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Summary

One critical element of professionalism in the perioperative period occurs in the brief, very important intervals 
with patients prior to procedures.  Rapidly recognizing the patient’s communication skills and anxiety level, plus 
obtaining informed consent, all have to occur simultaneously without unduly raising the patient’s anxiety.  The 
goal is to leave the patient informed, calm and motivated to cooperate.  In the operating room, the anaesthesiolo-
gist is responsible to control the environment (noise, inappropriate conversation, etc.).  This extends into the post 
anaesthesia care unit, where an appropriate experience must be assured clinically as well as aesthetically.  The 
postanaesthesia obligations continue in the postoperative visit, consultation (awareness, positioning injury, etc.), 
and continuation of the appropriate handling of confidential patient information.  Empathy, effective communi-
cation, and advice can reassure an angry patient, and reduce the need for this same kind of communication from 
subsequent anaesthesiology teams. 

Professionalism with our surgical colleagues can be a challenge at times.  It is natural to regard the surgical 
team as “the other side.”  Confrontation may be the natural instinct, but problem solving is the essence of excellent 
professionalism for the anaesthesiology team.  It is particularly important to defer confrontation as much as pos-
sible during surgery, because the ultimate goal is the best patient care.  Conflict, if necessary, should occur when 
patient care is finished. Vigilance in the operating room, an essential element of professionalism, is compromised 
by conflict.  Another element of professionalism for anaesthesiologists is the role of a consultant.  Physicians who 
schedule patients for procedures that require anaesthesia are the primary care physicians for surgical patients, 
and they are entitled to the courtesy of consultation.  The anaesthesia team should intervene with the consent of 
the primary care physician, especially when the care of the patient is changed. This includes being informed about 
changes in the patient’s condition, which influences how they communicate with the family. In some critical care 
units, the intensivist acquires the responsibility for primary care of patients, but also retains the responsibility of 
a consultant to update the surgical team about patient condition, and changes in the treatment plan. 

Professionalism within anaesthesiology is a critically important issue within groups and training programs.  
Dependability is the life blood of team care in all elements of anaesthesiology.  The willingness to help a colleague 
is a vital element of problem solving when challenging or unusual clinical problems become evident.  Sharing work 
is essential, with reasonable equity between individuals. This is also true for departments that provide all elements 
of anaesthesiology practice - a reasonable sharing of staff time is the only way to provide clinical coverage in an 
equitable fashion within increasing complex departmental structures.  Sharing of resources is important, especially 
appropriate use of expensive resources (drugs, equipment, etc.).  

The individual anaesthesiologist should be encouraged by peers toward life-long learning and evidence based 
medicine.  Participation in the business of the hospital, state and national societies is a professional obligation, 
handled by each anaesthesiologist differently, and based on skill and preference.  Similarly, clinical care and patient 
safety improve as a result of research, and leadership in research is an element of excellent professionalism, as 
long as the research is beyond reproach.  Conflict of interest, ghost writing, plagiarism and other extremes have 
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tion skills, dependability and full participation in 
group goals (collegiality).

3.	 Physician Well-Being – the resident must be 
aware of the need for physical and mental health 
for physicians to be able to care for patients.  They 
also must be clearly aware of the signs of physi-
cian impairment.  This includes substance abuse, 
alcoholism, depression, psychiatric and organic 
disease and aging.  Appropriate techniques for 
intervention should be taught during residency 
training.

4.	 Ethics – the absolutes of honesty and integrity 
must be a  part of all residency training.  The 
resident should be expected to demonstrate the 
highest level of moral and ethical behavior at all 
times in the clinical and professional setting.
The theoretical concept of professionalism is easy 

to recognize in its extremes – success and failure.  
Measurement is more difficult.  Some elements of 
professionalism in general terms include:
1.	 Altruism
2.	 A commitment to excellence
3.	 Sense of duty
4.	 Integrity and character
5.	 Tolerance
6.	 Respect for all human beings

Failure in resident performance regarding the 
element of professionalism can occur in almost infi-
nite possible ways.  Some common-denominators for 
failure include:  
1.	 Abuse of authority with subordinates
2.	 Bias
3.	 Sexual harassment
4.	 Poor handling of confidential information
5.	 Arrogance

Introduction

The traditional elements of resident education 
have been technical skills and fund of knowledge.  
Anaesthesiology is no different in this respect.  
However, elements of physician behavior (“acquired 
characteristics”) have been identified as impor-
tant elements of a  consultant in Anaesthesiology.  
Elements of professional performance (“professio-
nalism”) are clearly a part of what must be taught 
and evaluated.

The goal of this presentation is to define professio-
nalism in general terms, develop the unique elements 
of Anaesthesiology that define professionalism, discuss 
specific scenarios within Anaesthesiology and discuss 
measurement of professionalism.

Professionalism – the concept

All physicians in training will naturally focus on 
acquisition of clinical skills and specialty knowledge.  
Residents must be expected to acquire the essentials of 
professionalism, including:
1.	 Accountability – the physician must place the 

needs of the patient above the physician’s self-
interest.  The physician must recognize the value of 
being optimally prepared to provide patient care, 
recognize the need to participate in the health 
care industry as a whole, respond to the needs of 
society and to facilitate the optimum performance 
of colleagues.

2.	 Humanism – the resident must acquire the skills 
that allow appropriate doctor/patient relation-
ship. Elements include integrity, compassion, and 
understanding of diversity, excellent communica-

plagued academic medicine, and anaesthesiology is not exempt.  Quality improvement requires honest report-
ing of outcomes – this is either encouraged or sadly, discouraged by the attitudes of individual providers within 
groups.  The plague of substance abuse within anaesthesiology makes recognition of impairment an element of 
professionalism.  Recognizing the impact of stress, isolation, illness, and family strife on the performance of a col-
league can be obvious – however, responding in a collegial manner demonstrates excellence in professionalism.

Professionalism in our interactions with members of the support team requires that the anaesthesiologist 
should recognize the skill and education level of all members and the unique elements they bring to the table.  
Leadership begins at the top – senior members should demonstrate respect for all members of their teams and 
should be models for good behavior. This good example by leaders will encourage respect by all members of the 
team. Anestezjologia i Ratownictwo 2010; 4: 21-28.

Keywords: anaesthesiology, professionalism, communication, conflict resolution



23

Anestezjologia i Ratownictwo 2010; 4: 21-28

Anestezjologia i Ratownictwo – Polska i Świat / Anaesthesiology and Rescue Medicine – Poland and the World

6.	 Greed
7.	 Dishonesty
8.	 Impairment
9.	 Laziness
10.	 Conflict of interest
11.	 Inappropriate use of resources
12.	 Scientific – investigation fraud

Professionalism and anaesthesiology 

Much of the literature about physician profes-
sionalism originates within Internal Medicine.  The 
American Board of Internal Medicine has a  long 
history of interest in the teaching and measurement of 
professionalism and is at least five years into a major 
education effort, entitled:  “Project Professionalism”, 
and most recently released a  physician charter for 
professionalism.

Anaesthesiology has also recognized the vital 
importance of professionalism.  The American Board of 
Anaesthesiology recognizes the role of behavior in eva-
luating residents.  Gradually, the role of the “acquired 
characteristics” has increased in importance, and in the 
present, any resident rated unsatisfactory for acquired 
characteristics, must be rated unsatisfactory overall.

Even though we clearly place a  high value on 
professionalism in anaesthesiology, it is not often 
objectively defined.  As always, the extremes are easily 
identified – the model resident is a “poster child” and 
the difficult resident is often most defined by unpro-
fessional behavior. To objectify professionalism in 
anaesthesiology, it is useful to define professionalism in 
the primary settings where anaesthesiologists interact.  
These include the interface with patients, surgeons, 
colleagues and members of the support team.

Professionalism in the interaction 
with patients

In distinction to the internist who has a long-term 
relationship with patients, the anaesthesiologist has 
a very brief opportunity to interact with the patient. 
Because the anaesthesiologist is a consultant (to the 
surgeon), the patient assumes that details of the present 
illness, the surgery and medical history are already 
known to the anaesthesiologist.  This is only correct 
if the information is reviewed prior to preoperative 
interviews.  A  rapid assessment of the communica-
tion skills of the patient, anxiety level, and ability to 

understand health care is a  required element of the 
interview, one goal of which is to provide reassurance 
to the patient. Informed consent must be obtained and 
the patient’s cooperation with the anaesthesia plan 
confirmed, without terrifying the patient or triviali-
zing their serious concern with their health.  Although 
a detailed assessment of health and co-morbidity may 
be the underlying agenda, the minimum performance 
requirement must also leave the patient informed, calm 
and willing to cooperate.

Professionalism must also extend into the periope-
rative period. Because the OR is so focused on procedu-
res and efficiency and filled with complex technology, it 
is easy to neglect the human needs of the awake patient.  
Although each case is unique, every patient is entitled 
to autonomy, modesty and respect.  It is important 
that the resident not completely identify the patient 
as the object for the next procedure.  Absolute respect 
for the dignity of the patient should never be sacrificed 
to the need for efficiency.  The same level of professio-
nal behavior must also extend to the also-procedure 
oriented post-anaesthesia care unit (PACU).  This is 
especially true when PACU is busy since many patients 
will be able to observe either good or poor professional 
behavior simultaneously.

Confidentiality is also an element of professiona-
lism that is a right of every patient.  Proper anaesthesia 
care requires that all health information; professio-
nalism requires that this information be treated with 
respect.  State and federal laws require the protection 
of the identity of patients.  This requires that residents 
keep records, charts and case logs from exposure in 
public places.

A final element of professionalism and patient inte-
raction is dealing with the unhappy customer.  Patients 
have increasing levels of demands for service and when 
not-satisfied, can be very demanding.  The role of the 
anaesthesiologist is to understand, which at times can 
require tolerance of unfocused and sometimes poorly 
educated criticism.  The essence of professionalism is to 
deal with aggressive criticism without negative emotion 
and with a reasonable level of empathy.  This kind of 
interaction can be the most challenging test of the lofty 
goals of professionalism – an angry, unrealistic custo-
mer who is very likely to be never encountered again.  
The natural human response from the anaesthesiologist 
would be hostile – the professional response is neutral 
with a modest element of empathy – a lofty goal.
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Professionalism in the interaction 
with surgeons

The natural tendency in anaesthesia providers is 
to regard surgeons as “the enemy”.  This is particularly 
true for anaesthesia residents – they often deal directly 
with surgical house staff who may only partially under-
stand the clinical situation – or they may be forced to 
deal directly with staff surgeons who may treat them 
as less-than full members of the team.  Both elements 
of the surgical team – staff and support-group may be 
used to problem-solving by confrontation.  The sur-
gical residents may be primed toward confrontation 
by virtue of the expectations of their staff.  Conflict 
is inevitable.

From the purely professional perspective – the 
surgeon is the primary physician and the anaesthesiolo-
gists are a consultant. In an absolute sense, the conflict 
is over the management of “their patient”.

Objectively, it is a fact of perioperative medicine 
that the anaesthesia team assumes a role that focuses 
on patient safety.  In this role, professionalism requires 
that the anaesthesiologist consider the well being of 
the patient first, and the personal well-being of the 
anaesthesia team member second.  In an absolute sense, 
when the surgical team interacts with the anaesthesia 
team in an inappropriate manner, the anaesthesia 
provider must consider the patient’s needs first.  In 
a  real sense, this means toleration of ridiculous (or 
other inappropriate) communication from people who 
are using sharp instruments on the patient.  The most 
professional response of the anaesthesia provider is 
anything that improves the surgical procedure.  Even 
when the surgical team is unprofessional, the anaesthe-
siologist must act in a way that fosters the best interest 
of the patient.  In the dynamic world of the OR, this may 
require the anaesthesia team member to quietly accept 
aggressive criticism with minimal response.  Unless 
the response will improve patient care, the professio-
nal response is silence.  When it comes to anger-the 
hallmark of anaesthesiology is a  long memory and 
a separation from retaliation in the patient-care arena.

Surgeons as the primary care providers in the OR 
are entitled to some elements of professional courtesy.  
When the anaesthesiologist is asked to participate in 
the perioperative care of a  hospitalized patient, the 
request is for a consultative service.  This can result in 
conflict.  The surgeon expects a response that prepares 
the patient for surgery.  Most often this response from 

the anaesthesiology team will define specific goals.  
This can be the source of conflict.  One of the elements 
of professionalism for the anaesthesiologist is risk 
management.  How much risk is associated with the 
proposed surgical procedure is an example of where 
professionalism can be complicated.  There will be 
patients for elective procedures who will have serious 
co-morbidity and state that they would prefer to accept 
the perioperative morbidity in contrast to living with 
the uncorrected surgical diagnosis.  This means that 
patients with serious co-morbidities may be scheduled 
for elective surgery and the surgeon may be asking the 
consulting anaesthesia service if the proposed surgery 
can be performed without an exorbitant degree of risk, 
this is where professionalism can be at its best or worst.

On the one hand, serious co-morbidity can be 
identified and recognized as a  factor that limits the 
extent of the surgery.  Although the surgeon ultimately 
chooses the surgical procedure, a consultant will be 
helpful.  Although the subsequent care of the patient 
may be challenging, this should not be translated into 
advice to the patient that moves the choice away from 
surgery or toward another institution.

Consultative services are an essential element of 
professionalism.  As the perioperative medicine expect, 
the anaesthesiologist is uniquely prepared to facilitate 
patient care for the surgical patient.  Risk assessment, 
optimization and post-surgical patient care are excel-
lent examples.  Many institutions recognize the unique 
skills of the anaesthesiologist to manage the running of 
the operating rooms.  As such, many anaesthesiology 
departments run the operating room, manage the OR 
schedule and have staff designated as the OR Director.  
Other hospital-wide activities and committees are well 
suited to the skill-set of the anaesthesiologist, including 
risk management, transfusion review, pharmacy and 
therapeutics, etc.  Most anaesthesiology departments 
will recognize their commitment to professionalism 
and provide qualified staff for these roles.

Professionalism in the interaction 
with colleagues

Professionalism is measured clearly in the inte-
ractions between residents, between residents and 
staff and with the department.  Anaesthesiology 
departments are a team and professionalism requires 
team work.  An assumed element of professionalism 
in anaesthesiology is the unstated requirement that 
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everyone does their job everyday.  Punctuality is an 
absolute requirement.  Dependability means knowing 
what to do, preparing and executing tasks.  Being able 
to trust the work of a colleague is essential to the daily 
running of a department.  Honesty and objectivity are 
universal expectations.  Sharing work, helping a colle-
ague, minimizing complaints and problem solving are 
essential attributes of professionalism.

Professionalism is also demonstrated in the use of 
valuable resources.  Respect for equipment, reasonable 
use of the time of support people and a commitment 
to avoid waste are essential elements of professiona-
lism. It is an ethical requirement that in the case of 
treatment equivalency, the best economic choice is 
required, although teaching learning modifies this 
absolute.  An element of professionalism requires each 
anaesthesiologist to become a student of pharmaco-
economics – the discipline that looks at economic 
outcomes.  A single expensive intervention can result in 
considerable cost reduction; a less expensive treatment 
option can significantly increase the total cost of care.  
Pharmacoeconomics is the never-ending struggle to 
balance short and long-sightedness in the battle to 
deal with cost.

Professionalism in the anaesthesiologist requires 
a commitment to education.  While in training, the 
motivation can be obvious – in-training exams, board 
certification.  But true professionalism requires the 
commitment to learning – a natural extension is life-
long learning.  Although motivated on a simple level 
by time-limited board certification, the sustained com-
mitment to learning is an element of professionalism 
readily apparent to colleagues.

The evolution of scientific information is based on 
investigation and honest reporting of outcomes.  For 
any anaesthesiologist involved in research in any way 
– professionalism requires not only absolute honesty, 
but a commitment to understand the rules.  If not pre-
sently required, eventually all anaesthesiology residents 
will be required to complete research ethics courses.  
Conflict-of-interest (COI) policies are examples of 
documents that should be evaluated.  Avoidance of 
any activity with COI issues or even the suggestion of 
possible COI is an essence of professionalism.  But this 
requirement goes further, the anaesthesiologist must 
learn to read the literature and identify flawed scientific 
method, commercialism and COI in scientific literature 

and avoid changing clinical behavior based on these 
elements.  Examples of plagiarism and ghost-writing 
in scientific papers reported in anaesthesiology within 
the last five years are obvious examples.

Professionalism in anaesthesiology requires a clear 
understanding of the risk of substance abuse and the 
impaired physician that are unique to anaesthesio-
logy.  Education about substance abuse risks in ana-
esthesiology is essential to prevention.  Recognition 
of the impaired physician and the appropriate 
response is an unfortunate element of anaesthesiology.  
Professionalism in anaesthesiology requires some 
familiarity with these unpleasant subjects.

Because of the shared environment and the 
impact of many kinds of legislation on the practice 
of anaesthesiology, each provider must understand 
the law.  Fraud and denial of reimbursement are the 
two extremes.  Each provider has a role in the overall 
success with compliance.

Professionalism in the interaction 
with members of the support team

The physician as the “captain of the ship” or 
“healthcare monarch” is a  model that has become 
passe.  Partnership with all members of the team for 
a common objective is the new way – driven by econo-
mics, regulation and the common sense that has been 
demonstrated by these driving forces.  The ability to 
work in partnership with all levels of the health care 
team is an essential element of professionalism for the 
anaesthesiologist.  As the leader of the perioperative 
team, the anaesthesiologist sets the tone – either con-
frontation or cooperation.  Despite the political conflict 
between anaesthesiologists and CRNAs, the tone of 
professionalism should be set by the anaesthesiologist.  
Resident behavior should be learned from observation 
of optimum behavior by staff.

Correspondence address:
Prof. John E. Tetzlaff
Anesthesiology Institute
9500 Euclid Avenue E30
Cleveland, OH 44195
Phone: (216) 444-3739; Fax (216) 445-0605
E-mail: TETZLAJ@ccf.org



26

Anestezjologia i Ratownictwo 2010; 4: 21-28

Anestezjologia i Ratownictwo – Polska i Świat / Anaesthesiology and Rescue Medicine – Poland and the World

Annotated Bibliography

	 1.	 Brennan T. Medical professionalism in the new millennium: a physician charter. Ann Int Med 2002; 36:243-6.
		  The American Board of Internal Medicine “Professionalism contract”
	 2.	 American College of Physicians.  Ethics manual. Ann Int Med 1998; 128:576-94.
		  Ethics in clinical medicine
	 3.	 Arnold EL, Blank LL, Race KEH, Cipparrone N. Can professionalism be measured?  The development of a scale for use in the medical 

environment.  Acad Med 1998;73:1119-21.
		  Clinical issues used to measure professionalism
	 4.	 Burns LR, Cacciamani J, Clement J, Aquino W.  The fall of the house of AHERF: the Allegheny bankruptcy. Health Affairs 2000;19:7-41.
		  Collapse of a group practice dissected
	 5.	 Chervenak FA, McCullough LB. Professionalism and justice: ethical management guidelines for leaders of academic medical centers. 

Acad Med 2002;77:45-7.
		  Professionalism in academic medicine
	 6.	 Frankford DM, Konrad TR. Responsive medical professionalism: integrating education, practice and community in a market driven era. 

Acad Med 1998;73:138-45.
		  Economic pressure on professional behavior
	 7.	 Irvine D. The performance of doctors: the new professionalism. Lancet 1999; 353:1174-7.
		  Expectations of the public in relation to rapid expansion of technology and regulation of health care.
	 8.	 Kalb PE. Healthcare fraud and abuse. JAMA 1999;282:1163-8.
		  Expansion of healthcare fraud legislation
	 9.	 Kaissirer JP. Pseudoaccountability. Ann Intern Med 2001; 134:587-90.
		  Weak guidelines are worse than none.
	10.	 Beckman HB, Suchman AL, Frankel RM. The path to professionalism: cultivating humanistic values and attitudes in residency training. 

Acad Med 2000;75:141-50.
		  Humanism
	11.	 Newton MJ. Can ethical guidelines save our professionalism? Ophthal 1999;106:213-4.
		  Ethics, professionalism and managed-care
	12.	 Roberts LW. An invitation for medical educators to focus on ethical and policy issues in research and scholarly practice. Acad Med 

2001;76:876-85.
	13.	 Swick HM. Academic medicine must deal with the clash of business and professional values. Acad Med 1998;73:751-5.
		  Economic pressure in professionalism
	14.	 Wear D, Castellani B.  The development of professionalism: curriculum matters. Acad Med 2000;75:602-11.
		  Teaching professionalism matters
	15.	 World Medical Association. World medical association declaration of Helsinki: Ethical principles for medical research involving human 

subjects. JAMA 2000;284:3034-5.
		  Human research ethics
	16.	 Blumenthal D, Weissman JS. Selling teaching hospitals to investor-owned hospital chains: three case studies. Health Affairs 2000;19:158-66.
		  Value-added healthcare
	17.	 Fiscella K, Franks P, Doescher MP, Saver BG. Disparities in healthcare by race, ethnicity and language among the insured. Med Care 

2002;40:52-9.
		  Bias and healthcare
	18.	 Friedman E. Money isn’t everything: nonfinancial barriers to access. JAMA 1994;271:1535-8.
		  Cultural barriers
	19.	 Platt F, Gaspar D, Coulehan JL. “Tell me about yourself”: the patient-centered interview. Ann Int Med 2001;134:1079-85. 
		  Communication skills and professionalism
	20.	 Quill T, Arnold R, Platt F. “I wish things were different”. Expressing wishes in response to loss, futility and unrealistic hopes. Ann Int 

Med 2001;135:551-5.
		  Communication and humanism
	21.	 Kagawa-Singer M, Blackhall LJ. Negotiating cross-cultural differences at the end of life. JAMA 2001;286:2993-3001.
		  Sensitivity to cultural diversity
	22.	 Koenig BA, Gates-Williams J. Understanding cultural differences in caring for dying patients. West J. Med 1995; 163:241-9.
		  Cultural sensitivity



27

Anestezjologia i Ratownictwo 2010; 4: 21-28

Anestezjologia i Ratownictwo – Polska i Świat / Anaesthesiology and Rescue Medicine – Poland and the World

	23.	 Langer N. Culturally competent professionals in therapeutic alliances enhance patient compliance. J Health Care Poor Underser 
1999;10:19-26.

		  Sensitivity improves care
	24.	 Tervalon M, Murray-Garcia J. Cultural humility versus cultural competence: a critical distinction in defining physician training outcomes 

in multicultural educator. J Health Care poor Underser 1998;9:117-25.
		  Tolerance versus detailed cultural training
	25.	 Angell M. Is academic medicine for sale? N Engl j Med 2000;342:1516-8.
		  Academic medical centers influence by commercial ties
	26.	 Blake RL, Early EK. Patients attitudes about gifts to physicians from pharmaceutical companies. J Am Bd Fam practice 1995;8:457-64.
		  Patients believe gifts to physicians by commercial companies alter care
	27.	 Barton L. Ethics, profits and patients: when pharmaceutical companies sponsor medical meetings. J Hosp marketing 1993;8:77-82.
	28.	 Bodenheimer T. Uneasy alliance: clinical investigators and the pharmaceutical industry. N Engl J Med 2000;342:1539-44.
		  Industry and investigator “groups” and influence
	29.	 Boyd EA, Bero LA. Assessing faculty financial relationships with industry: a case study. JAMA 2000;284:2209-14.
		  Personal finances and conflict of interest with/research
	30.	 Cho MK, Shohara R, Schissel A, Rennie D. Policies on faculty conflicts of interest of US universities. JAMA 2000;284:2203-8.
		  Survey, most universities had faculty with conflict of interest, few had specific policy
	31.	 Emanuel EJ, Steiner D. Institutional conflict of interest. N Engl J Med 1995;332:262-7. 
		  Institutional-level conflict of interest
	32.	 Kelch RP. Maintaining the public trust in clinical research. N Engl J Med 2002;346:285-7.
		  AMA Guidelines protecting human subjects from conflict of interest
	33.	 Lo B, Wolfe LE, Berkeley A. Conflict of interest policy for investigators in clinical trials. N Engl J Med 2000;343:1616-20.
		  Recommend that investigators not have equity in study items
	34.	 McCormick BB, Tomlinson G, Brill-Edwards P, Detsky AS. Effect of restricting contact between pharmaceutical company representatives 

and internal medicine residents on post training attitudes and behavior. JAMA 2001;286:1994-9.
		  Restrict reps – change behavior
	35.	 Miller TE, Sage WM. Disclosing physician financial incentives. JAMA 1999;281:1424-30.
		  Physician $ incentives to care. Should patients be told?
	36.	 Morin K. Managing conflicts of interest in the conduct of clinical trials. JAMA 2002;287:78-84.
		  Institutional control of investigator incentives to enroll patients in studies.
	37.	 Retting RA. The industrialization of clinical research. Health Affairs 2000;19:129-46.
		  Drug-industry outsourcing of drug trials-influence outcome?
	38.	 Ubel PA. Mondy talks, patients walk? J Gen Intern Med 2001;16:204-5.
		  Physicians are reluctant to discuss cost of care with patients.
	39.	 Wynia MK, Cummins DS, VanGeest JB, Wilson IB. Physician manipulation of reimbursement rules for patients. JAMA 2000;283:1858-65.
		  Most manipulate “for” patients vs “against”
	40.	 Bates DW, Gawande AA. Errors in medicine: What have we learned? Ann Intern Med 2000;132:763-7.
		  Barriers in physician behavior to error reduction
	41.	 Battles JB, Shea CE. A system of analyzing medical errors to improve GME curricula and programs. Acad Med.
	42.	 Bayliss F. Errors in medicine: nurturing truthfulness. J Clin Ethics 1997;8:336-40.
		  Reasons for lying, partial-truth
	43.	 Boyte WR, Brass H, Calman NS. No one needs to know; Casey’s legacy; a question of quality. Health Affairs 2001;20:243-62.
		  Moral dilemma about truth with medical error
	44.	 Eisenberg JM. Continuing education meets the learning organization; the challenge of a systems approach to patient safety. J Cont Ed 

in the health Prof 2000;20:197-207.
		  CME can reduce error
	45.	 Freeman VG. Lying for patients: physician deception of third party payers. Arch Intern Med 1999;159:2263-70.
		  Not perceived as deception
	46.	 Keife CI. Improving quality improvement using achievable benchmarks for physician feedback. JAMA 2001;285:2871-9.
		  Establishing reasonably obtainable goals and reporting
	47.	 Kraman SS, Hamm G. Risk management: extreme honesty may be the best policy. Ann Intern Med 1999;131:963-7.
		  Early injury review, careful documentation, full-candid disclosure
	48.	 Thomas EJ, Orav EJ, Brennan TA. Hospital ownership and preventable adverse events. J Gen Intern Med 2000;15:211-19.
		  More adverse events in for-profit hospitals



28

Anestezjologia i Ratownictwo 2010; 4: 21-28

Anestezjologia i Ratownictwo – Polska i Świat / Anaesthesiology and Rescue Medicine – Poland and the World

	49.	 Wu AW. To tell the truth: ethical and practical issues in disclosing medical mistakes to patients. J Gen Intern Med 1997;12:770-5.
		  Moral issues with disclosing error
	50.	 American College of Physicians – American Society of Internal Medicine. Physicians and joint negotiations. Ann Intern Med 

2001;134:787-92.
		  Unionization
	51.	 Cohen JJ. White coats should not have union labels. N Engl J Med 2000;342:432-4.
		  Anti-union opinion
	52.	 Yacht AC. Collective bargaining is the right step. N Engl J Med 2000;342:429-31.
		  Pro-union
	53.	 Fagin CM. Collaboration between nurses and physicians: No longer a choice. Acad Med 1992;67:95-303.
	54.	 Greenblatt SH. Humanities training in surgery education. Acad Med 1992;67:317-8.
	55.	 Ingelfinger F. Arrogance. N Engl J Med 1980;303:1507-1511.
	56.	 Krevans JR. Humanism and social responsibility: The role of certification and recertification. J Gen Int Med 1992:7:234-6.
	57.	 Mitchell JM et al. Consequences of physicians ownership of health care facilities joint venture in radiation therapy. N Engl J Med 

1992;237:1497-501.
	58.	 Reed RR, Evans D. The deprofessionalization of medicine: Causes, effects and responses. J Am Med Assn 1987;258:3279-82.
	59.	 Thompson D. Sounding Board: Understanding financial conflicts of interest. N Engl J Med 1993;329:573-6.
	60.	 Gostin LO et al. Privacy and security of personal information in a new health care system. J Am Med Assn 1993;270:2487-93.
		  Accountability
	61.	 LaCombe MA. A conflict of interest. Ann Int Med 1993;119:623-6.
		  Accountability
	62.	 Wolf SM. Quality assessment of ethics in healthcare: The accountability revolution. Am J Law Med 1994;XX:105-28.
		  Accountability
	63.	 Anderson A. First scientific fraud conviction.  Nature 1988;335:89.
		  Fraud in Research
	64.	 Zylke JW. Investigation in disciplinary action against researcheers, retraction of articles. J Am Med Assn 1989;262:1910-5.
		  Fraud in Research
	65.	 Aach RD et al.  APDIM task force position paper: Alcohol and other substance abuse and impairment among physicians in residency 

raining. Ann Int Med 1992;116:245-4.
		  Impaired Professionals


