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Clinical Cases

Duty to Treat versus Personal Safety
Physicians have an ethical responsibility to treat patients even at the risk
of their own personal safety.

Commentary by Mark T. Hughes, MD, MA, and David Marcozzi, MD

Marcus is a third-year internal medicine resident on the last shift of his emergency medicine rotation at a small
hospital in the northeastern United States. The shift is unusually busy. A few hours into his shift, a critically ill woman
is brought in to the emergency department with fever, cough, and hemoptysis. Her family reports that she was
previously healthy but became sick rapidly about 2 days after she attended a large conference at a local hotel. One
hour later, another ER patient describes similar symptoms. His wife reports that he became ill after attending the same
business conference 4 days ago.

Marcus has not seen the patients but attends a staff meeting in which the attending physician discusses the possibility
that the patients have pneumonic plague. The attending physician, Dr. Gattler, is suspicious of the possibility that
Yersinia pestis may have been released at the hotel in which the conference took place.

"It's unlikely," he says, "but we can't rule it out. Until we can, we need to take the appropriate precautions. The
terrorism response plan will be put into place, and I will notify the public health authorities immediately after we
finish here."

Dr. Gattler asks Marcus, who has been trained in the terrorism response plan, to help with triage and identifying other
potential patients.

"The patient in room 3 has fever and a cough," a nurse says, "no hemoptysis, but he's a young guy, and he looks really
sick."

"Marcus," Dr. Gattler says, "go see that patient. I'll be there once I get a few more calls made. You know what you're
doing, right?"

Marcus nods. He remembers everything from disaster preparedness training. It was only 2 months ago. At that time,
though, he didn't imagine then he would actually be faced with a situation like this. Marcus knows this patient is ill,
but he also knows that if this is pneumonic plague, he is putting himself at risk, and he may be quarantined after seeing
the patient. It seems like a sufficient number of doctors and nurses are around to help anyway, and many more will be
there in a few minutes. The patient in room 3 needs a doctor, but Marcus's wife and daughter also need him at home.
"It seems like I shouldn't really have to do this as a resident anyway," Marcus thinks. "How can I be expected to put
myself and my family at risk?"

Commentary 1

by Mark T. Hughes, MD, MA

In The Plague, by Albert Camus, Dr. Bernard Rieux stays in his small city of Oran when it is quarantined with
bubonic plague [1]. He works long hours into the night lancing buboes and tending to the sick, while his wife is
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isolated in a sanitarium and his mother cares for his children. As an exemplar of the virtuous physician, he never gives
a thought but to the fulfillment his professional duty.

Marcus, our third-year medical resident, worries about his family as he debates whether to see the sick young man
with possible pneumonic plague. Marcus experiences both a conflict of interests (the patient's best interest in receiving
appropriate medical care and Marcus's personal interest in staying alive) and a conflict of obligations (his duty to treat
based on his training and his obligation to support his family). His wife and daughter need him, and he has obligations
to them as a husband and father. Irrespective of whether he might subsequently die from the encounter, we know that
he will likely be quarantined, and this will mean separation from his family for a period of time. We do not learn
directly that Marcus is fearful about seeing the patient, but we can surmise that trepidation is contributing to his
ambivalence. What should Marcus do?

The historical record may not be helpful as a guide [2-4]. Physicians' responses to past epidemics have been variable:
sometimes fleeing and other times staying in the face of danger. At certain times in history, determination of the
physician's responsibility in an epidemic rested on political and economic exigencies, rather than solely the patient's
good [5]. Twenty years ago, the AIDS epidemic raised similar questions about what level of risk the physician should
assume in service to patients with a dangerous disease [6]. There were concerns that residents would be
disproportionately exposed to HIV transmission relative to senior physicians [7].

Ethical discussions often demonstrate a gap between "what is" and "what ought to be." Just because physicians,
individually or as a group, may act a particular way does not mean that it is the right thing to do. Position statements
and professional codes from organizations like the American Medical Association (AMA) and the Association of
American Medical Colleges (AAMC) have a tradition of endorsing the notion that physicians should treat patients in
need regardless of the risk to the physician involved [8,9]. This does not mean that physicians should disregard risks to
themselves, but instead that concern about risks should not take priority. It would be foolhardy for Marcus not to take
the appropriate precautions in examining the patient with fever and hemoptysis. Fortunately, he has been trained in
disaster preparedness, which included efforts to minimize contagion spread.

Because he has obligations to his family and potentially to a flood of additional patients if this is a bioterrorist attack,
Marcus should not be cavalier about jeopardizing his own health. It would be considered supererogatory (above and
beyond the call of duty) to give up his life for the life of another. Yet even in accomplishing one's expected duties, a
physician should strive to be virtuous, even if excellence can only be asymptotically approached [10]. Marcus may
need to summon the virtue of courage to enter the exam room and, if necessary, expose himself to risk.

Medicine is one of the few professions where heroism is possible in everyday encounters. The events of September 11,
2001 highlighted the heroism of firefighters who were just doing their job. What makes this clinical case different
from historical epidemics like leprosy or AIDS is the added dimension of its being a terrorist attack. While physicians
are not called upon to be instruments of the state and must in the end act according to their own consciences, a sense of
civic duty may also motivate Marcus to be there for his patient. As Boghurst wrote, "for ministers must preach,
captains must fight, and physicians attend upon the sick" [3].

In becoming a professional, a physician takes an oath to be a healer and to be of service to the sick. The businessman
coming to the emergency department for his pneumonia expects to be treated. There is an implied contract (some
would argue a covenant) between the patient and the clinicians in the emergency room. Just because Marcus is not
strictly an emergency physician and this is his last shift on the rotation, he is not absolved of his responsibilities. He
has been adequately trained to address this situation. The time for him to raise objections about being a frontline actor
in a bioterrorist attack may perhaps have been when he started training, but now that he is faced with a sick patient, he
must do his part along with other members of the health care team. As a resident, he has the backup of Dr. Gattler, so
he should not feel alone in the endeavor. If he is uncertain about his own feelings or about what to do, it would be
appropriate for him to seek the attending physician's counsel, provided there is attention to time constraints in a
dynamic situation.

In the final analysis, Marcus should keep in mind the many relationships involved in the case. Looking at the situation
through the lens of the ethic of care would advocate for a position in which he strives to maintain and enliven
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relationships. The foremost relationship is with the man whom he has not yet met but who is coughing up blood and
needs help. The patient has relationships with his wife and family that need to be sustained. In caring for the man,
Marcus should take appropriate precautions so that he too can continue to have the relationships with his own wife and
daughter. Marcus also has relationships with the nurses, doctors, and other members of the health care team, who can
be called upon for assistance. Lastly, he has a responsibility to himself, in which he can rise to the occasion and make
himself a better physician and human being by going into room 3.
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Commentary 2

by David Marcozzi, MD

This case introduces an aspect of medicine not frequently discussed in public forums: the "duty to treat." Medicine has
grappled with this dilemma in the past as it pertains to infectious diseases such as tuberculosis, hepatitis B and C, and
HIV. Medical professionals, initially hesitant to treat patients with these communicable diseases, eventually found
increased security in learning precautions that would limit their risk of exposure and in gaining knowledge of
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treatment modalities. Not until recently, however, has medicine had to confront this issue with regard to human
warfare. With the creation of biological weapons, the scope of infectious diseases has reached a new and aggressive
height, with significant potential for doctors to become casualties. The "duty to treat," with regard to these new threats,
is an issue that challenges our professionalism, integrity, and moral code.

Current discussion on infectious diseases with potential to be used as weapons divides them into several categories
according to the level of threat and the potential risk to national security that each poses [1]. Our hesitancy, concern,
and lack of confidence in dealing with this new dilemma can be channeled into sources of positive force instead of
feeding our insecurity. We should not accept complacency, ill-preparedness, lack of knowledge, or fear as
justifications not to treat. Instead, as physicians, our concern should prompt us to develop knowledge of the agents,
consider the pertinent issues, participate in preparing our communities, and generally become more confident and
capable in providing care to those in need.

The American Medical Association (AMA) specifically addressed this issue in a survey, the highlights of which
deserve discussion [2]. In this survey, Alexander and Wynia randomly polled "1000 patient-care physicians from the
AMA masterfile of all physicians in the United States." The responses of the 934 physicians included in this recent
survey are troubling. Only approximately 20 percent of the respondents claimed that "they or their primary site of
practice were prepared to play a role in a bioterrorist attack." Only slightly more than half of the surveyed physicians
felt the "duty to treat" patients if a potentially deadly, unknown epidemic occurred. Interestingly, while 80 percent
stated that they would provide medical care if an outbreak did occur, only 40 percent stated that they would risk their
own health to do so.

The probability that a bioterrorist attack will occur becomes more real every day. Experts speculate on when, instead
of if, an incident will occur. We must promptly and clearly address this issue and define how we, as medical
professionals, will respond. As a group we are, first and foremost, obligated to treat the ill and injured, regardless of
their cause of illness, ability to pay, or social status. To echo Hippocrates' words, "whatever houses I may visit, I will
come for the benefit of the sick, remaining free of all intentional injustice," or more directly, "I will apply, for the
benefit of the sick, all measures which are required." On multiple levels, patients who fall ill from bioterrorism must
be treated because: (1) by failing to do so, we succumb to terrorism ourselves, (2) the public must have faith that
regardless of the nature of illness, the medical community will provide care, (3) it is our duty and oath-sworn
responsibility, and (4) physicians must lead by example.

The bottom line is preparedness. When a bioterrorism attack occurs, there will be significant, potentially
overwhelming, need for medical care—expect it and prepare for it. Mentally ready yourself for the images you will see
and the decisions you may be forced to make. Intellectually arm yourself with the appropriate level of knowledge that
will afford and allow you a level of comfort to care for these patients. This may sound pessimistic, and perhaps it is. In
fact, we continue everyday to prepare ourselves on local, state, and federal levels for such an attack. We have teams
and pharmaceuticals ready to respond to such an incident. Government centers, organizations such as the American
College of Emergency Medicine, and hospitals continue to take measures to address and handle the "patient surge"
that would come with such events.

All of these efforts are predicated on 1 thing: that a physician will be there to treat patients. Let this be our rallying cry.
We will not be intimidated, we will continue to improve the medical response of our nation to any terrorist event, and
no patient requiring a physician will go lacking. Without this, we will fail as professionals, as leaders, and most
fundamentally, as doctors acting under the oaths we have sworn to uphold.
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entirely coincidental. The viewpoints expressed on this site are those of the authors and do not necessarily reflect the
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