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This issue of The Journal of Clinical Ethics offers a new feature: a public forum on bioethics conducted
at Harvard Medical School. The first of these transcripts involves a new law in Massachusetts that provides
more-universal medical insurance to residents of that state.1 But, despite this new law, patients may still be
left short. Marcia Angell, MD, one of the presenters in the forum, comments that trying to meet the needs of
all Massachusetts residents may be like trying to squeeze blood out of a turnip. What about inflation? she
asks. In every context, some patients will need more medical resources than they can get, raising difficult
questions for careproviders:
• When — if ever — should careproviders limit the medical resources they give to some patients, so that
these resources can be given to other patients?
• When — if ever — should careproviders game the system for a patient?
• When — if ever — should careproviders sacrifice their own needs to benefit a patient?
In my introduction to this issue of JCE, I will discuss what careproviders might best say to patients in each
of these three circumstances.
TRIAGE
Two or more patients may sometimes need the same medical resource, such as an ICU bed, and when
this happens, someone must decide who will get the resource. When two or more patients who need the same
scarce resource have the same careprovider, the careprovider may have to decide who will get the resource,
or may refer the decision to someone else. The example of the scarce ICU bed is, in fact, the most frequent
kind of triage problem that careproviders face.2
When making a decision about which patient will be admitted to the ICU, careproviders will accord the
most weight to medical considerations, but such decisions are always, to some extent, inherently ethical.
Thus, perhaps the greater society should make the decision about who should be admitted to the ICU — and
so perhaps who has the greater likelihood of living or dying. Often, however, for numerous reasons, society
hasn’t spoken,3 and careproviders make these triage decisions by default. It may be ethically preferable for
careproviders to try to find an available ICU bed elsewhere, but what they should do isn’t the question I will
discuss. Rather, I will discuss what they should say.
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In these circumstances, careproviders can choose to make a decision themselves, or they can let someone else make the decision. Referring the decision to another may be much easier, because they will be able
to wholly ally themselves with their patients’ interests. If they opt to make triage decisions themselves,
however, it may be much more painful: they will have to tell their patient that they will make a decision that
may compromise the patient’s best interests, due to limited resources.4 Should careproviders divulge this,
and, if yes, what is the best way to do this?
Before considering these questions, however, I would like to clarify that this ICU example is only one of
many possible examples; careproviders constantly face situations like this. Researchers who have studied
triage in the ICU report, for example, “this overarching priority [dilemma] trickles down to everyday priority setting decisions. This trickle-down effect causes everyday decision-making to become a series of moral
stress tests for clinicians.”5
HOW MUCH SHOULD CAREPROVIDERS TELL PATIENTS?
When a triage decision must be made, what should careproviders tell a patient? If careproviders say that
they — or the hospital — must make a decision that will compromise the patient’s best interests, the patient
may strongly react; the patient may leave the hospital or bring forth an appeal. It may be easier for careproviders to refer making these triage decisions to others, but it still may be difficult for careproviders to continue to fulfil their commitment to the patients’s best interests. For example, it takes substantial amounts of
time to argue that one’s patient should be admitted to the ICU. Also, most patients aren’t aware that triage
decisions are routinely made, and those making the decisions may become irate when they learn that patients
are being informed. Given these difficulties, when the need for a patient to be admitted to the ICU is marginal, and it would be within the standard of care to admit the patient to the general ward, careproviders may
prefer to make a decision to admit the patient to a general ward, not the ICU, rather than refer the decision to
another — and not tell the patient that they did this.
If careproviders choose to make the triage decision themselves, they compromise, to some extent, their
total and exclusive commitment to the patient. Should they tell the patient that they have made a triage
decision? Doing this may completely impair the patient/careprovider relationship.6 Yet if they don’t, they
may add lying by omission to compromising their patient’s best interest. Of course, this may be, like using
therapeutic privilege, for the patient’s own good.
Whether careproviders should make a triage decision is open to question, but, if they do, it may be that
they should be fully honest about it. It may establish the kind of patient/careprovider relationship, based on
trust, that can allow patients to transcend the negative response to the withholding of resources that they
otherwise might have.
HOW SHOULD CAREPROVIDERS DIVULGE THIS INFORMATION?
What might be the best way to inform patients? Whether careproviders have chosen to make a triage
decision or not, they can say how sorry they are that, due to limited resources, the patient may receive less
than optimal care.7 This simple statement is all-too-often omitted.8 When careproviders choose to make a
triage decision, they can tell the patient why, for example, they and they alone can best decide what will
benefit their patients, considered together, because they best know all of their patients’ medical needs. Patients who are given this explanation may accept it.
Careproviders may then talk about the pain this causes them. They could say, for example, My having to
do this is killing me. I know your pain is much, much worse than mine, especially at hearing that the resources you need are limited. But this kills me anyway!
To the degree that careproviders can feel pain and openly acknowledge it when they have to fill this
decision-making role, they may acknowledge that patients and careproviders share this state of helplessness:
the need to triage is outside the control of both. To acknowledge this may help some patients feel equal.
Other patients may have a shift in how they feel: prior to this they may have felt they were sitting, as it were,
opposite their careprovider, but now they may feel as though they are sitting side by side, two comrades
united against a common enemy, namely the limited resources available.
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The possible effect of this may be transforming, and it may enable patients to transcend the sense of loss,
or even outrage, they might otherwise have felt for the rest of their lives, in response to being triaged. This
possibility was expressed well by Hans Georg Gadamer, who said, in a more general context, “this whole
process is only valid if it is reciprocal. Think of the humiliation when a greeting is not returned,”9 and “what
we have here is something truly universal in which you and I are the same.”10
WHEN SHOULD CAREPROVIDERS DIVULGE THIS INFORMATION?
Careproviders make these kinds of decisions every day, for example, whenever they choose to spend
less time with one patient than they could, knowing that, as a result, they will be able to spend more time with
another. These kinds of decisions are made so frequently that it is difficult to know when to disclose them to
patients. I have two principal criteria that I suggest.
The first criteria for careproviders is, Do you think the patient will see your making a triage decision as
compromising his or her best interests? One rationale underlying this criterion is that careproviders should
not withhold information from patients.
The second criteria is, Do you feel any anxiety in response to withholding information from a patient?
One rationale underlying this criterion is that what careproviders feel may, in some cases, be a better guide to
what they should do than what they think. This is likely to be the case when a patient’s feelings and his or her
relationship with the careprovider are at stake.
On the other hand, careproviders may (like anyone else) rationalize how they would like events to turn
out. As I mentioned above, it may be painful for careproviders to disclose to a patient that a triage decision
has been made, whether the decision was made by the careprovider or not. Realizing this, careproviders may
rationalize that it is appropriate to keep a triage decision secret.
But careproviders can also take into account whether — or to what degree — the triage decision makes
a significant clinical difference. When the patient is placed at little risk by a triage decision, it may not be as
important to divulge that such a decision was made — although the effect on careproviders of keeping any
secret from patients — important or less important — is the same, oddly enough. It may be that, in making
triage decisions, it is as theologian Paul Ramsey said: “absolutely everything is commanded which love
requires, absolutely everything without the slightest exception or softening.”11
There is, finally, one more problem. Researchers report that, on a neurobiological level, manifested
through neuroimaging, some of us respond more empathically to pain than others.12 Similar to the rest of the
population, some careproviders are probably more empathic than others. Careproviders who are interested
in using the two criteria above may first try to imagine where, on a hypothetical scale for being empathic,
they may be. Careproviders who rate themselves lower on the scale shouldn’t feel discouraged, as they may
be more effective in innumberable contexts when they are more objective than empathic. Many patients, if
they had to choose, would prefer to have a careprovider who is optimally knowledgable, rather than one who
is less knowledgable and more empathic.
But careproviders who see themselves as less empathic on this scale may be at a disadvantage using only
the second criteria (how they themselves would feel about keeping a secret from a patient). These careproviders may try, systematically, to use the first approach more (whether patients could see making a triage
decision as compromising their best interests). This approach requires careproviders to use their imaginations more than their emotions; careproviders might systematically place themselves, in their imagination, in
the shoes of every patient they see who could be affected by limited resources. This exercise may enable
them to compensate for the empathic capacity they may feel they lack, relative to other careproviders.
GAMING THE SYSTEM
Studies report that it is not uncommon for careproviders to game the system to help their patients. In one
study, for example, 28 percent of the careproviders interviewed reported that they exaggerated the severity
of a patient’s symptoms; 24 percent said they had changed a patient’s diagnoses; 10 percent said they had
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recorded nonexistent signs and symptoms to help a patient.13 Many careproviders say they do this because
their professional obligations require it.14 Careproviders may do these things more often in managed-care
settings.15 Gaming may or may not be ethically justifiable in any context, but if gaming is ever justifiable, the
argument in its favor is stronger, obviously, in some cases than in others.
Such an instance may be, in general, when a new medical policy has just been adopted, and at the present
its relative benefits and burdens are not entirely clear. For example, some years ago a policy was adopted to
discharge newborn infants and their mothers more rapidly after delivery.16 Some careproviders who feared
that some of these newborns could be unduly harmed by the new policy tried to game the system, and found
reasons to keep the new mothers — and so their infants — in the hospital longer.17
In general, it is the majority ethical consensus, by far, that careproviders should not game the system.18
A primary concern is that if careproviders game the system it may seriously and fundamentally undermine
the medical system itself. Instead, the majority consensus is that careproviders should try to change the
system if they feel it does undue harm or is unjust.
I have heard from several careproviders who want to help patients who need home oxygen but can’t
afford it. When patients’ oxygen levels are low enough, they may be able to qualify for assistance. The
careproviders tell me that they advise their patients to exercise before their blood is drawn, to lower the level
of oxygen in their blood. (There is now some evidence, however, that oxygen may not be as helpful as
careproviders once believed.)19
In circumstances like this, the first choice careproviders make is whether to game the system. Their
second choice is deciding what to tell a patient if they decide they won’t game. A third choice may be
whether to give a patient the name of a careprovider who will game the system (if known). This is legally
safe. Many careproviders who admit that they game the system say they fear being caught; in one study, 57
percent of the careproviders who admitted that they gamed the system to aid patients said that they feared
being prosecuted for fraud.20
It may be easier for patients to accept that their careprovider refuses to game the system than it is to
accept that their careprovider is willing to make a triage decision that may affect the patient’s best interests.
Careproviders who refuse to game can tell patients quite credibly that they won’t do it because it is immoral.
Even though patients won’t benefit, they may respect their careproviders more. Still, careproviders who
won’t game may be obligated to tell patients even when patients don’t know to ask. Part of their ethical
obligation — if not their professional obligation — is an implicit promise to help patients as much as they
can. Since careproviders have more knowledge about gaming, perhaps they are obligated to tell patients that
they will not game, but there are careproviders who will — and perhaps help patients who are interested find
them.
Careproviders who educate patients about gaming the system may decrease the amount of injustice in
the system, because patients who know that the system can be gamed will no longer have an advantage over
patients who don’t. (The same arguments apply, to an extent, to informing patients about triage decisions.)
Patients may react strongly upon learning that the system can be gamed, but that their careprovider won’t do
this because it is wrong — they may try to find a careprovider who will game the system.
Beyond this, it may be morally inconsistent for a careprovider to tell patients that he or she could game
the system but won’t because it is wrong: by telling patients that the system can be gamed, the careprovider
may in fact further the values that he or she opposes. This is the case to an even greater extent if a careprovider gives patients the name of a careprovider who will game.
Beyond ethical concerns, careproviders who game the system may, as I mentioned above, be emotionally harmed by a fear of legal liability. Even when careproviders won’t game, they may be vulnerable to
feeling emotional pain: they may feel guilty that they did not help a patient, whether or not this is irrational.
But there may be an optimal way for careproviders to tell patients that they won’t game the system, that will
lessen these hurtful feelings, for both parties.
As discussed in regard to triage, careproviders can begin by expressing regrets, and then explain why
they believe that they can’t game. Should they decide to do this, the challenge is to be fully honest. Carepro-
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viders may want to say they will not game because it is a matter of moral conscience, when in reality part of
their concern is fear of being prosecuted (even when the possibility that this might happen is extremely
remote). It is morally acceptable in almost every case for careproviders to choose not to do things for a
patient that causes them fear — among other reasons, if they do something that causes them fear, they may
come to resent the patient, and this may destroy their relationship altogether. In this situation, a fully honest
disclosure might be: I don’t want to game the system — partly due to personal moral scruples, partly because
I don’t want to be caught breaking the law — and, really, it might be hard to say which is stronger! Sharing
this openly and honestly may preserve the sometimes profound positive outcomes that a trusting patient/
careprovider relationship can achieve.21
SACRIFICING PERSONAL INTERESTS
A third way that careproviders may respond when medical resources are deficient is to sacrifice their
own personal interests to better meet the needs of their patients. A classic example is when careproviders risk
death to care for patients during an epidemic.22 In the early years of the HIV epidemic, careproviders feared
caring for patients with HIV. If a pandemic were to occur, to what extent would careproviders be willing to
sacrifice their own interests — and those of their families? Mitigation plans for these kinds of catastrophes
commonly include how best to distribute the services of careproviders who are available0.
Yet careproviders could, in these conditions, refuse to assist. They would know that their loved ones
could become infected, and, in these extreme conditions, they might choose to stay with their family members to protect or care for them, rather than attend patients. Such potential conflicts between meeting patients’ needs optimally or meeting our own needs, also arise daily in clinical situations due to limited medical
resources. Conflicts may involve such small acts as a careprovider deciding whether to call a patient after
work, at the end of the day, to inquire how the patient has fared on a new medication.
Careproviders who make phone calls for this and other reasons may benefit patients far more than might
be imagined. They may significantly motivate patients to better manage any number of chronic illnesses
such as diabetes that may cause very serious additional medical problems such as blindness and death.23
Careproviders’ phone calls have even been reported to help patients who have problems involving substance
abuse and adolescents who are suicidal,24 both of whom are among the most difficult patients to treat. The
most common conflict, however, is when a patient requests an intervention that a careprovider, due to conflicting personal feelings, doesn’t want to provide.
For example, patients may ask careproviders to give them exceptional medications, diagnostic tests, or
referrals to specialists.25 These exceptional measures will probably provide greater benefit, but are more
costly than routine measures. Careproviders may want to avoid them, in part to hold down costs, but also
because they fear that others who have greater responsibility for minimizing costs will criticize them for
“caving in to patients’ demands.” In many cases careproviders could agree to patients’ requests for medical
reasons, but, in fact, careproviders often agree for personal reasons.26 Patients may exert extreme emotional
pressure on careproviders to comply with their wishes, over time. As one cardiac surgeon stated, “I think
what’s more of an urgency rating score is the guy who stamps his feet.”27 At a certain point — and this is
different for every careprovider — we may choose to grant patients’ requests over and against our own
personal wishes to avoid discomfort.
When situations arise in which careproviders can benefit patients by making self-sacrifices, and they are
aware that this is the conflict they face, they should answer the same questions discussed above:
• Should careproviders ever self-sacrifice? If yes, when?
• If careproviders can help a patient by self-sacrificing, but choose not to, for whatever reason, should
they tell the patient?
The second question can be extended. Suppose a careprovider decides to tell a patient that she or he
could self-sacrifice — but won’t. Should the careprovider go further? Should the careprovider tell the patient
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that he or she would make the same self-sacrifice if the patient was a family member? It may sound absurd
to even ask this last question, because no matter how nicely it is stated, it sounds contemptuous, but it is very
often the truth. For example, it is not all that unusual for a careprovider to bypass usual channels to reach
another careprovider when a family member has an urgent medical need. As I will discuss below, some
patient populations will only do well when their careprovider is absolutely honest with them, and tells the
truth to this degree.
Further, as I stated above, when careproviders disclose information to patients, they help to decrease the
advantage that informed patients have over uninformed patients. Or, careproviders could decide that they
will disclose this kind of information to patients only when patients ask about it; for example, a patient may
say, “I bet you would do this for me if I were a member of your own family. You would do this for your
family, wouldn’t you?”
As in the discussion about triage decisions above, careproviders may be able to use how they feel in a
situation to understand what they should do. If they can identify a painful feeling because they did not do
something for a patient that they could have, they can use this feeling to infer the possibility that they have
not meet the patient’s needs to the greatest extent possible, because it conflicted with meeting a need of their
own.
As an example, I recall a time that I chose not to self-sacrifice for a patient, which I regret even now. A
patient had a problem involving drug abuse and missed his appointment with me. I considered calling him
immediately, but didn’t. Even though I didn’t call, I continued to feel anxious that I hadn’t. At the time, the
patient was experiencing cravings, and there is data suggesting that my calling him may have made a difference in his outcome. In fact, the patient did relapse, but now is doing better.
My point is not that I should have called (whether I should have is now clinically a very controversial
debate).28 My point is that the painful feeling I experienced when I decided not to call could have alerted me
that the call might have met my own needs. I was fully aware that, to succeed with the patient, I should begin
wherever the patient was at that time.29 But I rationalized and told myself that the patient should take responsibility for his own problem. While this was true in one sense, it was not true in that the patient lacked the
skills he needed to do this on his own, at that time.
In any case, there are a number problems with self-sacrificing; for example, even when the degree of
self-sacrifice is small, careproviders may feel resentment toward a patient afterward, and this resentment
may deprive them of the capacity to relate well with the patient. One careprovider stated, for example, “[I
am] not the sort of moral saint who could carry out a self-sacrificial life without exhibiting bitterness and
resentment.”30
Given that some careproviders know that they could self-sacrifice and will not, why even consider
disclosing this to a patient? Why take truth-telling to this degree? The overriding answer is: It is the truth.
Careproviders may be able to be honest about who they are, as fellow humans, with patients. This may
be particularly important to patients, should they end up without medical resources they need. When careproviders tell patients they won’t self-sacrifice, the effect on patients may not be as bad as might be imagined; in fact, the effect might be just the opposite. For example, I have shared this kind of painful truth with
patients on more than one occasion, usually involving my challenging another careprovider who has made a
determination regarding the patient. In these instances, the patient might have benefited if I was successful in
challenging the determination — for example, the patient might have received increased monetary gain for
her or his illness. I should add that, in all of these instances, it would have been most unlikely that I would
have been able to change the determination, as sole dissenter — the majority view would almost surely have
prevailed.
I have sometimes said to a patient in these situations: I could challenge this determination, but I can
vividly imagine the exceptional stress I will feel if I do. Thinking about it, I really don’t want to do this. I’m
sorry. Surprisingly, the patients have not become angry, walked out, or sought another careprovider. It is as
if they appreciated and perhaps even were moved by my candor. In one way or other, they offered me their
support! One patient, for example, reversed roles and gave me counseling: he said, “People have to make
decisions whether they are right or wrong. If they are wrong, that’s just how it goes.”
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As I mentioned above, it may not be a net good for careproviders to consider making such sacrifices
because they end up resenting the patient, which will harm the relationship with the patient, and harm the
patient. This resentment may be outside the careprovider’s conscious awareness, and be insidious. In my
very limited experience, the most important benefit in disclosure has been the gain in the quality of the
relationship that patients and careproviders experience. Such improved emotional engagement may be exemplified by the response of the patient I described above, who decided to offer me some counseling. The
increased engagement may occur in response to self-disclosure; perhaps the disclosure has a leveling effect,
as I previously said.
On the other hand, some careproviders might want to disclose to a patient that they could help, but
won’t, as a way to relieve their own guilt feelings — almost as an unfaithful spouse might, confessing to a
marital partner after an affair. Given these complexities, what should a careprovider say to a patient who
says, “You would do this for me if I were a member of your family!”?
I have had this experience, as have many others; for example, when a patient is a person who feels
exceptional agony when alone, and wants the careprovider to be available night and day. When a patient who
felt this way said to me, “You would do this for me if I were a member of your family!” I said, Yes, you’re
right. I would be available to a family member as you want me to be available to you, just as you say.
Whenever this occurs, responding honestly to the patient is critically important to the survival of the relationship and its subsequent thriving.
This is where I have chosen to draw the line in my own practice: I do not tell patients that in some
instances I will not self-sacrifice unless they ask me. In this way I may be treating my patients less than
equally, as my patients who don’t ask me about this won’t know.
Some patients will not feel resentment even when careproviders do share this kind of information with
them, for example, patients who are homeless or those who are presently incarcerated. I have had the extreme good fortune to talk with some careproviders who are exceptionally effective in enabling these patients to transform and find new meaning in their lives. The careproviders are able to reach the patients, form
relationships with them, and, based on the relationships, enable the homeless and incarcerated to find unprecedented meaning in their lives. The careproviders say they have been able to do this by being absolutely
authentic, or honest, with these patients. The careproviders say that their success includes telling patients,
when they ask, the truth about what they and others feel about the patients.
It is possible that the patients who ask, “Would you sacrifice more for your family than you would for
me?” want, more than anything else, to know if their careprovider will tell them the truth. Patients who don’t
ask may not want to know; they may prefer to avoid the ugly human truths that can be made explicit with
total candor.
It is possible that the absolute candor that persons who are homeless or imprisoned may require in a
relationship with a careprovider exists in all of us, wholly out of our consciousness. Here is an account that
suggests this.
I was seeing a teenager who, in a fit of anger, smashed out all of the windows in his father’s car with a
sledgehammer. He said his family had told him that they thought his doing this was both crazy and wrong,
and he asked me if I agreed with them. Perhaps unwisely, I said “Yes.” He became very angry and stormed
out. He refused to see me again. After some time had passed, though, he called, saying he wanted more than
anything to take his own life, so didn’t know why he was calling me. He agreed to resume treatment. He
didn’t take his life and is now doing well. Why did he call? Perhaps it was because of my previous honesty.
Some final points. In the situations described above — triage, gaming, and self-sacrifice — rather than
making decisions about disclosure, careproviders could ask patients what they want. They might say,
• Due to limited resources, other patients’ competing medical needs may have to be considered against
yours. Would you want me to tell you more about this, if this was going on now? or
• Sometimes careproviders game the system for patients, or they may be willing to stretch — or even
distort — medical findings to benefit patients. Would you want me to tell you if this was possible, even if
I, myself, was not willing to game the system? or
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•

In some instances, careproviders can go beyond the present standard of care, and that may possibly
benefit a patient. Would you want me to tell you when this is a possibility, even when it isn’t something I
myself would offer?

The downside to asking is that patients may well say, “No, I don’t want this information.” They may say this
not because it is the truth, but because they sense that saying “Yes” would be painful for the careprovider or
for themselves. They may want to protect their careprovider, as I mentioned previously.
Finally, what happens if a careprovider takes one of the initiatives I’ve described and it bombs? What if
a careprovider says one of the things I’ve suggested, and the patient objects? There are ways that a careprovider can help. First, express regret: I’m sorry that I am only able to offer you somewhat less than full
treatment, or, I’m sorry that I’m not willing to game the system, or, I’m sorry I wont be available for you as
much as you’d want me to, when other careproviders might.31 When apologizing, a careprovider should be
particularly careful not — even implicitly — to give a patient some (false) excuse. It may be overwhelmingly tempting to make an excuse in this situation, but doing this may undo all the careprovider has gained
from telling the whole truth.
Second, careproviders should validate the patient’s responses. Of course you feel hurt and angry. I
would feel this way if I were you, too. Third, a careprovider should ask, Is there a way — anyway that you can
think of — that I could still possibly make amends? Perhaps even something I could do differently when I see
someone else?
It may be that what the patient asks for is not be possible. Still, the careprovider asked, and what the
patient suggests may be possible.
I end this section with another example. Several years ago, I failed to free myself up to go to a patient’s
funeral. The patient’s husband, whom I’d treated with her, told me when the funeral was, and then said, “I
know you’re busy, please don’t come.” I didn’t, and it turned out that the husband was crushed. I called him
later and acknowledged how bad I felt for not attending the funeral. I also said that this would not happen in
the future; I would make it my priority to go to the funerals of patients. This was how I made amends. Saying
all this, particularly making and expressing this amends, I believe, enabled us to get back to where we had
been.
CONCLUSION
Political innovations, such as those now taking place in Massachusetts, will result in more patients
receiving the care they most need. Still, careproviders will most likely continue to face many difficult ethical
choices when resources are limited.
Careproviders may want to tell patients more in these situations than they customarily have said in the
past; in regard to self-sacrifice, I have suggested that when careproviders share that they could help, but
won’t, the results may be paradoxical: some patients may respond by wanting to reassure their careprovider
that if they are human in this way, it is okay with them.
Albert Camus wrote in The Plague about a physician, Dr. Bernard Rieux, and his anguish under the
conditions of a plague. Camus wrote, “What’s true of all the evils in the world is true of plague as well. It
helps men to rise above themselves.”32 This may be so; when resources are limited, as they are during a
plague, it may also bring out the very worst in people. But in the more everyday circumstances of scarce
resources, careproviders may have a unique opportunity to relate to their patients without the usual barriers.
Careproviders may be able to openly acknowledge their shared helplessness and even vulnerability. By
acknowledging more openly the stark realities that confront them, careproviders may be able to establish a
connection with patients that they, or their patients, have not had before.33
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NOTES
1. This public discussion perhaps exemplifies Alvin Gouldner’s claim that, in general, as persons become more educated they become increasingly committed to the collectivity as a whole. A.W. Gouldner, The
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