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Edition. Annafs of

128: 576-594

Ethics Manual Fourth Define the ethics
problem as an “ought”
Internal Medicine 1998; [or “should” guestion

List significant facts and
uncertainties that are
relevant to the question.
Include facts about the
patient and caregivers
(such as intimacy,
emotional states, ethnic
and cultural background,
faith traditions, and legal
standing)

ldentify a decision maker

ethics and law, BMJ
Books, 2004

BMA Ethics Department |Recognise the situation
Medical Ethics Today as one that raises an
The BMA’s handbook of |ethical issue or dilemma

Break the dilemma down
into its component parts

{key issues). viewpoint (decision making

Seek additional infarmation,
including the patient's

capacity).

Competencies. Annals of
Internal Medicine 2000;
133: 59-69.

A position paper from Gather relevant data

the Society for Health  |{ex. Through discussions
and Human Value Health jwith involved parties and
Care Ethics examination of medical
Consultation: Nature, records or other

Goals, and relevant documents )

Clarify relevant concepts|Clarify related normative

(such as confidentiality,
privacy, informed
consent, and best

implementations of societal
values, law, ethics, and
interest). institutional policy for the

issues (such as the

case)

Clinical Ethics,
University Publishing
Group, Inc., 1997,
Maryland

John C. Fletcher, et al. , | FE85®Dclinical
edition: Introduction to  |pragmatism&[E]4%

McGee G, edition,

Pragmatic Bioethics, 2nd
edition, A Bradford Book,
Cambridge, 2003, 29-44,

Fins, JJ, et a,, Clinical. [{1) assess the patient's
Pragmatism: A Method of|medical conditions, {2)
Moral Problem Solving. In|determine and clarify
the clinical diagnosis

(3) assess the patient's [(4) consider family dynamics
and the impact of care on
capacity, beliefs, values, {family members and others
preferences, and needs |intimately concerned with the
patient’'s well-being

decision—making
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Give understandable , Solicit values of the Identify health Propose and Identify and
relevant, desired patient that are professional values. critique remeve or
information to the relevant to the solutions, address
decision maker and question. These include including constraints
dispel myths and the patient's values multiple eptions [on solutions
misconceptions about life; place in the for treatment
life cycle; relation to and alternative
community; heaith providers.
care, and health care
institutions; goals for
health care, and
conditions that would
change goals; and
specific preferences
about health care or
proxy decision makers
that are relevant to
this situation.
Identify any relevant Subject the dilemma to|Be able to justify the
legal or professional critical analysis decision with sound
guidance argurnents
Help to identify a range |Facilitate the building
of morally acceptable of consensus
optiens with the context. [{(agreement by all
involved parties)
(5) consider institutional [(8) identify the range of|(7) suggest provisional |(8) negotiate an [(10)
arrangements and moral considerations |goals of care and offer ethically evaluate
broader social norms relevant to the care in {a plan of action, acceptable plan [the results
that influence patient a manner analogous to |including plausible of action; (9) of the
care the clinical process of |treatment and care implement the |intervention
different diagnosis options agreed—upon s: and (11)
plan undertake
periodic
review and
modify the
course of
action as
the case
evolves,
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6 |Bernard Lo: Resolving Gather information Clarify the ethical issues |Resolving the dilemmas (what
Ethical Dilemmas A (what is clinical (what are the pertinent |pragmatic issues complicate
Guide for Clinicians 2nd |situation, who is the ethical issues and the case, hold a team
Ed, Lippincott Williams  |prirmary decision-maker, |conflicts, understanding {meeting, meet with the
and Wilkins, 2000, what are the views of  [the best thinking on the |patient or family, deal with
Philadelphia the health care team an [pertinent issues) psychological issues directly,

other stakeholders) seek assistance as needed)

7 lJonsen, Siegler, and Medical indications Patient Preferences Quality of Life (prospects
Winslade. Clinical Ethics, |(Medical facts, goals of |{expressed preferences, {with or without treatment, for
4th ed. McGraw=Hill, NY, ltreatment, probabilities |informed consent a return to patient’s normal
1998 of success, plans in case|process, decision~making|life, provider's bias and

of therapetuitic failure. |capacity, advance prejudice regarding QOL,
In sum, how can this directives, surrogate, future deficits, undesirable
patient be benefited by |patient’s cooperation conditions, plans for comfort
medical and nursing with medical treatment. |and palliative care)
care, and how can harm |In sum, is patient’s right
be avoided? to choose being

respected to extent

possible in ethics and

law?)

8 |JAhronheim, Moreno, and |What are the facts Who is confused about  |What sthical principles and/or
Zuckerman. Ethics in {medical, social, and what?: the apparent moral values are relevant?
Clinical Practice, Little, ilegal): “Good ethics difficulty can be settled
Brown, 1994, Boston begins with good facts” |by simply assembling the

involved parties in the
same room, sharing
information, and
facilitating
communication

9 |Terry M. Perlin Clinical |Patient (medical and Relationships Advocacy (rights and duties)
Medical Ethics: Case in |psychological facts)

Practice. Little, Brown,
1992, Boston

10 JRuth Purtilo: Ethical Gather as much sound |Determine the precise |decide on the ethical
dimensions in the health jinformation as possible |nature of the ethical approach that will best get at
professions, 2nd edition, problem (if the data the heart of the problem
1993, W. B. Saunders confirm that there in
Company, Philadelphia ona)

11 jJohn La Puma, David The ethics consultant's |Key issues to assess Steps in Case Analysis 1;

Schuedermaysr: Ethics

Consultation A Practical
Guide John and Bartlett
Publishers, Boston, 1994

axiom might be
something like: “T will
attempt to understand
all the relevant
particular elements of a
case, clarify treatment
goals, and propose
ethically acceptable
actions. ”

{the patient's goals and
objectives, options for
treatment plans,
decision—making
capacity, the
appropriateness of DNR
orders, the presence of a
written advance
directive, any conflict
with applicable health
care law)

Articulate patient’s goals and
objectives, 2 Search for

advance directives or proxies,
3 Describe treatment options
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Contextual features
{family issues, provider's
issues, financial issues,
religious and cultural
factors, justification of
breaching confidentiality,
resource allocation, legal
issues, research and
education, provider's or
institutional conflict of
interest )

Is there an ethically
acceptable compromise?:
Compromise may be
ethically acceptable
when it preserves the
underlying values of the
concerned parties.

If no ethically
acceptable compromise
is available, how should
the alternatives be
evaluated?

conflicts

treatment or
nontreatmet options

Interests of the
various parties

Short and long
term
consequences

Ethical
principles
at stake

Decide what shouid be
done, and how it best
can be done (explore the
widest range of options
possible}

Steps in Case Analysis
4; Construct decision—
making framework, 5
Discuss financial issues,
6 Delineate applicable
principles, if any, 7
Propose a range of
accepiable options.
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12

Council en Ethical and
Judicial Affairs, AMA:
Medical Futility in End=-
of-Life Care. JAMA
1999; 281: 937-41.

Fair Process for
Considering Futility
Case: Keywords

Prior deliberation of
values,
agreement/disagreement
, involving consultants,
ethics committee,
attempts to transfer
Care

13

BRI St AT L
MRI7Os sk EERG
BRI RT LS
FRER{mIBZE 2004; 1: 1-
17.

0 BEOTOT4~ILE
i

TAERAHOBESR
FUFD AT Ay
R (—f%3R) . it Sria
(EBE . EZE~D
. BB, S IR
EDTZTH) BEBBLU
RE~DIHEA

18: BE REDERLREE

T BEOBRLEM. RiE
DIBFLER, BEQETE
REICRA HIFBE(AE
5&)‘ {HIEER. AEE., A&l

14

David Seedhouse and
Lisetta Lovett: Practical
Medical Ethics, John
Wilay and Sons,
Chichester, 1992,

1. The principles behind
health work: create
autonomy, respect
persons equally, respect
autonomy, serve needs

first

2. The duties he believes
he has: minimise harm,
do most positive good,
keep promises, tell the
truth

3. The general nature of the
outcome to be achieved: most
beneficial outcome for the
patient, oneself, a particular
group, sogiety

15

Howard Brophy: Ethical
Decisions in Medicine.
[EOHEBIFR, ER
RPWR, EF25
FiHZER. 1985

HIEMAAT—FAV D
RUHUEH RTS8
IZ.BR. BADME
B .mS0OnE. FEL
—HERNTL, FL
T.BEEFES70¢
ATHD.

16

Gill AW, Saul P, McPhee
J, Keeridge I: Acute
clinical ethics
consultation: the
practicalities. MJA 2004,
181: 204-6.

A formal process of
ethics consultation may
be preferable to informal
approaches

An opportunity to share
different points of view
and help to avoid
practices that may be
unacceptable

ACES consultation is available
to ALL relevant stakeholders:
Consent for ethics
consultation should be
obtained

17

Gastman C, Neste FV,
Schotsmans P: Facing
requests for euthanasia:
a clinical practice
guideline. JME 2004; 30:
212-217.

each euthanasia request
must be open to
discussion

the following guestions
should be posed:
maotivation, information
that the patient got,
discussion with other
peopls, any form of
cosercion or pressure

the patient’s request is by
itself a necessary but not
sufficient reason for initiating
euthanasia,
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Leaving final reviewing decision— By a team, reflecting |Subsequent As quick as |availability,
responsibilities for making process medical, nen—medical |review by possible speed of
clinical management with |considering the facts of{and community institutional response and
the healthcare team and |the case and the perspectives clinical ethics moral
patient values and preferences committes pluralism

of all stakeholders
Team discussion of Joint exploration. It Decision—making The will of a

health care team

cannot be cbjectively
determined in advance
what is best in a given
situation, but that this
can only be discovered
by relating various
points of view on the
matter, '

regarding the end of
life cannot be
conceived of as a
“one off " act by an
individual, but a
process of
interpersonal
agreement. The
process—oriented
approach. :

patient cannot
replace dialogus.
Te the contrary,
it is only through
common
exploration and
deliberation that
the genuine will
of the patient
can gradually
become clear.
For this reason,
interpersonal
dialogue can be
seen as an
essential form of]
respect for the
patient's will,
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18

Steila Reihter-Theil: The
Freiburg approach to
ethics consultation:
process, outcome, and

competencies. JME
2001; 27: 21S5-278S

To share one's view on
the situation

Outline the relevant
facts and the important
next steps

Help to clarify one's concerns
and the points of conflict
among all stakehoiders

19

Stella Reihter-Theil:
Ethics consultation on
demand: concepts,
practical experiences
and a case study, JME
2000; 26: 198-203,

The reflection of the
interests of the
individuals involved, the
analysis of the
relationship between the
patient {relatives} and
the professionals, the
relavant social contexts,
the societal, legal,
cultural, and political
circumstances,
acknowledgement of the
universal ethical
principles such as the
FOUR PRINCIPLES

20

Marc Tunzi: Ethical
theories and clinical
practice One family
physician's approach

4 things the importance
of open and honest
communication; getting
the facts straight and
developing a clinical
narrative are central to
what | do; an ethics of
care that emphasizes
the relationship in
clinical situations and
the needs and concerns
of the persons involved
in these relationships is
key; the ethics of virtue,
especially the virtue of
prudence,

21

Diego Gracia: Ethical
case deliberation and
decision making,
Medicine, Health Care
and Philosophy 2003; 6:
227-233.

Deliberation is the
cornerstone of any
adequate methodology.
This is due to the fact
that moral decisions
must take into account
not only principles and
ideas, but also emotions,
values and beliefs,
Deliberation is the
process in which
everyone concerned by
the decision is a valid
moral agents, obliged to
give reasons for their
own points of view, and
to listen to the reasons
of others, increasing in
this way the maturity of
one’s own decision, in
order to make it more
wise or prudent.

The deliberation process
requires careful listening,
an effort to understand
the situation at hand,
analysis of the values
involved, rational
argument of the possible
courses of action and of
the most appropriate
ones, non—directive
advice and help even of
the chosen option by he
or she who has the right
and duty to make this
choice, does not
coincide with that which
the professional
considers to be the
correct one, or else
referral to another
professional,

Clinical anaiysis of bipethical
cases should always consist
of the following basic steps:
presentation of the case,
discussion of the clinical
aspects of the medical
record, identification of the
moral problems that arise,
determination of the values in
conflict, tree of courses of
action, fina! decision, decision
control consistency {legality
test, publicity test,
consistency in time)
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understanding and
respecting each other’s
motivations and aiming
toward a consensus and
mutual understanding.

Assessing the quality of
a course of action
consists of two stages;
checking its compliance
the principles at issues
and assessing the likely
consequences.

-47.
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22

Corrado Viafora: Toward
a methodology for the
ethical analysis of
clinical practice.
Medicine, Health Care
and Philosophy 1999; 2:
283-97.

Collecting clinical data,
alternatives, and
constraints

Assessing
responsibilities: capacity,
the responsibilities of
families (what make their
consensus relevant,
mandatory, or not
reliable?), healthcare
workers' responsibility

Identifying ethical problems
and ranking the sthical
problems according to their
importance and the context in
which they are involved

23

James F. Drane: Clinical
Bioethics Theory and
Practice in Medical—
Ethical Decision Making,
Shhed & Ward, Kansas,
1994

1. Expositor phase: 1-A;
Medical factors, 1-B
Ethical factors: Who is
this patient? & What
does the patient want
are critical. QOL..
Interests. Relationship
betwaen patients and
health care
professionals. Sesing the
situation from the
perspectives of all
interested parties is
critical to good
decision—making,

2. Rational phase: 2—A:
Medical ethics
categories. 2-B;
Principles and moral -
guidelines. Principles
justify decisions. 2-C:
Judicial opinions in
paradigmatic cases
provide helpful ways of
thinking about case
material. Updatad
professional codes also
synthesize accepted
wisdom and provide
important guidance in
thinking about complex
medical situations.

3. Volitional phase: 3-A:
Ordering goods and values
{our society has reached
broad agreement about how
to establish certain priorities).
3-B: Ordering the principles.
The choice of one principle
over another reflects personal
or institutional character and
is influenced but religious and
philosophical beliefs. Must be

Isensitive to personal and

institutional belief systems as
well as to the consequences
of preferring one principle
over another. 3-C: Make
ethical decisions with ag
much prudence and
sensitivity as development
permits. Besides considering
the patient, consider a
decision's impact on medical
professionals, their facility,
and themselves

24

Edmund Pellegrine, David
Thomasma: A
Philosophical Basis of
Medical Ethics, QUP,
New York, 1989

Step 1: Describe afl the
medical facts of the
case.

Step 2: Describe the
refevant values {(goals,
interests) of the
physicians, patients,
house staff and medical
professionals, the
hospital itself, and
society. This is
extremely important
step, since moral
questions arise precisely
in the context of value
conflict

Step 3: Determine the
principal value clash (the
major clashes of valuesg),
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Formulating ethical Elaborating directives
liudgment: proposals and |for analogous cases,
their reasons and their [prevention strategies,
plausibility. Given the and virtues of HCP
particular situation,
which decision promotes
better the values at
stake? References to the
Principles and
Experience
{consequence)

4. Public phase: 4-A:
Making assumptions
explicit. Ethical decisions
always involve
assumptions, beliefs, and
visions. 4-B: Striving for
consistency: Be
reasonable, well-
adjusted, and stable,
Initial feelings about right
and wrong should , at the
final stages of
methodological
refiection, correlate with
the reasons supporting a
recommendation. A good
defense connects
reasons with feelings
about the right thing to
do. 4-C: Organizing
reasons for public
communication, the most
adeguate medical ethics
ends in publicly—
supported professional

conduct.

Step 4: Determine Step 5: Choose a Step 6. Defend this
possible courses of course of action, This |course of action based
action which could step involves ethical on the values it
protect as many of the [|judgment about the professes. Why was
values in the case as relative ranking of one value chosen over
possible. goods. Attempts should|ancther in this case?

be made to preserve |ldentifying the criteria
the conflicting values inlis at the same time
the case. This view, the most difficult and
that a right decision is |most essential step,
one which respects as |This step is essential,
many values as not only to provide
possible, is contingent |human being with
upan a view of ethics |reasons for what they
as a moral experiment {do, but also for the

in which values are truly professional
considered desirable |practice of medicine.
outcomes.

- 45 -



81 BRRMEN7In—FE—%

25

REBHAIPLR-GE|0 BERE.0-18
ZRRIIBTAEERE TRk, THAEF—
BU7IO0—F0—F |A FOLOERIS
(20044%) . BfEFEBED (FESFhFhOIEE
DRMEEHT—FL |REBTIHEEEMN
TON—T [EEES RODERIZELT., 5
OEZRBEEHIET [LaLicsmLTLadh
SIREE]. THR16F1 (22 TH,0—2 it
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A AEEBEFREOREDARR (The will of a patient cannot replace dialogue. To the
contrary, it is only through common exploration and deliberation that the genuine
will of the patient can gradually become clear. For this reason, interpersonal

dialogue can be seen as an essential form of respect for the patient's will.)
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