
researcher, or clinical consultant.”

Differentiate between ‘ethicist,’ ‘bioethicist’ 

When talking about ethics in the health care
arena, it’s important to differentiate between
bioethicists and “philosopher-ethicists,” suggests
J. Vincent Guss Jr., MDiv, a pastoral care and
bioethics consultant in Alexandria, VA.  

“A bioethicist is usually different from a
philosopher-ethicist in that his or her primary
function is to provide active clinical consultation
in and for a health care program or institution,”
Guss explains. 

While bioethicists also may be scholars, Guss
contends that the more important factor be train-
ing in health care.

“I believe that a bioethicist should come from a
discipline rooted in health care [medicine, nurs-
ing, pastoral care, social work, etc.], and if one is
a philosopher, he or she needs to have practical,
clinical, experiential training,” he adds. 

Guss suggests there is a large disparity
between what health care organizations and
bioethics practitioners themselves think consti-
tutes a “bioethicist.” While some base their stand-
ing as bioethicists on the fact that they have a
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PhD or other extensive postgraduate training,
others practice bioethics consultation based on
much more casual training (their own reading of
the literature, “certification” seminars or work-
shops lasting a day or two or found on-line), or
simply on their profession — a physician, nurse,
health care attorney, or chaplain, for example,
who has an active interest in bioethics.

Bioethics has “come to the fore” in health care,
Guss says, as a means of providing a broader
input beyond that of physicians, and to include
nursing, clergy, chaplains, social work, the law,
administration, the community, and patients and
their families.

Ethics committee — No place for ethicists?

In discussions of bioethicists and their roles, it
has been suggested by more than one writer that a
hospital ethics committee is no place for a bioethi-
cist. Guss says he’s heard that comment made,
and believes it stems from concerns that someone
extensively trained in bioethics might hold a
stronger position on the ethics committee than the
clinicians, attorneys, community representatives,
clergy, and other members of the committee. 

“As long as the chair of the committee or the
director of the program or the culture of the institu-
tion demand a truly multidisciplinary approach,
and the professional ethicist understands that he
contributes from his knowledge base and experience
on an equal basis with all the disciplines, and that
there is a true balance and openness in dialogue, the
ethics committee or program can only benefit from
having an ethicist on board,” Guss says.

The presence of a bioethicist in any situation
would hopefully encourage critical thinking,
Klugman says.

“I like to think of us as protectors of the process
of moral deliberation — in other words, providing
a space and facilitation to make sure that moral
deliberation can and does occur,” he says. “I do not
think that an ethics committee must have a ‘profes-
sional bioethicist,’ defined as someone whose pri-
mary job is dedicated to teaching, research, service,
and clinical work in bioethical pursuits. 

“But I believe that every ethics committee should
have a professional bioethics consultant who can
assist in training the committee, providing educa-
tional opportunities, assisting in deliberations, pro-
vide consulting services, and facilitate bioethical
processes. Ideally, every hospital and medical center
should have someone on staff (maybe even part-
time) who is trained in the manners I have sug-

gested; but at the very least, they should have a con-
sultant on contract who can assist as needed.”

What is not sufficient, Klugman says, is for an
ethics committee to be satisfied that one or two
members have taken a short course in bioethics
“and then declare themselves to be bioethicists.”

“That would be like me taking a two-week
emergency medicine course and proclaiming
myself a physician,” he adds.  
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Genetic testing: Should
children be tested?
Growing number of parents may favor finding out

It’s the ethical spectre that emerges with every
advance in genetic testing. Should children be

tested for gene mutations that predispose them to
developing serious illnesses later in life? 

New research suggests the next generation of
parents may support testing minors even when
any steps to reduce that risk will be postponed
until adulthood — a finding that challenges cur-
rent policies.

In a study in the February American Journal of
Medical Genetics, researchers surveyed 53 BRCA
mutation carriers who had children younger than
25 years of age at the time they received their
genetic test result, and 22 adult offspring of those
parents. The majority of parent participants were
mothers (89%) although the offspring included
both sons (45%) and daughters (55%). Interview
subjects were recruited through the University of
Chicago Cancer Risk Clinic.

Combining the responses of parents and off-
spring, 40% supported genetic testing of minors
with half in favor only in certain circumstances. A
majority of sons and daughters — potential con-
sumers of genetic testing — supported testing
minors.

“The latter finding is interesting,” says lead
author Angela Bradbury, MD, of Philadelphia’s
Fox Chase Cancer Center. “It signals that the next
generation may be more comfortable with genetic
testing. This could be because their generation
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grew up with genetics, learning about it in school
or from the news, unlike their parents. To them,
genetic testing may not be exceptional.”

A majority of professional groups recommend
against the genetic testing of minors in the
absence of medical benefit. Carriers of BRCA1/2
mutations will not necessarily develop cancer,
but their risk is increased. Men with an alteration
face an increased risk of developing prostate,
breast, and pancreatic cancer. Women with a
BRCA alteration are at an increased risk of devel-
oping breast and/or ovarian cancer. Risk reduc-
tion options such as prophylactic surgeries,
heightened surveillance, and chemoprevention
are generally not recommended before the age of
25. 

“We already know that many adults who
choose to undergo genetic testing do it for their
children’s sake, so it’s not a far stretch to imagine
that parents might grapple with whether or not
their children should be tested,” explains
Bradbury, director of the Margaret Dyson Family
Risk Assessment Program at Fox Chase.
Bradbury says while the results are interesting,
they are exploratory and need to be reproduced
in a larger and broader sample.

“Nonetheless, there is urgency for more
research because current policies advising against
genetic testing for minors may not hold up,” she
says. “Increased demand and availability of test-
ing dictates a need to better understand the risks
and benefits of early counseling and/or testing.” 

Proponents of testing minors have argued
there is harm in uncertainty and withholding
information and the potential for later misdiagno-
sis. Other arguments in favor of testing include
the fostering of autonomous decision-making
abilities. Additionally, many argue that parents
and their children are more likely than health care
professionals to most appropriately assess the
risks and benefits of testing an individual child.

Those opposed to testing argue that the devel-
opment of mature decision making is variable

during adolescence and letting parents make test-
ing decisions for their minor children violates the
future autonomy of offspring. Others cite poten-
tial adverse psychological consequences to early
testing including increased disease-related dis-
tress and anxiety, distortion of family relation-
ships, interference in normal development of
self-concept, and feelings of unworthiness.

“Despite this debate, empirical data to support
either argument are lacking, especially in the set-
ting of families affected by BRCA mutations,”
Bradbury concludes. ■

ACOG conscience position
outrages ‘pro-life’ MDs
Group urges weighing conscience, patient welfare

Apaper reporting the American College of
Obstetrics and Gynecologists (ACOG) asso-

ciation’s position on how far doctors can go in
conscientious refusal to perform abortions and
prescribe emergency contraception is an attack on
“pro-life” physicians, according to two medical
associations.

ACOG released Limitations of Conscientious
Refusal in Reproductive Medicine in November, a
position paper that proposes a definition of con-
science and describes how its member physicians
should weigh their claims of conscience against
provision of reproductive medicine. ACOG
describes the paper as “a framework for defining
the ethically appropriate limits of conscientious
refusal in reproductive health contexts.”

However, the American Association of ProLife
Obstetricians and Gynecologists (AAPOG) and
the Christian Medical Association (CMA), along
with some 20 other health, religious, and conser-
vative organizations, countered with objections
that ACOG is attempting to “shut down” the con-
victions of doctors who are opposed to abortion
and sterilization.

In a letter to ACOG, leaders of CMA, AAPOG,
and other national organizations with pro-life
positions, write that the ACOG position paper
“suggests a profound misunderstanding of the
nature and exercise of conscience, an underlying
bias against persons of faith, and an apparent
attempt to disenfranchise physicians who oppose
ACOG’s political activism on abortion.”1

CMA Director David Stevens, MD, says not
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only does ACOG’s position threaten the certifica-
tion of physicians who conscientiously object to
providing certain types of reproductive care, it
infringes on individual religious and speech lib-
erties.

“ACOG is not only out of touch with con-
science-driven physicians, but also with our long-
standing American tradition to protect the rights
of citizens to not participate in conscience-violat-
ing actions, especially when those actions would
take a human life,” Stevens says. “This statement
goes a step beyond not representing our life-
affirming values to actually advocating policies to
prevent us from exercising those values.”

ACOG: Conscience can’t interfere with care

ACOG’s position paper states that physicians’
personal conscience “is not merely a source of
potential conflict,” but rather “has a critical and
useful place in the practice of medicine.” [2]
Conscience can foster “thoughtful, effective, and
humane care,” the paper points out.

It’s when the physician’s conscience is in con-
flict with patient care that limits on conscientious
refusal are needed, according to ACOG. “Even
when appeals to conscience are genuine, when a
provider’s moral integrity is truly at stake, there
are clearly limits to the degree to which appeals
to conscience may justifiably guide decision mak-
ing,” the paper, drafted by the ACOG Committee
on Ethics, states.

When crises of conscience arise, the association
instructs physicians to consider four criteria:

• the degree the conscientious refusal creates
an imposition on the patient;

• the effect the refusal can have on patient
health;

• scientific integrity; 
• potential for discrimination.
ACOG recommends physicians with strong

moral objections to abortion, sterilization, emer-
gency contraception, and other reproductive ther-
apies:

• make patient well-being paramount;
• impart unbiased and accurate information

for patients to use in making informed decisions;
• disclose, accurately and ahead of time, their

personal moral commitments regarding the objec-
tionable practice;

• refer patients to other providers when they
are unable to provide “the standard reproductive
services” requested by patients;

• in an emergency, provide medically indicated

care regardless of personal moral objections; 
• practice in proximity to physicians who do

not share their moral objections, or otherwise
insure a referral process that allows patients to
receive the care they request.

Objecting physicians feel pressured

“ACOG’s attitude seems to be, ‘If you don’t toe
the ACOG line on abortion, the morning-after
pill, and the application of reproductive technol-
ogy,’ then you shouldn’t be practicing obstetrics
— and if you do, we’re going to do everything in
our power to force you to accommodate our abor-
tion agenda,’” Stevens insists.

In a prepared statement issued in response to
the position paper, AAPOG called the recommen-
dations “a raw power play to cripple, and ulti-
mately eliminate from practice, those doctors
who hold a conscience conviction on the sanctity
of human life,” and suggested that physicians
who do not comply with the ACOG recommen-
dations risk losing ACOG certification.

CMA Executive Vice President Gene Rudd,
MD, an obstetrician and gynecologist, says the
ACOG position led him to resign his ACOG
membership of more than 25 years.

“My conscience can no longer support their
lack of conscience,” says Rudd.
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Handling incidental findings
in age of genetic research 
Ethics and pragmatism intersect

Clinical research teams and investigators may
find that their traditional strategies for han-

dling incidental findings during a trial are inade-
quate in this age of genetic research.

“As we become more involved in working in
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areas of the human genome, it’s more likely and
foreseeable that we’re going to be obtaining infor-
mation about our patients that goes beyond the
scope of research studies,” says Lynn G. Dressler,
DrPH, assistant professor in the school of phar-
macy at the University of North Carolina at
Chapel Hill.

This is a new era for researchers, Dressler says.
What do clinical trial teams do if they receive

incidental information that they think might be
useful clinically but there is nothing definitive
about how to handle the findings she asks.

“What kind of processes do we need to think
about when we come across this kind of informa-
tion in a research study?” Dressler asks.

For example, there is one genetic variation
recently discovered that could have two different
medical implications: One mutation might mean
a person is prone to heart disease, and another
mutation could mean the person might be sus-
ceptible to Alzheimer’s disease, Dressler explains.

“There is an association between the genetic
variation and the development of Alzheimer’s
disease, but there still is a degree of uncertainty,”
she says. “It’s not a clear-cut association, and
there’s not a standard of care or standard test we
do for this finding.”

Suppose there is a clinical research study being
conducted about heart disease, and this genetic
marker is looked at in context of that study. But
for some volunteers, investigators find the
Alzheimer’s disease marker, Dressler says.

To tell or not to tell

The question then is: Does the clinical research
team tell the participants about the findings
related to Alzheimer’s disease?

“Some of the advocacy groups I have talked
with take the position that you should disclose
any research results to a subject except when the
information is not analytically valid or clinically
validated,” Dressler says. “The National Bioethics
Advisory Committee takes the position of most
academic researchers that the research should not
be disseminated routinely to research subjects.”

When the incidental findings are not well
understood or are not applicable to the popula-
tion in general, then they should not be disclosed,
she adds.

“There needs to be some process by which we
evaluate the clinical validity and analytical valid-
ity of this information before we can say, ‘Yes, this
is important to impart to the individual,’”

Dressler says.
Those who favor disclosing information to sub-

jects base their opinion on the ethical principle of
respect for a person, Dressler says.

“If you have information about someone, this
information should be communicated to the indi-
vidual so he or she can utilize it and make
lifestyle decisions or reproductive decisions about
it,” she says.

Those who disagree about disclosing informa-
tion to subjects base their opinion on the position
that research results are not intended for individ-
ual use, but are for [public] information, Dressler
says. “Their position is: ‘We’ve done this study,
and we’re trying to make some kind of statement
that we can generalize to the public about this
genetic abnormality and gene mutation and
human response to a treatment.’”

To provide information to specific people goes
against the concept of what research is all about,
she adds.

Another factor is that research is by nature
dynamic, and findings that seem relevant today
may not be as relevant tomorrow.

“The nature of research is that three or four
years down the road, we’ll learn something else,
and what we initially thought is not the same as
what we know now,” Dressler says.

Going back to the Alzheimer’s disease genetic
marker example, this could mean that further
research reveals that the association discovered
earlier is invalid and doesn’t mean that an indi-
vidual is at any greater risk of developing
Alzheimer’s disease.

Since this future scenario is a possibility, is it
even ethical to disclose the genetic finding to an
individual research volunteer?

“So what level of certainty do we need to have
to say this is information we should communicate
to an individual or family?” Dressler says.
“That’s where the ethical discussion is heading.”

And this is where genetic research incidental
findings differ from radiological research and
other areas, she notes.

When a radiological scan reveals a mass, for
example, there’s a clear clinical course of action
that can be taken, including confirming the find-
ing.

But this is not at all true with genomic find-
ings.

‘How’ just as important as ‘what’

The final ethical consideration is how to com-
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municate the findings to research participants.
Even when researchers decide to give volun-

teers the results, how they do so is problematic.
Many research institutions and sponsors do

not have standard operating procedures (SOPs)
for how and when to give study subjects the final
results of a study — let alone incidental findings.

“One thing we haven’t done a good job of is
disseminating aggregate results to research sub-
jects in a language that is accessible and under-
standable,” Dressler says. “What kind of
information are people able to access on the web
or elsewhere about what is learned from this
study?”

Some areas of research are starting to commu-
nicate study results more consistently to study
participants, but overall this remains a problem,
she notes.

“It’s not a funded part of most studies to dis-
seminate or communicate information about an
entire study by newsletter or Internet site to
study participants,” Dressler says.

Research sites, institutions, and sponsors
should develop a process for assessing what
needs to be communicated to research partici-
pants and how to do so, she suggests.

Someone needs to decide whether the assay
from the research laboratory provides valid
results that can be trusted and effectively commu-
nicated to an individual volunteer.

“What are the standards that need to be met?”
Dressler asks. “Are there different standards for
different tests, and are there some that have more
risks associated with them?”

For example, any information that might hold
clues about a person’s future reproductive health
would be considered valuable information to
share, she says.

“But if it’s information then someone might
hold it in the back pocket and say, ‘Mmmm, that’s
interesting. I don’t know what I’ll do with it, but
maybe I’ll be more careful about doing regular
exercise.’ Then it may not be considered as high a
priority to disclose,” Dressler says. “It’s hard to
know what threshold of evidence or certainty is
appropriate before you communicate findings
and still do no harm to the research subject.”

From the perspective of many patients, all inci-
dental findings are important. Even if the find-
ings involve an association for a disease such as
Alzheimer’s, for which there is no cure, some
people would say that this information they
would want, Dressler says.

So the key is for investigators and research

sites to anticipate these kinds of findings and
make policies and procedures, accordingly.

“Even if you can’t foresee some findings, then
you should at least be asking researchers to say
which incidental findings they are likely to find,
and what kind of plan they have in place to
address these,” Dressler says. “They could give
the information to a committee that reviews it on
a case-by-case basis, or they could give the infor-
mation to an IRB.”

Finally, if there are any incidental findings to
be disclosed, the person who communicates the
information to the research volunteer should be a
professional, she notes.

“This shouldn’t just be a lab researcher who
finds the information, but someone who is an
expert in genetic counseling or another profes-
sional,” Dressler says. “Also, most people agree
that the person being told the information should
have counseling before the finding is communi-
cated to them.”

Before data collection begins, the counselor
could offer the volunteer the choice of hearing or
not hearing the incidental findings.

“Then when you call them to give them the
information, you could ask if they still want the
information,” Dressler suggests. “So it’s a matter
of being sensitive to the fact that there are rights
both to know and not know information, and
people need to know the pros and cons on either
side so they’re in the best position to say what
they want to know.”  ■

ACP: Research, legalize
medical-use marijuana
Position paper seeks more research, less debate

Calls to legalize marijuana for medical use
have come from an assortment of groups, but

none with the status and influence of the
American College of Physicians (ACP), the coun-
try’s second-largest medical association, until
now.

The ACP issued a 13-page report in February
endorsing the use of marijuana for medical pur-
poses and urging the federal government to ease
restrictions and support studies of marijuana’s
medical uses.

The 124,000-member organization, in its report,
points to evidence that marijuana’s nausea-

44 MEDICAL ETHICS ADVISOR ® / April 2008



quelling effects are beneficial to cancer patients
undergoing chemotherapy and AIDS patients
experiencing uncontrollable weight loss.

“Preclinical, clinical, and anecdotal reports
suggest numerous potential medical uses for
marijuana,” according to the ACP report. But not
enough is known about other potential uses for
the drug, because the legalization issue has hin-
dered clinical research into marijuana’s medical
applications, the report’s authors write.

A dozen states have legalized medical mari-
juana. But the federal government has resisted
attempts to legalize medical marijuana, and mari-
juana is listed as a Schedule I controlled sub-
stance (the category that includes heroin and
LSD), a categorization the ACP seeks to have
changed.

States that have legalized the medical use of
marijuana: Alaska, California, Colorado, Hawaii ,
Maine, Maryland, Montana, Nevada, New
Mexico, Oregon, Rhode Island, Vermont, and
Washington. 

FDA not likely to agree

The U.S. Food and Drug Administration (FDA)
weighed in on medical-use marijuana in 2005,
saying state measures legalizing medical mari-
juana “are inconsistent with efforts to ensure that
medications undergo the rigorous scientific
scrutiny of the FDA approval process.”

As it stands now, the FDA’s position is that no
sound scientific studies support medical use of
marijuana for treatment, and no animal or human
data support its safety, and that nonsmoked
forms of marijuana’s main psychoactive compo-
nent, THC, are available instead.

The ACP encourages the use of nonsmoked
forms of THC that have shown to be beneficial,
and urges more study of both smoked and non-
smoked versions of the drug.

According to the ACP position paper, potential
medical uses for marijuana include:

• appetite stimulation/antiemetic — to treat
severe weight loss associated with AIDS
(HIV/AIDS wasting), and nausea and vomiting
associated with chemotherapy in patients who
fail to respond to other antiemetics;

• glaucoma — cannabis has been shown to
have neuroprotective properties and to reduce
high intraocular pressure;

• neurological and movement disorders —
anecdotal, survey, and clinical trial data suggest
that smoked marijuana and oral THC provide

relief of spasticity, pain, and tremor in some
patients with multiple sclerosis, spinal cord
injuries, or other trauma;

• analgesic — the ACP cites research demon-
strating that oral doses of THC have pain-reduc-
ing effects similar to those of codeine.

ACP researchers also note the adverse effects,
particularly of the smoked form of marijuana:

• increases heart rate and decreased blood
pressure on standing;

• impairment of short-term memory, attention,
motor skills, reaction times, and the organization
and integration of complex information;

• chronic effects of smoking — gas and tar
phases contain many of the same compounds as
tobacco smoke. Chronic use of smoked marijuana
is associated with increased risk of cancer, lung
damage, bacterial pneumonia, and poor preg-
nancy outcomes;

• withdrawal symptoms (restlessness, irritabil-
ity, mild agitation, insomnia, sleep disturbances,
nausea, cramping) with the onset of abstinence. 

The ACP statement on medical use of mari-
juana is available on_line at www.acponline.org/
advocacy/where_we_stand/other_issues/med-
marijuana.pdf.  ■

Faulty reporting systems
deter error reporting
Doctors prefer informal discussion  

Lots has been written about physicians’ unwill-
ingness to report medical errors, but findings

from the federal Agency for Healthcare Research
and Quality (AHRQ) suggest it’s not a lack of
honesty and ethics at work — it’s a lack of confi-
dence in current reporting systems. 

Because most doctors think that current systems
used to report and share information about errors
are inadequate, they rely instead on informal dis-
cussions with their colleagues. Consequently,
important information about medical errors and
how to prevent them often is not shared with the
hospital or the health care organization, the AHRQ
study shows.1 As a result, such information is not
aggregated for analysis and systematic improve-
ment.

“These findings shed light on an important
question — how to create error-reporting pro-
grams that will encourage clinician participa-
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tion,” says AHRQ Director Carolyn M. Clancy,
MD. “Physicians say they want to learn from
errors that take place in their institution to
improve patient safety. We need to build on that
willingness with error-reporting programs that
encourage their participation.” 

To assess physicians’ attitudes about communi-
cating errors with their colleagues and health care
organizations, the study authors used a 68-ques-
tion survey to poll a geographically diverse
group of more than 1,000 physicians and sur-
geons practicing in rural and urban areas in
Missouri and Washington state between July 2003
and March 2004. 

Doctors were asked about their attitudes
toward and experience with communicating
about errors with both their health care organiza-
tions and their colleagues. Most physicians
reported that they had been involved in an error:
56% reported a prior involvement with a serious
error 74% with a minor error, and 66% with a
near-miss. More than half (54%) agreed with the
statement that “medical errors are usually caused
by failures of care delivery systems, not failures
of individuals.”

The majority of physicians agreed that they
should report errors to their hospital or health
care organization to improve patient safety.
Almost all (95%) physicians agreed that they
needed to know about errors in their organization
to improve patient safety, and 89% agreed that
they should discuss errors with their colleagues.

Eighty-three percent said they had used at least
one formal reporting mechanism, most com-
monly reporting an error to risk management
(68%) or completing an incident report (60%).
Few physicians believed that they had access to a
reporting system that was designed to improve
patient safety, and nearly half (45%) did not know
if one existed at their organization. 

Most physicians (61%) had used at least one
informal mechanism to report an error to their
hospital or health care organization, most com-
monly telling a supervisor or manager (40%) or
physician chief or departmental chairman (38%).
Physicians were more likely to discuss serious
errors, minor errors, and near-misses with their
colleagues than to report them to a risk manage-
ment or to a patient safety official. 

Only 30% agreed that current systems to report
patient safety events were adequate. When asked
what would increase their willingness to formally
report error information, physicians said they
wanted: 

• information to be kept confidential and non-
discoverable (88%);

• evidence that such information would be
used for system improvements (85%) and not for
punitive action (84%); 

• the error-reporting process to take less than
two minutes (66%); 

• the review activities to be confined to their
department (53%).

Reference

1. Garbutt J, Waterman AD, Kapp JM, et al. Lost opportu-
nities: How physicians communicate about medical errors.
Health Affairs 2008; 27:246-255.   ■

Internists describe 
positive use of placebos 

Placebos have been a part of medicine since
ancient times, and remain both clinically rele-

vant and philosophically interesting, according to
a University of Chicago medical student whose
research has shown that 45% of Chicago-area
internists use placebos in their practice.

“This study indicates a need for greater recog-
nition of the use of placebos and unproven thera-
pies and discussion about its implications,” says
study author Rachel Sherman, a fourth-year med-
ical student at the University of Chicago’s
Pritzker School of Medicine. Sherman and her co-
author gathered information on placebo use from
231 physicians, who described whether they used
placebos in their practice, and why.

“This study suggests that placebos themselves
are viewed as therapeutic tools in medical prac-
tice,” says Sherman.

Of the respondents who reported using place-
bos in clinical practice:

• 34% introduced the placebos to the patient as
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“a substance that may help and will not hurt;”
• 19% said, “it is medication;”
• 9% told patients, “it is medicine with no spe-

cific effect;”
• 4% of the physicians explicitly said, “it is a

placebo.” 
The authors write that in the broader ethics lit-

erature, the routine use of placebos is controver-
sial. Some commentators on informed consent
and non-deceptive therapeutics caution against
the use of placebos in medical practice. Others
propose that the placebo effect can be harnessed
in various therapeutic contexts that do not pose
ethical dilemmas.

In addition, the authors say a growing number
of physicians believe in mind-body connection;
which means what a person thinks can impact
the health and well-being of the body. Rather
than using placebos to differentiate between
patients who were faking their symptoms and
those with genuine symptoms, as the majority of
physicians did according to research several
decades ago, 96% of physicians in this study
believed placebos can have therapeutic benefits
for patients. (Sherman R, Hickner J. Academic
physicians use placebos in clinical practice and
believe in the mind–body connection. J Gen
Internal Med 2008;23:7-10.)  ▼

FDA mulls broader 
off-label promotions

The U.S. Food and Drug Administration (FDA)
is considering permitting drug and device

makers to more broadly use published scientific
and medical journal articles about unapproved,
or off-label, uses when promoting their FDA-
approved products to physicians.

While physicians are free to prescribe drugs
and devices for off-label uses, manufacturers are
banned from promoting their products for indica-
tions not approved by the FDA. 

However, the agency, in a new draft guidance
document issued in February, proposed that
firms under certain circumstances may distribute
journal articles and other publications about the
off-label uses of approved products. The new
guidelines would give drug and device makers a
broader use of journal articles in marketing
efforts than has been allowed in past years. The
proposed new guidelines are being opposed by
some consumer advocates and members of
Congress.  ■
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■ Surgeons question ethics
of live surgical
demonstrations

■ Should babies born from
donor eggs or sperm be
told?

■ Global market for sale of
organs debated as answer to
shortage

■ Some patient information
to be ‘Googled’

COMING IN FUTURE MONTHS

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.  ■

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

13. Who can a hospital administrator searching for a
bioethicist to lead the institution’s ethics program
contact to confirm a candidate’s credentials as an
ethicist?

A. American Society for Bioethics and Humanities
B. President’s Council on Bioethics
C. Any large medical school or university-affiliated

medical center
D. There is no established credential for bioethicists.

14. A survey of adult children genetically predisposed
to some types of cancer, and their parents,
revealed that fewer than one-quarter of them sup-
ported genetic testing.

A. True
B. False

15. Which form of marijuana does the American
College of Physicians propose want to see
researched more thoroughly for medical uses?

A. The smoked form of marijuana
B. The unsmoked form of marijuana
C. Both forms
D. Neither form

16. In its position paper on conscientious refusal of
OB/GYNs to certain reproductive therapies, the
American College of Obstetricians and
Gynecologists urges physicians to truthfully dis-
close to patients their personal moral convictions
about procedures like abortion and sterilization. 

A. True
B. False
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