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ABSTRACT 

 

 

The pediatric emergency department (PED) provides a unique environment to consider 

ethical issues faced in modern healthcare. Using a combination of personal reflections 

and a review of current literature, ethics within the PED is explored as it pertains to four 

categories: informed consent, health literacy, language barrier, and implicit bias. Parental 

consent is generally required for pediatric care, but there are exceptions encountered in 

the PED. Although children typically cannot provide consent, soliciting assent respects 

their autonomy and maturing cognitive development. Limited health literacy is a 

prominent issue in the U. S., yet healthcare information continues to be delivered in ways 

that do not adequately account for this. Change will necessitate creative solutions and 

reorientation to a focus on health equity and justice. Physician implicit bias may be 

related to a patient’s negative behaviors or inherent characteristics (e.g. race), and can 

result in adverse health outcomes for affected children. Physicians should confront their 

subconscious biases through introspection, open discussion, and implicit-bias training. 

Access to healthcare information in one’s native language is a basic human right 

protected by law. Use of qualified medical interpreters can alleviate disparities faced by 

patients with limited English proficiency, but may be underutilized in the PED. 
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CHAPTER 1: INTRODUCTION 

 

It’s a busy Friday night in the pediatric emergency department. You leave your 

last patient’s room exasperated. It’s the third time this month the single mother has 

brought her kid in for asthma exacerbation and she has yet to see her primary 

pediatrician. You’re beginning to wonder if she even cares about her child’s health. You 

take a moment’s break to sip some coffee, put in some orders, and check if the X-ray 

results are back for the Latino boy in Room 8 who tripped while playing basketball. Bad 

news: he fractured his forearm. The family has already been waiting over an hour just for 

the results, but the parents are Spanish speaking only. It’s going to take a while to set up 

the translator phone to explain the results, splint procedure, and follow up plan, but 

you’re already running so behind. Since it’s not life-threatening, you push them down on 

the to-do list and make a mental note to get back to them as soon as things calm down a 

bit. Instead, you decide to discharge the teenage girl in Room 10 whose urine came back 

positive for pregnancy. Just as you’re reassuring her that you won’t relay her test results 

to her mother, you hear a call from the hallway requesting a physician’s help. You race 

out of the room before you can finish giving the teen follow-up instructions in order to 

see what’s the problem. You’re greeted by a hysterical mother holding her febrile, seizing 

baby and the group of nurses directing her towards the trauma bay. Knowing that this 

infant will most likely need a sepsis workup, your mind only has a second’s forethought 

to ask the triage nurse to grab a lumbar puncture consent form before you are off to join 

them in the fray. 
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The pediatric emergency department (PED) is truly a crossroads, where primary 

and acute care meet and patients from all walks of life come to be served. It offers a 

unique environment to explore hot button ethical issues, including social justice, health 

equity, patient autonomy and capacity, and physician obligations. Pediatric emergency 

medicine (PEM) physicians have the added challenge of navigating these issues within 

the distinctive confines of the child-parent-doctor relationship. Using a combination of 

personal reflections and a review of current literature, I will explore ethics in the PED as 

it pertains to four ethical categories: informed consent, health literacy, language barrier, 

and implicit bias.  
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CHAPTER 2: INFORMED CONSENT 

 

It had been pretty slow that evening in the emergency department. Since I hadn’t 

seen a single patient for the first hour of my shift, I resolved to see the next patient to 

come in. I clicked on her name the moment it showed on the tracker without a moment’s 

thought. It wasn’t until I read the triage note - a teenage girl presenting for an arm 

injury, concern for domestic abuse - that I knew that I was about to enter a delicate 

situation. Before I headed into the room, my attending was kind enough to stop me and 

give me a few tips. Be sure to get the whole story. Find out who came with her and 

whether the police were contacted. And above all else, document everything. 

When I entered the room, I was surprised to find not one, but two teenage girls. 

My patient, a 16-year-old African American girl, was seated on the table with her phone 

in her good hand and injured arm carefully sheltered by her abdomen. Her companion by 

her bedside must have been about the same age if not a year or two younger. After my 

standard introduction, I made sure to ask the identity of her companion. The patient 

confirmed she was a friend, not a family member, but consented to allowing her stay in 

the room for the interview and evaluation. She also informed me that her mother had not 

accompanied her to the emergency department because she was working. However, the 

triage nurse had already contacted her over the phone to gain permission that her 

daughter be seen and treated at the hospital, although the reason for the visit had not 

been disclosed. 

I proceeded with my interview and examination and uncovered a truly 

heartbreaking story. She reported that the injury to her arm had been the painful result of 
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a heated altercation with her boyfriend, which had ended only when he pushed her down 

onto the concrete pavement. She ended up sustaining a broken wrist in the aftermath. 

Even more disturbingly, she revealed that this had not been the first time he had 

physically assaulted her. Almost like a cliché, they had had countless fights that always 

turned physical and ended with breakups, only for her to return and try to make the 

relationship work. My heart wretched as I thought of the unending cycle of domestic 

abuse - something we consume in TV dramas or discuss in classrooms, but so raw when 

encountered in real life. I asked her whether she had contacted the police, but she 

declined. Although everything in me said that the police needed to be notified 

immediately, I resisted that urge. I wanted to respect her wishes and understand her 

reasoning. It turns out that she had done so before, but unfortunately, not much had come 

of it. She was now hesitant to try again. With the help of a social worker, we were able to 

discuss the pros and cons of filing an official report with the police as well as letting her 

mother know the true cause of her injury. Eventually, she did decide to do both. 

After presenting the patient to my attending, he placed the necessary orders for 

the workup. However, before proceeding, he requested that I continue to work with the 

nurse and social worker to contact the mother again so that she was aware of necessary 

interventions. 

 

Informed consent is a complex concept with intersecting ideals involving both 

ethics and law. There are three major aspects of informed consent that clinicians must 

fulfill: “disclosure of information to patients and their surrogates, assessment of patient 

and surrogate understanding of the information and their capacity for medical decision-
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making, and obtaining informed consent before treatments and interventions” 

(Committee on Bioethics, 2016). The need for informed consent in the healthcare setting 

can be explained using a bioethical framework. The principle of autonomy holds that 

patients have the right to make decisions concerning their health and bodies taking into 

consideration their own value system (Dreisinger & Zapolsky, 2018). In order to make 

truly “informed” decisions, a physician must provide the patient with all necessary and 

accurate information, including risks, benefits, and alternatives to the proposed medical 

intervention. Physicians must be careful not to coerce or manipulate the patient into 

making a decision, as this strips him of his autonomy. Likewise, in order to truly consent, 

a patient must fulfill four major criteria: “decision-making capacity, disclosure, 

comprehension, and voluntariness” (Dreisinger & Zapolsky, 2018).  

The pediatric population poses interesting circumstances for obtaining informed 

consent. Pediatric patients are typically not considered to have the decision-making 

capacity required to provide informed consent. In most cases, the parent or legal guardian 

will act as a surrogate on behalf of the child. Thus, parental consent is generally required 

for the medical evaluation and treatment of minor children (Committee on Pediatric 

Emergency Medicine and Committee on Bioethics, 2011). This is why the triage nurse, 

and later, my attending sought the mother’s permission before proceeding with treatment 

of her daughter. There are, however, exceptions to this general rule. 

The unique environment of the PED provides one such situation where informed 

consent need not be obtained. Pediatric patients may present to the PED with a life-

threatening condition in need of urgent medical treatment, but without an accompanying 

parent or legal guardian. What avenues are available to the PEM physician when the 
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severity and time-sensitivity of the situation is not conducive to obtaining formal 

informed consent? Thankfully, the law recognizes this unfortunate possibility. The 

Emergency Medical Treatment and Active Labor Act (EMTALA) dictates that PEM 

physicians have a duty to treat pediatric patients presenting with urgent or emergent 

conditions regardless of their age, and medical care should not be withheld or delayed to 

obtain informed consent from a parent or legal guardian (Committee on Bioethics, 2016). 

Physicians are required to conduct a medical screening examination to assess for 

emergency medical conditions, which broadly includes anything life- or limb-threatening, 

anything that could result in significant impairment or dysfunction, or cases of severe 

pain (Committee on Pediatric Emergency Medicine and Committee on Bioethics, 2011; 

Dreisinger & Zapolsky, 2018). Should such a condition exist, clinicians should provide 

any medication, procedure or medical transport deemed necessary and only those deemed 

necessary. Even though informed consent is not required in these situations, providers 

should still provide documentation detailing the nature of the medical emergency, why 

the patient required immediate intervention, and what efforts were made to obtain 

consent (Committee on Pediatric Emergency Medicine and Committee on Bioethics, 

2011; Dreisinger & Zapolsky, 2018) 

Even in cases when the parents or legal guardians are present with a pediatric 

patient, there are exceptions where their consent is not required. In most cases, a parent or 

guardian is legally considered the primary decision-maker when providing medical care 

to minors. Part of this responsibility assumes that parents and legal guardians will act on 

behalf of their children with their best interest in mind, a concept known as the best 

interest standard (Dreisinger & Zapolsky, 2018). However, should a parent or legal 
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guardian’s refusal of consent place a child’s health in undue jeopardy, a physician has the 

right to countermand this decision and provide necessary interventions as indicated 

(Dreisinger & Zapolsky, 2018). In such situations, it may be necessary to involve law 

enforcement and/or child protective services to intervene, advise, and enforce child abuse 

and neglect laws (Committee on Pediatric Emergency Medicine and Committee on 

Bioethics, 2011). The nature of the pediatric specialty requires fostering rapport with both 

the child and the parent or legal guardian. However, a pediatrician’s primary duty is, first 

and foremost, to seek the wellbeing of the pediatric patient. This is reflective of the 

principles of beneficence and nonmaleficence. A physician should always seek to 

maximize the health and wellbeing of the patient while minimizing the risk of harm. 

Finally, there are three special cases in which a minor is recognized as the 

primary decision maker, both ethically and legally: emancipation, mature minors, and 

condition-specific exceptions. The law recognizes emancipated minors as independent 

from their parents, and thus, capable of making their own healthcare decisions. While 

laws vary among states, a minor is generally considered emancipated if they are married, 

financially independent, or an active duty military member (Committee on Pediatric 

Emergency Medicine and Committee on Bioethics, 2011). Mature minors are typically 

over the age of 14 and “display sufficient maturity and intelligence” to make informed 

decisions concerning their healthcare (Committee on Pediatric Emergency Medicine and 

Committee on Bioethics, 2011). However, whether a patient meets the criteria to be 

considered a mature minor may be difficult for PEM physicians to assess as patient-

physician interactions are typically limited (Dreisinger & Zapolsky, 2018). Finally, 

certain medical conditions, such as pregnancy, reproductive health, and mental health 
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services, do not require minors to acquire parental consent when seeking care 

(Committee on Pediatric Emergency Medicine and Committee on Bioethics, 2011) 

Such situations generally apply to adolescents, who often create complexities to 

the issue of consent. Adolescence is an especially unique life stage by which minors are 

developing their cognitive abilities, moral discernment, and understanding of self, but 

have not yet reached full maturity. In particular, the prefrontal cortex, the region of the 

brain responsible for executive function and impulse control, tends to mature during late 

adolescence. In contrast, the trademark risk-taking and sensation-seeking behavior of 

adolescence is attributable to earlier development of the limbic and paralimbic regions of 

the brain (Committee on Bioethics, 2016). As such, adolescents are more likely to make 

decisions based on their socioemotional response. Adolescence is also a time when 

children begin to gain a sense of themselves as individuals, and thus, the desire to 

distinguish themselves from their parents. Privacy and confidentiality become paramount 

concerns for the adolescent seeking care in the PED. It is up to the PEM physician to 

balance between providing best practice medicine, respecting the rights of parents and 

guardians, and recognizing the evolving maturity of children. 

The concept of assent seeks to achieve this balance by recognizing the developing 

autonomy and capacity of maturing children. In soliciting assent, pediatricians can 

respect older children and adolescents as individuals by allowing them to express their 

preferences and/or willingness to take part in a proposed intervention or procedure. The 

process of assent generally involves several steps: (1) help the patient gain awareness of 

his or her condition, (2) disclose to the patient what he or she can expect from the 

intervention, (3) assess the patient’s understanding, (4) assess for confounding factors 
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that may be influencing his or her response, and (5) solicit an expression of acceptance of 

the proposed care (Committee on Bioethics, 1995). Clinicians should attempt to engage 

with their patients to the extent feasibly possible and include them in the shared decision-

making process. I attempted to do this with my adolescent patient by allowing her to 

explain her initial reasoning for not filing a police report. By having an open discussion 

of her preferences as well as the potential risks and benefits of her choice, we were able 

to work together to reach the decision of alerting her mother and the police. 

Part of the process of assent assumes that the clinician familiar enough with the 

patient to know his or her decision-making capacity. This can be a challenge for the PEM 

physician who has not had the opportunity to build such a relationship. In these cases, 

parents can prove useful as they are typically intimately aware of their child’s cognitive 

maturity and may assist in the process. PEM physicians can also overcome this by 

explaining treatment plans and procedures in easy-to-understand terminology while also 

involving children in age-appropriate decision-making (Dreisinger & Zapolsky, 2018). A 

child’s assent or dissent should be respected and taken seriously when the proposed 

intervention is not emergently necessary or delay will not result in significant harm 

incurred (Committee on Bioethics, 2016). If an intervention is medically necessary and 

will be provided despite a child’s objections, he should be made aware of this fact 

(Committee on Bioethics, 1995). Engaging with pediatric patients in such a way early on 

can aid in strengthening their developing sense of autonomy and empower them to 

become active participants in their healthcare in the future. 
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CHAPTER 3: HEALTH LITERACY 

 

“I had a [Latinx] patient who was around 9 or 10 years old who had a pretty 

severe infection of both her eyes and eyelids as well. And it was bad enough that it would 

threaten her vision. So, I met with her and her mother and spoke to them in Spanish. In 

speaking with her mother, I got the sense that her health literacy was a bit lower. So, 

while I was describing the plan for the treatment of [her daughter’s] eyes, it seemed like I 

would need to ask her if she was able to read. I just had a lot of experience in the past 

with undocumented immigrants. When I sensed lower health literacy, I tended to try and 

be more descriptive in how I asked questions and how I explained things. And part of that 

is making sure to ask if they were able to read. I found out that she wasn’t able to read. 

She was monolingual Spanish-speaking and unable to read, and her daughter had this 

eye disease that required a lot of complicated steps in order to treat it. I reported this 

back to the attending and the residents, and they had no idea that she couldn’t read. They 

were grateful that I asked. I came up with a plan to basically draw out how she would 

have to apply the eye drops and treatment each eye needed, so that it was virtually there 

without any words on it. I think she found that helpful. 

You know, you never want to assume that someone’s not able to read. Like that’s 

kind of a weird thing to do. Because I knew the population I had worked with in the past 

and she seemed similar to them, I had this feeling that she couldn’t read. It happens with 

a lot of Latin American immigrants. Life is really hard, and they can’t finish even 

elementary school. So, I just had a sense that I would need to ask and clarify. Not 
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necessarily that I knew that she couldn’t read, I just knew that she probably had lower 

health literacy just in the way that we were talking about things. 

The resident had seen the patient first. He said that he never would have thought 

to ask [whether the mother could read]. I find that that’s common, especially in the 

emergency room. You barely have enough time and you have to divide your time between 

so many patients that it’s not really something that you’re going to think about. 

I don’t think that this is an issue that people are aware of, so I don’t think that 

there could have been anything that [the resident and attending] could have done any 

differently. My situation of being a bilingual Spanish-speaking person predisposes me to 

a lot more information about people who speak only Spanish because I understand the 

culture. My own mother wasn’t able to finish high school. I know that it’s a bit more 

difficult down there. I think that’s how I knew to ask. I also have worked in the more 

clerical side of things in the past when I was not in medical school. I knew that whenever 

I had to translate consent forms or anything like that, I couldn’t just show them the paper 

in Spanish. They needed me to help. I’ve seen people sign things in capital letters, 

printed, instead of a signature. Just being exposed to that more than once…I wouldn’t 

think most people who don’t speak Spanish would be exposed to that. I don’t think the 

resident or attending could have done anything differently. It’s not a fault of medicine, 

itself. I don’t know…it’s just not a part of our routine. 

[This was an issue concerning] health literacy, language, and regular literacy. I 

think in America, we are aware of what lower socioeconomic status looks like, but not as 

aware of what developing countries’ lower socioeconomic status looks like. It’s not 
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common for people to not finish elementary school. In Latin America, it’s more 

common.” 

[reflection provided by N. S.] 

 

Health literacy is defined as the degree to which patients, or in the case of the 

PED, caregivers, “have the capacity to obtain, process, and understand basic health 

information and services needed to make appropriate health decisions” (U.S Dept of 

Health and Human Services, 2010). Several factors could impact a patient’s ability to 

cultivate his health literacy, including educational background, wealth, cognitive ability, 

cultural attitudes and religious beliefs (Dreisinger & Nahn, 2018). The 2003 National 

Assessment on Adult Literacy (NAAL) estimated that most adults in the U.S (53%) have 

intermediate health literacy while 36% have basic or below basic health literacy (Kutner 

et al., 2006). When considering parents surveyed during the NAAL, 1 in 4 parents were 

found to have limited health literacy (Yin et al., 2009). As pediatric patients are 

dependent primarily on their adult guardians when seeking healthcare, a parent or 

caregiver’s level of health literacy can easily become an important social determinant of 

health for the children they raise. 

Limited health literacy can have profoundly negative effects on child health 

outcomes and contribute to overall health disparities. Children raised in lower health 

literacy households are at greater risk for developing behavioral problems, incurring 

medication errors, and had more frequent PED visits and hospitalizations (Sanders et al., 

2009). Certain racial and ethnic groups have disproportionately lower health literacy 

levels, including Hispanics, Blacks, and Native Americans/Alaska Natives, with 
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Hispanics having the lowest average health literacy (Kutner et al., 2006). Children who 

fall within these groups are more likely to suffer injustices incurred by the large health 

disparity gap created by limited health literacy. 

The PED offers unique challenges to the adequate delivery of health information 

for patients and families with limited health literacy. Throughout the visit, and 

particularly at the time of discharge, families receive copious information and 

instructions in both the written and verbal forms. The time of discharge is arguably the 

most important as it represents the transition point when caregivers will take on primary 

responsibility for medication administration, care instructions, and proper follow-up. Any 

barriers to the caregiver’s understanding could have unintentional yet adverse effects on a 

child’s health. Ideally, patients should receive formal instructions from the physician 

responsible for their care prior to receiving additional reinforcement and paperwork from 

the nursing staff. Unfortunately, this is not always the case in the busy emergency 

department when the timeline of events can easily be disrupted. Furthermore, 

pediatricians are charged with the task of providing age-appropriate health information 

for the patient in addition to the instructions provided to the caregiver. 

From a bioethical perspective, adequate health literacy hits on the principle of 

justice. Good health can be thought of as a commodity. Obtaining good health can open 

opportunities for individuals to achieve greater upwards mobility, whether that be 

through education, employment, or community engagement. Poor health, conversely, can 

restrict a person’s ability to be a functional member of his society. On a much larger 

scale, societies are only as strong as the health of the people that make them up. Yet, to 

obtain and maintain good health depends to some extent on an individual’s health 
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literacy. People can only make informed choices affecting their health if they not only 

have access to proper health information but are also able to process that knowledge and 

effectively communicate their resultant decision. 

Dreisinger and Nahn (2018) hit on this idea as it pertains to the unique 

environment of the PED. As they expertly note: “Individuals who do not have a good 

understanding of what is needed to properly care for themselves or their children are at a 

disadvantage, and it is therefore the responsibility of the pediatric provider to do all they 

can to identify gaps in health literacy” (pg. 2). This is a decidedly deontological 

approach, but one I think worth exploring and correct in its assumption of physician duty. 

Pediatricians are accepted experts in their field, and thus, can be assumed to have a 

wealth of health literacy. They, by virtue of their profession, are also charged with the 

care and wellbeing of young patients in order to maintain or restore their health to the 

best of their ability. It can be argued, then, that it is the responsibility of pediatricians to 

properly disseminate their wealth of information in such a way as to ensure that every 

patient and family has an equal opportunity to the best health outcomes. But how best 

should this ideal be put into practice, especially in the busy PED? 

Solutions addressing the prevalence of low health literacy in the U. S. have 

considered creative and alternative methods of health information delivery. As previously 

noted, the time of discharge is a particularly crucial transition point for parents receiving 

the care instructions that will allow them to appropriately care for their child outside of 

the PED. This process can easily be hindered if the parent possesses low health literacy or 

literacy to written instructions in general. One suggested solution is the utilization of 

visual aids to augment written discharge instructions (Samuels-Kalow et al., 2012). 



15 

Researchers in one study developed pictographs of common conditions seen in the PED 

to be distributed with traditional written instructions for parents with low health literacy. 

Patients who received the pictographs reported increased comfort, satisfaction and greater 

ease of use during follow-up phone calls (Winokur et al., 2019). This strategy was also 

implemented by my colleague as noted in her reflection, albeit by less formal means.  

However, the ultimate solution to such a prevalent problem will necessitate 

reorientation to a focus on health equity and justice. As previously noted, at least a third 

of adult Americans exhibit limited health literacy (Kutner et al., 2006). Yet, healthcare 

information continues to be delivered in ways that do not adequately account for the 

limited health literacy of most parents. Training physicians are taught to estimate the 

literacy levels of their patients and then attempt to adjust their discussions accordingly. Is 

this truly the best approach? Dreisinger and Nahn (2018) puts it bluntly, yet aptly: 

“Common sense would suggest that instead of presuming literacy and adapting when 

working with low literacy patients, the standard of care should be reoriented to the needs 

of individuals with limited literacy” (pg. 2). Society is only as strong as those least well 

off, and thus, true justice and equity will require healthcare delivery to be tailored, first 

and foremost, to those most in need. 
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CHAPTER 4: IMPLICIT BIAS 

 

“Altered mental status.” One of the most dreaded chief complaints for clinicians 

in the emergency department, second, maybe, only to “dizziness.” The same holds true 

for the pediatric emergency department. The far-reaching differential diagnoses can 

include anything from the most life-threatening, to the benign, to even the unknown. So, 

you can imagine my hesitancy when my resident assigned our names to the patient’s 

chart and asked me to head in to get started. 

As I walked into the patient’s room, I was greeted with the bright eyes of a baby 

girl nestled lovingly in the arms of her young, Latina mother. Grandma was seated at the 

bedside, her watchful gaze taking me in and giving the air inherent of the family 

matriarch. Following the medical student script, I introduce myself and begin to gather a 

thorough history. 

The story the mother began to relay to me was hard to juxtapose against the 

serenity now painted on the baby’s face. Three days prior to presenting to the emergency 

department, the infant had developed sudden, irregular breathing that had awakened her 

mother in the night, who had chosen to put the baby to sleep in her bed. It did not take 

long before her breathing deteriorated, to the point that her mother had to initiate CPR. 

Thankfully that moment, which must have felt like an eternity for the mother, only lasted 

a few minutes and the infant was able to recover with seemingly no adverse effects. Yet, 

her mother had not called 911 nor gone to the emergency department that night. Even as 

a physician-in-training, the story was concerning. Why hadn’t she sought immediate 
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medical attention for her daughter considering that the situation was dire enough that 

she was required to perform CPR? 

From a clinician’s standpoint, it would have been easy to dismiss the mother as 

an abusive parent had I not taken the time to understand her perspective. In fact, this was 

the route my attending physician initially pursued upon my presentation of the patient’s 

case. There were enough red flags to make that assumption, from the cardinal sin of 

allowing the infant to sleep in her bed to the most damning evidence of failure to come to 

the hospital during a life-threatening emergency. Even the smallest hinting of child 

maltreatment warrants further investigation from a concerned pediatrician. And it can be 

all too easy to become protective of the child and defensive against the parent. However, 

my attending betrayed her pre-formed negative notions towards the mother when we went 

back into the room. The line of questioning became accusatory rather than inquisitive 

and we were quickly met with a tearful, defensive mother, an outraged grandmother, and 

an angry, threatening father via cell phone. 

The mother was eventually able to defend her perspective and rapport was 

reestablished only after a long and challenging discussion. Her daughter had a known 

history of laryngotracheomalacia, a congenital defect that results in a “floppy” voice box 

that can intermittently cause airway obstruction. Mom had just moved to the area and 

was in the process of connecting with a new otolaryngologist in the hopes of scheduling a 

life-changing surgery for her baby girl. But the wait for surgery had been wrought with 

pain, exasperation, and feelings of helplessness. I listened sympathetically as both mother 

and grandmother conveyed their frustrations in managing the infant’s health condition. 

She had daily episodes of difficulty breathing, and even periods where she appeared to 
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stop breathing, although these moments had never lasted as long as the most recent 

incident. It had gotten to the point that the mother felt as though allowing the infant to 

sleep in her bed was the only recourse to ensure that she survived through the night. They 

had repeatedly expressed their concerns to their previous doctor but had more or less 

been brushed aside and told that their baby’s labored breaths were to be expected with 

her condition. They were simply advised to call the office if they had any problems. So, 

when her daughter stopped breathing in the night and required CPR, the mother had 

thought this was “normal” and did as she was instructed. On Monday, a full three days 

after the frightening ordeal, she called the office and was finally told to come to the 

emergency department. She was not abusive nor neglectful, although her health literacy 

was indeed limited. She was simply acting on her limited ability to manage her child’s 

condition with her daughter’s best interest at heart. 

 

Unconscious or implicit bias can be defined as the beliefs or attitudes one holds 

about others on a subconscious level, but that, nonetheless, influence one’s 

understanding, decision-making, and actions. Implicit biases can be positive or negative 

in nature, such as the tendency to think of mothers as “nurturing,” or perhaps the 

unemployed as “lazy.” Through one’s environment, upbringing, and experiences, one can 

learn to form mental constructs and generalized stereotypes in association with the 

characteristics of others. Even if unintentional, implicit biases begin to shape one’s 

worldview. Everyone is susceptible to these often-damaging lines of thinking, and 

physicians are no exception. 
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Several factors can contribute to the formation of implicit biases against patients 

and family by PEM physicians. Due to the nature of the PED, interactions between 

family members and providers are necessarily quick and do not allow for the ideal 

sustained patient-physician relationship experienced in other medical settings. As such, 

PEM physicians are often forced to make rapid assessments using limited information, 

which lends itself to the use of mental shortcuts, heuristics, and stereotyping (Croskerry 

2002, Johnson et al., 2013). The often-stressful environment of the PED also fosters the 

phenomena of countertransference, by which a physician’s negative emotions influence 

his actions towards said patient (Dreisinger & Soorma, 2020). These negative emotions 

may be caused by certain external factors unrelated to a particular patient. For example, a 

recent study found that cognitive stressors, in particular, ED overcrowding and care for a 

larger number of patients, were associated with greater levels of implicit bias (Johnson et 

al., 2016). Perhaps even more disturbingly, PEM physicians may develop negative 

emotions in direct response to a patient, especially if that patient is considered “difficult.” 

Dreisinger and Soorma (2020) explored the challenges PEM physicians face when 

confronting the negative biases formed against difficult patients or “those that raise 

negative feelings within the clinician such as anxiety, frustration, guilt, and dislike” (pg. 

110). Groves (1978) first coined the phrase “hateful patient” to describe four 

stereotypical patients that often evoke negative feelings in physicians: the dependent 

clingers, entitled demanders, manipulative help-rejectors, and self-destructive deniers. 

Dreisinger and Soorma (2020) describe each patient as it pertains to the PED, arguing 

that recognition of these patient types is the first step a physician should take in 

confronting their subconscious biases. The dependent clinger is the patient who presents 
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to the PED for a mild illness yet is overly demanding of the clinician’s attention without 

regard to his limited time and resources. The entitled demanders are patients that project 

their negative emotions involving lack of control over their health towards the PED staff, 

often in the form of demanding threats. The manipulative help-rejectors are patients with 

multiple presentations to the PED for shifting symptoms. The self-destructive deniers 

also return to the PED multiple times, but it is due to the rejection of the clinician’s 

recommendations. These patient labels powerfully illustrate the types of negative patient 

behaviors PEM physicians may encounter in the clinical setting. 

While I agree that it is important for physicians to recognize which patients 

trigger negative emotions, use of such patient labels can be dangerous. It may be 

tempting to ignore introspective investigation of the source of one’s own biases in favor 

of placing blame on patients for perceived negative characteristics. For example, 

Dreisinger and Soorma (2020) note that self-destructive deniers are difficult to treat 

because “they refuse to be active participants in their own health care.” While it may be 

true that a patient is actively refusing to participate in his care, there are likely other 

social determinants of health, such as limited health literacy or access to care, which may 

be contributing to a reduced ability to comply with medical recommendations. This point 

is well-illustrated in the example provided in my personal reflection. Although the 

mother could easily have been written off as neglectful or abusive, understanding of the 

whole situation as well as the ability to provide appropriate education were dependent on 

the consideration of her particular social factors. 

Despite this limitation, the authors provide sound solutions for confronting 

implicit biases physicians may form when encountering undesirable patient behaviors. 
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Empathy is of the utmost importance, as it allows physicians to recognize the patient’s 

perspective so that they “can more easily understand and react appropriately to their own 

personal response” (Dreisinger & Soorma, 2020). Considering the patient’s feelings in a 

situation, whether that be anxiety or frustration due to lack of control or the need for 

support, will help PEM physicians to see the human side of illness even when under the 

stressors of the busy PED. Open discussion of both negative and positive feelings 

towards patients should also be encouraged. Physicians are human and complicated 

emotions are part of the human experience. Thus, clinicians should not be made to feel 

alienated due to unintentional or undesirable emotions towards their patients. Debriefing 

and discussions can help PED staff become more comfortable engaging in thoughtful 

introspection and challenging preconceived notions without feeling guilty. While the fact 

remains that some patients may exhibit behaviors that may trigger the biases of 

physicians, what should be made of the biases formed against a patient's inherent 

characteristics of which they have no control? 

The existence of physician biases against certain racial and ethnic groups is a 

difficult truth that has been well documented in the literature. While pediatricians have 

been noted to have lower levels of implicit racial biases as compared to other medical 

specialties, the simple reality is that these biases still exist (Sabin et al., 2008). Johnson et 

al. (2017) found that resident physicians working in the PED had implicit pro-white/anti-

black racial biases against black children irrespective of gender, race, age, training year, 

or background specialty (emergency medicine or pediatrics).  

The adverse impact of racism and implicit racial biases on the health and 

wellbeing of children is pervasive and far-reaching. In August 2019, the American 
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Association of Pediatrics (AAP) released a policy statement detailing the impact of 

racism on child and adolescent health. In it, the AAP declared racism as a core social 

determinant of child health which warranted the creation of a strategic plan of action to 

combat its negative effects (Trent et al., 2019). Racial discrimination has been linked to 

several adverse health outcomes, including increased infant mortality and birth 

complications, mental health issues, adolescent sexual and reproductive care, and 

management of chronic diseases such as asthma (Riera &Walker, 2010; Trent et al., 

2019). 

The PED is not exempt from the ill effects of implicit racial biases by physicians. 

Researchers of one study found that non-Hispanic black children as compared to non-

Hispanic white children were less likely to receive not only narcotic analgesics, but any 

analgesic in general, for the treatment of their abdominal pain (Johnson et al., 2013). 

Non-Hispanic black children in the same study were also less likely to receive analgesics 

when rating their pain as severe and had longer length of stays in the PED (Johnson et al., 

2013). A later study reported that non-Hispanic blacks were also less likely to have sepsis 

recognized due to fewer appropriate electronic sepsis pathway activation alerts (Raman et 

al., 2019). Multiple healthcare disparities based in racial and ethnic inequalities affect the 

ability to deliver quality healthcare to the most marginalized children, including PED 

utilization, availability and use of interpreter services, and treatment of asthma and 

mental health services (Riera & Walker, 2010). Yet underprivileged children are not the 

only ones affected by physician implicit biases. 

These implicit biases not only negatively affect minority children, but the health 

and wellbeing of majority white children as well. Non-Hispanic black and Hispanic 
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children presenting to the PED are less likely to be prescribed unnecessary antibiotics for 

acute respiratory tract infections when compared to non-Hispanic white children (Goyal 

et al., 2017). Misprescription of antibiotics is considered a public health concern, as 

overuse can contribute to development of super-resistant pathogens, especially in the 

pediatric population (Arnold et al., 1996; Goyal et al., 2017). However, despite not 

falling in line with known evidence-based standards, pediatricians still appear to be 

influenced by implicit perceptions of children and parents based on race and ethnicity. 

Given the pervasive nature of implicit racial biases on family-centered care and 

healthcare in general, solutions will necessarily need to be radical and system-wide. The 

AAP policy statement advocates for institutional programs aimed at increasing the 

diversity of the pediatric force work (Trent et al., 2019). A greater representation of 

minority pediatricians would help mediate the impact of implicit biases by creating room 

for more cultural perspectives and attitudes towards diverse patients. For example, 

although the research by Johnson et al. (2017) showed that resident physician race had no 

association with the existence of antiblack sentiment, this was contributed to the overall 

lack of diverse physicians represented in the study. The AAP policy statement also 

advocates for federal and state policies in support of implicit-bias training in schools in 

order to combat the systematic bias reflected in the educational system (Trent et al., 

2019). I would further charge for the implementation of developed implicit-bias training 

in pediatric residency and PEM fellowship programs as well as for attending physicians. 
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CHAPTER 5: LANGUAGE BARRIER 

 

“A woman came in with her two sons - age 8 and 6. They were Hispanic, and it 

said Spanish-speaking in the chart, but I was going in with another medical student who 

knew a little bit of conversational Spanish. Not a lot, but enough to, he thought, get 

through the interview. So, we went in without the translator at first. We asked the mother 

how everything was. She mostly just nodded and reported no issues. The other medical 

student used some Spanish, but mostly used English because mom could speak a little bit 

of broken English. But at some point, during the visit, we had a more in-depth question 

for mom, so we decided to get the translator phone. Once we got the translator on the 

phone, the mom opened up way more. She had a lot of questions about a rash on one of 

the sons and the other had asthma. Up until that point, we would have thought that the 

boys were doing fine. And they were doing fine, but we definitely would have missed out 

on the opportunity to engage mom, answer all her questions, and make her a full 

participant in her sons’ health. She had many questions and none of them would have 

been answered if we had just continued on with trying to speak broken English and not 

going through the translator. She felt way more comfortable having a Spanish interpreter 

available so she could speak her concerns. Once we walked out, the other medical 

student said, ‘Man, you were right. We should have gotten the translator phone from the 

beginning.’ 

The chart had said Spanish-speaking only and when we walked in, I could tell she 

only knew a little bit of English. I did ask in Spanish if she knew English and she said, ‘a 

little bit.’ I had asked the other medical student if we should get the translator phone and 
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he said no. At first, we kept asking if she had any questions or concerns and she would 

just say no.  

I hadn’t asked her if she was okay speaking English; I asked her if she knew 

some. I think we kind of made a judgement which was the wrong judgement. We just kind 

of rolled with it. We didn’t ask whether or not she wanted a translator, and we should 

have.  

The set-up - it’s a hassle. Technically, it’s not that much of a hassle, but - 

especially in the emergency department - they tell you to go in there, get a history and 

physical, and come out in fifteen minutes. And it was a double visit; we were trying to see 

two kids at once. So [the attending] gave us a little bit more time, but you know you’re on 

a time crunch. So, once you involve a translator, you know, it adds five, ten minutes to 

whatever you’re doing. 

I think there were some ethical considerations. I think it had to do with patient 

autonomy, although maybe not directly. As the mom, she should be able to have a say in 

her child’s health. At first, she didn’t really have a say. We were just throwing the 

questions at her and she was saying ‘yes’ and ‘no’ and that was it. So, I think it’s a little 

bit of patient autonomy, it’s a little bit of health literacy, and also justice. Everybody 

should have the ability to be an active participant in their health. If there’s a language 

barrier, then the onus is on the healthcare provider to meet the patient halfway.” 

[reflection provided by S. C.] 

 

The key to any sustainable and trusting physician-patient relationship is good 

communication. For the PED, with the nature of its fast-paced environment requiring 
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these relationships to be built quickly, communication is even more important. 

Furthermore, the PED can be thought of as a crossroad of acute and primary care. At any 

given moment, patients and their families presenting to the PED can represent a cross-

section of diverse cultures, ethnicities, religions, and socioeconomic backgrounds, just to 

name a few. With such diverse backgrounds represented, language barriers between the 

physician and families can easily form insurmountable obstacles to the maintenance of 

family-centered patient care. 

The extent that barriers in language and communication can adversely affect 

patient health has been well-documented. A study by Hampers et al (1999) concluded 

that physician-family language barrier in the PED was associated with a higher rate of 

resource utilization by way of diagnostic studies (and thus, higher healthcare costs) as 

well as longer ED visits. Fields et al (2015) further found that not only did Spanish-

speaking parents have lower physician trust scores when compared to English-speaking 

parents, their children also had different health outcomes seen in fewer interventions and 

lower admission rates. The authors postulated that these differences were likely the result 

of language barriers preventing parents from accurately conveying the true extent of their 

child’s illness. Thus, patients who are unable to communicate with their provider due to 

the existence of a language barrier can be considered a particularly vulnerable population 

in need of protections. 

Given the profound ethical issues limiting access to healthcare by the existence of 

language barriers, it should come as no surprise that laws have been created to protect 

potentially affected marginalized patients. Under Title VI of the Civil Rights Act of 1964 

(2020), organizations and programs receiving federal financial assistance (i.e. hospitals 
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that accept Medicare) are forbidden from discrimination based on race, color, or national 

origin. In 2000, this was further expanded upon by Executive Order 13166, “Improving 

Access to Services for Persons with Limited English Proficiency,” which requires federal 

agencies to develop and implement systems that facilitate access for people with limited 

English proficiency (LEP) to their services (Clinton, 2000). Most recently, Section 1557 

of the 2016 Affordable Care Act mandates the use of qualified medical interpreters when 

treating patients with LEP and allows said patients the right to sue providers for access 

violations if the law is not upheld (Watson, 2011). These laws set the foundation in 

establishing access to healthcare information in one's native tongue as a basic human 

right. 

Just as discussed with health literacy, language is the fundamental currency 

needed for patients to have meaningful interactions with their physicians and take 

ownership of their health. Not providing a means for which patients and their families 

can effectively communicate with and understand their provider profoundly limits their 

access to quality care and infringes on their autonomy. A patient, or caregiver acting on 

behalf of a pediatric patient, cannot make meaningful decisions affecting his health if his 

understanding of the condition or treatment is reduced due to an inability to comprehend 

the language in which the information is delivered. It also becomes an issue of justice. 

Patients with LEP often have a higher rate of resource utilization in the emergency 

department, which in turn, creates higher healthcare costs and places a strain on available 

resources for others within the community (Hampers et al., 1999). With these ethical 

concerns in mind, it becomes clear that the physician plays a vital role in protecting the 

rights of not only the patient, but also the community.  
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One option to alleviate the potential ethical burdens posed by language barrier on 

family-centered care is the utilization of language interpreters. Medical language services 

may be achieved in the form of hiring qualified bilingual medical staff or contracting 

outside interpreter services. Interpretative services can also be reached using telephone 

language lines or video chat via the latest tablet technology. In order to be considered a 

qualified interpreter, one must meet the competencies set forth by the U. S. Department 

of Health and Human Services (HHS), including proficiency in both spoken English and 

at least one other language and the ability “to interpret effectively, accurately, and 

impartially” (Basu et al., 2017). Furthermore, the HHS charges qualified interpreters to 

uphold certain ethical standards, such as maintaining patient confidentiality (Basu et al., 

2017). In this way, a qualified interpreter would not only serve to bridge the gap in 

communication between provider and patient, but also act as a vital patient advocate. 

While in theory medical interpreter services would alleviate, if not eliminate, the 

issues presented by patient-physician language barriers, it is a theory more easily 

discussed than placed into practice. Once again, the high demand environment of the 

PED compounds the problems created by these ethical dilemmas. Pediatric emergency 

physicians faced with juggling the care of multiple ill children simultaneously while 

being asked to make quick dispositions often do not have the luxury of utilizing in-person 

interpreters. Hampers et al (1999) aptly reflected on the practices common in their PED: 

“Unfortunately, professional interpreters were available inconsistently in our ED. Even 

when available, it was often impractical for them to be present for the entire ED visit” 

(pg. 1256). The limited availability and impracticality of in-person interpreters in the 

PED can lead physicians to use more convenient albeit less reliable workarounds, 
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including untrained bilingual ED staff and/or family-members (Hampers et al 1999, pg. 

1256). 

The use of ad hoc interpreters, such as unqualified hospital staff, friends, and 

family members, only serves to compound the unjust disparities faced by patients with 

LEP. Use of untrained interpreters can contribute to several inaccuracies in translation, 

such as omissions, additions, or paraphrasing (Baker et al., 1996). This, in turn, can 

translate to adverse patient outcomes. Baker et al (1996) found that in cases when a 

qualified interpreter was not used despite patients perceiving that one was necessary; 

patients had reported lower understanding of their condition and treatment. Furthermore, 

the use of ad hoc interpreters can create an environment in which there is a conflict of 

interest (Basu et al., 2017). It is difficult to maintain impartiality when the ad hoc 

interpreter is a friend or family member who has his own set of stakes in the patient’s 

care. In my personal experience, I have even seen older siblings act as interpreters for 

both the patient and non-English speaking parent. This of course suggests even more 

ethical concerns, such as whether underage siblings without any formal language 

interpretation training have the capacity to process and distribute vital health information 

to their family members. 

If physicians are to uphold the principle of beneficence, that is, to do good, then 

convenience must not be placed ahead of the patient’s wellbeing. This includes taking the 

few extra minutes to obtain appropriate medical interpretative services for a patient and 

family with LEP, even in a busy PED. 
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CHAPTER 6: CONCLUSION 

 

In this paper, I have reviewed several ethical topics and their impact on the 

workings of the PED. I have discussed their importance to and influence on the 

stakeholders (PEM physicians, parents, children, and the community), as well as begun to 

investigate some possible solutions. PEM physicians must daily face the challenges and 

complexities of informed consent, language barriers, limited health literacy, and 

subconscious biases. They must navigate these unsure waters in a way that respects and 

upholds the wellbeing of the child and caregiver. However, this paper only scratches the 

surface. There are far more ethical dilemmas clinicians face within the PED. As these 

issues are multifactorial, potential solutions will require further discussion, thought, and 

exploration. 

It is my hope that the reflections have augmented the discussion by providing 

personal examples and real-world accounts that truly allow the complicated nature of 

bioethics to hit home. While I provided some commentary, the reader should feel free to 

make his own assessments of the stories and how they might pertain to the topics 

presented. Do any of the reflections resonate or feel familiar? Perhaps they cause one to 

recall similar situations one has personally encountered. Were the clinicians, family 

members, and patients “correct” in their viewpoints and actions (or lack thereof)? There 

may not be one right answer to these are questions, but they are certainly worth 

exploring. 
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