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A total of 1,786 surgeons regis- 
tered for and attended the second 
annual Spring Meeting of the 
American College of Surgeons 
March 25-28 i n  Houston. Total 
attendance for the meeting was 
2,617. 

One of the more popular seg- 
ments was the 7:15 am-begin- 
ning Fellowship Breakfast: “Pro- 
fessional Liabi I ity- W hat’s New?”. 
While 370 tickets had been sold 
i n  advance of the breakfast, 
nearly 500 persons showed up. 
AI I were accommodated. 

Following brief presentations 
of formal remarks by several 
members of the panel, the ma- 
jority of the meeting was devoted 
to questions from the audience 
and answers from the panelists 
(see pages 15-20). 

C. Rollins Hanlon, MD, FACS, 
director of the College, served as 
moderator. Panelists included: 
Dexter T. Ball, MD, FACS, who 
spoke briefly on “The Current 
California Situation”; William V. 

Continued on page 6 

I Education 
ssessment Program 

e American College of Sur- 
geons, is completing its three- 
year enrollment period as an 
unqualified success, according 
to Harold A. Zintel, ACS assistant 
director, who had staff respon- 
sibility for the program. 

When the College introduced 
the program i n  the fall of 1971, 
it was anticipated that 15,000 
surgeons would take advantage 
of this unique method to assess 
their knowledge. As of March 
1974, morethan 14,000surgeons 
have participated i n  SESAP. 

The popularity of SESAP did 
not remain confined tothe bound- 
aries of the continental United 
States and Canada. A Spanish 
translation of SESAP is being 
prepared fordistribution i n  Spain 
and Central and South America. 
The translation wil l be available 
through the joint efforts of Trib- 
una Medica (the South American 
version of Medical Tribune) and 
the Pan American Federation of 

ON A RECENT VISIT to the Philippines, J. Englebert Dunphy, immediate past 
chairman of the ACS Board of Regents, (left) met with Ferdinand E. Marcos, 
President of the Republic of the Philippines (right). During his visit, Dr. Dun- 
phy also visited the GSIS General Hospital, where Jose P. Caedo, Jr., MD, 
FACS, (center) i s  director. Dr. Caedo is also president of the Philippine 
chapter of the American College of Surgeons. 

Associations of Medical Schools 
(PAFAMS). A German translation 
also is being readied under the 
auspices of the German Surgical 
Society. 

While SESAP is entering its 
wind-up period, work on SESAP 
I 1  is nearing completion. An en- 
tirely new program developed 
during the past three years by 
ten specially selected commit- 
tees, SESAP I I  will also com- 
prise 750 items and cover nine 
areas of knowledge essential to a 
surgeon’s daily practice. A de- 
tai led brochure explai n i ng SESA P 
II will be sent to all surgeons i n  
June. Moreover, physicians at- 
tending the 60th annual Clinical 
Congress i n  Miami Beach in  Oc- 
tober will have an opportunity to 

Continued on page 31 

Registration pack 
for ’74 Congress 
mailed to FACS 
Miami Beach, Florida, for the 
first time, will be host to the Clin- 
ical Congress of the American 
College of Surgeons, acknow- 
ledged to be the largest and most 
instructive surgical meeting i n  
existence. 

Virtually all of the panels, post- 
graduate courses, and other seg- 
ments of the Clinical Congress as 
well as the hundreds of exhibits 
wil l  be i n  one location convenient 
to all hotels, the recently ex- 
panded Miami Beach Conven- 
tion Center. 

An advance brochure announc- 
ing the Congress was mailed to 
all Fellows of the College, to the 
1974 Initiates, and to all mem- 
bers of the ACS Candidate Group 
early this month. Other doctors 
of medicine interested i n  attend- 
ing the Congress may use the 
coupon on page 33 of this issue 
of the BULLETIN; or may write to: 

Contmued on page 6 
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Seventeen hundred indivi 
including 1,450 physicians, ha 

nnial meeting of the Inter- 
national Federation of Surgical 
Colleges (IFSC) i n  Barcelona, 
Spain, September 1973. Dr. Wal- 
ter C. MacKenzie, IFSC president 
1972-1975, of Edmonton, pre- 
sided; representing the Ameri- 
can College of Surgeons were 
Dr. Jonathan E. Rhoads, vice- 
president of IFSC, and Dr. J. 
Englebert Dunphy, IFSC past 
president. 

Young surgeons 
meeting attracts 
57 chapter reps 
Fifty-seven younger Fellows of 
the 'American College of Sur- 
geons, representing a like num- 
berof U.S.andCanadian chapters 
of the College, attended a day- 
long meeting concerned with 
social and economic factors at 
College headquarters March 15. 

A summary of the meeting, in- 
cluding reports from five work- 
shops, wil l  be carried i n  a future 
issue of the BULLETIN. 

Topics for the workshops were: 
Progress i n  Quality Assurance of 

Continued on m o e  SO 

Professor E. A. Elebute, West 
Africa, was reelected to the exec- 
utive committee for a second 
term, and Dr. J. P. van Elk, 
Netherlands, was elected for his 
first term. 

Among numerousactionstaken 
by the IFSC was a vote to invite 
an observer from the Chinese 
Surgical Society to attend the 
IFSC council meeting i n  Mon- 
treal in January, (none was able 
to be present). 

The federation agreed to send 
the president and others to at- 
tend the meeting of the West 
African College of Surgeons in 
Lagos i n  January 1974, and de- 
termined that the next biennial 
meeting will be held i n  Edin- 
burgh in  September 1975. 

A proposal to  reorganize the 
office of the IFSC to involve the 
president more directly i n  cor- 
respondence on policy matters 
and to move the office of the 
honorable secretary from the 
Royal College of Surgeons in 
London was made at the biennial 
meeting and accomplished by 
the Council at its meeting i n  Jan- 
uary, when Mr. John Cook (FRCS, 
Ed), Royal College of Surgeons in 
Edinburgh, was elected honorary 

Continued on nnoe SO 

PARTICIPANTS a t  one of the five workshops held in conjuction with the 
March 15 Meeting of Young Surgeons seem to agree that, indeed, the topic 
under discussion raises some very interesting questions. 

4 American College of Surgeons 

become -founding- members of 
the American Trauma Society 
(ATS) since i ts incorporation in 
1971. 

Founded for the purpose of pre- 
venting accidental injuries and 
improvingthecareof the injured, 
the society is patterned after the 
American Cancer Society and the 
American Heart Association, both 
of which attempt to foster cooper- 
ation between members of the 

number of lay persons to create 
programs in  all spheres of scien- 
tific, clinical, and community 
endeavor. 

As of early February 1974, ATS 
has incorporated state divisions 
i n  California, Georgia, Illinois, 
Maryland, New York, Ohio, Penn- 
sylvania, Texas, and Utah; while 
North Carolina, South Carolina, 
Oklahoma, Michigan, among 

Continued on page 91 

! 
medical profession and a large i 

Surgical manpower: 
a correction 
In  the article, "A summary of the 
symposium on graduate educa- 
tion in surgery-surgical man- 
power", in the February 1974 
BULLETIN, one of the participants 
was inadvertently misquoted. I n  
the fourth paragraph on page 17, 
Dr. William G. Anlyan was re- 
ported as having said, "Only i n  
the United Kingdom . . . has the 
problem of geographic distribu- 
tion been solved". 4 

feels it is important to correct 
that portion to read, " . . . has the 
problem of specialfy distribution 
been solved." 

A similar correction should be 
made in the next, and final, sen- 
tence in  the same paragraph. 

I 

i 
: Dr. Anlyan has stated that he 

i 

i 
I 
i We regret the error. 



ostgrad courses 

designed for 1974 

Clinical Congress 

Seventeen postgraduate courses, 
ranging in length from six to  12 
hours each and all accredited for 
Category I credit toward the AMA 
Physician's Recognition Award, 
will be offered during the 60th 
Clinical Congress of the Ameri- 
can College of Surgeons, October 
21-25 in Miami Beach. 

The courses, their moderators, 
and their lengths are: (11 Pre- 
and Postoperative Care, Robert 
Zeppa, 12 hours; [2l Gastroin- 
testinal Disease, Ward 0. Griffen, 
Jr., 12 hours; I31 Diseases of the 
Liver, BiliaryTract, and Pancreas, 
Marion C. Anderson, 12 hours; [41 
Cardiovascular Surgery, Denfon 
A. Cooley and Edwin J. Wylie, 12 
hours. 

[5] Multiple Systems Injury, 
A. Campbell Derby, 12 hours; 161 
Gynecology and Obstetrics-Dis- 
eases of the Vulva, Herman L. 
Gardner, six hours; [71 Injuries i n  
Athletes-Prevention and Treat- 
ment, JamesA. Nicholas, sixhours; 
[8] Thoracic Surgery, Gilbert S. 
Campbell, 12 hours. 

[9] Pediatric Surgery, William 
K. Sieber, six hours; [lo] Multidis- 
ciplinary Approach to  the Treat- 
ment of Cancer (Area Approach), 
lsidore Cohn, Jr., 12 hours; [ll] 
Urology, Joseph J. Kaufman, six 
hours; 1121 Proctology, Eugene S. 
Sullivan, six hours; [131 Plastic 
Surgery-Neoplasms of the Skin 
and Soft Tissue, Robert F. Ryan, 
six hours. 

1141 Otorhinolaryngology-Re- 
constructive Surgery for Head 
and Neck Cancers, George A. 
Sisson, six hours; 1151 Ophthalmic 
Su rgery-Glaucoma : Medical and 
Surgical Management, Irving H. 
Leopold, nine hours; [161 Basic 
Science Problems in Surgery- 
Physiology of the Liver, Dean 
Warren, six hours; and [171 Neuro- 
logical Surgery--Pain: Causes 
and Methods of Relief, George 
Ehni, six hours. 

Limbacher receives trauma award 
Accepting the 1974 Meritorious in conjunction with the 52nd 
Achievement Award of the ACS Annual Meetingof thecommittee 
Committee on Trauma is Henry on Trauma, January 24-26 at 
P. Limbacher, Tucson (above, Tucson. Presenting the award are 
center), Chief for section IX, for out-going COT chairman Curtis 
his outstanding service in the P. Artz, Charleston (left) and 
regional committee organization. Robert W. Gillespie, Lincoln, 
The award presentation high- Neb. (right), incoming chairman 

I 

t 
l ighted the Trauma Banquet held of the committee. I 

18 surgeons named 
Cine Clinic authors 
Eighteen distinguished surgeons 
have been selected to author this 
year's Cine Clinic films, which 
wil l  be shown, with two excep- 
tions, for the f irst t ime during the 
1974 Clinical Congress, October 
21-25 in Miami Beach. 

Film production crews from 
Davis & Geck, sponsor of this 
popular program, wil l  travel to  
four nations and to  the Common- 
wealth of Puerto Rico later this 
spring and during the summer to  
f i lm the procedures, which have 
been se1ected.w the ACS Com- 
mittee on Medical Motion Pic- 
tures, under the chairmanship of 
Robert E. Condon. 

The fi lms will be available for 
rental approximately six months 
after their Clinical Congress 
s howi ng, through the ACS/Davi s 
& Geck Surgical Film Library. 

The surgeons, all Fellows of the 
College, are: Jose H. Amadeo, 
San Juan; Edward J. Beattie, Jr., 
New York City; John L. Bell, Chi- 
cago; Alexander H. Bill, Jr., 
Seattle; Marion S. DeWeese, 

Columbia, Missouri; and Charles 
M. Evarts, Cleveland. 

Also, William J. Fry, Ann Arbor; 
Willard E. Goodwin, Los Angeles; 
W. Hardy Hendren I l l ,  Boston; 
John E. Jesseph, Indianapolis; 
George L. Jordan, Jr., Houston; 
and James F. Lind, Hamilton, 
Ontario. 

Also John S. Najarian, Min- 
neapolis; Carlos A. Peschiera, 
Lima, Peru; David B. Skinner, 
Chicago; Alan G. Thompson, Mon- 
treal; and Richard Turner-War- 
wick, London, England. 

GUIDELINES FOR SCREENING 
4 number of modifications or 
corrections to  the twelve pro- 
posed General Surgical Guide- 
lines for Screening, which 
were published in  the March 
issue of the ACS BULLETIN, 
have been received by the 
College. These are being col- 
lated, and will be published in 
a future issue. 

The College would welcome 
additional comments. 

I ,  

8 0 0 6 4 3 0  
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ve’bf six lecturers selected 
r 1974 Clinical Congress 

inguished surgeons, in- 
a Nobel laureate, wil l de- 
of the six major lectures 
e 60th Clinical Congress 

lami Beach October 21-25. 
Selection of, and acceptance by, 
the sixth lecturer, who will deliver 
the Martin Memorial Lecture 
October 24, has not been com- 
pleted at  press time. 

Abel J. Leader, MD, FACS, 
clinical professor of urology at 
Baylor College of Medicine, wil l 
deliver the American Urological 
Assoc ia t i on  l e c t u r e  Monday 
morning, October 21. The tenta- 
tive t i t le of his lecture is “Elbows, 
Stomachs, and the Future of 
Man”. 

The fourth John H. Gibbon lec- 
turer will be David C. Sabiston, 
Jr., MD, FACS, professor and 
chairman, Department of Sur- 
gery, Duke University Medical 
Center, who will speak Monday 
afternoon. 

Registration pack . . . 
continued from page 3 

Mr. Frank Arado, American College 
of Surgeons, 55 fast Erie Street, 
Chicago, Illinois 6061 1. 

Enclosed with the advance 
brochure, which features a pre- 
liminary, abbreviated program 
for the Congress, are (1) an ap- 
plication for hotel accommoda- 
tions, (2) an advance registra- 
t ion form for the Congress and 
for the 17 postgraduate courses 
(at which attendance will be 
limited, see page 5), (3) an ap- 
plication for the Fifth Annual 
Course i n  Scientific Communica- 
tion (limited to 100 registrants), 
and (4) an outline of activitiesfor 
the ladies’ program. 

Programmed carefully so that 
general surgeons and members 
of each surgical specialty may 
attend the maximum number of 
events without conflict are nearly 
100 hours of panel discussions 

. o r  symposia in general surgery 

On Tuesday afternoon, Jack 
Wickstrom, MD, FACS, professor 
and chairman, Division of Ortho- 
paedic Surgery, Tulane Univer- 
sity School of Medicine, will de- 
liver the Scudder Oration on 
Trauma. 

Charles B. Huggins, MD, FACS 
(Hon), Nobel laureate and Wil- 
l iam B. Ogden distinguished pro- 
fessor, Ben May Laboratory for 
Cancer Research, University of 
Chicago, wi l l  deliver the I.S. 
Ravdin Lecture in the Basic 
Sciences on Wednesday after- 
noon, October 23. The tentative 
tit le of Dr. Huggins’ lecture i s  
“Transformation of Fibroblasts”. 

Charles W. McLaughlin, MD, 
FACS, current president-elect of 
the American College of Sur- 
geons, wil l deliver his presiden- 
tial address Thursday evening, 
October 24, during the convoca- 
ti o n ceremonies. 

and the surgical specialties; the 
aforementioned 17 postgraduate 
courses; numerous live telecasts 
of surgical procedures; 19 f i lms 
made expressly for thiscongress, 
and over 100 other outstanding 
medical motion pictures; more 
than 260 papers, each reporting 
on a different research project; 
plus more than 150 scientific ex- 
hibits and over 200 industrial ex- 
hibits. In  addition, an impressive 
roster of distinguished speakers 
will deliverthe six major lectures. 

Q & A session . . . 
continued from page 3 

Nick, MD, FACS, JD, “Informed 
Consent”, (see pages 12-14); 
and David E. Willet, San Francisco 
attorney, who spoke on “PSRO 
and Professional Liability” (see 
pages 7-11). Frank E. Stinch- 
field, MD, FACS, Chairman of the 
ACS Board of Regents and Robert 
C. Hickey, Chairman of the 
Board of Governors also par- 
t ici pa ted. 

CPHA deverops 
list for grouping 
349 diagnoses 

! 

t 

The Commission on Professional 
and Hospital Activities, with as- 
sistance from the American Col- 
lege of Surgeons and five medical 
specialty societies, has developed 
a grouping of diagnoses for pur- 
poses of review and evaluation 
of inpatient care. Titled “CPHA 
List A :Hospital Diagnosis Groups“, 
the l isting consists of 349 d i a g  
nosis groups. According to CPHA, 
any of the major diagnosis classi- 
fications can be accommodated 
by the groupings. 

A copy of the list is  available to  
interested hospitals free on re- 
quest from CPHA, 1968 Green 
Road, Ann Arbor, Michigan 481 05. 
PAS hospitals will automatically I 

receive a copy. 

Fifth Gastroenterology 

Congress in Mexico 

October 13-21, 1974 
The Fifth World Congress of 
Gastroenterology, to be held 
consecutively with the Third In- 
ternational Congress of Gastro- 
intestinal Endoscopy, will be i n  
Mexico City, October 13-21, 
1974. 

For further information, con- 
tact: Dr. Francisco Puente Pereda, 
vice president of information, V 
Congreso Mundial de Gastroen- 
terologia, Av. Veracruz 93, Mexico 
11, D.F.,-Mexico. 

OR techs to meet 
The Association of Operating 
Room Technicians wi l l  hold i ts 
Sixth Annual Conference in  Wash- 
ington, DC, June 6-9, 1974. For 
further information, contact: Con- 
ference Coordinator, AORT, 11 00 
W. Littleton Blvd., Littleton, CO~O., 
801 20. 

W 
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Malpractice claims- 
will they increase or decrease with PSROs? 

DAVID E. WILLETT,Esq., San Francisco 

The topic assigned to  me is phrased as a 
question: “Malpractice claims- will they in- 
crease or decrease with PSROs?”If my remarks 
are to be based on what I know, I should 
probably say “yes” and sit down. M y  com- 
ments, therefore, can only be educated guesses 
and, as you know, the difference between an 
educated guess and a lawyer’s opinion is that  
the latter is based on the law; statutory law 
enacted by Congress or by state legislators, 
regulations of administrative agencies, and 
cases decided by the courts. 

The topic I am to discuss involves two dis- 
tinct areas of law. The first is malpractice, and 
there is no dearth of authority in this field. 
The  second is the law of PSRO, and in this 
area, not only is there no body of law, but one 
may question whether the  skeleton is yet 
complete. 

The professional standards review portion of 
Public Law 92-603 is skeletal a t  best. I’ve tried 
to  be diligent in following the subject, even 
before the law was passed, and have acquired 
a wagon-load of material dealing with the sub- 
ject. Nonetheless, I still haven’t a clear idea of 
how PSROs are actually going to function, and 
my impression is tha t  I am not alone. Dr. 
Henry E. Simmons, deputy assistant secretary 
for health in HEW, pointed out earlier in this 
conference tha t  the method by which PSROs 

In brief. . . 
Malpractice claims will  probably increase, in 
the personal opinion of this  attorney,  m a i n l y  
because Professional Standards Review 
Organizations must necessarily interfere w i th  
the physician-patient relationship,  and i t  i s  the  
common observation of all who have studied the- 
problem of malpractice that a n y  breakdown in 
this  relationship,  iahether caused by the 
physician or b ~ j  third par t y  interference, i s  lhc 
root cause of niany nialpractice claims. But it 
should be em,phasixed, the author points  out, thnt 
the basic PSRO purposes of ussurance of 
quality and cost reduction require miriimizatio,i 
oj  the malpractice r isk .  

Mr .  Wi l le t t ,  a partner in the Sail Francisco 
law f irm of Hassard, Bonnington,  Rogers and 
Nuber ,  delivered this address during the 
Amer ican  Medical  Association’s Medical  
Services Conference December 1 ,  1975 in 
A n a h e i m ,  California.  

will review claims “hasn’t been decided” and  
“is undetermined at present”. While I, and 
certainly you, know how PSROs might func- 
tion, the  variations are nearly endless, and we 
can only speculate as to  how the job will 
actually be done. 

1 mention this only because i t  must be 
clearly understood at the outset t ha t  the  
influence of PSROs on malpractice litigation 
will be determined in large part by the  regula- 
tions adopted by the secretary of HEW, and 
so far, no regulations have been adopted, or 
even proposed, by the secretary. 

XIy personal feeling is t ha t  malpractice 
claims will increase with the  advent of PSROs, 
in spite of the strictest precautions contained 
in the eventual regulations. I say this only be- 
cause i t  seems to me tha t  the PSRO, in some 
instances, must necessarily interfere with the 
physician-patient relationship to  some extent. 
I think it is the common observation of both 
physicians and lawyers who have studied mal- 
practice, tha t  a breakdown in the  physician- 
patient relationship, whether caused by the 
physician himself or by third party inter- 
ference, is the root cause of many malpractice 
claims. 

We can identify specific provisions in the 
I’SRO law on which problems of malpractice 
will pivot. The law’s numerous references to  
“professional norms” are paramount. Other 
sections which deserve our attention deal with 
confidentiality, punitive action against physi- 
cians, and with limitation of liability or im- 
munity from suit. 

The first section of the law states t ha t  its 
purpose is to  insure tha t  services for which 
payment may be made under the  legislation 
will conform to “appropriate professional 
standards”. That  section goes on to  say tha t  
pa)-nient should be made only when services 
are “medically necessary, as determined in the  
exercise of reasonable limits of professional 
discretion”. 

In  the section defining the duties and func- 
tions of PSROs, i t  is stated tha t  the  PSRO 
shall determine whether services were “medi- 
cally necessary” and whether the  quality of 
such services (again) meets “professionally 
recognized standards”. The law does not state 
t ha t  services must conform to  “norms”. 

Continued 
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MALPRACTICE CLAIMS be available only if the physician has exercised 
“due care in all professional conduct taken or 
directed by him”. This is, of course, simply 
another way of saying tha t  the physician must 
meet recognized standards of good medical 
practice, and by this proviso, Congress has 
again recognized tha t  norms do not establish 
such standards. 

I have dwelled a t  length on the issue of norms 
because I feel strongly tha t  the procedures de- 
vised for their use may be the single most im- 
portant factor in determining whether, or how 
much, malpractice claims will increase under 
PSROs. We must remember tha t  PSROs, while 
they are ostensibly only to be concerned with 
quality of care, will inevitably determine 
whether payment will be made for specific 
services. The PSRO and the carrier will be 
inseparably linked. When the carrier refuses 
payment, the patient will become involved. 
In  spite of all the discussion I have heard about 
the operating aspects of PSROs, I continue to  
feel tha t  insufficient attention is being given to 
the personal involvement of the patient. The 
PSRO is not a closed circuit linking only pro- 
vider, carrier, and the public treasury. The 
patient is personally involved, and he will be 
very much personally involved when a PSRO 
concludes tha t  the physician has fallen short 
in his obligation to the patient. 

It is a serious matter to  charge a physician 
with malpractice. When a PSRO concludes 
tha t  a service is not of acceptable quality, tha t  
conclusion is tantamount to a finding of mal- 
practice. When a PSRO concludes tha t  a 
physician has provided unnecessary services, 
the inference is tha t  the physician has abused 
his responsibility to the patient. As you no 
doubt are aware, there is recent judicial pre- 
cedent. holding a physician liable for such 
abuse. In  the past, when a carrier has dis- 
allowed a portion of a physician’s billing on the 
grounds that his fee exceeds customary or pre- 
vailing levels, we have seen violent response 
from both patients and physicians, because of 
the inference that the physician had over- 
charged the patient. As serious as this problem 
has been, i t  pales in comparison to the problem 
we will have if the patient is told tha t  the 
quality of his care is in issue. Medicine has a 
responsibility to protect patients against sub- 
standard performance, and I do not suggest 
tha t  this finding must be concealed from the 
patient if the physician has, in fact, been 
derelict. However, I would suggest tha t  the 
most stringent precautions must be taken 
against the communication of unsubstantiated 
findings or inferences. The charge must first 
be proved, and i t  is the PSRO’s responsibility 
to  do so. It is not the physician’s obligation to  

The law does require tha t  each PSRO apply 
“professionally developed norms of care, diag- 
nosis, and treatment based u p o n  typical patterns 
of practice . . . a s  principal  points  of evaluation 
and review”, (emphasis added). The point to  be 
made is tha t  “a norm” is not synonymous with 
the standard of good medical practice. A norm 
is a statistical average; i t  cannot take into ac- 
count the circumstances under which a specific 
service was provided. In  merely applying a 
norm, one cannot consider individual variations 
found in patients, in their circumstances, or in 
conditions of practice. It is important to  note 
tha t  the norm referred to is a regional norm, 
developed by a high authority and handed 
down to the PSRO. I was somewhat surprised 
when Dr. Simmons indicated a t  this conference 
tha t  PSROs will be permitted and encouraged 
to  develop and use local norms. I assume tha t  
such a provision will be contained in the regula- 
tions. While such a regulation seems some- 
what in conflict with the law itself, certainly 
the secretary has rather wide discretion, and 
we have to be pleased if administrative discre- 
tion is stretched in medicine’s direction. We’ve 
certainly seen instances, such as in the defini- 
tion of customary and prevailing fees, where i t  
has been stretched in the other direction. In  
any event, i t  remains the PSRO’s responsibility 
to  determine independently whether a specific 
service was medically necessary, and whether 
tha t  service meets not norms, but recognized 
standards of good medical practice. 

In  other words, the physician who departs 
from norms is not “guilty until he proves him- 
self innocent”. The PSRO is obligated to  utilize 
a norm in its initial evaluation, but the obliga- 
tion of the PSRO is to provide comprehensive 
professional review tha t  goes beyond the ap- 
plication of norms. 

Although limitation of liability will be dis- 
cussed later, it should be mentioned in this con- 
text. There is a section in the PSR legislation 
tha t  begins by saying, in substance, tha t  no 
physician shall be held civilly liable on ac- 
count of any action taken by him in com- 
pliance with these norms. If tha t  section 
stopped there, norms might be regarded as the 
standard of practice, although one might ques- 
tion congress’s right to pass such a sweeping 
law. However, the section does not stop there. 
It goes on to  provide tha t  such immunity shall 

. 

, 

8 American College of Surgeons 



1s 

e- 
1- 

W 

t!r 
le 
;h 
le 

>e 

d. 
It 
GO 

to 

1c 

es 

ie 

ie 
)e 
0 
r t  

3- 

in 
es 
dt 
1- 
a 

‘S t 

xd 
1 0  

e- 
:h 

le 
e- 
se 
of 
8 1 -  

m 
m 
le 
a 

b- 
st 
le 
.n 
le 
hn 
ld 
st 
t Y  
to 

S- 

prove himself innocent, particularly in front 
of his patient. Such interference with the  
physician-patient relationship is not in the best 
interests of patients or physicians. 

Let us now consider the issue of confidential- 
ity. When I use the term ‘confidential’ you may 
have in mind only the medical records of the 
patients themselves. Certainly, confidentiality 
of patient records must be maintained; PSRO 
legislation says so specifically. Also, there is 
an exception to the Freedom of Information 
Act tha t  expressly protects medical records 
from public disclosure. However, the issue of 
confidentiality has much broader scope. PSROS 
will have possession of a mass of data and in- 
formation tha t  does not pertain to identifiable 
patients, including physician profiles, coded pa- 
tient profiles, records of PSRO deliberations, 
and, if names of patients are deleted, actions 
with respect to particular physicians. Norms 
themselves might fall into this category. 

The secretary of HEW is going to  have to  
decide a t  the outset whether he will permit con- 
fidentiality of information solely to  avoid 
PSRO involvement in malpractice litigation. 
Although the mere suggestion tha t  the secre- 
tary should do so will provoke violent and out- 
raged response from the plaintiffs’ bar and 
groups tha t  claim to speak for the consumer. 
They will contend tha t  the PSRO law is in- 
tended to  benefit patients, not physicians, and 
tha t  if PSROs have the capability to  advance 
the interests of patients who might bring mal- 
practice action, they should do so. My  re- 
sponse is tha t  this assertion represents a nar- 
row, short-sided view, which, in fact, is incon- 
sistent with the true purposes of professional 
standards review. Moreover, I can point to  
ample precedent for doing just what I suggest 
the secretary should do: insulate PSROs from 
malpractice litigation. 

Simply put, the secretary is going t o  have to 
decide whether he wants earnest, impartial, 
let-the-chips-fall-where-they-may peer review, 
or whether he will impose a nervous compro- 
mise, with the PSRO viewing every claim re- 
viewed as an incipient malpractice suit. In  
PL 92-603 there is already one provision tha t  
favors unencumbered peer review; section 1167 
provides immunity against either civil or crim- 
inal liability for any person who either fur- 
nishes information to  a PSRO, or who actively 
participates in PSRO activities, so long as tha t  
person acts neither fraudulently or maliciously. 
This provision, particularly the portion provid- 
ing immunity for the PSRO participant, is 
lifted from a statute tha t  was enacted in Cali- 
fornia more than a decade ago, and has since, 
according to my best information, been adopted 
in 30 states. The reason these legislatures were 
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willing to  grant this special immunity was to  
encourage fearless peer review. 

Similarly, California has enacted, and I sus- 
pect t ha t  by now other states have also enacted, 
a law tha t  provides tha t  the records of hospital 
staff committees and medical society review 
committees having responsibility for quality 
of care are not disclosable; with very limited 
exceptions, they cannot be obtained or utilized 
as evidence in litigation. Again, this law was 
adopted when our legislature became con- 
vinced tha t  the  profession could better police 
itself if its sole concern is thorough investiga- 
tion and determination. If such a committee 
must recognize tha t  a plaintiff‘s attorney can 
seize its files a t  will, it will be overly cautious 
about the content of those files. It will carefully 
avoid including any speculation, rumor, or un- 
substantiated data. Such restraint is appro- 
priate in a judicial proceeding, but this extra- 
neous concern will hamper the initial efforts a t  
fact finding and investigation. PSROs are com- 
posed of physicians. They cannot fairly be 
expected t o  forget entirely about the effect mal- 
practice litigation is having upon the practice 
of medicine. This is not a narrow or selfish con- 
cern. Many persons who hold no brief for the 
medical profession are now coming to the con- 
clusion tha t  the cost of malpractice litigation 
and the impact of such litigation upon the 
actual provision of care is not in the public 
interest. I would urge tha t  the secretary permit 
PSROs to focus their attention on quality of 
care exclusively, minimizing concern tha t  such 
a positive effort may be overweighed by con- 
tributions to an already oppressive malpractice 
liability problem. 

The law permits such confidentiality. In  fact, 
the law states tha t  “any data or information 
acquired by any professional standards review 
organization, in the exercise of its duties and 
functions, shall be held in confidence and shall 
not be disclosed to any person except to  the 
extent tha t  may be necessary to carry out the 
purposes of (the law) or, in such cases and 
under such circumstances as the secretary shall 
by regulations provide, to assure adequate pro- 
tection of the rights and interests of patients, 
health care practitioners, or providers of health 
care”. Since the secretary has these very broad 
discretionary powers, and since quality of care 

Continued 

May 1974 Bulletin 9 



Informed Consent-the new decisions 
William V. Nick, JD, MD, FACS, Columbus, Ohio 

Both the  common law and the  first amendment 
to the  Constitution provide the  origin for the  
patient’s right to determine what treatment he 
shall accept. A classic expression of the  com- 
mon law theory of liability where surgeons 
undertake operations without, or in excess of, 
the  consent of patients was stated by Justice 
Benjamin Cardozo in an historical decision in 
1914.‘ “Every human being of adult years and 
sound mind has a right to determine what shall 
be done with his own body and a surgeon who 
performs an  operation without his patient’s 
consent commits an assault, for which he is 
liable in damages. This is true except in cases 
of emergency where the  patient is unconscious 
and where i t  is necessary to  operate before con- 
sent can be obtained.” 

The first amendment’s inviolability of a per- 
son’s privacy was noted by Mr. Justice Bran- 
deis in 1928:5 “The makers of our Constitution 
. . . sought t o  protect Americans in their beliefs, 
their thoughts, their emotions and their sensa- 
tions. They conferred the right t o  be let alone- 
the  most comprehensive of rights and  the right 
most valued by civilized man”. 

In brief. . . 
T h e  intensi ty  of litigation f r o m  health care 
provided the consumer in the past decade has 
made more than  a n  actuarial impac t .  Three  
landmark decisions f r o m  high courts in  
California’, the District  of  Columbia2,  and  
Rhode Island3 reflect changing social policy 
and the resurgence of patients’ l igh ts  in 
Amer ican  judicial  thought. These cases have 
made informed consent the most troubling 
day-to-day problem on the medico-legal horizon, 
the author points  out. 

I t  i s  worth re-emphasizing, he states, that 
the mu1 decisions will  have their greatest 
influence in elective surgery and cases in which 
more than  one lnode of treatment i s  practical, 
such a s  breast cancer. 

of Columbus,  Ohio. Legal Medicine Press 
compiles and constantly updates  the literature 
index  of published information o n  malpractice. 
It reports o n  relevant legislalion in the 50 
states and the District  of  Columbia,  and o n  
current cases reported in all jurisdict ions.  
Dr. hTick i s  also a n  assoczate professor of  
surgery at the Ohio State  Universi ty  School of 
Medicine.  

Dr. N i c k  is editor of Legal Medicine Press, 
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The changing community standard rule 
The established standard for informed con- 

sent is the  community rule in most American 
jurisdictions: “whether or not a surgeon is 
under a duty to  warn a patient of the possibil- 
i ty of a specific adverse result of a proposed 
treatment depends upon the circumstances of 
t he  particular case and upon the general prac- 
tice followed by the medical profession in the 
locality; and the custom of the medical profes- 
sion to warn must be established by expert 
testimony”.G 

B u t  the California Supreme Court i n  Cobb 
vs. Grant states: “despite . . . the prevailing 
rule, i t  has never been unequivocally adopted 
by an authoritative (?) source. Therefore, we 
probe anew into the rationale which pur- 
portedly justifies, in accordance with medical 
rather than legal standards, the withholding of 
information from a patient”. The community 
rule, the  court concluded, “appears so nebulous 
tha t  doctors become, in effect, vested with 
virtual absolute discretion”. The community 
standard concept was thus discarded, eliminat- 
ing a substantial obstacle, that  an expert wit- 
ness establish a medical standard for informed 
consent. I n  the Canterbury case, from the Dis- 
trict of Columbia, the court also substituted a 
legal standard which the jury will use to  
measure the  physician’s conduct rather than 
measuring disclosure by what medical custom 
in the  community would demand. 

The “reasonable man” standard 

The Supreme Court of Rhode Island7 used a 
similar premise: “the patient is entitled to  re- 
ceive material information upon which he can 
base an informed consent. The decision as to 
what is or is not material is a human judgment, 
in our opinion, which does not necessarily re- 
quire the  assistance of the medical profession. 
The patient’s right to make up his mind should 
not be delegated to a local medical grmp- 
many of whom have no idea as to his informa- 
tion needs. . . . The jury can decide if the doctor 
has disclosed enough information to enable the 
patient t o  make an intelligent choice without 
the necessity of the  plaintiff’s expert”. 

The  court said tha t  a reasonable-man stan- 
dard must be applied as a professedly objective 
criterion of whether a risk is material. It stated: 
“materiality may be said to be the significance 
a reasonable person, in what the physician 
knows or should know is his patient’s position, 
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would attach to  the disclosed risk or risks in 
deciding whether t o  submit t o  surgery or treat- 
ment”. The same test of reasonableness was 
adopted by the  District of Columbia Court in 
Canterbury. 

What to tell the patient 
All three landmark cases are similar in postu- 

lating basic premises for physicians t o  explain 
those facts necessary for the patient t o  make an  
“informed” judgment regarding his consent to  
treatment. They are: (1) patients are generally 
unlearned in medical sciences, (2)  yet  the pa- 
tient has the right to  exercise control over his 
body, (3) so the consent t o  treatment, t o  be 
legally effective, must be an informed consent 
and finally, ( 4 )  the patient has dependence 
upon and trust  in his physician for the informa- 
tion upon which he relies in making his decision 
creating what in law is a fiduciary relationship,s 
wherein the physician is liable for misrepre- 
sentations, whether by affirmative statement 
or nondisclosure. The responsibility t o  inform 
the patient clearly rests with the physician, not 
his nurse or an admitting clerk. 

It is essential tha t  surgeons know how exten- 
sively they must inform the patient. As in the 
Canterbury case, the court in Cobbs said the  
scope of what to tell the patient is what he 
needs to  know to make up his mind whether to  
have the procedure performed and tha t  need is 
“whatever information is material to  the deci- 
sion’’. There is a duty “of reasonable disclosure 
of the available choices with respect to  pro- 
posed therapy and of the dangers inherently 
and potentially involved in each.” This court 
recognizes tha t  the use of phrases like “full dis- 
closure” does “obscure common practicalities,” 
and provided two qualifications. “A mini- 
course in science is not required; the  patient is 
concerned with the risk of death or bodily harm 
and problems of recuperation.. . When there is 
a common procedure a doctor must . . . make 
such inquiries as  are required to  determine if 
for the particular patient the treatment under 
consideration is contraindicated . . . but no 
warning beyond such inquiries is required as to  
the remote possibility of death or serious bodily 
harm. . . There is no physician’s duty to discuss 
the relatively minor risks inherent in common 
procedures, when i t  is common knowledge tha t  
such risks inherent in the procedure are of very 
low incidence.” The court cited a blood count 
as an example. There are obviously grey zones 
for procedures tha t  defy simple categorization. 

“When there is a more complicated proce- 
dure (which) inherently involves a known risk 
of death or serious bodily harm, a medical doc- 
tor has a duty to  disclose to his patient the po- 
tential of death or serious harm, and t o  explain 

in lay terms the complications tha t  might pos- 
sibly OCCUT.”~ This would certainly apply t o  
any type of elective major surgery. 

The strongest language is in the  Canterbury 
decision: “ . . . it is normally impossible t o  ob- 
tain a consent worthy of its name unless the  
physician first elucidates the options and perils 
for the patient’s edification . . . The topics im- 
portantly demanding a communication of in- 
formation are the inherent and potential 
hazards of the proposed treatment, the alterna- 
tives to  tha t  treatment, if any, and the results 
likely if the patient remains untreated. The fac- 
tors contributing significance t o  the dangerous- 
ness of a medical technique are . . . the inci- 
dence and the degree of harm threatened. . . I n  
sum, the patient’s right of self-decision is the 
measure of a physician’s duty to  reveal. Tha t  
right can be effectively exercised only if the pa- 
tient possesses adequate information to  enable 
an ‘intelligent choice’.’’10 

As in Canterbury, the court in Wilkinson 
said a “very small” chance of death or serious 
disability may well be significant. Further, a 
potential disability tha t  greatly outweighs the 
potential benefits of treatment or the detri- 
ments of the patient’s existing condition may 
require disclosure.11 

The exceptions to disclosure 

All three courts recognize tha t  the duty of 
disclosure is not absolute. Beyond the previ- 
ously mentioned qualifications, the California 
court in Cobbs said: “a medical doctor need not 
make disclosure of risks when the patient re- 
quests tha t  he not be so informed.. . A disclo- 
sure need not be made if the procedure is simple 
and the danger remote and commonly appre- 
ciated to be remote. . . A disclosure need not be 
made beyond tha t  required within the  medical 
community when a doctor can prove by a pre- 
ponderance of the evidence he relied upon facts 
which would demonstrate to  a reasonable man 
the disclosure would have so seriously upset the 
patient tha t  the patient would not have been 
able to dispassionately weigh the risks of refus- 
ing to  undergo the recommended treatment”. 
The Canterbury court continues to elucidate 
the exceptions: there is no obligation to com- 
municate commonly known dangers of which 
persons of average sophistication are aware, for 
discussing hazards the patient has already dis- 
covered or those having no apparent materi- 
ality to the patient’s decision on therapy. What 
is material, however, will be a question for the  
jury. In emergency situations in which the pa- 
tient is incapable of consenting “the physician 
should, as current law requires, a t tempt  to se- 
cure a relative’s consent if possible”. In  many 

Continued 
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emergencies there is a consent to  treat  implied 
by law. And, “if the patient is a minor, or in- 
competent, the authority t o  consent is trans- 
ferred to  the patient’s legal guardian or closest 
available relative”.’% 

The California court stated the  most impor- 
tan t  defense of all, the prudent patient test. 
Permitting recovery would be unjust if the 
patient would have accepted treatment even if 
he had known of the risk of the  particular com- 
plication which occurred. A plaintiff-patient 
naturally contends tha t  he would have with- 
held consent. But  once the physician’s informa- 
tion has been disclosed, his expert function has 
been performed. The weighing of risks against 
the patient’s subjective fears and hopes is not 
an expert skill. That  decision is a non-medical 
judgment reserved for the  patient. The court 
solves this problem by substituting an objective 
test for a subjective test: the jury must deter- 
mine what “a  prudent person in the patient’s 
position (would) have decided if adequately in- 
formed of all significant perils”. 

Under this test a patient is not going t o  make 
a convincing case if he testifies t ha t  he would 
not have consented if he had known certain 
facts. The court requires tha t  the patient prove 
tha t  a “reasonable man” would have refused 
treatment if the  essential information had been 
provided. 

Forms and progress notes 

The recent decisions clearly indicate tha t  a 
physician is in a hazardous defense position 
when he relies solely on conversations with the 
patient, without preserving written evidence of 
the conversation. Current consent forms are 
virtually useless as to the materiality of the 
information given to  the  patient. The typical 
standard form does not contain an actual ex- 
planation of the treatment, alternatives or 
risks, so i t  conveys none of the essential infor- 
mation. There are several measures tha t  are 
quite effective. Informative notes on charts are 
easy t o  make. The subjects discussed with the 
patient can be carefully documented prior to  
surgery, emphasizing the threat of death, seri- 
ous bodily harm and the problems of recovery 
and convalescence. It may be helpful t o  record 
the patient’s reactions in the medical chart. De- 
tailed explanations in lay language can be pre- 
pared for procedures the surgeon repeatedly 
performs. The patient can be asked to  read 
these explanations in advance of the opportu- 
nity for discussion with the surgeon before 
consent is requested. 

It has been suggested tha t  it may be practi- 
cal t o  tape record the explanations for the 
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patient, or tha t  short summations of standard 
operating procedures may be prerecorded on 
video tape. The tapes are then available to  be 
introduced as direct evidence of what was actu- 
ally said. 

Some defense attorneys state tha t  it is inad- 
visable t o  list all the  risks, particularly if a 
complication develops tha t  was omitted from 
the conversation. Others feel tha t  detailed 
statements prepared by specialty groups should 
be presented to  the patient and initialed by him 
as evidence of his receipt of the requisite infor- 
mation. 

Guarantee of medical results 

A further dilemma in conversations with 
patients arises when the surgeon helps the  
patient approach operations by instilling con- 
fidence and helping t o  allay his fears. The  
Supreme Court of Michigan13 has recently held 
tha t  the effect of words used for therapeutic 
reassurances may be construed as a contract or 
promise to  cure. Continuing the concept of a 
legal rather than medical standard, the court 
ruled tha t  i t  is for the jury to  determine 
whether a physician’s statements were merely 
therapeutic reassurances or a guarantee of 
medical results; tha t  is, whether a contract 
existed. 

If the courts held spoken encouragement t o  
be a guarantee, an additional burden is placed 
on the surgeon to include in his forms and 
written documentation a disclaimer tha t  he 
does not guarantee a favorable outcome. 

The dissenting opinion rationally examined 
the flaws in the majority’s argument and emo- 
tionally stated tha t  this was an: “unwarned, 
unprecedented, wholly gratuitous and destruc- 
tively witless war of contract liability” upon a 
brother profession which, by the manifold 
harrassment of malpractice actions, has been 
forced already to undertake what is profes- 
sionally known as “defensive medicine”. 

Changing patterns of practice 

It is worth re-emphasizing tha t  the new deci- 
sions will have their greatest influence in elec- 
tive surgery and cases in which more than one 
mode of treatment is practical, such as breast 
cancer. Most surgeons accept the responsibility 
to discuss alternatives to  treatment and risks. 
The legal implications now associated with im- 
parting this information will frequently be re- 
garded as unfair. Recognizing tha t  the legal 
community will continue to set the standards 
for disclosure, the surgeon will understand tha t  
the best legal protection flows from obtaining 
consent himself and documenting what he does 
in the patient’s record. One response tha t  may 

Continued on page 27 



Professional liability-what’s new? 
Questions and answers from the Fellowship Breakfast 
held during the Spring Meeting of the American College of Surgeons 

Regarding informed consent, how m u c h  t ime 
should a n  oral explanation take, and how m u c h  
detail should be explained? I s  it suf ic ient  to  state 
in the patient’s record, for example,  “ T h e  r i sks  
of appendectomy have been explained“? 

DR. NICK: To simply state, “I have explained 
these things [risks] to the patient”, without 
documenting what risks were enumerated, is 
probably the ordinary practice in document- 
ing consent. However, in several jurisdictions 
including Rhode Island, the District of 
Columbia, and California, recent court deci- 
sions now demand more. It would be more 
proper to  detail what was told the patient, 

In brief. . . 
Over 500 surgeons, out of a total professional 
registration of 1,786, attended the Fellowship 
Breakfast  Wednesday  morning, March  27, 
during the recent second annual  Spr ing  
Meet ing of the Amer ican  College of  Surgeons.  

Following brief introductory remarks by 
several of the panelists, questions were collected 
f r o m  the audience and presented by  the 
moderator to one or more of the panelists 
seraing a s  resource persons. 

of the A C S  Board of Governors’ Committee 
on Professional Liabi l i ty;  W i l l i a m  V .  Nick, 
JD,  M D ,  F A C S ,  editor 01 Legal Medicine 
Press, Columbus,  Ohio; and Daziid E.  Wi l le l l ,  
LLB, a partner zn the S a n  Francisco law firm 
of  Hassard ,  Bonnington,  Rogers and Huber 
which, f o r  the last two decades, has represented 
physicians in malpractice litigation. Frank  E. 
Stinchfield, cha i rman  of the A C S  Board of 
Regents, and  Robert C. Hickey ,  chairman of the 
Board of Governors, also participated. C .  Rol l ins  
Han lon ,  director of the College, served as  
moderator. 

Following are the questions presented by 
members of  the audience, and the answers from 
one or more members of the panel. In  some 
instances, related questions hare been 
combined. T h e  material has been slightly 
edited, us ing  as  a source transcripts made f r o m  
a tape recording of the eritire session. 

T h e  panelists were: Dexter T .  Ball, chairman 

specifically, in the progress notes. As to  how 
long it takes t o  explain these things to a 
patient, I find tha t  I a m  doing it more and 
more, and i t  takes me about half an hour. 
MR. WILLETT: There may be some difference 
of opinion here. Nobody is going to know what 
the answer is until the courts have grappled 
with this a bit more. Based on the work tha t  
has been done in California, we finally con- 
cluded tha t  the physician need only make a 
note tha t  says, in effect, I have explained the 
risks and alternatives of this procedure to the 
patient, contemporaneous with the interview 
and in the usual fashion. He need not go into 
further detail unless he wants to. Our basic 
supposition here is tha t  juries do not regard 
physicians as liars, they believe tha t  physi- 
cians tend to  tell the truth. When there is an 
argument and the patient says the doctor 
didn’t tell me, and the, doctor says, “yes I 
did, I always explain these risks when I dis- 
cuss this procedure with a patient”, we think 
the jury is going to believe the physician. 

W h y  doesn’t the Amer ican  College of Surgeons 
prepare informed consent f o r m s  for  standard 
surgical procedures so that the indiziidual physi- 
c ian could use copies of these in his  practice? 

DR. NICK: There are 51 jurisdictions in the 
United States, therefore i t  would be impossi- 
ble to develop a consent form tha t  is appli- 
cable to each and every jurisdiction. This 
would, in effect, force a particular jurisdic- 
tion to change its standards to a higher or 
lower standard. If you follow the guide set 
out in the case of Canterbury vs. Spence in 
the District of Columbia, a physician would 
have t o  explain all of the obligations and talk 
about them in terms of peril, for example, 
involving percentages of risk as low as .0004. 
If you want to  raise the standards in all of 
the jurisdictions, then a national consent 
form could be developed. I believe, rather, 
tha t  consent ought to be on the basis of what 
is the law in your particular state. Most 
states still follow the community rule of what 
is the prevailing practice in the local com- 
munity, which has nothing to do with locality 
rule in malpractice actions based upon a 
more national scope. Continued 
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I s  the surgeon still responsible f o r  errors of negli- 
gence by anesthesiobgists or nurse anesthetists; 
in other words, does the “captain of the ship” doc- 
tr ine still apply? A n d ,  a related question, is it 
the surgeon’s responsibility to exp la in  general 
anesthesia, i s  i t  the d u t y  of the anesthesiologist, 
or i s  there a n  overlap? 

MR. WILLETT: The “captain of the ship” doc- 
trine does still apply. That  is, responsibility 
rests with the senior individual present or 
involved. However, i t  is recognized that  the 
anesthesiologist is a specialist with his own 
eompetence and his own responsibility, and 
one need not assume because the anesthesi- 
ologist makes a mistake that  the surgeon will 
be held responsible. I think i t  depends on the 
facts of the individual case. 
DR. STINCHFIELD: I am becoming more sym- 
pathetic to the complaint of the anesthesi- 
ologist regarding consent. I don’t think i t  is 
fair or beneficial to  the patient for the anes- 
thesiologist to come to the patient’s room the 
night before surgery just to secure informed 
consent. While I think one is naturally reluc- 
t a n t  to do the other person’s work, really the 
surgeon should assume more of the burden 
and responsibility. The difficulty might be 
in assuring the anesthesiologist tha t  the sur- 
geon has i n  fact done some of the things he 
should do properly. This is a problem that  
requires further discussion between the two 
specialties. 
DR. NICK: 1 don’t personally see why a sur- 
geon has to get full informed consent for an 
anesthesiologist, that  is the responsibility of 
the anesthesiologist. It does, I agree, put  the 
anesthesiologist in a somewhat precarious 
position, 7 o’clock a t  night is a hard time to 
explain the adverse effects of different drugs 
or procedures. I think a proper understand- 
ing, compromise if you will, might be for the 
surgeon to  lead up to what type of anesthesia 
is going to  be used, then tell him tha t  some- 
one will be coming to  talk to  him about it. 

There are situations, in Pennsylvania and 
in the federal courts, where a surgeon is still 
responsible for the nurse anesthetist and 
anesthesiologist in case something should go 
wrong, but in  most other instances i t  has 
been recognized that  anesthesiology is an 
independent profession, and tha t  their activi- 
ties are not imputed to those of the surgeon. 

person who is going t o  provide the procedure 
or do the operation ought to obtain the sig- 
nature. As regards the second question, 
screening, computerized profiles, and his- 
tories taken by paramedical personnel are 
evidence t h a t  a history was taken. As to  
whether the person who took tha t  history 
was competent to elucidate, for example, 
allergy in the case of a drug reaction, or 
whether the physician ought to  have super- 
vised the history more carefully, becomes 
an issue of great magnitude. I t  is the obliga- 
tion of the  physician t o  assure that  the 
history is accurate and that  all the  facts are 
properly documented. As supervisor, he is 
responsible for the acts of persons working 
for him. 

Suppose  you are operating on a patient f o r  a n  
esophageal stricture, and f ind  that he has cancer in 
the lower esophagus. How does one handle this? 
Wou ld  you be liable, in other words, f o r  changing 
gears in the middle  of the procedure, and does 
that constitute a battery i f  the permit ,  or consent, 
i s  for one thing, and  you  go on in the midst  of a n  
operation and  do something further? 

DR. BALL: I will defer to one of the attor- 
neys for expert legal advice on this, but I be- 
lieve we still have the obligation, in spite of 
recent emphasis on informed consent, to do 
what we think is best for the patient under 
the circumstances. 
m. WILLETT: Well, there is a lot of difference, 
for example, between a muscle splinting 
operation and a radical esophagectomy, and I 
think the patient is not consenting to un- 
known surgical problems. You cannot ex- 
tend your operation to  include undiscovered 
diseases unless you create your own emer- 
gency a t  the time of surgery. Where i t  in- 
volves the same organ, and is a mistake in 
diagnosis, then I think the surgeon has some 
latitude in proceeding with the proper opera- 
tion, and ought to  do so without stopping 
and waking the patient to get his consent. 
Obviously, this does not extend to simple or 
radical mastectomy after a breast biopsy, or 
a total hysterectomy after a D & C shows 
carcinoma, if the patient has not consented. 
The proper place to think about this is 
beforehand, not afterwards. 

C a n  nurses obfain the signature for informed con- W h a t  about the general probleni of psychiatric 
sent? A n d ,  if a medical history is taken  by para-  patients,  and whether or not they are competent? 
medical personnel aiid reviewed by the physician,  And r h a t  about aggravating the uorry  and 
will  it  stand u p  in court? emotional state of patients by giving detailed 

analyses  to obtain informed consent? DR. NICK: Yes, a nurse can, but I think the 
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their present legal education programs. 2 )  
The university and community hospitals 
approved for internships and residencies will 
be asked to  add to  their teaching programs a 
practical course relating t o  legal liability. 3) 
Medical-legal education programs will be 
offered at the ACS Spring Meeting and a t  
College chapter meetings. 

I s  there a n y  insurance available to protect the 
physician f r o m  the $5,000 liability for each pa-  
tient’s hospital bill in cases where i t  is determined 
that admission w a s  not justi f ied? 

MR. WILLETT: The group program in northern 
California is looking into it, but there is no 
need for it yet, because PSRO hasn’t 
geared up. One might argue, but probably 
not too successfully, tha t  i t  is covered under 
many existing policies. 

W h a t  about no-fault insurance? W o u l d  it be of  
a n y  ualue in instances where neither the patient 
nor the physician was responsible and negligence 
was  not a factor,  yet redress was  desirable? 

DR. BALL: The California Medical Associa- 
tion undertook a rather exhaustive study of 
no fault, but the conclusions thus far have 
been inconclusive. Perhaps the ultimate 
answer may be found somewhere as a blend 
between no fault and some arbitration 
plan, or even some workmen’s compensation 
type of schedule where a certain type of 
injury is worth so much. Of course, you will 
still have to  decide whether the injury was 
the fault of medical care or whether i t  was 
just an unfortunate outcome and would 
have happened anyway. 
DR. HANLON: The analogy between no fault 
auto insurance and no fault professional lia- 
bility insurance limps because the latter is 
not considered a serious problem by the 
general public. There is hardly a person in 
this room or elsewhere who has not been 
directly or indirectly involved in a “fender- 
bender”, but there are not many lay persons 
who can rise instantly with any personal ex- 
perience when you talk about protecting a 
doctor or protecting a patient. In  the opinion 
of insurance people, who know where busi- 
ness is, this is not a problem tha t  concerns 
everyone in the country and attempting t o  
legislate as  for automobile no-fault will not 
hold up. Also, automobile insurance business 
is currently in the neighborhood of $34 bil- 
lion worth of premium money, while mal- 
practice premiums now total about a few 
hundred million, still small potatoes. 

WHAT’S NEW? 

I s  the chief of surgical service responsible or 
liable for actions of other surgeons o n  the service? 

MR. WILLETT: He is not liable as the master 
for the other surgeons because he is not their 
master. But  this is an area of liability which 
I am sure we are going to  have to explore 
further. He has to be doing his job as the 
chief, whatever it is the chief is supposed to  
be doing in overseeing care on the service. 
He had better be doing it because if it is 
shown tha t  he has taken the title and not 
done the job, that’s a separate neglect and 
may be actionable. He may be liable to 
patients who are injured if i t  can be shown 
tha t  the surgeon who caused injury would 
have been restricted had there been adequate 
supervision. 
DR. NICK: There are cases in which not only 
the attending physician but the chief of the  
service have been held responsible under the 
master-servant rule for the negligent acts of 
residents and interns. 

W h e r e  will  the average practitioner f ind available 
of  the various percentages regarding chance of 
complications of a given procedure? I s  there such a 
thing as  a ready risk guide to chances oftrouble? 

MR. WILLETT: I’m not sure you want that. If 
you get all kinds of numbers and if your 
numbers are not the other surgeon’s num- 
bers, you may end up having to  explain the 
discrepancy. You may do better using terms 
such as very seldom, once in a while, and 
the like. While these terms are indefinite, 
so are the court decisions. As long as you 
give a fair idea of what to  expect, you may 
be better off than by using numbers. 

W h a t  will  protect members of the doctor’s com- 
mittees from suit  i f  they accuse someone of mal- 
practice? A n d  iahat will be the e f ec t  of national 
health insurance on professional liability, in- 
surance rates, and malpractice awards? 

MR. WILLETT: Members of the Professional 
Standards Review Committee are protected 
from suit by the statute itself. As to  what lies 
ahead, heaven knows. There was a proposal 
in the original Kennedy bill which would 
provide malpractice insurance to  physicians, 

Continued 

May 1974 Bullet in 19 



PROFESSIONAL LIABILITY 

but the hooker was you only had tha t  insur- 
ance as long as your performance was satis- 
factory to the  administrating agency. If they 
didn’t like what you were doing, you lost your 
insurance. Certainly, national health insur- 
ance is going to have some impact, simply 
because here again will be opportunity at  
ieast for interference with the physician- 
patient relationship, and more opportunity 
to challenge the judgment or action of the 
physician. But  beyond tha t  is sheer specula- 
tion. 

Would  you coinnrent further on the question of the 
graduated contingency fee? 
DR. BALL: I don’t quite know how New 
Jersey passed this, bu t  i t  is a graduated fee 
schedule such tha t  over a certain, fairly high 
award to the plaintiff, the attorneys are per- 
mitted to  take only a much lower amount 
than they are in many other states where 
they may take as much as one-third or one- 
half. All I can say is tha t  every time our state 
medical society meets, the  first thing i t  wants 
is for us to have the state legislature abolish 
contingency fees. As I am sure you all know, 
most legislators are attorneys, and they are 
not about t o  do this. 
MR. WILLET: “here is no question but  t ha t  
the contingency fee is one of t he  most irri- 
tating factors of the  malpractice situation 
as far as doctors are concerned, but i t  may 
not be as big a factor in the scheme of things 
as some of the other things. I think eventu- 
ally the courts will accept some limitations, 
even in states such as California. 

I n  what percentage of malpractice actions were 
Fellows of the College inntolned? 

DR. NICK: We really can give no estimate. 
I n  our 1971 survey, we had over 15,000 
responses documenting 7,000 claims or trials, 
ranging from a low of 23 percent in the  
southeastern United States to a high of 70 
percent in California. This represents a ten- 
year span of time. However, since we 
queried only Fellows of the College, we have 
no way of determining whether they do  
better or worse than the generality of sur- 
geons and physicians, which I assume is 
implied in tha t  question. 

DR. BALL: A t  least in our part of the country, 
i t  has been shown tha t  the specialist, or the  
surgeon who is the most competent, is as 
likely to be sued as is the less competent prac- 
titioner. Surgeons who take on horrendous 
cases are most often the  best surgeons in the 
area, and I believe statistics I have seen show 
tha t  they actually are sued more, and a t  
higher rates, than  some of the  people who 
stick to the more common and less compli- 
cated cases. I would assume tha t  the former 
surgeons in many cases are Fellows of the Col- 
lege. Therefore, one could say, based on this 
reasoning, tha t  Fellows would be more in- 
volved in claims than other physicians. 
MR. WILLETT: I agree with Doctor Ball. Also, 
I think that the surgeon who is not compe- 
tent quite often can point to the fact t ha t  
he has never been sued. When he is brought 
before the medical society quite often on 
charges, his principal defense, whether or 
not i t  is related to the charge, is that  his 
patients have never sued him. The PSRO 
may uncover this person, or i t  may not. 
DR. HANLOK: It is a sad fact tha t  there is a 
negative correlation between competence 
and the likelihood of being sued, mainly for 
reasons tha t  have been brought out. The 
comment of the plaintiff’s lawyers tha t  what 
they are doing is suing to raise the standard 
of care and smoke out the incompetents falls 
of its O M  n weight, since a large number of the 
suits are leveled against practitioners of the 
highest quality. 

If l a y  people arc on boards of directors of PSROs 
the?/ arp, i n  fact ,  practicing md iczne .  Should 
they 1iuz.e 2112s diity without a license? 
MR. WILLETT: The PSRO law says that the 
PSRO medical review must be performed 
exclusively by physicians. Also, for the next 
two years, PSROs can be comprised only of 
physicians. Consumerism is not presently an  
clement of the PSRO law. 

As additzonal gorern?nental incolzwnent i n  niedi- 
cine occurs, arid especially i f ,  or zrhen, national 
health insurance occurs, what i s  1ikelv to happen 
to the conjdent ial i ty  of medical records? 

MR. WILLETT: This is, and has been, a great 
concern of medicine, and I think medicine is 
properly being given some of the credit for 
its efforts to protect confidentiality of medi- 
cal records. However, once information is put 
into some large computer or data bank, 
there is no assurance tha t  this information 
will remain confidential. Bu t  I don’t think 
things are as bleak in this department as in 
some others. 
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DR. NICK: The physician has a therapeutic 
privilege to  withhold an explanation of 
risks where he thinks it will unduly disturb 
the  patient, and he documents this. This 
may lead to the situation where a consultant 
is brought in for the patient solely for the 
purpose of verifying the consent. This is 
also true for the psychiatric patient, although 
there is a difference between a patient who 
has been declared incompetent or insane, 
versus a person who, on his medical record, 
may indicate some history of nervous or 
mental disease tha t  is poorly elucidated or is 
undocumented. These latter patients may 
give their valid consent unless they are fully 
declared insane or incompetent, and I think 
this is where the use of a consultant comes in 
very handy. If one documents on the progress 
notes what the state of mind of the patient 
is, what the urgency of the situation is, 
and what the physician did about it, and 
then proceeds to  provide the appropriate 
therapy, I think tha t  is all tha t  is necessary. 
If one documents the basis for his therapy he 
should not lose a court case in the circum- 
stances mentioned. 

If you  tape record the explanation of risks ,  will i t  
hold u p  in court? Do you need a witness regarding 
your discussions? 

DR. NICK: Video tapes or cassettes are help- 
ful for demonstrating evidence to document 
what the physician did tell the patient if 
they are properly introduced a t  the time of 
the trial. I think they can be helpful in the 
states where you have t o  go a long way in 
explaining, such as the District of Columbia 
and Rhode Island. I believe Mr. Willett 
answered the second question earlier when 
he stated tha t  most juries, as does the gen- 
eral population according to recent polls, 
tend to  believe physicians are telling the 
truth. 

C a n  definitive treatment be gizjen to a minor in 
the emergency room, in the absence of  parents or a 
responsible person; not gust first aid,  but definitizie ’ 
care? 

DR. NICK: I think the answer is yes. You have 
an emergency situation, and have the right to  
go ahead and treat. In  some states, Louisiana 
for instance, the minor has been deemed to 
have given consent to open fracture therapy 
as young as the age of seven in the absence 
of parental consent. 
DR. STINCHFIELD: 1 think you run the risk of a 
suit if you do anything more, or less. Do the 
reduction, do a debridement, and immobilize 
it, and I don’t think you would be criticized 
in any way if the parents were not there. A 

WHAT’S NEW? 

lot of internal fixation, however, may be on 
the other side of the fence. 

W h a t  recourse i s  there i f  the patient conceals in- 
formation intentionally,  during the history for 
example? Does he invalidate his claim fm mal- 
practice because deceit has been practiced by his  
iuithholding information? 
MR. WILLETT: The patient never invalidates 
his claim for negligence. However, if he 
conceals facts which would induce the 
physician to offer a different form of therapy 
he may invalidate his consent. 

In  cases where a resident i s  going to perform the 
operation, who would be responsible fo r  obtaining 
informed consent? 

DR. NICK: I think i t  is clear tha t  when the 
resident operates, the patient has to  know 
about it. In  cases where the resident delivers 
care in excess of tha t  anticipated by the 
patient, we have a fundamental problem 
which may produce a lawsuit because i t  
does indeed lack the consent of the patient. 
Generally, i t  is the responsibility of the 
attending surgeon with participation by the 
resident. 

Will it be feustble and advisable to haue a universal 
stale-wide surgicul consent f o r m  approved by the 
s tafe  medical society and the state bar that you 
can  hand ont to eoery one? 
MR. WILLETT: No, There has been a piece of 
“boiler plate” terminology in every hospital 
for years, a standard operative consent form 
in the hospital chart tha t  has been proved 
useless if we are talking about informed con- 
sent. In California, when Cobbs vs. Grant was 
announced, we tried setting up a committee 
on informed consent, and spent an awful 
lot of time and money on the venture before 
coming to  a conclusion which, in retrospect, 
was probably an inevitable one: tha t  this is 
the wrong way to  go. First of all, there was 
no way tha t  this committee, in its corporate 
wisdom, could do what the physician has to  
do in considering the circumstances of the 
individual patient and the individual case, 
and we could not provide him with what he 
needed in every case. Secondly, by promul- 
gating a committee standard form we were 
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promulgating a standard and if the physician 
deviated, he was going to have to  explain 
himself. We have also seen efforts by hospi- 
tals to  impose a standard form, which every 
surgeon has to  furnish to the hospital signed 
by the patient before the patient is admitted. 
And the same vices are present there. 

I s  there a n y  di ference i n  the t ype  of liability in- 
surance a n  incorporated or a n  unincorporated 
physician should carry? Also, if the surgeon i s  
incorporated, then drops his malpractice in- 
surance, i s  the corporatioii (or the surgeon) liable 
in a lost case? 

MR. WILLETT: Simply by incorporating or 
forming a professional group, one does not 
relieve himself of his liability for negligent 
acts. You cannot hide behind a corporate 
veil and get immunity from suit. As to  the 
type of liability insurance, the corporation 
is an additional entity, and should have its 
own insurance. This is most often deter- 
mined under state law. 

W h y  itas the recently highly publicized case in 
Cali fornia,  where a physician i s  alleged to h a w  
perforined incorrect and unzecessary surgery for 
seccral years, not picked u p  sooner by the medical 
communi t y ,  and what can we do in our com- 
munity to prewnt  this? 

MR. WILLETT: The reference is, of course, to 
the Nork cases, and I don’t know tha t  i t  is 
useful to discuss the facts of those cases here 
because the facts are still very much in 
dispute. I think it is useful to say tha t  the 
Nork cases have sparked a greater insistence 
on self regulation. There may be more suits 
against medical staffs for failure to  police 
themselves, and there are going to be efforts 
a t  legislation which will require more self 
discipline. I also think that,  because of the 
Nork and similar cases, legislation will be 
introduced in California that  will permit 
free communication of information between 
medical societies, medical staffs, and medical 
schools. There will be no liability for any- 
thing you say in furnishing information for 
the purpose of evaluating professional com- 
petency unless you knowingly misrepresent 
the facts. This may seem like a small thing 
t o  ask for, but we couldn’t get it in previous 
years. As a result of the presumed liability 
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in the past, one medical staff was reluctant 
t o  write a letter to  another for fear the person 
they were writing about might sue them. 

What about my rights in blatant incidences of ha- 
rassment,  w h y  can  I not take a lawyer or his  client 
to court for violating my civil rights? 

MR. WILLETT: Nuisance suits are problems. 
They increase the defense costs, they are 
highly irritating to physicians, and they 
waste a lot of time. A law requiring posting 
of bond when punitive damages were sought 
was actually passed in California, but the 
Court of Appeals threw it out. Nuisance 
suits, however, are a less important problem 
than some of the other issues we have to  
face. After all, we do win (a vast majority 
of) the nuisance suits; but this is not to  
suggest that  we should not try to curb them. 

W h a t  efforts, i f  a n y ,  are being made by bar 
associations tu control activities of plaint$ 
lawyers in seeking cases for suit? 

M R .  WILLETT: The bar. associations are not 
doing much. Negotiations between the 
American Medical Association and the 
American Bar Association are continuing, 
in  hopes of finding a new system, but so far 
nothing has developed. 

I’d like to  digress for a moment and men- 
tion that  I believe you are making a mistake 
in attacking the lawyers when you discuss 
malpractice. I think you would make more 
mileage when you discuss the impact of 
malpractice suites on your patients and on 
the public, including the cost of care and 
your ability to care for your patients. You 
will have to  mention lawyers once in a while, 
but if you set them up and make the lawyers 
the problem, you really are misleading the 
people you are trying to  convince. 

U7ilat about educating the medical profession? 
DR. HANLON: Dr. Franklin L. Shively, Jr .  
answered this question t o  some extent in his 
report of the Governors’ Committee on Pro- 
fessional Liability in the March 1974 issue 
of the Bulletin, since one of the committee’s 
major activities has to do with education of 
the profession and the public. As detailed in 
Dr. Shively’s report, a three-part malpractice 
education program will be primarily directed 
to medical students, interns and residents, 
and medical graduates. This proposed pro- 
gram is expected to reduce the malpractice 
insurance premium as well as minimize mal- 
practice suits. In summary: l )  Medical 
schools will be encouraged to establish medi- 
cal jurisprudence activity if none is already 
in existence, or they will be asked to up-date 



The law of informed consent 
An analysis of the law of informed consent 
prepared by the Medical Liability Commission* 
as i t  varies from state to state and 
as it has been applied to varying factual situations 

An analysis of the court decisions indicates 
significant differences among the requirements 
of the various states. This index sets forth the 
general categories of requirements of the var- 
ious states, indicating the legally required 
scope of disclosure tha t  physicians must take. 
The decisions are tabulated under these cate- 
gories. 

The decisions are also tabulated on the basis 
of the medical or surgical procedure involved, 
out of which the issue of informed consent 
arose. They are likewise tabulated on the  basis 
of the fact or risk involved about which i t  was 
alleged tha t  there was no advance disclosure or 
an inadequate disclosure. In a few decisions, 
the degree of risk, in terms of percentages or 
ratios, is disclosed. These are also tabulated 
separately . 

The interpretation and application of the  
doctrine of informed consent varies so much 
from one jurisdiction to  another and are chang- 
ing so rapidly tha t  attorneys advising physi- 
cians locally should base their advice on the 
existing law and discernible trends as they ap- 
pear in the particular jurisdiction. Of primary 
concern, of course, will be appellate decisions in 
their own jurisdictions. Decisions from other 
jurisdictions, however, may be of lesser but 
still important concern. The citations listed 
include all reported appellate court decisions in 
which the question of informed consent was 
discussed up to July 31, 1973. 

The absence of an appellate court decisioQ 
in a particular state on the issue of informed 
consent should not be considered as assurance 
that the doctrine has not been applied in that 
state a t  the trial court level. It is not possible 
to predict whether or when the doctrine of in- 
formed consent may be applied in these states: 
(as of July 31, 19'73) Alabama, Arkansas, Con- 
necticut, Idaho, Indiana, Kentucky, Maine, 
Nebraska, Nevada, New Hampshire, North 

*Supported, i n  part,  by the A m e r i c a n  College of 
Surgeons.  Compiled by Joseph E. Simonait is ,  
Legal Research Department ,  Amer ican  Medical  
Association, February 1974 

Dakota, Puerto Rico, South Carolina, Utah, 
Vermont, Virginia, Virgin Islands, and West 
Virginia. There have been reported federal trial 
court decisions in Alabama, Idaho, and Vir- 
ginia, which are included in the tabulations. 

Informed consent decisions tabulated 
by applicable legal rules 
1. A physician must disclose that which a reasonable 
medical practitioner would have disclosed under like 
or similar circumstances. 

ARIZONA-shetter v. Rochelle, 409 P.2d 74 (1965) 
CoLoRADO-StQUfe?' v. Karabin, 492 P.2d 862 

DELAWARE-DiFilippo v. P r e s t o n ,  173 A.2d 333 

FLORIDA-D~~~OU v. Kaplan, 181 So.2d 226 (1966) 
HAWAII-Nishi v. H a r t w e l l ,  473 P.2d 116 (1970) 
ILLINOIS--Green v. Hussey, 262 N.E.2d 156 (1970) 
IOWA-Grossjean v. Spencer, 140 N.W.2d 139 

KANSAS-Tatro v. Lueken, 512 P.2d 529 (1973) 
LOUISIANA-George v.  T r a v e l e r s  Insurame Corn- 

(1971) 

(1961) 

(1966) 

puny,  215 FSupp. 340 (1963) 
MASSACHUSETTS-Haggerty v. M c c a r t h y ,  181 N.E. 

MICHIGAN-Roberts v. Y o u n g ,  119 N.W.2d 627 

MISSISSIPPI-ROSS v. H o d g e s ,  234 So.2d 905 (1970) 
MISSOURI-Aiken v. Clary, 396 S.W.2d 668 (1965) 
MoNTANA--Negaard 2'. Eslatt? of Feda, 446 P.2d 

NEW JERSEY-Kaplan 21. Haines, 232 A.2d 840 

NEW YORK-PettersOn v. Lynch, 299 N.Y.S.2d 244 

TEXAS-WZ'ISO~Z V. Sco t t ,  412 S.W.2d 299 (1967) 
VIRGINIA-DietZe 2'. King, 184 F.Supp. 944 (1960) 
WASHINGTON-ZeBarth v. S w e d i s h  H o s p i t a l  Medi- 

WYOMING-GOVin v. H u n t e r ,  374 P.2d 421 (1962) 
2. Because a full disclosure may have a very detri- 
mental effect on some patients, physicians may tailor 
the extent of their disclosure to patients. 

ALAB4MA-Roberts 2). W o o d ,  206 F.Supp. 579 

ALASK4-Patrick 2). Sedulick, 391 P.2d 453 (1964) 
CALIFORNIA-cobbs U. G r a n t ,  502 P.2d 1 (1972) 
DISTRICT OF COLUMBIA-Ca?ZterbUl'y 1). SpenCe, 464 

2d 562 (1962) 

(1963) 

436 (1968) 

(1967) 

(1969) 

cal C e n t e r ,  499 P.2d 1 (1972) 

(1962) 

F.2d 772 (1972) 
HAw4II--Nishi 8. Hartzcel l ,  473 P.2d 116 (1970) 
rowA-Grossiean v. Spencer. 140 N.W.2d 139 

(1966) 
KANSAS--TalrO 2). Lueken, 512 P.2d 529 (1973) 
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RHODE 1sLAi-m-Wilkinson v. Vesey, 295 A.2d 

TENNESSEE-Ball v.  M a l l i n k r o d t  Chemical Works, 

3. A physician has an obligation to  make a reason- 
able explanation and disclosure to his patient. 

IOWA-Grossjean v.  Spencer, 140 N.W.2d 139 

KANSAS<ol&ns v. M e e k e r ,  424 P.2d 488 (1967) 
NEW YoRK-DiRosse v. Wein, 261 N.Y.S.2d 623 

NORTH CAROLINA-WakOn v. Clu t t s ,  136 S.E.2d 

T~XAS-W~ZSOTZ v. Sco t t ,  412 S.W.2d 299 (1967) 
VIRGINIA-Diet% 8. King, 184 F.Supp. 944 (1960) 

4. A physician must warn his patient of any sub- 
stantial risk incident to the procedure or treatment. 

CALIFORNIA-co6bS v. G r a n t ,  502 P.2d 1 (1972) 
COLoRADO-hfa&?~t  v.  P i r k e y ,  466 P.2d 466 (1970) 
DISTRICT OF COLUMBIA<anterbury v. S p e n c e ,  464 

IDAHO-Riedinger D. C o l b u r n ,  361 FSupp. 1073 

NORTH CAROLINA-~tarneS v. T a y l o r ,  158 S.E.2d 

RHODE ISLAND-Wilkinson v. Vesey ,  295 A.2d 676 

WASHINGTON-ZeBarth v. S w e d i s h  H o s p i t a l  Medi- 

5. In certain circumstances, a physician has a duty 
to reveal any serious risks. 
MISSISSIPPI-ROSS v.  H o d g e s ,  234 So.2d 905 (1970) 
TENNESSEE-Ball v. M a l l i n k r o d t  C h e m i c a l  Works, 

WYOMING-Gomn v. H u n t e r ,  374 P.2d 421 (1962) 
6. A physician must disclose all relevant material 
facts and expert medical testimony is unnecessary 
to establish the required standard of disclosure. 

CALIFORNIA-cobbs  v.  G r a n t ,  502 P.2d 1 (1972) 
DISTRICT OF COLUMBIA<anterbury v. S p e m e ,  464 

NEW YORK-Fogal v .  Genesee  H o s p i t a l ,  344 N.Y.S. 

PENNSYLVANIA-cooper v. R o b e r k ,  286 A.2d 647 

RHODE ISLAND-wilkinson v. Vesey, 295 A.2d 676 

WASHINGTON-Hunter v. B r o w n ,  484 P.2d 1162 

WISCONSIN-Trogun v. F r u c h t m a n ,  207 N.W. 2d 

7. Expert medical testimony is required to establish 
one or more of the elements necessary to support the 
claim. 

COLORADO-stauger v .  K a r a b i n ,  492 P.2d 862 

676 (1972) 

381 S.W.2d 563 (1964) 

(1966) 

(1965) 

617 (1964) 

F.2d 772 (1972) 

(1973) 

339 (1968) 

(1972) 

c a l  C e n t e r ,  499 P.2d 1 (1972) 

381 S.W.2d 563 (1964) 

F.2d 772 (1972) 

2d 552 (1973) 

(1971) 

(1 972 j 

(1971) 

297 (1973) 

(1971) 

F.2d 772 (1972) 
DISTRICT OF C O L u M B I A ~ a n t e r b u r y  V. S p e n c e ,  464 

FLORIDA-DifloiL' v. Kaplan, 181 So.2d 226 (1966) 
ILLINOIS-Green v. H u s s e y ,  262 N.E.2d 156 (1970) 
I O W A - G r o s s j e a n  v. S p e n c e r ,  140 N.W.2d 139 

K A N s A S - c o l h s  v. M e e k e r ,  424 P.2d 488 (1967) 
LOUISIANA-George v. T r a v e l e r s  I n s u r a n c e  Co., 21 5 

MASSACHUSETTS-ffaggerty v .  M c C a r t h y ,  181 N.E. 

MICHIGAN-Miles u. V a n G e l d e r ,  137 N.W.2d 292 

MISSOURI-&ken D. Clary, 396 S.W.2d 668 (1965) 
NEW YORK-Petterson v. L y n c h ,  299 N.Y.S.2d 244 

OREGON-Gekhell v. Mansf ie ld ,  489 P.2d 953 (1971) 

(1966) 

FSupp. 340 (1963) 

2d 562 (1962) 

(1962) 

(1969) 
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RHODE ISLAND-wi~ki?BOn v.  Vesey, 295 A.2d 676 

TEXAS-Anderson v.  H o o k e r ,  420 S.W.2d 235 

WASHINGTON-ZeBarth v. S w e d i s h  H o s p i t a l  Medi- 

WYOMING-stundon v.  S t a d n i c k ,  469 P.2d 16 

8. Expert medical testimony is not necessary to 
establish the required standard of disclosure. 

C A L I F O R N I A ~ O b b S  v .  G r a n t ,  502 P.2d 1 (1972) 
DISTRICT OF C O L U M B I A ~ a n t e r b u r y  v. Spence, 464 

PENNSYLVANIA-COOper v.  R o b e r t s ,  286 A.2d 647 

RHODE ISLAND-wilkinson 8.  vesey, 295 A.2d 676 

WISCONSIN-Trogun v. F r u c h t m a n ,  207 N.W.2d 

9. No expert testimony is required if the necessity of 
disclosure is so obvious that it can be recognized by 
laymen. 

(1972) 

(1967) 

cal Center, 499 P.2d 1 (1972) 

(1970) 

F.2d 772 (1972) 

(1971) 

(1972) 

297 (1973) 

WASHINGTON--HUnfer V. BrO?m, 502 P.2d 1194 
(1972) 

10. Where expert testimony has established that a 
risk is material, that alternatives are feasible, and 
that disclosure of the risk will not be detrimental to 
the patient, expert testimony is not required to es- 
tablish a duty to disclose such risks. 

OREGON-Getchell v. h f a n s f i e l d ,  489 P.2d 953 

11. A physician must make a full disclosure of the 
known dangers inherent in the treatment or pro- 
cedure. 

NEW JERSEY-Lope2 v. Szcyer ,  279 A.2d 116 (1971) 

(1971) 

SOUTH DAKOTA-BIOCk V. M c V a y ,  126 N.W.2d 808 
(1964) 

12. A physician does not owe a duty of disclosure to 
the patient's spouse or other member of the patient's 
family. 

HAWAII-&'ishi u. H a r f w e l l ,  473 P.2d 116 (1970) 
13. No disclosure need be made if the patient re- 
quests that he not be informed. 

CALIFORNIA--Cobbs 2). G r a n t ,  502 P.2d 1 (1972) 
14. A physician has no duty to inform a patient of 
the hazards of an improper performance of a pro- 
cedure. 

COLORADO-Mollett v. P c r k e y ,  466 P.2d 466 (1970) 
GEORGIA-MU~~ u. E m o r y  U n i v e r s i t y ,  150 S.E.2d 27 

15. If a procedure is novel and unorthodox, a physi- 
cian must so inform his patient. 

NEW YORK-piorentino v. W e n g e r ,  272 N.Y.S.2d 

16. The jury must determine what a prudent person 
in the patient's position would have decided if ade- 
quately informed. 

CALIFORNIA-cobbs v. G r a n t ,  502 P.2d 1 (1972) 

(1966) 

557 (1966) 

DISTRICT OF CoLUMB1.4-canterbury V. S p e n c e ,  464 
F.2d 772 (1972) 

N.Y.S.2d 552 (1973) 

11971) 

NEW YORK-Foga1 v. Genesee H o s p i t a l ,  344 

PENNSYLV.4NIA-COOper 1). R o b e r t s ,  286 A.2d 647 

17. In a complicated procedure which inherently 
involves a known risk of death or serious bodily 
harm, a physician must disclose these risks. 

18. Other reported decisions which merely reiterate 
the rules indicated above, which have been super- 
seded by the above decisions, or which involve other 
aspects of the doctrine of informed consent. 
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Informed consent decisions tabulated 
by procedure or treatment involved 
1. ANESTHESIA, SPINAL 

Dunlap v.  dbarine, 51 CaLRptr. 158 (Cal. 

Funke v. Fieldman, 512 P.2d 539 (Kan. 1973) 
Hall v. Unifed Stales, 136 F.Supp. 187 (D.C., 

1966) 

La. 1955) 
2. AORTOGRAPHY 

Ball v. Mallinkrodt Chemical Works,  381 S.W. 
2d 563 (Tenn. 1964) 

Nzshi v. Hartusell, 473 P.2d 116 (Haw. 1970) 
Salgo v.  Leland Stanford, Jr .  University Board 

of Trustees, 317 P.2d 170 (Cal. 1956) 
3. APPENDECTOMY 

Haggerty v. McCarthy, 181 N.E.2d 562 (Mass. 
1962) 

4. ARTERIOGRAM 
Borers v. Talmage, 159 So.2d 888 (Fla. 1963) 
Haven v. Randolph, 342 FSupp. 538 (D.C., 

D. of C. 1972) 
5. BSP TEST 

diu11 v. Emory University, Inc., 150 S.E.2d 
276 (Ga. 1966) 

6. CAESAREAN 
Roberts v. Young, 119 N.W.2d 627 (Mich. 

1563) 
7. CALLUS, REMOVAL O F  

8. CARDIAC CATHETERIZATION 
Carroll v. Chapman, 139 So.2d 61 (La. 1962) 

Walstad v. University of Minnesota Hospital, 

Wzl l iams ti. Abenehan, 379 P.2d 292 (Kan. 
442 F.2d 634 (C.A. 8, 1971) 

1963) 
9. CATARACT SURGERY 

Shetter v.  Rochelle, 409 P.2d 74 (Ariz. 1965) 
Stundon v. Stadnik, 469 P.2d 16 (Wyo. 1970) 
Yeafs v. Harms, 393 P.2d 982 (Kan. 1964); 

401 P.2d 659 (Kan. 1965) 
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10. CERVICAL DISC, REMOVAL OF 
Anderson v. Hooker, 420 S.W.2d 235 (Tex. 

1967) 
11. CERVICAL FUSION 

Riedinger 8. Colburn, 361 F.Supp. 1073 (D.C., 
Ida. 1973) 

12. COLECTOMY AND ILEOSTOMY 
Rainer v. Buena Community Memorial Hos- 

pital, 95 Cal.Rptr. 901 (Cal. 1971) 
13. CONDYLECTOMY 

Campbell v. Oliva, 424 F.2d 1244 (C.A. 6, 
1970) 

14. CORNEAL TRANSPLANT 
McDermott v. Manhattan Eye, Ear & Throat 

Hospital, 228 N.Y.S.2d 143 (N.Y. 1962) 
15. CRANIOSTENOSIS 

Vitelli v. Wilmilzgton Medical Center, Inc., 
276 A.2d 744 (Del. 1971) 

16. CYST, REMOVAL OF 

17. DERMABRASION 
Wall  v .  Brim, 138 F.2d 478 (C.A. 5, 1943) 

Hunter v. Brown, 484 P.2d 1162 (Wash. 1971); 
502 P.2d 1194 (Wash. 1972) 

18. DISC, REMOVAL OF 
Zachary v. St. Paul Fire & Marine Insurance 

Company, 249 So.2d 273 (La. 1971) 
19. DRUG THERAPY 

Carmichael v .  Reitz, 95 CaLRptr. 385 (Cal. 

Crouch v. Most, 432 P.2d 250 (N.M. 1967) 
Koury v. Follo, 158 S.E.2d 548 (N.C. 1968) 
Marsh v. Arnold, 446 S.W.2d 949 (Tex. 1969) 
Ohligschlager v. Proctor Community Hospital, 

Sharpe v. Pugh, 155 S.E.2d 108 (N.C. 1967) 
Tangora v. Matanky, 42 CaLRptr. 348 (Cal. 

Trogun v. Fruchlman, 207 N.W.2d 297 (Wis. 

1971) 

283 N.E.2d 86 (Ill. 1972) 

1964) 

1973) 
20. ECTOPIC PREGNANCY, MANAGEMENT OF 

George v. Travelers Insurance Company, 215 
F.Supp. 340 (D.C., La. 1963) 

21. ENDOTRACHEAL INTUBATION 

22. ESOPHAGOSCOPY 
Bell v. Umstattd, 401 S.W.2d 306 (Tex. 1966) 

Mason v. Ellsworth, 474 P.2d 909 (Wash. 

Starnes v. Taylor, 158 S.E.2d 339 (N.C. 1968) 

Gravis v. Physicians & Surgeons Hospital of 

1970) 

23. EXPLORATORY SURGERY 

Alice, 415 S.W.2d 674 (Tex. 1967) 
24. EYELID, SURGERY ON A DROOPlNG EYELID 

Valencia v. Beaman, 509 P.2d 274 (N.M. 
1973) 

25. FISTULA, REPAIR OF 
Rainer v. Buena Community Memorial Hos- 

pit.al, 95 CaLRptr. 901 (Cal. 1971) 
26. FISTULECTOMY 

27. FOREIGN BODY, REMOVAL OF 
Ross v. Sher, 483 S.W.2d 297 (Tex. 1972) 

Hunt v. Bradshaw, 88 S.E.2d 762 (N.C. 1955) 
Luna v. h’ering, 426 F.2d 95 (C.A. 5, 1970) 

Russell v. Harwick, 166 So.2d 904 (Fla. 1964) 

Cooper v. Roberts, 286 A.2d 647 (Pa. 1971) 
Ditlow v. Kaplan, 181 So.Pd 226 (Fla. 1966) 

Fontenelle v. United Sfates, 327 F.Supp. 801 

28. FRACTURE, REDUCTION OF 

29. GASTROSCOPIC EXAMINATION 

30. GENITAL-URINARY SURGERY 

(D.C., N.Y. 1971) 
31. GOLD INJECTIONS 

DiRosse v. Wein ,  261 N.Y.S.2d 623 (N.Y. 
1965) 

THE LAW OF INFORMED CONSENT 

Woods 8 .  Pornmerang, 271 P.2d 705 (Wash. 
1954) 

32. HERNIA, REPAIR OF 
Collins v. Meeker, 424 P.2d 488 (Kan. 1967) 
Doerr v. Momus, 463 P.2d 477 (Mont. 1970) 
Rea v. Gaulke, 442 S.W.2d 826 (Tex. 1969) 

Sisler v. Jackson, 460 P.2d 903 (Okla. 1969) 

Brown v. Wood, 202 So.2d 125 (Fla. 1967) 

Fogal v. Genesee Hospital, 344 N.Y.S.2d 552 

33. HIP SURGERY 

34. HYPOSPADIA, SURGERY FOR 

35. HYPOTHERMIA 

(N.Y. 1973) 
36. HYSTERECTOhlY 

Kruszewski v. Holz, 290 A.2d 534 (Md. 1972) 
Stauger v. Karabin, 492 P.2d 862 (Colo. 1971) 
Tatro v. Lueken, 512 P.2d 529 (Kan. 1973) 

Ciccarone v. United States, 350 F.Supp. 554 

38. LAMINECTOMY 

37. INTRATHECAL INJECTION OF METHYLENE BLUE 

(D.C., Pa. 1972) 

Caizterbury 21. Spence, 464 F.2d 772 (C.A., D. 

Gray v. Grunnagle, 223 A.2d 663 (Pa. 1966) 
R a y  v. Scheibert, 484 S.W.2d 63 (Tenn. 1972) 
Weiser v.  Hampton, 445 S.W.2d 224 (Tex. 

of C .  1972) 

1969) 
39. LAMINECTOMY AND SPINAL FUSION 

Kaplan v. Haznes, 232 A.2d 840 (N.J. 1967) 

Dtetze v. King, 184 F.Supp. 944 (D.C., Va. 
t 40. MASTECTOMY 

1960) 
41. MECHANICAL HEART, INSERTION OF 

Karp v. Cooky, 349 F.Supp. 827 (D.C., Tex. 4 
1972) 

42. MYELOGRAM 
Berkey v. Anderson, 82 Cal.Rptr. 67 (Cal. 

Mzles v. VanGelder, 137 N.W.2d 292 (Mich. 
1969) 

1965) 
43. NEUROFIBROMA, REMOVAL OF 

44. NO1 EL PROCEDURE 
Block v. McVay,  126 N.W.2d 808 (S.D. 1964) 

Fzorentino v. Wenger, 272 N.Y.S.2d 557 (N.Y. 
1966); 227 N.E.2d 296 (N.Y. 1967) 

45. PREGNANCY, MANAGEMENT OF 
Gleztman v. Cosgrove, 227 A.2d 689 (N.J. 

Stewart ti. Long Island College Hospital, 296 
1967) 

N.Y.S.2d 41 (N.Y. 1968) 
46. PROSTATE GLAND RESECTION 

Bang v. Charles T .  Miller Hospital, 88 N.W.2d 
186 (Minn. 1958) 

47. RADlATION THERAPY 
Belcher v. Carter, 234 N.E.2d 311 (Ohio 1967) 
Ferrara v. Galluchzo, 152 N.E.2d 249 (N.Y. 

Green v. Hussey, 262 N.E.2d 156 (Ill. 1970) 
Lopez v. Swyer, 279 A.2d 116 (N.J. 1971) 
A’atanson v. Kline, 354 P.2d 670 (Kan. 1960) 
Ti’i.lkznson ZJ. Vesey, 295 A. 2d 676 (R.I. 1972) 
ZeBarth v. Swedish Hospital Medzcal Center, 

1958) 
\ 

1 

499 P.2d 1 (Wash. 1972) 
48. RHYTIDECTOMY 

I h s h  e. St. Paul Fzre & Marine Insurance 
Compnny, 264 So.2d 717 (La. 1972) 

49. SHOCKTHERAPY 
A2kzn v. Clary, 396 S.W.2d 668 (Mo. 1965) 
h s i r r  21. Aetna Casualty & Surety Company, 
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Mitchell u. Robinson. 334 S.W.2d 11 (Mo. 
1960) 

Woods v. Brumlop, 377 P.2d 520 (N.M. 1962) 
50. SHOULDER SEPARATION, REPAIR OF 

51. SKIN GRAFT 
Getchell u. Mansjield, 489 P.2d 953 (Ore. 1971) 

Younis u. Si. Francis Hospilal and School of 
Nursing, Inc., 469 P.2d 330 (Kan. 1970) 

52. SPINAL FUSION 
Weiser u. Hampton, 445 S.W.2d 224 (Tex. 

1969) 
53. 

54. THYROIDECTOMY 

STAPEDECTOMY WITH A VEIN GRAFT 
Wilson v. Scott, 412 S.W.2d 299 (Tex. 1967) 

Collins u. Itoh, 503 P.2d 36 (Mont. 1972) 
DiFiZippo v. Preston, 173 A.2d 333 (Del. 1961) 
Dunham v. Wright, 423 F.2d 940 (C.A. 3, 

Patrick v. Sedwick, 391 P.2d 453 (Alas. 1964) 
Roberts v. Wood, 206 F.Supp. 579 (D.C., Ala. 

Watson u. Clutts, 136 S.E.2d 617 (N.C., 1964) 

Mallett v.  Pirkey, 466 P.2d 466 (Colo. 1970) 

Negaard v. Estate of Feda, 446 P.2d 436 

Watkins v. Parpala, 469 P.2d 974 (Wash. 

1970) 

1962) 

55. TONSILLECTOMY AND ADENOIDECTOMY 

56. TOOTH EXTRACTION 

(Mont. 1968) 

1970) 
57. TRANSFUSION 

Fischer v. Wilmington General Hospital, 149 
A.2d 749 (Del. 1959) 

58. TUMOR SURGERY 
Grossjean v. Spencer, 140 N.W.2d 139 (Iowa 

Ross v. Hodges, 234 So.2d 905 (Miss. 1970) 
1966) 

59. ULCER SURGERY 

7. B W O D C W T  

8. BLOOD VESSEL DAMAGE 
Durrah u. Kite, 301 N.Y.S.Zd286 (N.Y. 1969) 

Zachary u. St. Paul Fire h Marine Insurance 
Company, 249 So.2d 273 (La. 1971) 

9. BONE, REMOVAL OF PORTION OF 
Carroll u. Chapman, 139 So.2d 61 (La. 1962) 

Aiken u. CZary, 396 S.W.2d 668 (Mo. 1965) 

Ferrara v.  Galluchio, 152 N.E.2d 249 (N.Y. 

10. BRAIN DAMAGE 

11. CANCER 

1958) 
12. CARDIAC ARREST 

Dunlap u. Marine, 51 Cal.Rptr. 158 (Cal. 
1966) 

Vitelli v. Wilmington Medical Center, Znc., 
276 A.2d 744 (Del. 1971) 

13. CIRCULATORY IMPAIRMENT 
Mull v.  Emory University, Inc., 150 S.E.2d 

14. CONTROL OVER LEGS, LOWER BACK, BLADDER 
276 (Ga. 1966) 

AND BOWELS, LOSS OF 
Hall v. United States, 136 F.Supp. 187 (D.C., 

La. 1935) 
15. COCCYX REMOVED 

Rainer v. Buena Community Memorial Hos- 
pital, 95 CaLRptr. 901 (Cal. 1971) 

16. CRANIAL NERVE DAMAGE 

17. DEATH 
Marsh v. Amold ,  446 S.W.2d 949 (Tex. 1969) 

Dunham v. Wright, 423 F.2d 940 (C.A. 3, 

George v.  Travelers Insurance Company, 215 

Grossjean v. Spencer, 140 N.W.2d 139 (Iowa 

Karp v. Cooley, 349 F.Supp. 827 (D.C., Tex. 

Tangora v. Mafan.ky, 42 Cal.Rptr. 348 (Cal. 

60. UNIDENTIFIED PROCEDURE Visingardi v. Tirone, 178 So.2d 135 (Fla. 

1967) Williams v. Menehan, 379 P.2d 292 (Kan. 

1970) 

F.Supp. 340 (D.C., La. 1963) 

1966) 

1972) 

1964) 

1965) 

1963) 

Cobbs v. Grant, 502 P.2d 1 (Cal. 1972) 

Pedesky v .  Bleiberg, 59 Cal.Rptr. 294 (Cal. 

Petterson v.  Lynch, 299 N.Y.S.2d 244 (N.Y. 

Visingardi u. Tirone, 178 So.2d 135 (Fla. Ditlow v. Kaplan, 181 So.2d 226 (Fla. 1966) 
1969) 18. ESOPHAGUS, PUNCTURE OF 

1965) Mason v. Ellsworth, 474 P.2d 909 (Wash. 

Govin v. Hunter, 374 P.2d 421 (Wyo. 1962) Starnes v. Taylor, 158 S.E.2d 339 (N.C. 1968) 

Darrah v. Kite, 301 N.Y.S.2d 286 (N.Y. 1969) DiRosse v .  Wein ,  261 N.Y.S.2d 623 (N.Y. 

61. VARICOSE VEIN STRIPPING 1970) 

62. VENTRICULOGRAM 19. EXFOLIATIVE DERMATITIS 

1965) 

tabulated by undisclosed risk 1967) 

20. EXTENDED SCOPE OF PROCEDURE 
Pedesky v. Bleiberg, 59 CaLRptr. 294 (Cal. 

Wall v. Brim, 138 F.2d 478 (C.A. 5, 1943) 

Shetter u. Rochelle, 409 P.2d 74 (Ark  1965) 

Yeats v. Harms, 393 P.2d 982 (Kan. 1964); 

Informed consent decisions 

1. ANAPHYLACTIC SHOCK 
Tangora 71. Matanky, 42 Cal.Rptr. 348 (Cal. 21. EYE HEMORRHAGE 

1964) 
2. ANESTHETIC, TYPE USED 22. EYE, LOSS OF 

Grams u. Physicians & Surgeons Hospital of 
Alice, 413 S.W.2d 674 (Tex. 1967) 401 P.2d 659 (Kan. 1965) 

3. APLASTIC ANEMIA 23. FISTULA 

4. APPENDIX NOT COMPLETELY REMOVED 
Sharpe v .  Pugh, 155 S.E.Xd 108 (N.C. 1967) 

Haggerty v. McCarthy, 181 N.E.2d 562 (Mass. 

Kruszeuwki v. Holz, 290 A.2d 534 (Md. 1972) 
Miles v.  VanGelder, 137 N.W.2d 294 (Mich. 

1965) 
Stauger v ,  Karabin, 492 P.2d 862 (Colo. 

5. BIRTH DEFECTS 1971) 
1962) 

Gleitman v. Cosgrove, 227 A.2d 689 (N.J. 1967) 
Stewart v. Long Island College Hospital, 296 

Tatro v .  Lueken, 512 P.2d 529 (Kan. 1973) 
Watkins v .  Parpala, 469 P.2d 974 (Wash. 

N.Y.S.2d 41 (N.Y. 1968) 1970) 
6. BLADDERTROUBLE 24. FOOT DROP 

Gravis v. Physicians & Surgeons Hospital of Berkey v .  Anderson, 82 Cal.Rptr. 67 (Cal. 
Alice, 415 S.W.2d 674 (Tex.  1967) 1969) 
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Si&r o. Jackson, 460 P.2d 903 (OkIa. 1969) 

Dietze v. King, 184 F.Supp. 944 (D.C., Va. 
25. FOREIGN BODY LEFT I N  PATIENT 

1960) 
26. FRACTURE 

Mitchell v. Robinson, 334 S.W.2d 11 (Mo. 

Negaard v. Estate of Fedu, 446 P.2d 436 

Woods v. Brumlop, 377 P.2d 520 (N.M. 1962) 

1960) 

(Mont. 1968) 

27. 

28. 

29. 

3 0. 

31. 

32. 

33. 

34. 

35. 

36. JAUNDICE 
Trogun v. Fruchtman, 207 N.W.2d 297 (Wis. 

Woods v. Pommerang, 271 P.2d 705 (Wash. 
1973) 

1954) 
37. KIDNEY, LOSS O F  

Staufer v. Karabz?t, 492 P.2d 862 (Colo. 
1971) 

38. LARYNGEAL NERVE INJURY 
DzFzZzppo v. Preston, 173 A.2d 333 (Del. 1961) 
Patrzck v. Sedlczck, 391 P.2d 453 (Alas. 1964) 
Rzedlznger v. Colburn, 361 F.Supp. 1073 (D.C., 

Roberts v.  Wood, 206 F.Supp. 579 (D.C., Ala. 

Watson v. Cluffs, 136 S.E.2d 617 (N.C. 1964) 

Russell v. Haruzck, 166 So.2d 904 (Fla. 1964) 

Bekher v. Carter, 234 N.E.2d 311 (Ohio 1967) 

Kaplan v .  Hazves, 232 A.2d 840 (N.J. 1967) 

Campbell v. Olzza, 424 F.2d 1244 (C.A. 6, 

Ida. 1973) 

1962) 

39. LEG, ALTER LENGTH OF 

40. LESION 

41. MOBILITY LIMITED 

42. MOUTH OPENING ~ B I L I T Y  IMPAIRED 

1970) 
43. NERVE FIBER SEVERANCE 

Block v.  McVay,  126 N.W.2d 808 (S.D. 1964) 
Luna v. Nerzng, 426 F.2d 95 (C.A. 5, 1970) 

Fzorenlzno v. N'enger, 272 N.Y.S.2d 557 (N.Y. 
44. NOVELNATUREOFPROCEDURE 

1966), 227 N.E.2d 296 (N.Y. 1967) 

26 American College of Surgeons 

GANGRENE 
Crouch v. Most, 432 P.2d 250 (N.M. 1967) 
Walstad v. University of Minnesota Hospital, 

442 F.2d 634 (C.A. 8, 1971) 
HAND, LOSS OF USE OF 

HARRINGTON RODS, USE OF 
Hunt v. Bradsham, 88 S.E.2d 762 (N.C. 1955) 

Weiser v.  Elampton, 445 S.W.2d 224 (Tex. 
1969) 

HEARING LOSS 
Koury v. Follo, 158 S.E.2d 548 (N.C. 1968) 
Wilson v. Scott, 412 S.W.2d 299 (Tex. 1967) 
Woods v.  Brumlop, 377 P.2d 520 (N.M. 1962) 

Green v. Hussey, 262 N.E.2d 156 (Ill. 1970) 

Fischw v. Wilmingion General Hospital, 149 

Trogun v. Fruchtman, 207 N.W.2d 297 (Wis. 

Woods v.  Pommerang, 271 P.2d 705 (Wash. 

HEART AND LUNGS, INJURY TO 

HEPATITIS 

A.2d 749 (Del. 1959) 

1973) 

19 54) 
IMPOTENCE 

Fontenelk v. Unifed Sfates, 327 F.Supp. 801 
(D.C., N.Y. 1971) 

INFECTION 
Roberts v .  Young, 119 N.W.2d 627 (Mich. 

Yeats v. Harms, 393 P.2d 982 (Kan. 1964); 
1963) 

401 P.2d 659 (Kan. 1965) 
INGUINAL RING, CONSTRICTION OF 

Collins v. Meeker, 424 P.2d 488 (Kan. 1967) 

THE LAW OF INFORMED CONSENT 

45. PAIN, NAUSEA AND BURNING 

46. PARALYSIS 
Lopez o. Swyer, 279 A.2d 116 (N.J. 1971) 

Ball v. Mallinkrodt Chemical Works, 381 S.W. 

Bowers v. Talmge,  159 So.2d 888 (Fla. 1963) 
Canterbury v. Spence, 464 F.2d 772 (C.A., D. 

Ciccarone v.  United States, 350 F.Supp. 554 

Funke v. Fieldman, 512 P.2d 539 (Kan. 1973) 
Grams v. Physicians and Surgeons Hospital of 

Gray v .  Grunnagle, 223 A.2d 663 (Pa. 1966) 
Haven v. Randolph, 342 FSupp. 538 (D.C., 

Nishi v .  Hartwell, 473 P.2d 116 (Haw. 1970) 
Ray v. Scheibert, 484 S.W.2d 63 (Tenn. 1972) 
Ross v. Hodges, 234 So.2d 905 (Miss. 1970) 
Salgo v.  Leland Stanford, Jr .  University Board 

of Trustees, 317 P.2d 170 (Cal. 1956) 
ZeBarth v. Swedish Hospital Medical Center, 

499 P.2d 1 (Wash. 1972) 

2d 563 (Tenn. 1964) 

of C .  1972) 

(D.C., Pa. 1972) 

Alice, 415 S.W.2d 674 (Tex. 1967) 

D. of C. 1972) 

47. PARATHYROID TISSUE, REMOVAL OF 

48. PERITONITIS 
Collins v. Itoh, 503 P.2d 36 (Mont. 1972) 

Grossjean v.  Spencer, 140 N.W.2d 139 (Iowa 
1966) 

49. PHLEBITIS 
Gravis v. Physicians & Surgeons Hospital of 

Alice, 415 S.W.2d 674 (Tex. 1967) 
50. PIGMENTATION INCREASE 

Hunter v. Brown, 484 P.2d 1162 (Wash. 1971); 
502 P.2d 1194 (Wash. 1972) 

51. PREOPERATIVE DIAGNOSIS NOT DEFINITE 
Rainer zi. Buena Community Memorial Hospi- 

tal, 95 Cal.Rptr. 901 (Cal. 1971) 
52. PULMONARY EMBOLISM 

Carmichael v. Reitz, 9.5 Cal.Rptr. 385 (Cal. 
1971) 

53. RADIATION BURN 
Wilkinson v .  Vesey, 295 A.2d 676 (R.I. 1972) 

54. RETINA DETACHED 

55. SCAR 
Stundon v. Stadnik, 469 P.2d 16 (Wyo. 1970) 

Bush v. St. Paul Fire & Marine Insurance 

Poerr v.  Movius, 463 P.2d 477 (Mont. 1970) 
Govin v. Hunter, 374 P.2d 421 (Wyo. 1962) 

George v .  Travelers Iizsurance Company, 21 5 

Company, 264 So.2d 717 (La. 1972) 

56. SEPTICEMIA 

FSupp. 340 (D.C., La. 1963) 
57. SPEECH IMPAIRMENT 

58. SPLEEN INJURY 

59. STERILIZATION 

Bell v. Umstattd, 401 S.W.2d 306 (Tex. 1966) 

Cobbs v. Grant, 502 P.2d 1 (Cal. 1972) 

Bang v. Charles T.  Aliller Hospital, 88 N.W.2d 
186 (Minn. 1958) 

60. STOMACH, PERFORATION OF 

61. STROKE 
Cooper v. Roberts, 286 A.2d 647 (Pa. 1971) 

Andersoiz o. Hooker, 420 S.W.2d 235 (Tex. 
1967) 

62. SUTURES, ABSORPTION OF 

63. TESTICLE, ATROPHY OF 

64. THROMBOPHLEBITIS 

1971) 

Cobbs v .  Grant, 502 P.2d 1 (Cal. 1972) 

Rea v. Gaulke, 442 S.W.2d 826 (Tex. 1969) 

Carmichael v. Reilz, 95 CaLRptr. 385 (Cal. 



65. THROMBOSIS 
Walstad v. University of Minnesota Hospital, 

442 F.2d 634 (C.A. 8, 1971) 
66. TISSUE DAMAGE 

Fogal v. Genesee Hospital, 344 N.Y.S.2d 552 

Ohligschlager v. Proctor Community Hospital, 
(N.Y. 1973) 

283 N.E.2d 86 (Ill. 1972) 
67. ULCER, DEVELOPMENT OF 

68. UNIDENTIFIED 
Cobbs v .  Grant, 502 P.2d 1 (Cal. 1972) 

Brown v.  Wood, 202 So.2d 125 (Fla. 1967) 
Lester v .  Aetna Casualty & Surely Company, 

Natanson v .  Kline, 354 P.2d 670 (Kan. 1960) 
Petterson v.  Lynch, 299 N.Y.S.2d 244 (N.Y. 

1969) 
Valencia v.  Beaman, 509 P.2d 274 (N.M. 

1973) 
Weiser v.  Hampton, 445 S.W.2d 224 (Tex. 

1969) 
Younts v. Sf. Francis Hospital and School of 

Nursing, Inc., 469 P.2d 330 (Kan. 1970) 

240 F.2d 676 (C.A. 5, 1957) 

69. URINARY INCONTINENCE 
Fontenelle v .  United States, 327 F.Supp. 801 

Ross u. Sher, 483 S.W.2d 297 (Tex. 1972) 

Darrah v .  Kite, 301 N.Y.S.2d 286 (N.Y. 1969) 
Mallett u. Pirkey, 466 P.2d 466 (Colo. 1970) 
McDermott v. Manhattan Eye, Ear & Throat 

(D.C., N.Y. 1971) 

70. VISION, IMPAIRMENT OR LOSS OF 

The new decisions 
Continued from page 2 4  

occasionally be necessary is the use of consulta: 
tion just to  clarify the issue of consent. 

Courts will recognize tha t  it is difficult to  
construct and articulate consent rules tha t  re- 
quire equal disclosure of all risks to  all patients. 
Their continuing impact in physician-patient 
relationships may be modified by further social 
engineering such as legislative change of in- 
formed consent rules, as in Georgia.14 If the 
practical consequence is to stimulate litigation 
in patients with serious disability where there 
is no substantial evidence of negligence, these 
rules may encourage physicians to  simplify the 
legal aspects of their practice by the use of 
arbitration. 

Hospital, 228 N.Y.S.2d 143 (N.Y. 1962) 
Stundon v. Stadnik, 469 P.2d 16 (Wyo. 1970) 

Stundon v.  Stadnik, 469 P.2d 16 (Wyo. 1970) 

Riedinger a. Colburn, 361 FSupp. 1073 (D.C., 

71. VITREOUS FLUID, MSS OF 

72. VOCAL CORD, PARALYSIS OF 

Ida. 1973) 
73. WEAKNESS 

74. 
Darrah v. K i t . ,  301 N.Y.S.2d 286 (N.Y. 1969) 

WIRES USED IN SURGICAL REDUCTION, 
BREAKING OF 

Getchd v.  Mansfield, 489 P.2d 953 (Ore. 1971) 

Informed consent decisions in which 
the degree of risk was specifically 
discussed 
Canterbury u. Spence, 464 F.2d 772 (C.A., D. of C. 

Cobbs u. Grant, 502 P.2d I (Cal. 1972) 
Collins u. Itoh, 503 P.2d 36 (Mont. 1972) 
Cooper v.  Roberk, 286 A.2d 647 (Pa. 1971) 
Ditlou! u.  Kaplan, 181 So.2d 226 (Fla. 1966) 
Fischer v.  Wilmington General Hospital, 149 A.2d 749 

Gravis v. Physicians & Surgeons Hospital of Alice, 

Gray u. Grunnagk, 223 A.2d 663 (Pa. 1966) 
Mason v. Ellsworth, 474 P.2d 909 (Wash. 1970) 
Starnes u. Taylor, 158 S.E.2d 339 (N.C. 1968) 

1972) 

(Del. 1959) 

415 S.Wt.2d 674 (Tex. 1967) 

References 
1. Cobbs vs. Grant, 8 Cal. 3d 229 (1972) 
2. Canterbury vs. Spence, 464 F.2d 772 (1972) 

The District of Columbia 
3. Wilkinson vs. Vesey, 295 A.2d 676 (1972) 

Rhode Island 
4. Schloendorf vs. New York Hospital, 105 N.E. 

92 (N.Y. 1914) 
5. Olmstead vs. United States, 277 U S .  438 (1928) 
6. Govin vs. Hunter, 374 P.2d 421 (Wyo. 1962) 
7. Wilkinson vs. Vesey, 295 A.2d 676 (1972) 

Rhode Island 
8. Berkey vs. Anderson, 1 C.A. 3d 790 (1969) 
9. Supra, note 1 

10. Supra, note 2 
11. Supra, note 3 
12. Supra, note 2 
13. Guilmet vs. Campbell, 188 N.W.2d 601 (Mich. 

1971) 
14. Ga. Stats. Tit. 88, Sec. 2906 I 
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ANDREW PATRICK McEWEN FOR- 
REST, MD, FRCS(Edin. Eng). leaves 
the podium after frnishing hls lecture 
on “Breast Cancer: Surgery and 
Curability”. William V. Muller, Jr., 
MD, FACS, leads the applause. 

JOHN K. LATTIMER, MD, FACS, 
(above) lectured on “Prostatic Caii- 
cer: A Major Widow-maker”. 
LEWISTHOMAS, MD, president of the 
Memorial Sloan-Kettering Cancer 
Center, (below) spoke on “The Future 
Impact of Science and Technology on 
Medicine“. 

PROFESSIONAL LIABILITY-WHAT’S NEW? was the topic discussed at a well 
attended Fellowship Breakfast. Panelists, seated lef t  to r ight :  Dexter T. Ball, 
MD, FACS. chairman of the ACS Board of Governors’ Committee on Profes- 
sional Liabil lty; William V. Nick, JD, MD. FACS. editor of Legal Medicine Press 
of Columbus, Ohio; and David E. Willett. San Francisco attorney. Robert C. 
Hickey, MD, FACS, chairman of the Board of Governors and Frank E. Stinch- 
field, MD, FACS, chairman of the Board of Regents also participated. C. Rolllns 
Hanlon, MD, FACS. ACS director, at podium, moderated. 

WORLD SERVICE LIFE Insurance Company, the new administrator for the 
FACS group insurance program (above) set up  shop in the exhibit area to ex- 
plain the program and to answer questions. MEETTHE PRESS (below): several 
of the score of scientific wrlters and reporters who covered the  Spring Meeting 
meet informally with one of the participants, i n  this instance lecturer John K. 
Lattimer, to explore his subject in more detail to aid in their interpretations. 
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report was received on a 
ing with the major national 

ical specialty bodies, during 
h it was explained that the 

IFSC recognizes the essential 
role of surgical societies in scien. 
t i f ic development in their disci- 
plines, and does not wish to in- 
terfere with their sovereignty. 
Hope was expressed that the 
various national societies might 
embrace all surgical specialties. 
Representatives of the societies 
recognized the need for multidis- 
ciplinary teamwork and for iden- 
tification of a common core of 
surgical training, It was agreed 
that these discussions should 
continue, and that a working 
party should prepare a memoran- 
dum for the IFSC biennial meet- 
ing in 1975. 

The meeting received the final 
report of the working party on 
research, and the I FSC expressed 
i ts hope that the work might con- 
tinue under the World Health 
Organization. 

The IFSC also received a report 
of a March 1973 meeting of the 
European Economic Com mu nity 
(EEC) to  explore ways in  which 
surgical qualifications and train- 
ing might be brought into har- 
mony i n  the new alignment. The 
IFSC had offered to help clarify 
the provisions for free movement 
of labor, and reciprocal recogni- 
t ion of degrees in the EEC coun- 
tries. After extensive discussion 
of the stipulations in  the Treaty 
of Rome, and the circumstances 
in the countries involved, it was 
agreed that while registration 
and accreditation is technically a 
state responsibility, it actually 
lies with those who have trained 
the specialists. 

In all EEC countries, minimal 
periods of specialty training, 
after six years of undergraduate 
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Ilows: five 
ry, neuro- 

1 surgery, urology, ortho- 
paedic surgery, plastic surgery, 
thoracic surgery, and vascular 
surgery; four years-gastroenter- 
ology ; three years-op hthal mol- 
ogy, stomatology, and anesthesi- 
ology, Not al l  specialties are 
recognized in al l  countries. 

In discussion of the course of 
medical education leading to  
basic qualification, it was evi- 
dent that there is  no standard 
pattern currently, except that it 
is  of six years’ duration. The ex- 
change of external examiners 
was urged to  insure maintenance 
of standards. It is now necessary 
for each EEC country to accept 
basic qualifications of persons 
trained in other countries on 
good faith, with fu l l  harmoniza- 
tion of curricula and qualifica- 
tions to  be accomplished later. 

Exploration of specialty train- 
ing after basic qualification (MB, 
BCh, or MD) revealed much simi- 
larity in form, but differences as 
to  duration of basic surgical edu- 
cation or internship (six months 
t o  two years), and as to  method 
of selection of trainees. Some 
countries choose early after basic 
qualification, while others allow 
many to  continue training unti l  
the very end, with resultant 
fully-trained persons who cannot 
be placed as specialists. 

It was generally agreed that a 
period of adaptation would be 
desirable for any migrant sur- 
geon, but that this could only be 
voluntary in the present situa- 
tion. 

Delegates from Holland urged 
collaboration of surgeons and 
surgical organizations with the 
offices of the EEC in Brussels, 
and suggested that a European 
College of Surgeons should be 
considered. 

The IFSC was urged to begin 
active promulgation and publica- 
t ion of standards of ideal surgical 
training, based on information it 
has been accumulating, to  the 
end that there might be a greater 
degree of worldwide reciprocal 
recognition of standards. 

Four chosen for I 

Honorary FACS t 

Four widely recognized surgeons 
from four nations, South Africa, I 

England, Australia, and Japan, t 

wil l  have Honorary Fellowship in 
the American College of Sur- 
geons bestowed on them during 
the 60th annual Clinical Con- 
gress in October. 

The four are: Professor D. J. Du 
Plessis, FRCS (Eng), Department 
of Surgery, University of the Wit- 
watersrand Medical School, Jo- 
hannesburg; Professor J. C. Goli- 
gher, FRCS (Eng, Edin), Univer- 
sity Department of Surgery, The 
General Infirmary, Leeds, f n -  
gland; Sir Benjamin K. Rank, 
FRCS (Eng), FRACS, FACS, Mel- 
bourne, Australia; and Professor 
Shigeru Sakakibara, MD, Tokyo 
Women‘s Medical College, Tokyo. 

I 

I 

I 

Committee on Trauma 
names state chairmen 
Two new chairmen to  head re- 
gional committees of the ACS 
Committee on Trauma have been 
appointed recently. 

Walter F. Pizzi, MD, FACS, 
New York City, was appointed 
chairman of the New York- 
Brooklyn committee, one of COT’s 
six regional committees with 
state committee status, in Febru- 
ary. 

TheOklahoma committee’s new 
chairman, by a March appoint- 
ment, is Gerald W. McCullough, 
of Norman. 

The ACS Board of Regents 
appointed C. Thomas Thompson, 
MD, FACS, Boston, to  chair the 
COT’s subcommittee on regional 
com m ittees. 

Young surgeons. . . 
continued from page 4 

Surgical Care and PSROs; The 
Role of the Chapter in  College 
Activities and the Community; 
Compensation for the Delivery of 
Surgical Care; Continuing Edu- 
cation and Recertification; and 
Production and Distribution of 
Surgeons in  the United States. 
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New Orleans 

Boise 

Newton 

Winnipeg 
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Idaho December 7 

Massachusetts December 7 

Manitoba December 7 

New Jersey December 7 

SESAP draws. . . 
continued from page 9 

participate i n  a “mini-SESAP” 
assessment of their surgical 
knowledge, and to acquaintthem- 
selves with the scope and meth- 
ods of SESAP II. Under this 
“mini-SESAP” assessment, a 
Congress participant will answer 
a number of selected SESAP II 
items and receive an on-the-spot, 
corn pu ter-scored evaluation of 
his performance. 

Credit hours i n  continuing edu- 
cation for participation in SESAP 
II are recognized by the Ameri- 
can Medical Association and 
many other medical societies 
and by some organizations with 
medically related programs. For 
the AMA Physician’s Recognition 
Award, 22 credit hours are al- 
lowed for the assessment, and a 
maximum of 22 credit hours are 
allowed for self-learning, (cate- 
gories 5A and 50) .  For details, 
contact the specific organiza- 
tion of your professional interest. 

The success of SESAP has been 
credited to several of the pro- 
gram’s key factors, Dr. Zintel 
pointed out. 

SESAP is a personalized method 
of continuing education. It is a 
simple method to help a surgeon 
evaluate and improve his surgi- 
cal knowledge. It suggests new 
information vital to  his self-edu- 
cation. 
SESAP is up t o  date. Truly a 
program of continuing educa- 
tion, SESAP will be revised peri- 
odically to offer the surgeon new 
knowledge as it becomes tested 
and accepted i n  surgical prac- 
tice. 
SESAP is designed to  aid all 
surgeons. It covers that body of 
knowledge which 5hould be 
possessed by genefal surgeons 
and specialists alike. It is avail- 
able to all doctors of medicine, 
including residents. 
SESAP is individualized. With 
SESAP, a surgeon can identify 
those areas in which he may be 
strong or deficient, design an 
educational program matching 
his own needs, and compare 
his surgical knowledge with the 
knowledge of his peers. 
SESAP is comprehensive. I t  
covers 750 items in  all areas 

Fellows and facts 
Howard Balin has been named 
professor and chairman of the 
Department of Obstetrics and 
Gynecology at Hahnemann Med- 
ical College and Hospitai of Phil- 
adelphia.. . Lynn R. Callin i s  the 
new president of the Medical 
Society of the State of New York, 
while Ralph S. Emerson is the 
new president-elect . . . William 
H. Cooper is the new president- 
elect of the Medical Society of the 
District of Columbia . . . Cecil 
Couves has been appointed pro- 
fessor and chairman, Depart- 
ment of Surgery, The Memorial 
University of Newfoundland . . . 
Allan E. Dumont has been named 
the first Jules Leonard Whitehill 
Professor of Surgery at the New 
York University School of Medi- 
cine . . . Orion H. Stuteville has 
been appointed chief of the De- 
partment of Plastic and Recon- 
structive Surgery at the Foster G. 
McGaw Hospital, Loyola Uni- 
versity Medical Center, Maywood, 
ill., and head of the Plastic Sur- 
gery residency program at Hines 
VA, St. Francis, St. Joseph’s and 
Cook County hospitals. 

essential to a surgeon’s prac- 
tice. 
SESAP is oriented toward clini- 
cal problems. It stresses pa- 
tient management, x-ray inter- 
pretation, recognition of patho- 
logic conditions, and important 
physiologic principles under- 
lying the care of the surgical 
patient. 
SESAP is thoroughly referenced. 
Each item is indexed in  an ex- 
tensive bibliography, including 
both standard textbooks and the 
current surgical literature. 
SESAP is convenient. A surgeon 
may complete SESAP at any 
time, anywhere-in his office or 
home, while traveling, or while 
on vacation. Each participant 
sets his own learning pace. 
SESAP is confidential. Only the 
participant will ever know his 
performance, and no record is 
kept of the participant or his 
performance. 
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Chapter news 

The Second Annual Regional .- Teaching Day, sponsored by the 
Massachusetts chapter, wi l l  be j 1 
held Friday, June 7 ,  1974, at 
Ounfey's Hyannis Resort and 
Conference Center in Hyannis, i 

Cape Cod, Mass. 
The teaching session wil l  be a 

~ 

detailed study program featuring 
working case presentations. Em- 
phasis will be on infection, shock, 
and pulmonary insufficiency. A 
question and answer period will 
follow each case analysis, and 
ample time will be allowed for 
group discussion. 

For further information, con- 
tact: Massachusetts Chapter, ACS, 
Six Beacon Street, Suite 620, 
Boston, Mass., 02108. Or tele- 
phone (61 7) 227-0760. 

Nearly 100 people, many from 
the United States, attended the 
Guadalajara Chapter meeting in 
February, where papers were 
presented and sessions held i n  
both general and plastic surgery. 
Si mu I taneous English transla- 
tions were given during the gen- 
eral surgical sessions, while 90 
percent of the papers on plastic 
surgery were presented i n  En- 
glish. 

NEW OFFICERS were elected for a one-year term during the  annual meeting of 
the Mexico chapter in February. From left are: Drs. Jorge Cervantes, secretary; 
Marco Antonio Lazcano, president; J. Leone1 Villavicencio, governor; and 

Raul Santos, treasurer; and Carlos Sanchez Basurto, pro-treasurer. 
Carlos Walther, vice-president. Not pictured are: Jorge Caraza, pro-secretary; I 

Bermuda will host the Rhode Is- Trauma society . . . 
through 20, which will include 
five lectures and panel discus- others, are approaching incor- 
sions. Among the lectures are poration, according t o  the SO- 

Carcinoma of the Breast-The CietY. 
Value of Self Examination, given The American College of Sur- 
by Henry J. Robidoux, MD, FACS, geons, in addition t o  a $5,000 
and Cultural Aspects of Acupunc- contribution to  help launch the 
ture in Asia, given by Michael E. society, has given the society i ts 
Scala, MD, FACS. An awards pre- fu l l  endorsement, and has ap- 
sentation will be held and ACS pointed two representatives to  
President Claude E. Welch w i l l  the society's board of directors. 
be the honored guest speaker. The society has announced it 

will still accept founding mem- 

land Chapter meeting May 17 continued jrom page 4 t' 

ELECTIONS were also held during the annual meeting of the Colombia 
chapter i n  February. The new officers pictured below, with guests, are: f rom 
left, Drs. Jose F. Patino, councilor; Jorge Suarez, secretary; Alfredo Rebahin, 
councilor; John Q. Gallagher; Juan DiDomenico, president; Alfonso Latiff, 
governor; Joseph P. Evans, College Latin American liaison representative; 
Alfredo Aliure. councilor: Guillermo UrnaRa. vice-president; Jaime Escobar, 

berships, upon individual con- 
tributions of $100 or more. 
Further inforniation is available 
bycontacting: ThomasL. Gresham, 
executive director, American Trao- 
ma Society, 15th Street and Up-  
land Avenue, Chester, Pa. 1901 3. 

~. 
councilor; and J. Emilio Restrepo, councilor. 
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Two recent spring meetings deserve com- 
ment. First, during mid-March we held the 
third meeting of young surgeons. The young 
surgeons movement is now in  i ts f i f th year. 
It i s  achieving a gratifying degree of stability 
and effectiveness as an outcome of the 
Regents’ decision several years ago to en- 
courage a larger role for young surgeons in 
College activities. The 55 young surgeons 
meeting in Chicago at College headquarters 
were selected and subsidized at the meeting 
by individual College chapters, to which they 
will return with a report of their day-long 
plenary sessions and workshops. Represen- 
tatives are regularly enthusiastic a t  the 
opportunity to share views with their col- 
leagues, to  question the staff and officers of 
the College, and to learn more about the 
workings of the College by on-site inspection. 
This allows them to bring back to their chap- 
ters a fresh view of the basic issues confront- 
ing surgery today. 

Following the young surgeons meeting by 
two weeks was the second annual Spring 
Meeting i n  Houston, a successor to the init ial 
1973 Spring Meeting i n  New York. 

The “Spring Meetings” of New York and 
Houston, with others scheduled for Atlanta, 
Boston, and Los Angeles i n  the next three 
years, are an important facet of the College‘s 
long range educational plans. Fundamen- 
tally, these meetings are collections of two- 
day postgraduate courses, featuring plenary 
sessions for up to 500 people, followed by 
smaller group meetings with intensive inter- 
action between moderators and groups of 
20 to 50 participants. A syllabus is provided 
for each course, and case material furnishes 
an opportunity for registrants to  test their 
clinical skills by contrasting their manage- 
ment choices with those of the moderators. 
Enthusiasm for this meeting format was high 
on both occasions. In  Houston, there were 
1,786 surgeons registered, a somewhat 
smaller number than in New York, as had 
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two courses, over the full four day period. 
Thus, two out of three physicians at the 
Houston meeting had come for the purpose of 
taking at least two days of postgraduate 
study, and nearly a third of them spent four 
days in such work. These percentages are 
comparable to the experience with post- 
graduate course attendance in  New York. 

It is too early to draw conclusions on trends 
for the Spring Meetings when we have com- 
pleted only two of the five definitely sched- 
uled. Professional attendance patterns may 
be expected to vary depending on population 
density i n  the general area of the meeting. 
Fellows of the College are the largest group 
attending; non-Fellows and house officers 
each accounted for about 10 percent of the 
participants. 

It is important to stress that these meetings 
are not really “substitutes” for the old re- 
gional or sectional meetings, which were in 
essence expanded chapter meetings. Neither 
are these Spring Meetings at present a place 
for adjunctive meetings of other societies, 
alumni gatherings, televised operations, and 
a l l  the variegated fare which we have come 
to  expect at our Clinical Congress. While the 
program offers movies, distinguished lec- 
turers, general panel sessions, and other 
diversions from a strictly postgraduate course 

,format, we are currently continuing to empha- 
size the basic orientation toward individual 
and small group instruction, resisting the 
trend toward a smaller replica of our Clinical 
Congress. 

In  subsequent planning, our Program Com- 
mittee wi l l  observe carefully the expressed 
wishes of the Fellowship for variations i n  the 
present scheme of these highly successful 
Spring Meetings. Moreover, the College’s 
Committee on Continuing Education is ex- 
ploring new approaches to broadening the 
activities of the College in maintaining com- 
petence of the Fellows by providing increased 
educational opportunities. 
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