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professionals spoke up and prevented 
harm and improved care. In addition, we 
offer an analysis of the ethics and profes-
sionalism principles that were violated or 
upheld in each scenario. We also make 
the case that everyone working in a health 
care setting, from physicians to medical 
students, has a duty to speak up when pa-
tients face harm. Finally, we offer practical 
advice for encouraging health care staff to 
speak up.

Methods
We selected the four cases because the 
details of them are in the public record. 
They either received coverage in the media 
or were the subject of journal articles. 
For each scenario, we analyzed the ethics 
and professionalism principles that were 
violated or upheld using the Physician’s 
Charter on Medical Professionalism and 
the principles of medical ethics as a frame-
work. The Charter lists three fundamental 
principles: 1) primacy of patient welfare, 
2) patient autonomy and 3) social justice.3 
These principles are similar to the four 

prima facie principles of medical ethics: 
beneficence (duty to promote patient 
welfare), nonmaleficence (duty to prevent 
or do no harm), patient autonomy (duty 
to respect persons and their rights) and 
justice (duty to treat patients fairly).4 These 
principles encompass most ethical and 
professional concerns in health care.

SCENARIO 1
On December 18, 2007, The Arizona 
Republic reported that a Mayo Clinic 
surgeon-in-training had used a cellphone 
to photograph a patient’s [tattooed] geni-
tals during surgery.5 The surgeon took 
the photo on December 11, 2007, during 
a gallbladder procedure.5,6 On December 
17, 2007, a member of the operating room 
staff reported the incident to the Republic 
through an anonymous phone call (nam-
ing the patient and the surgeon). On the 
same day, the surgeon called the patient, 
apologized and warned him that the inci-
dent would be reported in the newspapers. 
The patient told the Republic, “. . . I feel 

Patients trust that the professionals in-
volved in their health care are acting 
in their best interests and will pro-

tect them from harm. For the most part, 
that is exactly what happens. However, 
these same committed individuals fail to 
promote patients’ interests when they do 
not speak up in certain situations such as 
when it looks like a surgery may be per-
formed on the wrong site, when they wit-
ness a co-worker’s unprofessional behavior 
or when they see a process that could be 
improved. Speaking up is simply not being 
silent when confronted with “risky” topics 
such as broken rules and incompetence.1,2 
In the health care setting, speaking up 
involves alerting team members when a 
patient faces unnecessary harm and, if 
appropriate, engaging others to prevent 
future harmful acts.

In this article, we describe two incidents 
that occurred at Mayo Clinic that resulted 
in patient harm because health care profes-
sionals remained silent and two in which 
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consultation was conducted and appropri-
ate donors were selected. Those events 
also prompted a formal ethics analysis of 
mass altruistic, living, unrelated organ do-
nation and the creation of new procedures 
for handling such situations.10,11

The social workers who spoke up ad-
hered to several ethics principles. They 
acted with patients’ best interests in 
mind and attempted to prevent harm (ie, 
unwanted kidney donation). They also 
respected patients’ autonomy by working 
to ensure that potential donors made their 
own decisions regarding organ donation 
without coercion. The social workers 
also drew attention to Mayo’s procedures 
regarding living organ donation, leading 
to an institutional analysis and new proce-
dures regarding group donations.10

SCENARIO 4
A quality review conducted at Mayo Clinic 
in Rochester revealed that outpatient 
thoracenteses were associated with more 
pneumothoraxes when performed in the 
Division of Pulmonary and Critical Care 
Medicine than when performed in the 
Department of Radiology (9% vs 2% of 
cases, respectively). Although both groups’ 
performances were within the acceptable 
standard for iatrogenic complications 
associated with this procedure, the dis-
parity between the two groups troubled 
physicians and prompted them to speak 
up and advocate for improvement. They 
discovered that thoracenteses increasingly 
were being referred to the Department of 
Radiology, and the physicians, residents 
and fellows in pulmonary and critical care 
consequently were receiving less training 
and had less experience in performing 
the procedure. The group implemented a 
quality-improvement project that focused 
on physician training and procedure stan-
dardization, including use of ultrasound 
guidance. Two years after the intervention, 
the pneumothorax rate in the Division of 
Pulmonary and Critical Care Medicine 
decreased to 1%.12

This scenario illustrates how speak-
ing up can lead to quality improvement. 
Health care professionals must be willing 

and their families were contacted.8 Since 
then, Mayo has tested approximately 3,500 
patients. Of those, two more have tested 
positive for hepatitis C, and their strains 
have been linked to that of the employee.9

The employee who diverted drugs obvi-
ously violated the principle of beneficence 
by denying patients their medications. 
In addition, he violated the principle of 
nonmaleficence by harming patients (eg, 
infecting some with hepatitis C virus and 
causing psychological distress for oth-
ers). Although it is unclear whether the 
employee’s co-workers witnessed the per-
petrator diverting drugs or manifesting 
behaviors associated with drug diversion, 
it is possible some did. And if they did, 
failing to speak up also would have vio-
lated nonmaleficence.8

Mayo Clinic officials promptly inves-
tigated the matter and alerted affected 
patients, authorities and the public. 
Thousands of patients were contacted and 
offered free testing, care and counseling. 
In addition, the employee was terminated 
and prosecuted.9 Mayo has since imple-
mented protocols to prevent drug diver-
sion at its facilities that include encourag-
ing employees to speak up if they suspect 
diversion of controlled substances. 

SCENARIO 3
In 2002, a man contacted Mayo Clinic in 
Rochester asking to be a living, unrelated 
kidney donor. He identified a potential 
recipient through the Internet. After he 
underwent physical and psychological 
screening, successful organ retrieval and 
transplantation occurred. Following the 
procedure, the donor was identified as 
the leader of the Jesus Christians, a small 
Australian religious group that teaches 
that adherents should be “living sacrifices” 
by donating organs to others.10 After his 
organ donation experience, the leader 
encouraged his followers to participate in 
similar donations. Subsequently, a group 
of six Jesus Christians arrived at Mayo 
Clinic with the intent of donating kidneys. 
Social workers, concerned that some of 
the potential donors were being coerced, 
spoke up to the transplant team. As a 
result, operations were delayed, an ethics 

violated, betrayed and disgusted.”5 The 
surgeon was placed on administrative 
leave and was later said to no longer be 
practicing at Mayo Clinic. As of July 2008, 
Mayo was still attempting to identify the 
staff member who reported the incident to 
the Republic.7

Respect for patient autonomy requires 
health care professionals to maintain 
patient confidentiality. In this case, the 
surgeon certainly violated patient con-
fidentiality by taking a photograph of 
the anesthetized patient without his per-
mission. Likewise, the individual who 
reported the incident with the patient’s 
name to the press egregiously violated pa-
tient confidentiality. The other profession-
als who were in the operating room at the 
time the photograph was taken also failed 
to respect the patient’s autonomy because 
they did not speak up and stop the sur-
geon from taking the photograph. 

Mayo Clinic immediately admitted that 
the infraction occurred and apologized. In 
addition, the surgeon was dismissed. 

SCENARIO 2
In late 2006, at Mayo Clinic’s Jacksonville, 
Florida, campus, two transplant recipi-
ents were identified as having contracted 
hepatitis C. A three-and-a-half-year inves-
tigation ensued, and more cases were dis-
covered. Mayo officials partnered with the 
local Department of Health and the Cen-
ters for Disease Control and Prevention 
and determined that all of the infected pa-
tients had undergone procedures in Mayo’s 
radiology department. Twenty-three 
employees in that department underwent 
testing; one tested positive for hepatitis C 
infection. That employee, whose role was 
to support a nurse and physician during 
invasive procedures, was removed from 
patient contact. 

In August 2010, this employee’s hepa-
titis C virus was shown to be a genetic 
match to strains from three infected 
patients. The employee subsequently ad-
mitted to using medications intended for 
patients and refilling used (and contami-
nated) syringes with saline. Law enforce-
ment, the local Department of Health, 
the state licensing bureau, and patients 
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Medical Professionalism, health care pro-
fessionals have a clear responsibility to 
speak up.

German philosopher Immanuel Kant 
advocated a duty-based morality. Although 
self-interest, sympathy and fear of con-
sequences can be motivators, actions are 
not moral unless they are driven by duty. 
Health care professionals have a duty to 
promote patients’ well-being, and this in-
volves speaking up when appropriate. The 
professional who remains silent is choos-
ing his or her own interests (ie, avoiding 
discomfort) over the patient’s interests. 
Kant formulated a categorical imperative 
that can be used as a guide in difficult 
moral situations: “Act only in accordance 
with that maxim through which you can 
at the same time will that it become a uni-
versal law.”17 With this imperative in mind, 
speaking up becomes mandatory.

Applying the Lessons
How can health care professionals, staff 
and students be encouraged to speak up? 
First, individuals and institutions must be 
committed to promoting a culture condu-
cive to speaking up. Second, institutions 
should provide training on how to speak 
up. Speaking up (eg, how to respectfully 
refuse to comply with an inappropri-
ate order, how to confront a colleague 
who is about to harm a patient) can be 
taught. Third, health care professionals 
need multiple avenues for speaking up. 
Although direct verbal communication 
is the most obvious one, that approach 
does not always work as it may elicit anger 
or retaliation. At Mayo Clinic, individu-
als are encouraged to direct concerns to 
their supervisors and, if necessary, to 
Mayo’s Compliance Office, which offers 
a confidential and anonymous hotline 
for employees to express their concerns 
about events and behaviors witnessed in 
the workplace. Fourth, institutions should 
support and protect those who speak up, 
should their identities become known to 
others, through nonretaliation policies. 
Mayo’s policy states: “Anyone who hon-
estly and in good faith reports suspected 

other physician’s competence, fewer than 
1% were willing to discuss their concerns 
with that colleague.

What underlies the fear of speaking up? 
Medical students and residents may be 
concerned about retaliation in the form of 
poor grades and evaluations. Confronting 
an attending physician can be intimidat-
ing, and prior experiences and the “hidden 
curriculum” (a set of influences that func-
tion at the level of organizational structure 
and culture13) may encourage medical 
students and residents to remain silent.1 
This hidden curriculum, in turn, may be 
passed on to the next generation.14 Nurses 
may have similar reservations, although 
their reticence may stem from lack of 
confidence, previous failed confrontations, 
pressure from supervisors and fear of re-
taliation. Nurses also fear that speaking up 
will be perceived negatively and could re-
sult in their being ostracized by colleagues. 
Indeed, research has shown that speaking 
up can have negative consequences, with 
nurses reporting verbal abuse, threats and 
pressure to retract their statements after 
doing so.15

The Vitalsmarts study also showed that 
health care professionals avoid speaking 
up because of discomfort associated with 
confrontation, perceived lack of ability 
and obligation (ie,“not my job”) and lack 
of confidence about successfully affect-
ing change. Lack of time and opportuni-
ties also prevented them from voicing 
concerns. Instead, many professionals 
resort to discussing problems informally 
with peers. Depending on the issue, one-
quarter to one-half of the participants in 
the Silence Kills study said they vented to 
co-workers and warned them, rather than 
tried to solve problems.2

As illustrated by two of the scenarios in 
this article, remaining silent can result in 
harm to patients. In its seminal report “To 
Err Is Human,”16 the Institute of Medicine 
lists communication failure as a cause of 
medical errors. Remaining silent when a 
patient faces harm is a communication 
failure. Patients must trust that their health 
care providers will act in their best inter-
est, and this includes speaking up. Indeed, 
according to the Physician’s Charter on 

to question and continuously assess their 
practices for the benefit of patients. In 
this scenario, the clinicians’ actions were 
consistent with beneficence and nonma-
leficence. The redesign and implementa-
tion of new procedures resulted in better 
patient care and fewer complications. 
Furthermore, the ethics principle of justice 
was exemplified by this scenario through 
reduced complications and, therefore, use 
of fewer resources.

Discussion
In addition to noting that the physician’s 
duty is to promote patients’ welfare, pre-
vent harm, respect patient autonomy and 
promote justice, the Physician’s Charter on 
Medical Professionalism lists responsibili-
ties that include having a “commitment to 
improving quality of care,” in which health 
care personnel and professionals work 
“collaboratively … to reduce medical error, 
increase patient safety, minimize overuse 
of health care resources and optimize the 
outcomes of care.”3 Dwyer summarizes 
these duties as a Socratic maxim: Primum 
non tacere or “First, do not be silent.”1 
Based on tenets of the Charter, we believe 
all health care workers—from physicians 
to staff to students—have a duty to speak 
up to promote patient welfare, prevent 
harm, respect patient autonomy and pro-
mote justice.

Unfortunately, evidence suggests that 
individuals often are inclined to remain 
silent when they should speak up. For ex-
ample, in Vitalsmarts’ Silence Kills study,2 
more than half of nurses indicated they 
were concerned about a colleague’s com-
petence, but fewer than 1% were willing to 
speak up. Of the one-third of nurses who 
were concerned about a physician’s compe-
tence, fewer than 1% were willing to voice 
their concerns. Likewise, although more 
than four of five physicians had concerns 
about a nurse or other allied health pro-
vider’s competence, fewer than 1% were 
willing to share those concerns with that 
individual. Furthermore, of the two-thirds 
of physicians who had concerns about an-
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gardless of authority gradient.” If an indi-
vidual is uncertain about whether an event 
should be reported, he or she should dis-
cuss the matter with a trusted colleague, 
supervisor or administrator. Speaking up 
can be integrated into everyday practice. 
One way this is being done is through use 
of the checklists that all team members in 
clinical units must use.20 Such lists flatten 
hierarchies and facilitate communication 
and thus reduce the potential for patient 
harm and improve outcomes. In addition, 
speaking up can be integrated into quality-
improvement efforts. The physicians in 
Scenario 4 stated, “. . . we learned to view 
the ‘problem’ as one outcome variable of 
an overarching process, and we clarified 
our goals to improve the process of train-
ing and patient care, not just to reduce 
pneumothoraces.”12 Their efforts helped 
create a positive outcome. 

Conclusion
Although it is impossible to stop all who 
seek to do harm or to eliminate all risk 
associated with human error, individuals 
can speak up when they suspect someone’s 
actions could lead to harm. To prevent 
harm and provide high-quality, patient-
focused care and adhere to the Physician’s 
Charter on Medical Professionalism and 
the requirements of well-established medi-
cal ethics principles, every member of the 
health care team must be willing and en-
couraged to speak up. MM
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wrongdoing will be protected from retali-
ation.”18 Those who speak up should have 
ready access to institutional leaders who 
are their advocates.

Scenarios 1 and 2 culminated in three 
institutional initiatives: 1) initiation of a 
campaign encouraging employees to speak 
up when harm is threatened or observed, 
2) an enhanced focus on promoting a 
culture of safety and 3) creation of profes-
sionalism consultations by Mayo Clinic’s 
Program in Professionalism and Ethics. 
These consultations are offered to work 
units, divisions and departments that have 
professionalism concerns beyond those 
involving individuals (eg, poor communi-
cation and teamwork). The consultation 
team interviews stakeholders, gathers 
data, formulates an assessment and makes 
recommendations for addressing any con-
cerns that are identified.

In most cases, speaking up is a straight-
forward undertaking. It might take the 
form of a resident respectfully disagreeing 
with an attending’s diagnosis. It might be a 
concerned nurse pausing in the operating 
room and saying “I need clarity” before 
surgery is performed on the wrong site. 
Such nonthreatening statements prompt 
listeners to stop what they are doing and 
check in with team members about  
concerns. 

In all cases, mitigated speech, which 
is any attempt to downplay or sugarcoat 
the meaning of what is being said, should 
be avoided.19 Individuals, typically sub-
ordinates, often use mitigated speech 
when they are ashamed, embarrassed or 
trying to be deferential to authority. The 
intended recipient, typically a superior, 
consequently does not hear, understand or 
consider the message.19 Take, for example, 
a pharmacist who knows a physician has 
prescribed a medication that will harm a 
patient. The pharmacist should not say 
to the physician, “You might consider an-
other medicine.” Instead, the pharmacist 
should say, “Don’t prescribe that medicine. 
I recommend ….” 

“To Err Is Human” recommends that 
health care institutions develop cultures 
“in which communication flows freely re-
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