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The contents of this site are for informational and educa-
tional purposes only. Nothing found on our website is
intended to be a substitute for professional psychological,
psychiatric or medical advice, diagnosis, or treatment. . . .
Reliance on any information provided by Psych Central or
by any person or professional appearing on our website is
solely at your own risk. Psych Central is not liable for any
advice or information provided on the site, all of which is
provided on an "as-is" basis. No warranties, either express
or implied, are made on the information we provide.1

From computerized medical records to databases of pharmacological inter-
actions and automated provisional EKG readings, the emergence of information
technology has significantly altered the practice of medicine. Information
technology has been widely used to enhance diagnosis and treatment and to
improve communication between providers. The advent of the Internet also
brings far-reaching implications for patient–physician communication, challeng-
ing physicians, patients, and policymakers to consider its impact on the delivery
of medical care and the therapeutic relationship.2 A new set of practices by
patients and physicians is unfolding in cyberspace, ranging from the use of
e-mail to communicate between physicians and patients in an existing relation-
ship3 to one-to-one consultations with an anonymous physician and ongoing
online treatment, such as psychotherapy.4 These practices are emerging in both
the for-profit and not-for-profit spheres.5

Physicians have begun to incorporate cyber-communication such as e-mail into
their practice, providing advice, prescriptions, and information to their patients.
Significantly, on some web sites, physicians are advising and treating patients
they have never met or examined, responding to unsolicited e-mail requests for
medical advice, or offering online medical consultation for a fee.6 Leading
academic medical centers, such as the Cleveland Clinic and Partners Health

This article was supported by a grant from the Patient-Provider Initiative of the Robert Wood Johnson
Foundation. The authors thank the following individuals who served on an advisory panel for the
project: John Arras, University of Virginia; Mark Boulding, Medscape; Thaddeus Grimes-Gruczka,
Cyber Dialogue; Joanne Hustead, National Partnership for Women and Families; Arthur Levin, Center
for Medical Consumers; Peter Millock, Nixon, Peabody LLP; and Anthony Suchman, Relationship
Centered Health Care. Their insight and thoughtful dialogue advanced our thinking and are
appreciated, but the views expressed are solely those of the authors. The authors also thank the
guest editor of this issue, Keith A. Bauer, for his assistance and helpful suggestions with earlier drafts
of this paper.

Cambridge Quarterly of Healthcare Ethics (2008), 17, 453–464. Printed in the USA.
Copyright � 2008 Cambridge University Press 0963-1801/08 $20.00
doi:10.1017/S0963180108080572 453

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

08
08

05
72

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S0963180108080572


Care now offer second opinions over the Internet, providing their medical
opinion to the patient’s referring physician to overcome licensing requirements
across state lines. On these sites as well as others, physicians examine X rays,
medical records, and other clinical data, approximating the practice of long-
distance consultation that has traditionally taken place between physicians.7

Reflecting the diffusion of cybermedicine into daily practice, major insurance
plans now reimburse physicians for ‘‘e-visits.’’8

No prior analogue exists for certain practices online, including most notori-
ously, the prescription of medications such as sildenofil (Viagra) and orlistat
(Xenical) as well as narcotic medications, provided at sites without a medical
history or screening.9 Psychotherapy online also enters uncharted waters, with
a very slim evidence base to determine the benefits or risks of online treatment
between a therapist and patient who are strangers to one another. On some sites,
patients may seek ‘‘live’’ consultation with physicians but are informed that they
are neither receiving medical advice nor entering into a patient–physician
relationship. Disease management sites take this new model of "informational
consult" one step further, charting patients’ current medications and dosing
schedules and providing usage instructions from nurses, physicians, and other
healthcare professionals.10

The term "cybermedicine" has been coined to describe the practice of medicine
online, encompassing both new Internet-mediated relationships and cyberprac-
tices within an existing physician–patient relationship.11 To date, online encoun-
ters have been primarily text based, but emerging technologies will provide the
platform for visual and audio communication, facilitating medical diagnosis and
treatment online, including, for example, wider uses of online consultation and
long-distance surgery.12

At present, the practice of cybermedicine is growing, with 31% of physicians
communicating with patients online,13 and 90% of patients who use the Internet
wishing to communicate with physicians online,14 raising compelling questions
for physicians, for the medical profession, and for public policy. Which inter-
actions should be defined as medical practice for the purposes of regulation by
professional organizations and government entities? What are the professional
duties that attach to these online relationships, and can care online in new
patient–physician relationships meet acceptable standards of in-person medical
practice? Finally, what ethical guidelines, legal constraints, and public policies
are necessary to protect patients in cyberspace?

The Benefits and Challenges of Medicine Online

The practice of medicine online holds great promise for improving medical care.
In its second major report on healthcare quality, the Institute of Medicine (IOM)
urged that information technology, including the Internet, should be used to
enhance access, inform patients, and improve patient satisfaction. The IOM
suggested a new paradigm for the healing relationship, with face-to-face visits
during business hours supplemented by e-mail, telemedicine, home monitoring,
and links to information that can improve shared decisionmaking and patient
self-care.15

Even in new patient–physician relationships, medicine online can offer clear
benefits to patients, including access to a vast array of medical expertise that
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would not otherwise be available to patients who are homebound or in medically
underserved areas. It may also provide valuable access to nationally renowned
medical experts for individuals with rare diseases who are geographically far
from academic medical centers. Online consultation is available round-the-clock
from the convenience of the patient’s home. Some patients may also value the
fact that they can have relative anonymity while consulting on sensitive medical
issues.16

At the same time, medicine online poses clear risks. On the Internet, patients
seek medical advice in a fundamentally new way, obtaining prescriptions or
consulting with physicians whom they have not and may never meet. Physicians
in turn are providing medical advice and treatment to patients they have never
examined and for whom they may have no medical record or even a way to
verify the most basic facts about the patient’s age, symptoms, and medical
condition. Though some general model guidelines have been offered,17 clear
professional standards for medical practice online have not yet emerged, nor is
there any effective mechanism to oversee the delivery of medical care delivered
across state boundaries that have long provided the framework for assuring
quality and enforcing practice standards.

The interaction of physician and patient online, especially when there is no
preexisting relationship, presents important and unique professional challenges.
In the first instance, the practice of medicine online must be defined and
distinguished from the provision of healthcare information. Once a patient–
physician relationship is established online, the professional obligations funda-
mental to the practice of medicine must be satisfied in this new medium.

Defining the Practice of Medicine Online

Whether the online interaction between physician and patient constitutes the
practice of medicine has important implications. If a doctor–patient relationship
is established, certain ethical and legal duties follow inexorably, including the
duties of care, fidelity, informed consent, and confidentiality. In the absence of
a doctor–patient relationship, these legal duties do not apply to the interaction,
and accountability for harm is much more difficult to establish and pursue.

The practice of medicine consists of diagnostic evaluation, advice and con-
sultation, or a medical or surgical intervention.18 In traditional medical practice,
several factors establish a patient–physician relationship: implied or express
consent by the patient and physician to the relationship, the provision of medical
advice, and foreseeable reliance by the patient on advice extended. Creation of
a physician–patient relationship does not depend on a particular setting; even
medical advice imparted in an informal setting may establish a physician–patient
relationship and concomitant legal responsibility. In liability suits, payment for
services has provided decisive evidence of the relationship, reflecting agreement
between the physician and patient. Like the telephone, the Internet can provide
the conduit for advice that constitutes medical practice, although determining
when information or advice provided online creates a patient–physician relation-
ship is often more difficult to discern than in traditional practice.19 Interactive
health information as well as "ask the doctor" one-on-one consultations offered to
attract traffic on many sites pose novel questions about the demarcation between
medical information and advice.
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In general, the publication of medical information in a magazine, textbooks, or
other context has not been equated with medical practice; the courts have held
that publishers do not have a relationship with readers that establishes a legal
duty of care and concomitant potential liability.20 Specifically, court cases have
determined that published medical information does not give rise to a reasonable
expectation that readers will act in reliance on the information.21 In addition, in
contrast to medical practice that is subject to extensive regulation, the provision
of medical information implicates the First Amendment rights of both patients
and healthcare professionals and is protected from government intervention by
the United States Constitution.22

A clear, identifiable line between medical information and practice is critical
for patients, physicians, and public policy. As physicians interact with individ-
uals seeking advice and information online, they must understand the scope of
their obligations, the requirements for licensure, and the standard of care to
which they will be held accountable. Patients in turn must differentiate when
they are interacting with physicians as consumers and as patients. From the
perspective of public policy and law, two entirely different frameworks govern
accountability, privacy, and the duties imposed.

In distinguishing medical practice from medical information online, certain
characteristics fundamental to medical practice can provide important guidance:
(1) direct or personal communication between patient and physician, (2) the
provision of professional judgment tailored to the patient’s particular medical
circumstances, and (3) closure to the encounter or foreseeable reliance by the
patient.

Direct or personal communication. Personal or one-on-one communication has
traditionally been central to a professional relationship and the assumption of
care for the patient, although a physician on call or those consulting with another
professional can have or assume responsibility for the patient’s care without
direct personal contact. On the Internet, however, information posted on a web
site, even if highly specific and targeted to patients with a particular medical
condition, is unlikely to generate a doctor–patient relationship in the absence of
one-on-one or other personal communication that creates a duty to the particular
patient.

Tailored advice. Medical advice is premised on both diagnostic tests and
evaluation as well as information patients provide about their symptoms,
medical history, social circumstances, and personal concerns. The extent to
which physicians render a professional judgment tailored to particular medical
information from and about the patient will be an important factor in de-
termining whether online encounters between patients and physicians constitute
medical practice.

Closure and foreseeable reliance. The expectation that patients will act in reliance
on medical advice is implicit in the physician–patient relationship. If medical
information or advice is sufficiently specific that physicians can reasonably
foresee that the patient may act in reliance on the information without seeking
further medical advice, the encounter will share a critical attribute of medical
practice.
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In general, consistent with the analysis of traditional medical practice, no
single factor will be decisive; a judgment about the existence of a physician–
patient relationship online and legal liability will depend on an analysis of the
facts of each case. Many web sites contain disclaimers that the consultation with
physicians does not constitute medical advice or establish a patient–physician
relationship, despite payment for the consultation. These disclaimers will not
withstand judicial scrutiny if they fly in the face of the facts of the online
encounter between patient and physician.23 Nor do they meet an acceptable
ethical or professional standard for any relationship that crosses the line from
information to medical advice. Even when physicians participate on the Internet
in providing information, they have an ethical obligation as professionals to
assure the accuracy of the information.

Setting Parameters: Competent Medical Practice and Accountability Online

Though medicine online holds the promise of expanding access to medical
care to far-flung and underserved populations, it should not be allowed to
expand access at the expense of creating substandard practice. Medicine online
has been furthered, in part, because of its vast potential as a commercial
endeavor. Nonetheless, the maxim caveat emptor, which may apply to some
online enterprises, should not apply to medical interactions online. If a practice
would not be acceptable in an in-person encounter, it should not be acceptable
online.

Addressing conflicts of interest. Physicians have a duty as fiduciaries to act in
their patients’ best interest and to place patients’ interests above their financial
gain. In general, however, ethical standards set by the medical profession do not
bar conflicts of interest, but instead advise physicians to disclose their financial
interests or to ensure that the care provided to patients is not affected by the
conflict.24 Under current practice, physicians generally do not disclose most
conflicts. Indeed, the failure to address conflicts adequately in medical practice
has been the subject of recent commentary, amidst mounting calls for change
from within and outside the profession, including prohibition, mitigation, or
disclosure of conflicts of interest by physicians with pharmaceutical companies
and device manufacturers.25 Some legal mandates do exist that address conflicts
in medical practice. In some states the courts have held that failure to disclose the
conflicts violates physicians’ duty to obtain informed consent. More expansively,
Federal laws including the anti-kickback and Stark laws,26 increasingly enforced
by government and qui tam plaintiffs, prohibit certain conflicts in in-person
medical practice and apply equally to medicine online. State laws also bar certain
conflicts and incentives in online medical practice.

Industry codes have been developed that seek to address potential conflicts of
interests. Codes promulgated by the healthcare industry include, for example,
Health on the Net (HON) Foundation27 and the American Accreditation Health
Care Commission (URAC).28 These industry initiatives are voluntary and relate
primarily to information, not medical practice. None addresses disclosure of risks
of the medium and delineation of the parameters of the relationship.29

With respect to conflicts of interest, the codes of ethics have a varied approach.
The HON code does not address conflicts of interest at all, whereas the URAC
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standards only require that an organization that has a system for reimbursement
or incentives to healthcare providers must implement mechanisms to ensure that
consumer healthcare is not compromised. So long as consumer healthcare is not
compromised, no disclosure of incentives is necessary.

Disclosure as one mechanism to address conflicts of interest is even more
important online than in traditional medical practice because of the lack of
transparency of financial relationships and the ease of dissimulation of identities
and relationships in cyberspace. On web sites for their own practices, physicians
should be held to high standards of disclosure, revealing financial relationships
they have related to site content, to sites that they refer patients to, and to services
and products the site promotes directly or through links to other sites.

Meeting the duty of care. The duty of care is a nonwaiveable, core obligation of
medical practice, requiring physicians to provide treatment in accord with the
standard of care, namely the knowledge, skill, and ability that a reasonably
prudent physician would exercise under similar circumstances. The threshold
challenge to the profession of medicine is whether online medicine can meet the
duty of care that applies to in-person medical practice.

Online medical interactions necessitate a reevaluation of three core elements of
the standard of care for in-person medical practice: the capacity of physicians to
gather sufficient information online to diagnose and treat the patient appropri-
ately in the absence of a physical examination, the efficacy and quality of
communication online, and the importance of physical presence in the clinical
encounter.

Importance of physical examination in the encounter: Physical examination has
traditionally been an essential component of the medical encounter, providing
data and an opportunity to observe the patient, identify signs of illness, and
develop trust. As part of the physical exam, physicians also routinely assess the
patient’s ability to understand information, weigh choices, and make a decision
to accept or refuse medical treatment. Nonverbal cues such as demeanor and
affect are integral to this evaluation, especially for some patients, such as those
with psychiatric conditions or impaired cognitive capacity due to neurological
disorders.

However, the physical exam is not a required element of all medical
encounters. Physicians on call provide medical advice to patients they have not
examined. In addition, relying on clinical summaries, radiological films, and
laboratory test results, clinicians routinely provide a diagnosis and treatment
advice to a referring physician. At the same time, the lack of a physical
examination significantly increases the risk of misdiagnosis for many conditions.
Moreover, a physical examination is essential to the diagnosis in many cases.

Under what circumstance, then, should the lack of a physical examination in
online encounters be acceptable medical practice? In the face of a growing
practice of medicine online, professional guidelines are needed to provide
clear guidance by specifying the circumstances under which medical care online
can meet accepted medical standards without an in-person examination. The
American Medical Association has adopted principles on the use of e-mail be-
tween patients and physicians30 and on Internet prescribing that support use of
the Internet for communication and to prescribe medications with appropriate
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safeguards for established patient–physician relationships, recognizing that in
many cases, a physical examination will be needed.31 Neither the Model Guide-
lines for Use of the Internet developed by the Federation of State Medical Boards
nor the guidelines for online communication developed by the eRisk Working
Group, a consortium of professional liability carriers, medical societies, and state
licensure board representatives delineate the circumstances under which a phys-
ical examination is necessary.32

Guidelines for many clinical services will be highly dependent on the area of
specialty and the patient’s medical condition.33 Professional bodies such as the
AMA and specialty societies should take the lead in providing concrete, practical
guidance for physicians as to the specific conditions under which the lack of
a physical examination is acceptable as the standard of care online, recognizing
both the potential benefits and harms to patients.

Medicine online also calls for development of distinct practices in information
gathering online. For example, a history of present illness and past medical
history online must be more thorough to take into account information such as
gender, physical disabilities, and other physical symptoms or characteristics that
are self-evident in person. Inherent risks in communication online with patients
are that the physician will not obtain an adequate history due to lack of
appropriate questions or inadequate patient communication and that the patient
will not recognize or adequately describe the physical signs of illness. National
standards should be developed for taking a patient history online with clear
delineation of those conditions for which online communication would be an
unacceptable standard of care.

The quality of online communication: Studies have consistently shown serious
shortcomings in existing patient–physician communication: insufficient informa-
tion to inform patient consent and self-care, inadequate attention to clues about
psychosocial concerns, and lack of expressed empathy.34 Online communication
is ideally suited to address some of these limitations while posing unanswered
questions and the risk of exacerbating certain aspects of communication between
patients and physicians.

Online communication offers many advantages over the medical visit or
telephone, including the fact that it is asynchronous, allowing patients and
physicians to communicate at their convenience. E-mail is highly effective for
some aspects of care, eliminating the need for some office visits or potentially
maximizing time in the visit. Some patients are less embarrassed and more
willing to reveal information while communicating online rather than in person.
E-mail also generates a written record that patients can use to enhance self-care
and compliance with treatment and provides a platform that facilitates a link to
information sites recommended by physicians. A patient communicating with
a physician in cyberspace may feel that the physician is more accessible and can
express concerns without interruption.

At the same time, online communication presents drawbacks that physicians
must consider as they practice in this new medium. Significantly, studies show
that nonverbal aspects of communication are important to patient satisfaction,
trust, and the expression of empathy35 and may be missed by physicians in an in-
person encounter.36 Certain techniques long relied on by physicians to establish
trust, such as shaking hands and laying hands on the patient, are lost in
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electronically mediated exchanges. The significance of relinquishing this physical
contact is uncertain.

Moreover, without visual or audio contact, nonverbal and some verbal cues are
lost, including the patient’s tone of voice, hesitation in speaking, and visual signs
of emotional and physical distress. In many cases, it will be more difficult for
a physician to evaluate the patient’s understanding of the medical problem, and
the patient’s confidence and comfort with medical decisionmaking. The psycho-
logical and emotional underpinnings and factors of disease may also be harder to
identify in e-mail communication. Nonverbal cues can also enable physicians to
determine whether the patient is giving false information purposely, such as
patients who may be drug-seeking. Finally, online communication may be too
‘‘thin’’ a medium for dialogue about complex decisions that require the patient to
weigh the risks and benefits of multiple treatment modalities. E-mail also seems
poorly suited to convey distressing information, especially between patients and
physicians who have never met in person.

Research is needed to determine which aspects of communication essential to
convey compassion, engender patient trust, and address patient expectations are
attenuated or lost in online medical encounters.37 In particular, research should
determine whether and how physicians can use text online to express empathy
and detect cues from patients by their written comments of concerns that might
be missed in person. Systematic research about online communication and
physician training should focus on both the limits of this new medium in the
dialogue between patients and physicians and the opportunities presented to
strengthen patient satisfaction and trust.

Physician identity: The ability of the patient to know the identity of the practitioner
is a given element of in-person practice. Practitioners would hardly be able to
practice anonymously in person, but physicians can provide advice anony-
mously online. Anonymity is not acceptable for in-person practice and should
not be acceptable online. Anonymity flies in the face of the duty of care,
accountability, and human interaction intrinsic to medical practice. Given the
lack of transparency and complexity of identifying physicians online, disclosure
is also essential to public trust. Just as physicians are identified in medical
practice, whether at their offices or in large institutions, so they should be
identified online. In addition to basic information about identity, other in-
formation should be routinely disclosed, including professional licensure, board
certification, education, training, experience, and professional privileges and
affiliations. Moreover, physicians who see patients in person have an affirmative
duty to refer patients as needed for additional treatment and to provide essential
information, such as test results, diagnosis, and advice or treatment, to other care
providers at the patient’s request. This same obligation applies to physician–
patient encounters online.

Informed consent. Reflecting both the ethical and legal obligations to obtain
informed consent, physicians must provide information about the benefits, risks,
and alternatives of treatment and assure that the patient’s consent is voluntarily
and freely given. Online communication can improve some aspects of informed
consent by providing a written record of physicians’ responses to questions and
links to decision support and other information resources. Outside a preexisting
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relationship, however, online communication may complicate the determination
of decisionmaking capacity and the patient’s legal right to decide about
treatment.

Informed consent should encompass disclosure of the risks, benefits, and
alternatives that relate to both the medical treatment and the provision of
treatment online. The risks inherent in the medium include the inadvertent
disclosure of confidential information to other parties and the fact that in-
formation disclosed will be integrated into the medical record. Informed consent
should also delineate the parameters and expected duration of the relationship.
By design, many online encounters are intended as short-term or one-time
interactions. This expectation should be clearly spelled out for the patient in the
informed consent process. In addition, physicians and patients should reach an
understanding about whether communication will be encrypted, whether certain
highly sensitive matters such as HIV will be discussed online, the expected
response time to e-mail questions, and the need for patients to communicate by
telephone for urgent or emergent matters.

Privacy and confidentiality. To date, concerns of both patients and physicians
about the confidentiality of medical information online have been a major barrier
to Internet communication between patients and physicians. For example, in
a 2007 poll, over half of participants expressed privacy concerns regarding
their medical records and information.38 These concerns will likely increase as
the federal government moves forward to establish the National Health Infor-
mation Network (NHIN), a national system of electronic health records, which
will electronically connect all patients’ records to healthcare providers, insurers,
pharmacies, labs, and claims processors by 2009.39 To address these concerns,
two major health information organizations have issued a joint position state-
ment delineating principles and practices for protected health information
confidentiality.40

Broad rules imposed by the Health Insurance Portability and Accountability
Act (HIPAA) cover patient–physician communication online for medical pro-
viders who transmit medical information such as billing, claims, or patient
medical records online. Under the Act, among other obligations, providers must
give patients notice about the use and disclosure of their health information and
seek consent to certain disclosures.41 HIPAA does not apply to some medical
sites, which might provide advice but do not engage in transmission of identifi-
able patient information. However, because many physician practices use elec-
tronic billing and communications between physicians and patients that may
contain protected healthcare information, such as identifiable names and health
conditions, HIPAA would apply to these communications. HIPAA would also
apply to access to online patient medical records.

Best practices would include explicit consent from the patient to engage in
online communication, password protection of e-mail access from work or home
as well as on portable devices such as laptops or hand-held devices, and limits on
extraneous medical detail in communications. Whether HIPAA applies to any
particular case, protection of patient privacy remains an ethical obligation of the
profession.42 In short, physicians should not communicate with patients online
or participate in sites without meeting accepted ethical standards for patient
confidentiality.
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Conclusion

Technology, consumer demand, and practitioner participation are likely to accel-
erate reliance on the Internet both within and outside an existing patient–physician
relationship. We are in the midst of a transformation that offers the potential to
enhance care and patient satisfaction but also poses profound challenges for the
quality of care delivered online and the relationship of patients and physicians. In
light of this transformation, physicians should engage both as individuals and as
a profession to adopt professional standards that promote patient interests, the
physician–patient relationship, and the integrity of medical practice.

Undoubtedly, the in-person visit will remain essential to the practice of
medicine and to the human dimension of medical care. Currently, consumers
are using information and connectivity online to supplement, not replace, in-
person relationships with their physicians. This may shift as video and audio
technology are more broadly disseminated and available for the medical visit. In
existing patient–physician relationships, physicians must seek to integrate the
new capacities of the Internet into their practice in a way that retains the core
values and standards of face-to-face medical practice.

New patient–physician relationships online pose significantly greater risk,
requiring careful attention to clinical outcomes, patient trust, and the personal
interaction integral to medical practice. Medicine online in this context may be
best limited to second opinions or short-term interactions where trust and
continuity are less important. Online referrals by physicians through an in-
person visit or reliance on an existing physician–patient relationship as a conduit
for online advice or a second opinion should be explored as vehicles to ensure
accountability and quality. Such arrangements might also address the difficulty
of conveying complex information to a patient in the absence of personal contact
and communication. Research is needed to delineate the limitations of the Internet
as a medium for diagnosis, treatment delivery, and communication.

Finally, motivated by a broad array of financial interests, many third parties are
seeking to participate in the online relationships occurring among patients and
physicians. Yet, most patients want to connect to their own physicians online, for
convenience, for guidance about how to navigate high quality information, and
for medical advice. Rather than regard the Internet and health information online
as an intrusion on medical practice, physicians should seize it as a tool to drive
change in ways that increase efficiency, improve care, and enhance their
relationship with their patients. If physicians do not respond to the challenge
and opportunity the Internet presents, other stakeholders, who may not have the
interests of patients as a priority, are likely to become intermediaries in their
relationship with patients online, diminishing the leadership that physicians
should play in this transformation in medical practice.
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1. Notice posted on an Internet site that provides information and support for mental health issues.
Available at http://www.psychcentral.com (accessed 8 Apr 2008).

2. Kassirer JP. Patients, physicians and the Internet. Health Affairs 2000;19(6):115–23.
3. Car J, Sheikh A. Email consultations in health care: 1—Scope and effectiveness. British Medical

Journal 2004;329:435–8.
4. Christensen H, Griffiths K. The Internet and mental health practice. Evidence Based Mental Health

2003;6:66–9; Braff D. Going online for therapy lite. Chicago Tribune 16 Mar 2008; available at http://

Arthur R. Derse and Tracy E. Miller

462

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

08
08

05
72

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S0963180108080572


www.chicagotribune.com/features/lifestyle/health/chi-0316_counsel_page_1_r_k_nmar16,1,4143909.story
(accessed 8 Apr 2008).

5. Miller T, Derse AR. Between strangers: The practice of medicine online. Health Affairs 2002;21:168–79.
6. Costello D. The doctor won’t see you now. Los Angeles Times 14 Nov 2005; available at http://

pqasb.pqarchiver.com/latimes/access/925785221.html?dids=925785221:925785221&FMT=ABS&
FMTS=ABS:FT&type=current&date=Nov+14%2C+2005&author=Daniel+Costello&pub=
Los+Angeles+Times&edition=&startpage=F.1&desc=The+doctor+won%27t+see+you+now
(accessed 29 May 2008); for example, Teladoc Medical Services; available at http://www.teladoc.com/
home.php (accessed 10 Apr 2008). See also, JustAnswerHealth; available at http://health.justanswer.
com (accessed 10 Apr 2008).

7. Cleveland Clinic. MyConsult; available at http://www.eclevelandclinic.org/myConsultHome
(accessed 8 Apr 2008), and Partners Health Care at http://econsult.partners.org (accessed 10 Apr 2008).

8. Chin T. Insurers to pay for some online consultations. AmNews, 1 May 2006; available at http://www.
ama-assn.org/amednews/2006/05/01/bisc0501.htm (accessed 10 Apr 2008). Also see Freudenheim
M. Digital Rx: Take two aspirins and e-mail me in the morning. New York Times 2 Mar 2005; available
at http://www.nytimes.com/2005/03/02/technology/02online.html (accessed 10 Apr 2008). Health
plans paying for online consultation include Anthem Blue Cross, Cigna, and Harvard Pilgrim. Under
certain circumstances, Medicare may pay under payment codes approved for telehealth applications.
See Glendinning D. Slow connection: Medicare and telehealth. AMNews 3 Sep 2007; available at
http://www.ama-assn.org/amednews/2007/09/03/gvsa 0903.htm (accessed 10 Apr 2008).

9. Hubbard WK. Associate Commissioner for Policy and Planning, Statement before the Committee
on Government Reform, U.S. House of Representatives, Hearing on Internet Drug Sales. 18 Mar
2004; available at http://www.fda.gov/ola/2004/internetdrugs0318.html (accessed 10 Apr 2008).
Falco M, Heyman P. Fighting the online drug corner. Washington Post 15 Mar 2008.

10. MDAdvice.com [homepage] available at http://www.mdadvice.com (accessed 19 Feb 2008).
11. Slack W. Cybermedicine: How Computing Empowers Doctors and Patients for Better Health Care. San

Francisco: Jossey-Bass Publishers; 1997.
12. Wyatt JC, Sullivan F. eHealth and the future: Promise or peril? British Medical Journal 2005;331:1391–3.
13. Guadagnini C. Online physician communication. Physician’s News Digest. Mar 2008, available at

http://www.physiciansnews.com/cover/308.html (accessed 11 Apr 2008), quoting a Manhattan
Research Survey for first quarter 2007.

14. Harris Interactive Health Care News 2002;2(8); available at http://www.harrisinteractive.com/
news/newsletters/healthnews/HI_HealthCareNews2002Vol2_Iss08.pdf (accessed 11 Apr 2008).

15. Institute of Medicine, Committee on Quality of Health Care in America. Crossing the Quality
Chasm: A New Health System for the 21st Century. Washington, DC: National Academy Press; 2001.

16. Bauer KA. Home-based telemedicine: A survey of ethical issues. Cambridge Quarterly of Health Care

Ethics 2001;10:137–46.
17. Federation of State Medical Boards of the United States. Model Guidelines for the Appropriate

Use of the Internet in Medical Practice; 2002; available at http://www.fsmb.org/pdf/2002_
grpol_Use_of_Internet.pdf (accessed 14 Apr 2008); Statements on Telemedicine. New York State
Board for Professional Medical Conduct. Special Committee on Telemedicine. Revised July 2005;
available at http://www.health.state.ny.us/nysdoh/opmc/telemedicine.htm (accessed 14 Apr 2008).

18. Salas v. Gamboa, 760 S.W.2d 838, 840 n.1 (Tex. App.—San Antonio 1988).
19. Schanz SJ. Using the Internet for Health Information: Legal Issues. Chicago, IL: American Medical

Association; 1999:7.
20. Jones v. J.B. Lippincott Co., 694 F. Supp. 1216 (D. Md. 1988).
21. Roman v. New York, 442 N.Y.S. 334 (Civ. Ct. 1987).
22. Daniel v. Dow Jones & Co., 520 N.Y.S. 334 (Civ. Ct. 1987).
23. DeVille K, Fitzpatrick J. Ready or not, here it comes: The legal, ethical and clinical implications of

e-mail communications. Seminars in Pediatric Surgery 2000;9(1):24–34.
24. American Medical Association Council on Ethical and Judicial Affairs. Conflicts of Interest:

Guidelines. Opinion 8.03. Code of Medical Ethics: Current Opinions with Annotations. Chicago, IL:
American Medical Association; 2006.

25. Blumenthal D. Doctors and drug companies. New England Journal of Medicine 2004;351:1885–90;
Brennan TA, Rothman DJ, Blank L, Blumenthal D, Chimonas SC, Cohen JJ, et al. Health industry
practices that create conflicts of interest: A policy proposal for academic medical centers. JAMA

2006;295:429–33; Wazana A. Physicians and the pharmaceutical industry: Is a gift ever just a gift?
JAMA 2000;283:373–80.

Professional and Ethical Challenges of Medicine Online

463

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

08
08

05
72

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S0963180108080572


26. Miller TE, Sage WM. Disclosing physician financial incentives. JAMA 1999;281:1424–30.
27. HON Code of Conduct for Medical and Health Web Sites; available at http://www.hon.ch/

Conduct.html (accessed 21 Feb 2008). The HON Code, created in 1995, is the most widely
displayed honor code on the Internet, though not all sites that display the logo are compliant with
the code. See Wanjek C. Attacking their HONor. Some dispute value of logo used to verify
accuracy, integrity of health web site contents. Washington Post 20 Apr 2004.

28. According to the American Accreditation HealthCare Commission (URAC) Core Standards
(v. 1.0). These have since been revised as Core Accreditation Standards (v. 2.0), available to
nonmembers of URAC for purchase only ($550) at http://www.urac.org/forms/store/Product
FormPublic/search?action 5 1&Product_productNumber 5 HWSv2.0 (accessed 10 Apr 2008).

29. Two other codes were promulgated by now defunct organizations. The Internet Healthcare
Coalition under its eHealth Ethics Initiative issued theeHealth Code of Ethics. See http://
www.pubmedcentral.nih.gov/articlerender.fcgi?tool 5 pmcentrez&artid 5 1761844 (accessed 21
Feb 2008). The Health Internet Ethics (Hi-Ethics), a consortium of organizations issued ethics
standards for web sites. See http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid 5

1118041 (accessed 11 Apr 2008). Neither addressed disclosure of risks of the medium and
delineation of the parameters of the relationship. The eHealth Code of Ethics required disclosure
of information of any relationship that a reasonable person would believe would be likely to
influence his or her perception of available information, products or services.

30. American Medical Association Council on Ethical and Judicial Affairs. Opinion E-5.026, The Use
of Electronic Mail. Issued June 2003, based on the report, Ethical Guidelines for Use of Electronic
Mail Between Patients and Physicians. The American Journal of Bioethics 2003;3(3):W43–7.

31. American Medical Association House of Delegates Policy H-120.949. Guidance for Physicians on
Internet Prescribing (2008); available at http://www.ama-assn.org/apps/pf_new/pf_online?f_n=
browse&doc=policyfiles/HnE/H-120.949.HTM&&s_t=&st_p=&nth=1&prev_pol=policyfiles/HnE/
H-115.997.HTM&nxt_pol=policyfiles/HnE/H-120.943.HTM& (accessed 10 Apr 2008).

32. Federation of State Medical Boards of the United States. Model Guidelines for the Appropriate
Use of the Internet in Medical Practice. Section Three. An Appropriate Physician–Patient
Relationship; 2002:4; available at http://www.fsmb.org/pdf/2002_grpol_Use_of_Internet.pdf
(accessed 14 Apr 2008). eRisk Working Group for Healthcare’s Guidelines for Online Commu-
nication. Principle 4. Pre-Existing Clinician–Patient Relationship; January 2007; available at
http://www.medem.com/phy/phy_eriskguidelines.cfm (accessed 11 Apr 2008).

33. Task Force on Medical Informatics. E-mail communication between pediatricians and their
patients. Pediatrics 2004;114:317–21; Brooks RG, Menachemi N. Physicians’ use of email with
patients: Factors influencing electronic communication and adherence to best practices. Journal of

Medical Internet Research 2006;8(1):e2.
34. Institute of Medicine, Committee on Quality of Health Care in America. Crossing the Quality

Chasm: A New Health System for the 21st Century. Washington, DC: National Academy Press; 2001.
35. Levinson W, Gorawara-Bhat R, Lamb J. A study of patient clues and physician responses in

primary care and surgical settings. JAMA 2000;284:1021–7.
36. Eysenbach G, Diepgen TL. Patients looking for information on the Internet and seeking

teleadvice—Motivation, expectations, and misconceptions as expressed in e-mails sent to
physicians. Archives of Dermatology 1999:135:151–6.

37. Prutkin JM. Cybermedical skills for the internet age. JAMA 2001;285:808.
38. Concern on Health Privacy. UPI poll available at http://www.upi.com/Zogby/UPI_Polls/2007/

02/21/upi_poll_concern_on_health_privacy/ (accessed 8 Apr 2008).
39. A new threat to your medical privacy. Consumer Reports Mar 2006; available at http://www.

consumerreports.org/cro/health-fitness/health-care/electronic-medical-records-306/overview/
index.htm (accessed 8 Apr 2008).

40. American Medical Informatics Association and American Health Information Management
Association. Statement on Health Information Confidentiality: A Joint Position Statement; July
2006; available at http://www.amia.org/inside/public_policy/ docs/amia_ahimajointconfidentiality
statement.pdf (accessed 11 Apr 2008).

41. U.S. Department of Health and Human Services, Office for Civil Rights. Standards for privacy of
individually identifiable health information. 45 CFR Parts 160 and 164. December 28, 2000 as
amended: May 31, 2002, August 14, 2002, February 20, 2003, and April 17, 2003.

42. Goldman J, Hudson Z. Virtually exposed: Privacy and e-health. Health Affairs 2000;19(6):140–8.

Arthur R. Derse and Tracy E. Miller

464

ht
tp

s:
//

do
i.o

rg
/1

0.
10

17
/S

09
63

18
01

08
08

05
72

 P
ub

lis
he

d 
on

lin
e 

by
 C

am
br

id
ge

 U
ni

ve
rs

ity
 P

re
ss

https://doi.org/10.1017/S0963180108080572


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage false
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 400
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


