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Module 4

@  Ethical issues in palliative care nursing

Dealing with the ethical issues of end-stage

medical treatment

[ Changes in society and family structure are
contributing to the complexity of end—stage
care

® Historically  significant  cases have

influenced the history of law and ethics.

Dealing with the ethical issues of end-stage
medical treatment (continued)
@® The palliative care nurse helps enable

decision—making after the patient has been
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sufficiently provided with information.

Main points

®  Absence of a family capable of assisting

with care

@  Cultural problems

®  Defining medical futility

® [nsufficient knowledge concerning
treatment

®  Access to hospice care

®

Legal/compulsory obstacles

Main points (continued)
@ In palliative care, ethical dilemmas arise

daily on the macro— and micro—levels

Development of a moral framework
@ Fundamental abilities as a nurse
@  Palliative care nurses play a significant role

in legal/ethical issues

Development of a moral framework (continued)
@ [dentification, evaluation, and resolution of
ethical issues
Acquisition of knowledge and skill
An environment that minimizes obstacles

to the practice of ethical medical treatment

Development of a moral framework {continued)
-] Recognizing the personal values and beliefs
that shape practices

e Elucidation of values

@  Respecting the values of patients, family,

and other team members

Framework to legitimize discussion and action

Ethical principles

] Virtue ethics
® Care ethics
@ Narrative ethics

Shared decision—making

®  Patient self-determination
@ Balance between objectivity and
subjectivity

Attaching importance to the process
Developing a narrative

Focusing on understanding

® & 6 @

The interpretation of informed consent

Answering unanswerable questions

Preventive ethics
@ Nurses must focus on efforts to prevent
conflicts
Early recognition of problems
Knowledge of the natural progression of
many diseases
@ Understanding the

wishes of

patients/families

Culture and ethics
@ Considering disparities due to culture,

ethnicity and age



® Ethnocentric biases

® Assessment measures

Ethical decision—making in end—stage care
® The optimal balance between costs and

benefits

Ethical decision—making in end-stage care
(continued)
@ Benefits: longer life, comfort,

connectedness, community, communication,
the patient’ s wishes
-] Costs: impact,

agony, pain, economic

reliance on technology, isolation, bedridden

Assessment of decision—making competence

® For decision—making competence, judgment
_ capability is distinguished from legal

authority

®  [ack of decision—making competence

Consent

®  Consentis voluntary
® Information necessary for consent has

been received

Confidentiality
@ A serious matter concerning patients and
healthcare professionals

@ Relationships of trust

Disclosure
@  Evaluating and assessing cultural/individual
beliefs, values, and customs

@ Non—disclosure requests

Proxies

@  Lack of decision—making competency

® Role of preserving patient choice

Court appointed guardian
@ Guardian
@ Ward

@  Alternatives to guardianship

Patient’ s right to self-determination law
® Understanding the wishes of the patient
@ Preserving choices of patients who have

lost decision—making competency

Advance care planning
€@ The decision—-making and communication
process

Proxy/guardian appointment

Decision—making is a continuing, dynamic

process

Decision—making competency for patients on the
borderline

@  Patients with dementia

®  Patients with mental disorders

@ Patients with developmental disabilities

®

Prisoners
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Advance directives

® A means o convey beforehand your choice
for care in writing

® Format and related regulations differ by
state

e Faétors that interfere with the creation of

an advance directive

Kansas City survey — 1996 and 2000

@ Review of 3,000 documents from a hospital

o 10% were sufficiently written to provide
clear directives

® 27-36% of the advance directives were
completely filled out

®  48-59% were attached to the medical chart

Right of guardianship continuity relating to
" medical treatment

@  Appointment of decision—making proxy

@ Complete while there is judgment capability

®  Responsibilities and rights

Living Wills

@ Prepared while the patient  has
decision—making competence

@ Be familiar with state laws

DNR: Do Not Resuscitate

@ Document verifies that resuscitative
measures are not performed upon cardiac

or respiratory arrest

) Orders are written by either a physician or
an advanced practice nurse (differs by

state)

Prolonging life and quality of life
@ The intention to treat
@ Acute treatment

® Life—prolonging treatment

Connected to stay alive

Withholding/withdrawing treatment
©®  Definitions
®  Normal reasons for
withholding/withdrawing treatment

Unreasonable costs

@ The normal circumstances

Withdrawing treatment

Artificial respiration

@ Every medical facility must establish a
protocol for  the withdrawal of
life—prolonging treatment

®  Protocols are created in accordance with

state and facility regulations

Withdrawing treatment (continued)

Dialysis

@  Sufficient time ts necessary to debate
costs and benefits because of the

complexity of the decision

@ The approach taken by the team is
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important
©  Palliation of symptoms after withdrawal of

dialysis

Withdrawing and withholding
Artificial hutrition and hydration

@  The decision will become emotional

@ Even if the patient’ s wishes are kriown, the
required items differ by state

®  Maintains a balance between research and

relating to

observational evidence

advantages and disadvantages

Assisted suicide and euthanasia
® The debate continues

) Confusion over terms and definitions

Assisted suicide

® Intent is a factor in the definition of
assisted suicide when an individual provides
the means to a patient knowing his or her
intention to commit suicide and the patient
uses those means to actually commit

suicide.

Physician assisted suicide

e Oregon voters legalized physician assisted
suicide in 1994

@ The Supreme Court ruled in 1997 that
assisted suicide is not a constitutional right,
and physicians do not have an obligation to
assist |

@ Oregon voters legalized physician assisted

suicide onhce again in 1997

The American Association of Nurses Position

Statement on assisted suicide

®  Nurses should not participate in acts that
deliberately end the life of any person, and
nurses have a social contract with society
based on trust

® Nurses must offer a realistic alternative

Euthanasia

®  The substance that causes the death of the
patient is directly administered by an other

@  Significant differences depending on who
catries it out

@ Intentis a factor in the definition

Medical futility

©® Clash of beliefs over the benefits of

treatment'

®  Failure of communication and
misunderstanding

@ “For whom are we doing this?”

Continuous/palliative sedation

@ Support by multidisciplinary staff
®  Protocol
® Records
L]

Ethical issues

Wishes and prayers
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end-stage care?

Issues of fairness in end—stage iliness ® Nonmaleficence
& Providing high—quality end—stage care ®  Respecting autonomy

®  Partiality in care—giving

@ Nurses must be involved in changes in
medical symptoms Specialist nursing practice standards

® Range of service

®  Standards of care
Issues of comfort and care ®  Norms for ethical conduct
) The healthcare professional — patient @  Guidelines for responsible end-stage
relationship practice

Ability, compassion, support, protection

Providing palliative care
Control of symptoms Group ethics and legal medical treatment

®  Organizational ethics

@ Ethics committee and consultation

Ethical issues relating to symptom management € Education
@ Beneficence & Formulating policy
® Nonmaleficence € Examination of medical cases

@ Respect for autonomy

Conclusion
Economic issues and disabilities @  Ethical insight, dialogue, decision—making
@ Poverty © Focusing on understanding the patient’s

®  Inappropriate medical treatment values and needs
A Protecting the rights of the patient/family

Work while maintaining close contact with

Economic issues and impediments (continued) multidisciplinary staff

@ Risk factors for the patient

&
@
@
@

Risk factors for the care provider ;
Social circumstances The waiting family
Patient education

The healthcare system

(RATEHR 1S8R

Research

@ Is it appropriate to conduct research in

- 49 -



D. BIEHSR

(1) EPEETM S Y LR 5 5 R,
w5
EHERADHE ThrBIZEF5
[BEQBEDRE] I220WTT HBHE -
EER—1F. BEESODEREES T
—FLHGN—TE [EEEEOBE
BEES ) EE b, 2006 45, EET.
p 132—141

2) ERERICHTIHRR S —HE
RADIUE. &8 IEF. BENESE
BRGE —BAORENESCHET
BHEMERLZOABONH—. &
10 B AABNERESHRES - AR A
4 rvand—Esils SRAE. /S

VI atE FRITETA2H



ELNEC Module 4 Original i

Slide 1

Slide 2

Slide 3

cooo

Core Curriculum

End-of-Life Nursing Education Consortinm

Module 4:
Ethical Issues in Palliative
Care Nursing

i{esponding to Ethical Issues in
| End-of-Life Care

» Changes in social/family systems have
added to complexity of EQL care

«Landmark cases influence
legal/ethical history

@ Core Corritutom L} o o a Y

[~} [}

Q
[

Responding to Ethical Issues in
End-of-Life Care (cont.)

« Palliative care nurses help patients
make fully informed decisions

EILIRIEINC] core curticwtam & o o o °
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Slide 4

Slide 5

- Slide 6

o
o

[Key Issues |

— Lack of available family :
o+ Cultural issues '

e~ Defining medical futility

«— Lack of knowledge regarding treatment

= Access to hospice
o+~ Legal and bureaucratic cbhstacles

EIL)R)E)YC) core Carricuiom o a o o o ° o

Q
a

ﬁ{ey Issues (cont.)

e Ethical dilemmas en macro and
micro levels emerge daily in
palliative care

Stanley & Zolothi-Dorfman, 2001

El@ Core Cuyriculum o o a o o o a

o
[
a

|Moral Framework Development |

e Core competencies for nurses

= Palliative care nurses play a
critical role in legal/ethical issues

ANA, 2001

EHLINIE)E) core Cursicutus o o o o o o °
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Slide 7

Slide 8

Slide 9

[
°

Q Moral Framework Development
(cont.)

» [dentification, evalnation and
reselution of ethical issues

o Acquisition of knowledge and skill

o Envirenment that minimizes
barriers to ethical practice

Reigle & Boyle, 2000

EZ)REC]) core corvicatom o a

o =} o

a

o
o

Moral Framework Development
(cont.)

» Recognize personal values and beliefs
that frame practice

+ Values clarification

« Respect values of patient, family, other
team members

Reigle & Boyle, 2000

[EI]R)ENC] core Curricutum o o o

a o e .o

o
Q

uFr-amework for Discourse and
Justification of Action

« Ethical principles
« Virtue ethics

+ Ethics of care

o Narrative ethics

EJZ]NE}C] Core Curriculum o a o

o © ) o




Slide 10

Slide 11

Shide 12

o
]

| Shared Decision Making

= Patient self-determination

« Balance of objective and subjective
« Process oriented

» Narrative evolves

» Focus on understanding

o Interpretation of informed consent

EJL])NE)([C] Core Carricatum o a ° Q < ° Q

-@@@ Coro Curriculum Qa o o o aQ ° )

o
o

Preventive Ethics

 Nurses should focus efforts on
preventing the eccurrence of conflicts
Early identification of issues
Knowledge of the natural history of
many illnesses

Understanding of patient/family
wishes

@

Forrow et al., 1993; Reigle & Boyle, 2000

EIRIMIE]E) core Curvicutom ° ° a o o o




Shide 13

Slide 14

Slide 15

)
o
[

[Cuimre and Ethics

»Consider cultural, ethnic and age-
related differences

« Ethnocentric biases

» Assessment strategies

Lapine et sl., 2601

@@@ Core Curricnlym ) o o ) o Q Q

°
o

Ethical Decision-Making in
End-of-Life Care

Optimal balance of benefits and burdens

@@@ Core Carricuturm [ o a o 8] o °

[
°

Ethical Decision-Making in
End-of-Life Care (cont.)

Benefit Burden

Longer life Pain

Comfort Suffering

Relationships Financial implications
Community Technolegy dependency
Communication Isolation

Patient wishes Immobility

ELIR]IE]C] Core Corricatars o a ° a a a Q




Slide 16

Slide 17

Slide 18

o
[
o

| Assessment of Capacity

* Capacity is distinguished from
competence

Lack of capacity

@@ Core Corricalum @ Y o ' Q Y [}

a
[
a

|Consent

« Consent is voluntary

«Necessary information
received

E)TIRE]C) Core Curvicutm o ° o ° o o

a
[
Q

[Conﬁdentiality

« Critical to patient/professional
relationship

« Trust relationship

Emmott, 1998

ENEIRE]C) CoreCurticalon o o o s o

o




Slide 19

Slide 20

Slide 21

o
Q
S

@isclosure

» Assess cultural/personal beliefs,
values and norms

» Request for non-disclosure

E)XIRIE]C) cor Corricntum a o ° o °

[
a

Burro gate

= Lack decisional capacity

» Role in protecting patient choices

E)EIRIE)C] core Curricutum o o o o o [

[
L
o

| Court-Appointed Guardians

«Guardian
«Ward
eAlternatives to guardianship

Community-State Partnerships, 2002;
Johns & Sabstino, 2602;

[EITIR](E)C) core Carnicotomn o o o ° o

Y




Stide 22

Slide 23

Slide 24

e
o .
a

|Patient Self-Determination Act |

e Understanding patient wishes

» Protect choices of patient when
decisionally incapacitated

Bradley et nl., 1998

[EIZIR][E)C] cors Curvicutom o a © < o Q a

@E@ Core Curriculum C o o Q [} Q o

Q
°

E&dvance Care Planning j

« Process of decision making and
communication

*Designation of surrogate/proxy
*Decision making is an ongoing,
dynamic process

@@ Core Currleutum . o ° s o o o °
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