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FROM THE EDITOR

On April 9, 2026, CNN published a story about the death of a 26-year-old dental student named Conor Hylton. He
was admitted to Bridgeport Hospital — a Yale New Haven Health facility — in August 2024 with severe abdominal
pain, nausea, and vomiting. He was placed in the ICU. He never left it.

His family has since filed a wrongful death lawsuit alleging that the ICU he was placed in had no physician physically
present. Not because no doctor was on duty — but because Bridgeport Hospital operated what the lawsuit calls a
“tele-ICU,” a model in which critically ill patients are monitored remotely through video screens by intensivists
located off-site at a centralized hub. The telemedicine physician who monitored Conor Hylton pronounced him dead
on a video screen.

| want to be precise here: tele-ICU is a real technology with a legitimate evidence base in specific contexts. | am
not here to condemn the model. | am here because the Connecticut Department of Public Health investigated this
case and found that the hospital “failed to ensure quality medical care was provided.” And | am here because Yale
New Haven Health issued a statement saying it is “unable to comment on pending litigation.”

That response is the subject of this week’s issue. Because “unable to comment on pending litigation” is not a
communications strategy. It is a communications collapse wearing a lawyer’s suit. And if your institution uses tele-
medicine models in critical care settings, your time to get ahead of this story is now — not after a similar lawsuit
lands on your desk.

Plus: | owe you the debrief on last week's WWYD — The Environmental Disaster Next Door. I've walked through
all five decision points. The answers are harder than they first appear.

— Ken Perry, MD, FACEP

The Tele-ICU and the Question No One Is Asking

Category: Clinical Model / Patient Safety Communication ¢ Urgency: HIGH « Scope: National

The wrongful death lawsuit filed by the family of Conor Hylton against Yale New Haven Health-Bridgeport Hospital
on March 31, 2026, is being covered nationally as a story about telemedicine gone wrong. It is being discussed in
emergency medicine circles as a patient safety story. In legal circles, it is being analyzed as a case about the
standard of care in critical illness. All of those readings are accurate. None of them are the one that matters most
to a hospital CMO or communications director.

The story that matters most is this: a 26-year-old man died in an ICU, his family believes the ICU was not what it
appeared to be, the state health department agreed with them on the quality question, and the hospital’'s public
response was to invoke litigation privilege. That sequence of events — clinical concern, regulatory finding,
institutional silence — is not a legal strategy. It is a community trust event. And it will not resolve itself in a courtroom.

An estimated 11 percent of ICU beds in the United States are now supported by some form of tele-ICU monitoring.
The technology exists on a spectrum: at one end, it supplements bedside intensivists with remote oversight; at the
other, it replaces them in lower-acuity community hospitals where 24-hour intensivist coverage would otherwise be
unavailable. The financial logic is straightforward. The communications logic has never been built.

The Hylton lawsuit asks a question that every hospital using a tele-ICU model should have answered before the
first patient was admitted to that unit: Did your patients and their families know that ICU physician presence was
remote? Was that disclosed? Was consent, even informal consent, obtained? Was the model described in your
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patient materials, your discharge communications, your website, your quality reporting? If your answer to any of
those questions is uncertain, your institution has a communications exposure that predates any lawsuit.

Yale New Haven Health's response — that it is “committed to providing the safest and highest quality of care
possible” but cannot comment on pending litigation — is the communications equivalent of treating a tension
pneumothorax with oxygen and hoping for the best. You are acknowledging the problem exists while refusing to do
the one thing that might help: deploy your clinical authority to explain, contextualize, and reassure.

MEDICAL REALITY

Tele-ICU technology is not inherently dangerous. Multiple peer-reviewed studies have shown that remote monitoring
programs can reduce ICU mortality rates when properly implemented, particularly in hospitals where 24-hour intensivist
coverage is otherwise impossible. The clinical argument for tele-ICU in resource-limited settings is sound. What is not sound
is deploying that technology without a parallel communications infrastructure: patient-facing materials that explain the model,
staff training on how to answer family questions about monitoring, and a media response protocol that has already war-
gamed the scenarios this lawsuit has now made national news. The communications failure in the Hylton case is not that a
tele-ICU existed. It is that no one had built the vocabulary to explain it — until a family’s attorney had to do it for them.

Purdue Pharma and the ‘Marketing as Medicine’ Scandal (1996-2019)

In the late 1990s, hospitals across the United States entered into educational and marketing relationships with
Purdue Pharma as OxyContin was introduced to market. Purdue’s representatives pitched the drug’s low addiction
potential as clinical truth. Many institutions, under financial pressure and facing genuine pain management
challenges, absorbed the messaging without independent scrutiny. When the opioid crisis erupted into public
consciousness two decades later, hospitals that had received Purdue funding or participated in Purdue-sponsored
continuing education faced years of reputational damage — not because they had prescribed OxyContin
maliciously, but because the financial logic behind their clinical choices had never been disclosed.

The parallel to tele-ICU adoption is not that anyone is lying. It is that financial pressures are driving the adoption of
a clinical model faster than the communications infrastructure can keep pace. Hospitals are turning to tele-ICU
because it costs less to staff a monitoring hub than to hire round-the-clock intensivists in every community hospital.
That is an honest, defensible decision in many settings. It becomes indefensible only when the patients in those
ICU beds have no idea the person managing their ventilator is watching them through a camera.

The lesson from the opioid crisis that applies here: proactive disclosure of the financial logic behind clinical model
choices is always less damaging than a reporter finding it. Or a lawyer.

“Proactive disclosure of the financial logic behind clinical model choices is always less
damaging than a reporter finding it. Or a lawyer.”

HOSPITAL RESPONSE ANALYSIS

LENS ANALYSIS

The Initial Statement Yale New Haven Health responded that it is "committed to providing the safest and highest
quality of care possible" and "unable to comment on pending litigation." This is the template
response that legal teams produce for every lawsuit. It is legally defensible and
communicatively disastrous. The statement says nothing about what tele-ICU is, why the
hospital uses it, what the evidence base is, or what families can expect. It answers zero of
the questions the public is now asking. Every day that the only public voice explaining tele-
ICU to the American public is a plaintiff's attorney is a day the hospital's institutional credibility
deteriorates further.

The Disclosure Gap The lawsuit's core allegation is not just that tele-ICU care was inadequate — it is that the
family did not know the model existed. This is the communications failure that precedes the
clinical one. Hospitals routinely disclose far less significant aspects of care in patient
admission materials. Whether the family would have consented to tele-ICU care is
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unknowable. What is knowable is that the opportunity to have that conversation never
happened. Informed consent and informed communication are not the same thing — but
informed communication is the foundation of institutional trust, and it was absent here.

The Regulatory Finding

The Connecticut Department of Public Health investigated and found that Bridgeport Hospital
"failed to ensure quality medical care was provided." This is not a plaintiff's allegation — it is
a state regulatory finding. When a hospital's response to a state health department finding is
litigation silence, it creates a narrative vacuum that the regulator's finding fills entirely. Your
institution cannot disclaim a regulatory finding through legal privilege. It can only respond to
it — clinically, publicly, and specifically. The absence of a clinical spokesperson in this story
is conspicuous.

Staff Communications Every nurse, respiratory therapist, and patient care associate working in a tele-ICU unit at
any institution in the country has been asked a version of the same question this week: "Is
this what happened here?" If your staff do not have an approved, clear, consistent answer to
that question — one that explains what your tele-ICU model is, what it is designed to do, and
how it differs from the Bridgeport model if it does — then your communications failure is
already in progress. It is happening at the bedside, in the parking garage, and on social

media.

National Implications The Hylton case is not an isolated incident — it is the first nationally covered lawsuit that
places tele-ICU transparency at the center of a wrongful death claim. More will follow. If your
hospital uses any form of remote physician monitoring in critical care settings, the time to
build your communications infrastructure around that model is the week this story runs
nationally, not the week your hospital is named in a similar lawsuit. That window closes

quickly.

THE LESSON + THE RULE OF THUMB

A hospital that deploys new clinical technology without
building the communications infrastructure to explain it has
not adopted innovation — it has adopted liability. The Hylton
lawsuit is not, at its core, about whether tele-ICU is good
medicine. It is about whether patients and families could
understand what was happening to them. That is a
communications responsibility, not a clinical one. And it
belongs to your CMO and communications director, starting
today.

The Surgeon Under Investigation
Setting: Academic Medical Center

"The physician voice rule: clinical authority requires
clinical presence"

A PR director cannot answer a question about whether your
hospital is safe. A physician can. The bitterest irony of this
story is that the hospital's communications problem is a
precise metaphor for its clinical problem: remote
management when physical presence was needed. Put a
physician at the microphone. Now.

The state medical board has opened a formal complaint investigation against one of your highest-volume cardiac
surgeons — the physician responsible for approximately 22% of your cardiac surgery revenue. Nothing has been
adjudicated. The investigation was filed by a former patient whose surgery you believe was performed correctly. A
healthcare reporter with a strong track record of accuracy has obtained the complaint through a public records request
and has called your communications director for comment. The story will run on Monday. It is Friday afternoon.

YOUR DECISION POINTS:

e Your communications director wants to issue a blanket "we do not comment on personnel matters" statement.
Your legal team agrees. Your CMO disagrees, arguing that silence will be read as confirmation of wrongdoing by
the surgical team. Who is right — and what specifically would you say instead?
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e The reporter asks directly: "Is Dr. [name] still performing surgeries at your institution?" The investigation is active,
but nothing has been adjudicated, and there is no clinical basis to suspend the surgeon. Do you answer the
question? What is your answer?

e The story runs Monday morning. By noon, three patients with scheduled cardiac surgeries call to reschedule
citing concerns. Your surgical scheduler is fielding questions your staff has not been briefed to answer. What is
your staff communication protocol — and who delivers it, and when?

* Anursing staff member posts on a private Facebook group: "This has been an open secret for two years." A
screenshot is forwarded to the reporter by Tuesday. You were not aware of any internal concerns. How do you
respond to the escalation — and what do you do internally in the next 24 hours?

e By end of week, no additional findings have been announced. The investigation is ongoing. How do you manage
the ongoing communications cadence — and at what point, if any, do you proactively update the public, your
staff, and the medical board?

Next week’s Debrief will walk through each of these decision points. Think through your answers before then.

LAST WEEK’S DEBRIEF

Week 6 Scenario: The Environmental Disaster Next Door

A chemical plant fire two miles from your hospital sent visible smoke across the city. Your ED surged with 34
patients presenting with respiratory complaints consistent with chemical exposure. The local fire department issued
a statement saying the air was “safe.” Your medical toxicologist privately told you the symptom pattern was
consistent with hydrogen chloride exposure — but could not confirm it. A TV reporter called asking whether your
hospital was “seeing anything unusual.” You were the CMO. Here is how | would have worked through it.

1. Contradicting public safety officials in real time: do it carefully, but do it.

You have clinical evidence — 34 patients with respiratory symptoms in an hour — that directly contradicts the fire
department's "safe air" declaration. You do not need to accuse anyone of lying. You need to describe what you are
observing clinically. Your statement is not: "The air is unsafe." Your statement is: "We are currently evaluating a
significant increase in patients presenting with respiratory symptoms, and we are working closely with public health
authorities and the fire department to understand the cause." That statement is clinically honest, institutionally
responsible, and does not directly contradict officials — while making absolutely clear to anyone listening that your
clinical data is inconsistent with the "all clear." It also opens the door for the fire department to revise their statement,
which is what eventually happened. Your job is not to win the argument. Your job is to make the accurate clinical
picture visible.

2. The TV reporter: give them a statement they can use, or they will build one from what you gave them.
The reporter is going to file a story whether you talk to them or not. "We cannot comment on air quality
determinations” will run as confirmation that something unusual is happening in your hospital. Give the reporter the
same statement you are giving the public: what you are observing clinically, that you are in active coordination with
public health authorities, and that you will provide an update at a specific time. Two sentences. A specific time
commitment. That is the entire statement. It runs better than "no comment" in every newscast, and it accurately
represents what you know.

3. Declaring a mass casualty event: the communications steps must precede the declaration.

A mass casualty declaration is a public record that will leak within minutes. Before you make that declaration, you
need three things in place: a brief staff communication (what MCI means operationally, what it does not mean about
prognosis), a prepared external statement (one sentence acknowledging the declaration and explaining what it
enables clinically), and a direct call to your public health liaison so the declaration does not surprise them. The
declaration is a clinical resource decision. The communications infrastructure around it is your job to build before
you make it. If you are considering MCI and have not briefed your communications director, that is already too late
— but it is not too late to brief them in the next five minutes.

4. Sharing the toxicologist's assessment: share it with public health officials, not the press.
Your toxicologist's clinical inference is valuable. It should go to your local health department and the incident
command structure immediately — because it may save lives if first responders adjust their protective measures. It
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should not go to the press as a diagnosis. "We believe it may be hydrogen chloride" in a press statement is not
clinical communication, it is clinical speculation in a public forum, and it will be treated as fact within minutes. Share
the inference with the people who can act on it clinically. Hold it from the press until it is confirmed or until the public
health benefit of disclosure clearly outweighs the risk of reporting a wrong chemical.

5. When the fire department walks back their statement: you were right. Say so clearly — once.

When the fire department revises from "safe" to "elevated particulate levels," you have a narrow window to say,
clearly and without triumphalism: "Our hospital began treating patients with respiratory symptoms consistent with
air quality exposure at approximately [time], and we communicated our clinical observations to public health officials
at [time]. We are glad official assessments now reflect what we were observing clinically." That statement is not
chest-thumping. It is documentation that your institution functioned as a public health partner, shared data when it
had it, and did not suppress clinical observations under institutional pressure. That record matters — for your
community trust, for your staff's confidence in leadership, and for the next time a regulatory body asks how your
hospital handled a public health event.

The through-line in all five answers is the same: clinical transparency in real time, routed through the right
channels. The institutions that build community trust during environmental events are the ones whose data
arrived before the official acknowledgment. Be that institution. Build the protocol before the smoke appears.

QUICK READS

CNN Health | Law & Crime, April 9-11, 2026

Patient Dies in Tele-ICU With No Doctors Present — Family Sues Yale New Haven Health

The primary source material for this week’s issue. Read the CNN piece for the narrative arc; read the Law & Crime piece for the
full legal complaint language. Pay particular attention to the plaintiff's allegation that the family was not informed of the tele-ICU
model at any point during admission or treatment. That disclosure gap — not the technology itself — is the communications
lesson.

us.cnn.com

KFF Health News, April 10, 2026

Man’s Death Triggers Lawsuit Alleging Connecticut Hospital Ran ‘Tele-ICU’

The most thorough policy framing of the Hylton case, including context on the broader tele-ICU adoption trend and the regulatory
guestions it raises. Essential reading for any CMO building a communications protocol around remote monitoring. Note the
framing around the Connecticut DPH investigation finding — the regulatory record matters as much as the legal one.

kffhealthnews.org

NBC News / Public Citizen, April 2, 2026

Medicaid Cuts Threaten Hundreds of Hospitals, New Report Finds

The financial pressure driving tele-ICU adoption at community hospitals is the same pressure threatening to close 446 of them.
This report from Public Citizen gives you the macro context: the hospitals most likely to adopt cost-saving clinical models are
the hospitals most financially exposed to Medicaid cuts. If you are a CMO at a safety-net hospital, you are managing both stories
simultaneously. Build your communications infrastructure for both before either one becomes your headline.

www.nbcnews.com

Thank you for reading. The Hylton case will continue to develop through discovery, and | will follow it closely. If your
institution uses tele-ICU or any form of remote physician monitoring in critical care — and you have not yet built a
patient-facing communications strategy around it — | would encourage you to treat this week’s issue as the first
chapter of that work. Reply directly to this email if you'd like to think through it together.

Stay sharp.

Ken Perry, MD, FACEP
Emergency Medicine Physician | Crisis Communications Consultant
Code Grey Consulting * kperry@tulane.edu

Code Grey Consulting is an independent crisis communications advisory practice. This newsletter is for educational purposes. Nothing herein
constitutes legal advice.
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