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Case il (Continued). Mrs. D. comes to the ED as described previously. In
this version of the case, however, she adamantly denies that she has any
medical problem. Although the 10es of her left foot are necrotic and gan-
grenous tissue extends above the ankle, she insists that she is in perfect
health and has been taking her daily walk every day, even this morning.
Her neighbor asserts that Mrs. D. has been housebound for at least a

week, a fact that had led the neighbor to drop in to see whether there
was a problem.

RECOMMENDATION. In this version, Mrs. D. seems decisionally incapaci-
tated. She is denying her infirmity and her need for care, and she
appears to be delusional. She has given no previous directions about
cate. In Mrs. D5 best interests (see Sections 2.7.2 and 3.0.3), the

appointment of a surrogate should be sought and a decision about sur-
gery considered.

2.2.3 Evaluating Decisional Capacity in Relation
to the Need for Intervention

Usually a patient’s capacity is not seriously questioned unless the patient
decides to refuse or discontinue medically indicated treatment. When
patients reject recommended treatment, clinicians may suspect that the
patients’ choice may be harmful to their health and welfare and assume
that persons ordinarily do not act contrary to their best interests. It has
been suggested that the stringency of criteria for capacity should vary
with the seriousness of the disease and urgency for treatment. For
example, a patient might need to meet a only low standard of capacity
to consent (o a procedure with substantial, highly probable benefits and
minimal, low-probability risk, such as antibiotics for bacterial meningi-
tis. If a patient refuses such an intervention, it must be quite clear that
the person understands and freely decides what he or she is about to do.
Likewise, greater decisionat capacity is necessary Lo consent Lo an inter-
vention that poses high-risks and offers little benefit, This stringency
test can be helpful to the clinician in deciding whether the refusal
should be simply accepted or whether to take further steps to investi-
gate and even take action to counteract the refusal by legal means.

2.2.4 Delirium, Confusion, and Woaxing and

Waning Capacity

Decisional capacity often is compromised by the pathological condition
calied delirium, which is a disturbance of consciousness characterized by
disorientation to place and persons, distraction, disorganized thinking,
inattentiveness or hypervigilance, agitation or lethargy, and sometimes
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perceptual disturbance, such as hallu;inations. Delirium uspally 1s of
abrupt onset and variable in manifestation. 1( often accompanies trauma
or sudden illness, and it is not uncommon in the elderly. The _phenom-
enon called “ICU psychosis” is, more properly, delirium. Also, in the so-
called “sundowner syndrome,” a patients mental capacity waxes and
wanes: early in the day the patient may appear clear and oriented but
later is assessed as confused.

Example. Mrs. Care, with multiple sclerosis (M§), is IOwW hosp‘ltal'u:edci
In the morning, she can converse intelligibly wuh dgcrors, nurses, and
family. In the afternoon she confabulates and is disoriented to place an
time. In both conditions, she expresses various preferences abou} care
that sometimes are contradictory. In particular, when quesngned in t};e
morning about surgical placement of a tube 10 prevent aspiration, [5 2
says no to the placement; in the afternoon, however, she speaks conlus-
edly and repeatedly about having the tube placed.

RECOMMENDATION. Unlike coma or dementia, delirium can be -va.riable in
presentation. Mrs. Care’s waxing and waning of mental staus is itself .the
manifestation of the variability of delirium. In general, a delirious pat}em
should be considered to have impaired capacity. If, hO.WC\.fel.‘, the patient
expresses consistent preferences during periods o.f clarity, it is not unrea}-
sonable to take them seriously. Still, supportive evidence gbout those pref-
erences should be sought before they are taken as definitive.

BELIEFS DUE TO RELIGIOUS AND
CULTURAL DIVERSITY

Certain religious groups hold beliefs about health, sigkness, and mg%—
ical care that may be unfamiliar to providers. Sometimes such bghe s
will influence the patient’s preferences about care in ways that prov1der15
might consider imprudent or dangerous. Similarly, persons from cud-
tural traditions differing from the prevailing culture may view the meI -
ical practices of the prevailing culture as strange and even repugnglt?t. n
both cases, providers will be faced with the problem of reconci 1;1.ig ai
clinical judgment that seems reasonable to th?m, and even an i;'[fz?.
judgment that seems obligatory, with a patient’s preferepce for a '111 -
ent course of action. The appropriate response to such situations wi |
treated under the three topics where they usually appear: truthfql dlsicsc;-
sure (see Section 2.4), competent refusal of treatmem (see 5‘?@‘9.‘1 2._1)_)!
and the role of family in making decisions (see Sections 4.1.2 agd 4. L " :
Some general comments about appropriate responses are given in the
following paragraphs:
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(a) Some clinicians who encounter unfamiliar beliefs may consider
these beliefs “crazy” and assume that anyone who holds them must suf-
ler from impaired capacity. This respense 1s wholly unjustified: it reveals
bias and ignorance. The mere fact of adherence to an unusual belief is
not, in and of iself, evidence of incapacity. In the absence of clinical
signs of Incapacity. such persons should be considered capable of
choice.

(b} In institutions with a high volume of patients from a particular
religious or cultural tradition, providers must educate themselves about
the beliefs of those patients, have competent translators available, and
make use of cultural mediators, such as clergy or educated persons who
can explain the beliefs and communicate with those who hold them. At
the same time, the mere fact that a person speaks the same language or
comes {rom the same country or religion as the patient does not guar-
antee competence as a translator or intermediary. Also, providers should
be careful to avoid cultural stereotypes, as there are individuals from
particular cultures who depatt, in their values, preferences, and lifestyle,
from the predominant mode of their cultures.

(¢) To the extent possible, a treatment course that is acceptable 1o the
patient and provider alike should be negotiated. It is first necessary to
discover the common goals that are sought by the patient and the physi-
clan and to settle on mutually acceptabie strategies to attain those goals.
The ethical response to a genuine conflict in an essential matter is depend-
ent on the circumstances of the case and is discussed in the sections on
truthful communication (Section 2.4) and refusal of care (Section: 2.5).
Cases in which cultural differences piay a significant role are discussed in
Sections 2.5.1, 2.7.5 P and 4.5.

TRUTHFUL COMMUNICATION

Communications between physicians and patients should be truthful:
that is, statements should be in accord with facts. If the facts are
uncertain, that uncertainty should be acknowledged. Deception, by
stating what is untrue or by omitting what is true, should be avoided.
These ethical principles should govern all human communication.
However, in the communication between patients and physicians, cer-
tain ethical problems about truthfulness may emerge. Does the patient
really want to know the truth? What if the truth, once known, causes
harm? Might not deception help by providing hope? Int the past, med-
ical ethics has given ambiguous answers to these questions: whereas
some authors favored truthfulness, others recommended beneficent
deception. More recently, with the prominence of the doctrines of
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autonemy and truthfulness has been commended as the ethical course
of action.

Beauchamp TL, Childress JE Veracity. In: Principles of Biomedical Ethics. Sth ed.
New York: Oxford University Press; 2001:283-292,

Lo B. Avoiding deception and nondisclosure. In: Resolving Ethical Dilemmas. A
Guide for Clinicians. 3rd ed. Baltimore: Lippincott Williams & Wilkins;
2005:45-53.

Case |. Mr. RS., a 65-year-old man, comes to his physician with com-
plaints of weight loss and mild abdominal discomfort. The patient,
whom the physician knows well, has just retired from a busy career and
has made plans for a round-the-world tour with his wife. Studies reveal
mild elevation in liver functions and a questionable mass i the tail of
the pancreas. At the beginning of his interview with his physician to dis-
cuss the test resulis, Mr. R.S. remarks, “Doc, I hope you don't have any
had news for me. We've got big plans.” Ordinarily, a needle biopsy of the
pancreas to confirm pancreatic cancer would be the next step. The
physician wonders whether he sheuld put this off until Mr. RS, returns
from his trip. Should the physician’s concern that Mr. R.S. may have
pancreatic cancer be revealed to him at this time?

CoMMENT. In recent years, commentators on this problem have moved
away from the traditional medical ethics, which favored beneficent
deception, toward a strong assertion of the patient’s right to the truth.
Their arguments are as follows:

1. There is a strong moral duty to tell the truth that is not easily
overridden by speculative, possible harms of knowing the truth.

2. Suspicion on the part of the physician that truthful disclosure
would be harmful to the patient may be founded on little or no
evidence. It may arise more from the physician’s own uneasiness
at being a “bearer of bad news” than from the patient’ inability
to accept the information.

3. Patients have a need for the truth if they are to make rational
decisions about actions and plans for life.

4. Concealment of the truth is likely to undermine the patient-
physician relationship. In case of serious illness, it is particularly
important that this relationship be strong.

5. Toleration of conceatment by the profession may undermine the
trust that the public should have in the profession. Widespread belief
that physicians are not truthful would create an atmosphere in which
persons who fear being deceived would not seek needed care.

v B
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0. Recent studies have shown that most patients with diagnoses
of serious illness wish to know the diagnosis. Similarly, recent
studies are unable to document harmtul effects of full dis-
closure.

RECOMMENDATION. Mr. R.S. shouid be told the truth: he probably has
cancer of the pancreas. In aur opinion, the considerations in favor of
truthful disclosure are conclusive in establishing a strong ethical obliga-
tion on the physician to tell the truth to patients about their diagnosis
and its treatment. The following considerations are relevant:

(a} Speaking truthfully means relating the facts of the situation. This
does not preclude relating the facts in a manner measured to perceptions
of the hearers emotional resilience and intellectual comprehension. The
truth may be “brutal,” but the telling of it should not be. A measured and
sensitive disclosure is demanded by respect for the patients autonomy
and sensitivities. It reinforces the patients ability to deliberate and
choose; it does not overwhelm this ability. 1t is advisable to open such a
conversation with a guestion about how much the patient wishes to
know and whether the panent may wish some other person to be
informed.

(b) Truthful disclosure has implications for Mr. R.S.s plans. Further
diagnostic studies might be done and appropriate treatments chosen.
The trip might be delayed or canceled. Estate and advance care planning
might be considered. Mr. R.S. should have the opportunity to reflect on
these matters and to take control of his future.

Case Il. Mr. S.F, a 55-year-old teacher, has experienced chest pains and
several fainting spelis during the past 3 months. He reluctantly visits a
physician at his wifes urging. He is very nervous and anxious and says
to the physician at the beginning of the interview that he abhors doctors
and hospitals. On physical examination, he has classic signs of tight aor-
tic stenosis, confirmed by echocardiogram. The physician wants to rec-
ommend cardiac catheterization and probably cardiac surgery However,
given his impression of this patient, the physician is worried that full
disclosure of the risks of catheterization would lead the patient to refuse
the procedure.

CoMMENT. In this case, the anticipated harm is much more specific and
dangerous than the harm contemplated in Case 1. Hesitation about
revealing the risks of a diagnostic or therapeutic procedure is based on
the fear the patient will make a judgment detrimental to health and life.
Also, in this case there is better reason to suspect this patient will react
badly to the information than will the patient in Case 1.
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RECOMMENDATION, The arguments in favor of truthful disclosure apply
equally to this case and to Case I. Whether or not catheterization is
accepted, the patient will need further medical care. In fact, the sitvation
is urgent. Above all, this patient needs the benefits of a good and trust-
ing relationship with a competent physician. Honesty is more likely to
create that relationship than deception. Also, the physician’s fears about
the patient’s refusal may be exaggerated. The physician also might be
concerned about the family’ reaction if Mr. S.P. died unexpectedly dur-
ing catheterization. The physician would be at serious ethical fault if the
patient consented to the procedure without adequate disclosure and then
died or if the patient died without having had the opportunity to consent
to or refuse treatment. Finally, the physician could be legally accountable
for failing to advise the patient about the seriousness of his probtem.

Case lll. A traditional Navajo man, 38 years oid, is brought by his daugh-
ter 1o a community hospital that is authorized by the Indian Health
Service to serve Native American patients. He is suffering severe angina.
Studies show that he is a candidate for cardiac bypass surgery. The sur-
geon discusses the risks of surgery and says, as is his custom, that there
is a slight risk that the patien: may not wake up fromn surgery. The patient
listens stlently, returns home, and refuses to return to the hospital. His
daughter, who is a trained nurse, explains: “The surgeons words were
very routine for him, but for my Dad it was like a death sentence.”

Carrese |A, Rhodes LA. Western bioethics on the Navajo Reservation. JAMA
19935:274:826-829.

CommMenT, This case of truthful disclosure represents an example of dis-
regard of culturally diverse belieis (see Section 2.5.1}. In Navajo culture,
language has the power to shape reality. Thus, the explanation of possi-
ble risks is a prediction that the undesirable events are likely to occur.
In that culture, persons are accustormed to speak always in positive ways
and to avoid speaking about evil or harmful things. The usual practice
of informed consent, which requires the disclosure of risks and adverse
effects, can cause distress and drive patients away from needed care.
Similar reservations about the frankness of informed consent are found
in other cultures. This issue is discussed again in Section 4.1.1, where
we discuss the role of the family:

RECOMMENDATION. Physicians who understand this feature of Navajo kife
should shape their discussions in accordance with the expectations of
the patient. The omission of negative information, even though it would
be unethical in dealing with a non-Navajo patient, is appropriate. This
ethical advice rests on the fundamental value that underlies the rule of
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miormed consent, namely, respect for persons, which requires that per-
sons be respected, not as abstract individuals but as formed within the
values of their cultures.

2.4.1 Completeness of Disclosure

Disclosure of options for treatment of a patients condition should be
complete. that is, contain all information that a thoughiful person
would need to make a good decision on his or her own behalf. It should
include the options that the physician recommends and other options
that the physician may beheve are less desirable but still medically rea-
sonable. In so doing, physicians may make it clear why they consider
these other options less desirable. However, it might be asked whether
the obligation of truthful disclosure requires telling a patient about even
those interventions that are not medically reasonable but which a
patient may wish to consider.

Case . A 41-year-old woman has a breast biopsy that reveals cancer.
The physician knows that this patient has a history of noncompliance
and cancellation of medical appointments. in light of this, the physician
believes that the best treatment approach would be a modified radical
mastectomy, which would require less continued care than a lumpec-
tomy and 5 weeks of out-patient radiotherapy. Should the physician also
describe an aliernatve approach that includes lumpectomy, breast
.reconstructicm, and a 5-week course of radiation therapy? The physician
is concerned that, after a lumpectomy, the patient may not keep her
radiotherapy appoeintments,

RECOMMENDATION. The entire range of options should be explained with
a careful delineation of the risks and benefits of each. Making a strong
argument in favor of the option the physician considers best is ethically
permussible. Persuasion, however, should leave the patient free to
choose, even if the physician believes she may choose the less elfective
option. Coercion and manipulation of the patient must be carefully
avoided. Ultimately, the patient must make decisions about breast sur-
gery and keeping appointments. The physician must provide the patient
with information and encourage her to complete whatever form of treat-
ment she elects to receive.

2.4.2 Disclosure of Medical Error

Medical errors occur frequently (see Section 1.0.7). Some errors are due
to negligence, but the majority are due to accident, misinformation, or
organizational malfunction. Some errors do not cause harm; others
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effect serious harm. When medical errors occur, what obligations do
physicians have to disclose them?

Case. The patient described in Section 2.4 1 is treated by moditied radi-
cal mastectomy and teconstructive breast surgery. Postoperatively, she
develops persistent swelling and drainage of the breast and a fever con-
sistent with a breast abscess. She is returned to the operating room for
exploration of the operative site. The surgeon discovers that a sponge had
been left in the surgical wound. The sponge is removed, and the abscess
is treated. The patient recovers and is discharged. Should the physician
inform the patient that a mistake had been made?

RECOMMENDATION. Disclosure is required because harm was done to this
patient by the medical error. Although the outcome was satisfactory, the
patient required a second operation with attendant risks; her hospital
stay, with its attendant risks, was prolonged; chemotherapy was delayed;
and costs were incurred. A fundamental duty of respect for persons dic-
tates that apology be offered the patient for harms of this sort. The sur-
geon should inform and apologize to the patient and report the etror to
the institutions, which also should apologize. Appropriate compensa-
tory measures should be taken.

CoMMENT. Any inclination to hide medical mistakes must be discour-
aged. Secrecy is unethical and may be counterproductive. Mistakes must
be reported for risk management and quality assurance purposes, and
organizations should have effective methods to do so. Organizations
also should institute strong systems to prevent errors that might be due
to system faults. Charges should be waived and appropriate compensa-
tion provided; settlement of financial claims, even without suit, may be
considered. A climate of disclosure and honesty is necessary to maintain
patient confidence and trust in the relationship with their physicians
and with the health care institutions. Malpractice actions certainly are
possible, particularly if the error is the result of negligence, but fear af
legal claims most probably is misplaced if the context of confidence and
honesty is sustained. Errors that are truly harmless, without any adverse
effects for the patient, must be reported within the system for control
purposes. Although it is not obligatory to disclose harmless error, it is
advisable to do so to sustain the climate of honesty in the relationship
between the patient and physician.

2.4.3 Placebos
Placebo is defined as a substance givert in the form of medicine but lacking
specific activity for the condition being treated. This must be distinguished
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from the “placebo effect,” which is the psy
chophysiologic effect of any medication gj
which is independent of any actual pha
effect is believed to occur as the result o
in the physician, administration of ame
to be effective pharmacologically but is not, or acttons of the physicians
that are not in themselves therapeutic, such as taking a history or per-
forming a diagnostic tes;. Thus, the placebo effect usually occurs without
deliberate deception. In this broader sense, the placebo effect is a signif-
icant feature of medical practice, and the supposed benefits of a placebo
tréatment appear to depend on the qualities of the patient—physician
relationship. Many studies of the placebo effect currently are being con-
ducted, particulariy with regard to alternative and complementary
medicine.

The problem of deception occurs when the physician knows that the
intervention does not have the objective properties necessary for efficacy
and when the patient is kept ignorant of this fact. Examples of such
deception are monthly shots of vitamin By, for fatigue without a diag-
nosis of vitamin B,, deficiency or penicillin administered for a viral sore
throat. In some cases, the deception is an outright moral offense, moti-
vated solely by the desire 10 keep the patients fees or to “get the patient
olf my back.” In other cases, placebo deception may raise a genuine eth-

ical question. The duty not to deceive seems to conflict with the duty to
benefit without doing harm. )

Placebo agents now are com
therapy for non-life
that they will be ra
inert substance.
ethical.

chological, physiologic, or psy-
ven with therapeutic intent but
rmacologic effects. The placebo
I'many different influences: faith
dicine that the physician believes

monly used in controlled clinical trials of
-threatening conditions, Research subjects are informed
ndomized and may receive either an active drug or an
No deception is involved, and this practice certainly is

Beauchamp TL, Childress JE Intentional rondisclosure. In: Principles of Biomedical
Ethics. 5th ed. New York: Oxford University Press; 2001:83-88.

Case l. A 73-year-old widow lives with her son. He brings her to a physi-
cian because she has become extremely lethargic and often confused. The
physician determines that, after the woman had been widowed 2 years
before, she had difficulty sleeping, had been prescribed hypnotics, and
Now was physically dependent. The physician determines the bes

course would be to withdraw her from her present medication by a trial
on placebos.

Case /. A 62-year-

old man had undergone a total proctocolectomy and
ileostomy for col

onic cancer. Fvidence of any remaining tumor is
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i ' oning. On
bsent: the wound is healing well, and the ileostomy is ﬁ;rémiﬁﬁ:lgpam
E‘h e ,hth day after surgery, he complains of crampy a ol nal pan
t edﬂg uests medication. The physician first prescr;bes antisp ; H.lor_
zln rt:qbut the patients complaints persist..'l'he p.auen}t1 reqﬁe;dan -
Eﬁ which had relieved his pcstoperath palg.‘ The ggpes}; cn 1®
: ’ i i repeated studies su
cribe opiates because rep . ‘ .
rel'ua'an;s;)c}?;?;gical a[rjld the physician knows that opiates wili cau
ain is , .
cponstipation. She contemplates a trial of placebo.

ituation i i o use involves deliberate deception
e Any ?;lsagtcl)l?cl;l‘;zli};gf;ie strong moral obliggtions Ef truu;rllr-1
s bet:lq ﬁwrfest prohibit deception; the danger to T.h(.f pangnt—pb lyﬁgon
fume'ss ar;{ odvis)j:s against it. Any exception [ this smct-ol 1ng o
o ? fulfill the following conditions: {1) the condmorlt o
e i lc? be known as one that has high response Tates 10 p acelzt 1.:
P~ Sh(lm mild mental depression or postoperative pain; (Z)dthe awih
f?;tiiiagppi;cebo is either continued ﬂlnesi o; the ;:isézs c;fS zi\n gﬁe b

ici ictabili T example, nypn ;

kng{j:crlls; E?lxg:si ?Fd(;)dg’fgzgéz’t f\?’ishes Lopbe treated and cured, if pos-
Opl .

sible; and (4) the patient insists on a prescription.

o ent

OMMENDA in Case 1 is not justified. The patien

1oN, Use of a placebo in Ju o

BEC t demar:ding medication. The problem of. addlcuonlsho;ﬂdo:t))f1 (;Sla_

Eo?:czed directly. There will be ample oppo;umty :; c{l)c;v(ei ;};pt i% g

i i ith this patient. Subsegquent iscove : : .

UOESkrlrlrI:in?ttl?istrellsatilz)nship. Use of placebo in Case 11 is tempting but no
unde

stifiable. In favor of placebo use, the patient is demanding

ethically ju y be

i i side effects. A short trial of piacgbo may
T?Emft'i?ed ?;P iﬁ:ﬁ; ;i;e;jled avoiding the harm asliociatedT\:lgl';sg;Eije.
How i ive as placebo use. :
b exglamuo?h??:u};: tlia;tef:f::;g: theF;mportant and [herap:{nﬁ
e o o ?'Strrfc}lz can undermine the patients confidence in the p gl S:J ]
“PlaCEbo eff'ec'[ aatlo style of decision making is based o‘n hqnest com e
iat 'A P bery ossible, for example, 10 perform a ‘.mm1.-expenfrTn oo
with the N tient csnsent' ;,xplain that two forms of pill will be o }f m;
iy th'e pat;emiher inert. and the patient will blindly choose wlgcd o
?niaiimg);szlfation with, the hospital pain service is recommendec.

o take.

2.5 COMPETENT REFUSAL OF TREATMENT
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unlikely However, 1f care is judged necessary to save life or manage seri-
ous disease, physicians may be confronted with an ethical problem:
Does the physicians responsibility to help the patient ever overnde the
patients freedom? Refusal of care by a competent and informed adult
should be respected, even if that refusal would lead to serious harm to
the individual. This is ethically supported by the principle of autonomy
and legally supported by American law. The patients refusal of well-
founded recommendations often is difficult for the conscientious physi-
cian to accept. It is made more difficull when the patients refusal,

although competent, seems irrational, that is, deliberately contrary to
the patient’s own welfare.

Cose | Ms. TQO. isa 64-year-old surgical nurse who 5 years ago had a
resection for cancer of the right breast. She visited her physician again
after discovering a 2-cm mass in the lefi breast. She agrees to a treatment
program that includes lumpectomy; radiation therapy, and 6 months of
chemotherapy. After her first course of chemotherapy, during which she
experienced considerable toxicity, she informs her physician that she no
longer wants any treatment. After extensive discussions with her physi-

cian and with her two daughters, she reaffirms her refusal of adjuvant
therapy.

Case il. Mr. S.P, the patient with aortic stenosis described at Section 2.4,
Case II, has cardiac symptoms that indicate the need for coronary
angiography. After hearing his physician explain the urgency for this
procedure and its benefits and risks, he decides he does not want the
procedure.

RECOMMENDATION. Ms. T.O. makes a competent refusal of treatment. She
is well informed and she exhibits no evidence of any mental incapacita-
tion. Even though the physician might consider the chances for pro-
longing disease-free survival good, Ms. T.O. values her risks and chances
differently. Her refusal should be respected. The physician should con-
tinue to observe Ms. T.0., particuiarly for the next several months dur-
ing which a change of mind in favor of adjuvant therapy would still be
beneficial. In Case 11, Mr. S.P also is competent. Even though his refusal
Seems contrary to his interests, from the point of view of his ability to
anticipate his health needs it is an expression of his autonomy. It must be

respected. That respect, however, also should encourage the physician to
explore more fully the reasons for the refusal and to attempt to educate

and persuade. An early follow-up visit should be scheduled for both

patients to assure them thal their physician remains supportive and con-
cerned to help them deal with the consequences of their decision.

o

e
rp

75
PREFERENCES OF PATIENTS

Sect] : ‘ to the
Case M. Mr. Cope (discussed m Section 2.2.2) was ad}r:l;;t:;lhn e
hospital for diabetic ketoacidosis. which was treated witk e (we,r o
ds, electrolytes, and antibiotics. That treatment was mitiated ove
ids, elec €s,

1 i e, who was
ections but was authorized by his surrogate, Mrs. Cop

o phalopa-

advised that his objections were the result of melt?bf;:;fhiz}zmﬂy, pe
thy. After 24 hours, he awakens, talks appropniately w g
recognizes and greets his physician, HE.: does not re ber having
ht to the ED. He now complains to the nurse z?n phy o
on bTOQg_ his right foot. Examination of the foot rexegis that it
s ml clisin%:olor and no pulses can be felt in the right leg dis-
" anl? mio t}tltefemoral a‘rtery. A vascular surgery consultanon recoTTll-
ial tc(;: :nr fmergency arteriogram to examine the l'e-g arte[n[e}l rci
}r?eiltfits and risks, including impairment of renal furtlctt(;o;r,[:riogm};hv
i declines to consen | Y.
féiugi:;ozpr:;ﬁ?ﬁ I\[/Lt h(i:I(:lpiha[ they cannot perform ang;or[sllaitlz
is involved. The surgeons w
‘ml_ess o hknfo ‘:es“;h;;e:te;: ?‘Esisoli?l\z)c;ing his leg than of losing rengl
i thf;\;r eC;‘pe participates in these discussions, asking apprczﬁr;
efal:: C;fens.tion;s, and acknowledging the doctors’ comments. He the
declines again to have the arteriography.

\ ici lv
CoMMENT. Although 24 hours ago Mr Cope was ‘deargkcéte(c):;s:&rilig’
. citated and was properly treated tor pneumonia and ctdose.
gwap:le his insistence to be left alone, the current situation 1s enté fhye o
feiipnlt. He now has regained decisional c;ipa?rté i:klér:ld;ﬁitz; | the st

) . < |

uatio_“; o Conzlsde;rltclilet}ifisoizilEzzex}as;:u1ar surgeon agree that his
PhY_51_Clar%s nursrise:' the low risk of worsening his renal funcugn is m;JAre
s com ;I;s\;[ed for by the substantial benefit of sgving }us fg.do Cr_
?j;ecggéz not agree. His family is divided, some siding with the

tors and some with Mr. Cope.

RECOMMENDATION. Mr. Cope’s decision must be r_espected. EHO?;;ZEOT
de him otherwise; time can be given for recons eration,
1511?1?31\;0 pCecfS uashows no signs of incapacity and has the legal ang o
eh o1 peh decision that seems suitable to him. That decisio g
e to}l;na}‘aii.ttofle from the viewpoint of medical indicatiops, but la“(': ::
Etohti?se r[ecTuire respect for the patient’s preferences in such circumstances.

igi Cultural Belief
n Grounds of Religious or |
L unfamiliar religious and culeural

We noted the problem of evaluating 1d such beliefs sometimes refuse

beliefs in Section 2.3. Persons who ho
medical recommendations.
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Case. Mr. G. comes to a physician for treatment of peptic ulcer. He says
he is a Jehovah’s Witness. He is a firm believer and knows his disease is
one that eventually may require administration of blood. He shows the
physician a signed card affirming his membership and denying permis-

sion for blood transtusion. He quotes the biblical passage on which he
bases his belief:

"I (Jehovah) said to the children of Israel, “No gne among you shall
eat blood, nor shall any stranger that dwells among you eat blood."™

Leviticus 17:12

The physician inquires of her Episcopal clergyman about the interpreta-
tion of this passage. He reports that no Christian denomination except
the Jehovahs Witnesses takes this text to prohibit transfusion. The
physician considers that her patient’s preferences tmpose on her an infe-

rior standard of care. She wonders whether she should accept this
patient under her care.

CoMMENT. As a general principle, the unusual beliefs and choices of
other persons should be tolerated if they pose no threat to other parties.
The patient’s preferences should be respected, even though they appear
mistaken to others. The following general considerations apply to this
case:

{a) Jehovahs Witnesses cannot be considered incapacitated to make
choices unless there is clinical evidence of such incapacity. On the contrary,
these persons usually are quite clear about their belief and its conse-
quences. It is a prominent part of their faith, insistently taught and dis-
cussed. Thus, whereas others may constder it irrational, adherence to this
belief is not, in itself, a sign of incompetence.

(b) Courts almost unanimously have upheld the legal right of adult
Jehovahs Witnesses to refuse life-saving transfusions. However, if
unusual beliefs pose a threat to others, it is ethically permissible and
may be obligatory to prevent harm by means commensurate with the
imminence of the threat and the seriousness of the harm. Thus, courts
have consistently intervened to order blood transfusions for the minor
children of Jehovah’s Witnesses. Courts once were inclined to order an
adult transfused for the sake of the adult’s minor children but now rarely
do so because alternative care for children usually is available.

(c) The refusal of transfusion includes whole blood, packed red
blood cells, white blood cells, plasma, and platelets. It forbids auto-
transfusion. It may allow administration of blood fractions, such as
immune globulin, clotting factors, albumin, and erythropoietin, Dialysis
and circulatory bypass techniques are permitted. It is advisable for the
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physician to determine exactly the content of a particular patient’s beliefl
from the patient and from church elders.

California Blood Bank Society. www.chbsweb.org/erl/200 1/JehovahPolicyhtmt.

(d) Refusal of blood transfusion differs in a signifi?am way from l:flfcl)l\ialﬂ
of all therapy or of recommended treatments. Jehovahs Wungsfse: ztte g
edge the reality of their illpess and desire to be cured or cared lor; they
j modality of care. .
ply(g?éfzzgl of Lranzfusion may lead the physician o conmdefzrlwl;t:ltgza:
transfusion is necessary in this clinical situation. A more caretul ¢ nae
eration of the indications for transfusion has led to more conserv e
use of transfusion without serious harm. Some competel‘lr‘lt Vi]gtrgesses
have undertaken to provide surgical procedures for Jehov? ‘5 i Tlhave
without the use of blood transfusion; bloodless surgery centers
instituted in some places. . - _
bee(? )n';he physicians inquirglab0§t the i{ge;pEe{t{a;gfencc;fl;l;grzgica:jrilt)isa
is interesting. Presumably, shie would Jee n i
Sbae%ieeflss;lztinew \%'as endorsed by her own teligious {r?d11t-10T1‘. {fl;fcxl ;1;(111—
ity or truth of a religious belief is not r.elevant w0 th(-,.l.c inica nderstanc.l
Instead, the sincerity of those who hold it and t_helr al?1 1?:/1 tou erstane
its consequences for their lives are the relevant issues 1n this type .

RECOMMENDATION. Mr. G.5 refusal should be respected for the following
Teasons: . ' _ )
(a) If a Jehovah’s Witness comes as a medical pauept, as did Mg G.,lta};r
eventual possibility of the use of blood should be d1scussed an bal ct o
agreement should be negotiated between physician and pameni.l a ?:11 an
t. Under no circumstances shou
acceptable manner of treatmen lex ‘ :
physgcian resort o deception. A physician who, in co?scnencli, claémot
1 ould no
i i r or dangerous standard of care s
accept being held to an inferio dange : ; o
entefinto a patient—-physician relationship or, if one a)lready exists, shou
i it i see Section 2.9.3).
terminate it in the proper manner . . .
(b) If a Jehovah’s Witness, who is known 1o be a cgnﬁrmed behelver,di-
in need of emergency care and refuses blood transfusion, the refusal or |
. , . , nia
narily should be considered decisive. Even ifa knov&}f)n believer ‘:1 rrtl}t:at thi
i i i f the emergency, it can be presum :
incapacitated at the time o ; D oy vt
5 true wishes, although coniirma ’
refusal represents the persons : -
dence shé)uld be sought. Witnesses often carry wallet cards st.anrtlg t:;a '
1 i S
preference. 1f little is known about the patient and his or 1’1&3.rdset;1.um-t)‘!’le
believer cannot be authenticated, treatment shou?d .be provt 'ﬁo e
face of uncertainty about personai preferences, it is our POS}I
tesponse to the patients medical need should take ethical priority.
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2.5.1 P Refusal of Treatment by Minor Children
on Grounds of Religious Belief

Children sometimes may refuse medical treatment because they belong

to religious groups that repudiate medical care. This poses a difficult
problem for physicians.

Case I James, a 14-year-old boy with acute lymphocytic leukemia, suf-
fers his second relapse and fails 1o respond 10 chemotherapy. He is ane-
mic and thrombocytopenic. He understands that transfusion would
make him more comfortable, reduce the possibility of life-threatening
bleeding, and perhaps allow him to leave the hospital. He affirms his

belief as a Jehovah’s Witness and refuses transfusion. His parents concur
with his choice.

Comment. This boy is making an important decision: He is weighing his
own discomfort against a belief about his eternal salvation.. The medical
value of the transfusion is, at best, limited. The boy is aware of his
impending death and of the nature of his illness. He seems to show
those characteristics of responsible decision making that we require in
adults, even if we might suspect that, if more mature, he would see his

beliefs differently Tt is unethical to insist that he abandon his beliefs for
s0 transitory a benefit.

Case /. Karen, a 13-year-old girl, is sent from class to the school nurse
complaining of severe headache and malaise. Noting her fever and irri-
tability when moved, the nurse suspects meningitis. She calls the
patient’s mother, saying that she is taking Karen immediately to the
emergency room of a nearby hospital. The mother says she will come to
the hospital. When she arrives, she informs the nurse that she and her
hushand are Christian Scientists. She says she will take Karen home
where a Christian Scientist practitioner will pray for her. Karens father
soon arrives and reinforces the mother’s position. When the nurse and
the emergency room physician warn them about the extreme serious-
ness of Karen’s condition, Karen’s parents remind them that Christian
Scientist practitioners are considered health professionals under the law
of their state. When the nurse asks Karen whether she wishes to be seen

by a doctor, she affirms that she, too, believes in the doctrines of
Christian Science and declines.

ComMeNT. The consequences of refusing medical treatment for meningitis
are very serious. Even if this youngster were not disoriented because of
her illness, it is dubious that she would appreciate the dire consequences.
Also, Karen’s illness, unlike Jamess, is sudden and unexpected, and it is
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curable. Legally, her parents’ refusal can be viewed as neglect and sub-
ject to the sanctions of state law. However, many states have enacted leg\—
islation exempting parents from charges of ch_ilc.l abuse and neglect
when they refuse medical interventions for religious reasons. Courts
have taken divergent positions. Providers should be aware of these
statutes and judicial decisions in their locale.

RECOMMENDATION. Jamess refusal of transfusions should be respected.
Care should be directed to ensuring his comfort. Karen’s refusal of med-
ical care should not be accepted, and her parents’ refusal should bt:1
opposed by clinicians, using the appropriate legal means. As a genera
rule. the wishes of maturing children should be seriously c0n51dered in
decisions about their care. Signs that the child has some comprehension
of the situation and some appreciation of the consequences should be
sought. Solicitous attention shouid be paid to helping them und'erstar.ld.
The influences of fear and distress should be noted. Consultanon with
persons familiar with the psychology of the maturing child should be
sought. Above all, nothing should be done to undermine Lhe Frust of the
child in the adults who are responsible for care and upbringing.

2.5.2 Irrational Refusal of Treatment

Occasionally, refusal of care may appear irrationgl, that is, contrary tlo
the welfare of the person making the decision without any reasonab e
justification. it is difficult to discern why a person shguld refuse an obvi-
ous benefit or to know whether they are really refusing.

Case. As discussed in Sections 2.1 and 2.2.2, Mr. Curg came 1o the E;)
with signs and symptoms suggestive of bacterlaq meningitis. Wherllf 2
was told his diagnosis and that he would be admatteq to the hqsplta or
treatment with antibiotics, he refused further care, without giving 2 reall—
. son. He would not engage in discussion with the s.taff about his refcllls; .
The physician explained the extreme dangers of going pntrfaatecfi an1 t Ce:1
minimal risk of treatment. The young man persisted in his retusal an
declined to discuss the matter further. Other than this strange adamancy,
he exhibited no evidence of mental derangement or altered mental status

that would suggest decisional incapacity.

CoMMENT. In this case, the initial consent for diagnosis was 1mp11§1t in
the young man’ allowing himself to be brought to the ED. Thfe patient’s
refusal of treatment, however, unexpectedly introduced an incongru-
ence between medical indications and patient preferenceg it mlgh; be
argued that the physician should simply permit the patient (o rz use
treatment and suffer the consequences, because the patient showed no
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objective signs of incapacitation or serious psychiatric impairment and
hecause competent patients have the right to make their own (sometimes
risky) decisions. However, when the risk of treatment is low and the ben-
elit is great, the risk of nontreatment is high and the “benefits” of non-
treatment are small, 1t is ethically obligatory for the physician to probe
turther to determine why the patient inexplicably refused treatment.
Despite explanation, has the patient failed to understand and appreciate
the nature of the condition or the benefits and risks of treatment and
nontreatment? If the patient seems to understand the explanation, is he
denying that he is ill? Is the patient acting on the basis of some unex-
pressed lear, nustaken belief, or irrational desire? Through further dis-
cussion with the patient, some of these questions might be answered.

Assume, however, that after the most thorough mvestigation possible
under the urgent circumstances, evidence that the patient fails to under-
stand is totally lacking, and nothing emerges to suggest denial, fear, mis-
take, or irrational belief. Should the patients refusal be respected?
Because the medical condition is so serious, should treatment proceed
even against the patient’s will? This case poses a genuine ethical conflict
between the patients personal autonomy and the paternalistic values
that favor medical intervention for the patient’s own good. A clinical
decision to treat or release the patient must be made quickly, good eth-
ical reasons can be given for either alternative.

RECOMMENDATION. This patients refusal is enigmatic. Evidence of an
incapacity to choose because of an altered mental state is not present
{although the patients high fever and brain infection might lead the
physician to suspect some derangement, the patient is oriented and
organized in communication). In addition, the patient has not expressed
any religious objection to antibiotics. The patient simply refuses and pro-
vides no reason for the refusal. Given both this enigmatic refusal and the
urgent, serious need for treatment, the patient should be treated, even
against his will, if this is possible. Should there be time, legal authoriza-
tion should be sought.

This is a genuine moral dilemma: The principle of beneficence and
the principle of autonomy seem to dictate contradictory courses of
action. In medical care, dilemmas cannot merely be contemplated; they
must be resolved. Thus, we resolve it in favor of treatment against the
expressed preferences of this patient. In offering this counsel, we favor
paternalistic intervention at the expense of personal autonomy. It is dif-
ficult to believe this young man wishes to die. The conscientious physi-
clan faces two evils: to honor a refusal that might not represent the
patient’s true preferences, thus leading to the patient’s serious disability

P
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or death, or to overnide the refusal in the hope that, subsequently, the
patient will recognize the benefit. ‘ |
In this case, we accept as ethically permussible the unauthorized treaiment
of an apparently competent person. Recall that we endorsed Mr. Copes
refusal of a useful therapeutic procedure (see Section 2.5, Case 1il). How
do these apparently inconsistent recommendations differ? We offer the
ing explanations:
fon(cgvﬂ%e midical indications are significantly different. Mr. Qm.’. has a
critical disease, and low-risk antibiotic treatment will be effective in pre-
venting serious harm. An opportunity is present for complet'e achieve-
ment of all medical goals. Mr. Cope is at risk of gangrene but is not now
critically ill. . |
(h) The consent situation is significantly different. In neither case is
there behavioral evidence of psychiatric impairment, yet in both. cases, the
common psychological mechanism of denial may hinder good }gdgrnent.
However, in the case of Mr. Cope, the refusat occurs after full dlsclosqre
of his problem, the proposed procedure, and its risks. An opportunity fo,r
discussion, persuasion, and argument has heen presenl[ed, In Mr. Cures_
case, discussion is truncated. Efforts to discuss are rejected. 'YEL he has
willingly come to be treated. One might suspect that some crucial el.er.nent
of this negotiation is missing. It is this suspicllon that lejads the physicians,
given the medical situation, to treat him against his wishes. 1
(¢) Subsequent inquiry revealed that Mr. Cure’ ?bl.'ot.her had nearly
died 10 years ago of an anaphylactic reaction to pgmcﬂhn. But whﬂg in
the ED, Mr. Cure did not, and could not, recall this event, and prob.lng
did not uncover it. Mention of antibiotics had triggered a .psychologlcal
response of denial, which manifested itself in a refusal w1thut reason.
The circumstances of his particular illness drew the physicians in the
direction of rapid treatment. Even though they made an effoit to
uncover the source of the problem, they failed to do so, and urgent need
for treatment took priority. .
(d) The case illustrates that physicians often are pres.surejd by cir-
cumstances to make decisions before all relevant infqrmauon is knOWll;l.
Thus, the rightness or wrongness of the clinical decision glways mucsit e
assessed with respect to the clinician’s knowledge at the time of .the ec;
sion. One can only strive to render decisions that are as fully informe
and analyzed as the circumstances permit.

2.5.3 Refusal of Information
Persons have a right to information about themselves. Slml.laﬂy, they have
the right to refuse information or to ask the physician not to inform them.
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Case I. Mr. AJ. is scheduled for surgery for spinal stenosis. The neuro-
surgeon begins to discuss the risks and benefits of this surgery. The
patient responds, “Doctor, [ dont want to hear anything more. | want
the surgery. 1 realize there are risks, and 1 have confidence in you.” The
surgeon is concerned that he has not completed an adequate disclosure.

Case Hl. Mrs. Care, with MS, had shown little interest during the early
years ol her illness in learning about the possible course of her disease.
She refused frequent offers by the physician to discuss it. However, on
one of her repeated admissions for treatment of urinary tract infection,
she states that, had she known what life would be like, she would have
refused permission for treatment of other life-threatering problems. The
patients mental status is difficult to evaluate; some clinicians think she
shows signs of early dementia. Should she have been informed of her
prognosis at an carlier time even though she had been unwilling to
engage in such discussions with her physician?

COMMENT. We are concerned with what the physician communicates
and should communicate about diagnosis and. particularly, prognosis.
Should the physician override the patient’s stated preference not to
know about her condition? Should physicians withhold unpleasant
information about prognosis to protect the patient from depression or
other negative, potentially damaging emotions?

RECOMMENDATION. [n Case I, Mr. A ] refusal of information should be
respected. His surgeon has no obligation to press the matter but may
repeat the offer of information at appropriate times. The surgeon must
make a full notation in the chart that the patient has refused informa-
tion. It is desirable to seek the patient’s permission to discuss the details
of the procedure with an involved family member. If and when patients
desire additional information, clinicians should be prepared to offer it.
Case 1T poses a difficult case. Here we opt for more rather than less
disclosure, because the condition, although untreatable, is long-lasting,
Thus, the patient’s long-term autonomy is respected more by providing
as much information as possible to enable her to make more choices
while she is physically and mentally able to learn coping mechanisms in
advance. Although it might be tempting to withhold information to pro-
tect the patient, a better alternative would be to give the patient general
information sufficient to indicate the seriousness of her condition as
well as the uncertainty about the time, severity, and extent of the prob-
lems that MS can cause. This avoids the extremes of withholding oo
much too long or disclosing too much too soon. Considerable tact is
required to find the proper balance of disclosure and reticence.
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Furthermore, the disclosures made as the condition worsens must be
adjusted in light of the impairments to the Pauant’s capacity. }n some
cases of late-stage MS, an associaled dementia appears. Thus, it Would
be advisable 10 make disclosures before the patients capacity is so
severely impaired that she cannot understand.

ADVANCE PLANNING

Persons who are in good health rarely contemplate how serious disease
or disability might affect them. The principie of autonomy urges that
persons have the responsibility and the right to make dec1s1on§ abqﬁt
how they should be treated during serious illness. Howe\fer\ serious ill-
ness often deprives patients of the abilities to make dec1§10115 in their
own behall. In recent years, the concept of “advance planning” has begn
widely promoted as one solution to that problgrp. Advance planmr;g
encourages individuals to make known to phymgans how they wou
wish to be treated ar a future time when they might be una.bk: to par-
ticipate in decisions about their care and to mform the physmlaq about
the persons they most trust to decide on their behalf. Thf: most impor-
tant features of advance planning is discussion with one’s farf_uly and a
conference with one’s doctor. The physieian will documm this conver-
sation in the patient’s record where it will be avgllable in time gf crisis.
Advance planning has become more cl:ommon in routine medical care
is especially important in terminal care.
amilisaficition tyo thi conversation, the wishes of the patient should be
stated in legally acceptable documents, generally called “adYance direc-
tives.” There are several forms of advance directives: (1) the durable (or
medical) power of attorney for health care,” (2) the legal mstrurnell;t
entitled “Directive to Physicians” in the natural death acts enacted by .
various states, and (3) the less formal “living will.” Each of these forms
i ined in Section 2.6.2. )
° e’i'cl?elzailgea of advance directives has become both familigr and accepFed
in ethics and in law. Medicare regulations require hospitals to provide :
patients with information about their rights under state la\y to accept or !
refuse recommended care and to formulate advance dlrecuyejs. Ir:h 19‘2-)(1i
Congress passed the Patient Self—Determingﬂgn Act requm(:ilg a;la; 5
hospitals and other health care facilities receiving ft?derai funds, suc f |
Medicare and Medicaid payments, must ask patients at theltlme 0 ;
admission whether they have advance directives. If they do, patients abre
asked to submit copies for their records; if they do not, they are to be
informed that they have the right to sign such a doc.umer.n and be given
information about it. Physicians should encourage their patients to prepare
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NOTICE

Medicine is an ever-changing science. As new research and clinical experience
broaden our knowledge, changes in treatment and drug therapy are required.
The authors and the publisher of this work have checked with sources
believed to be reliable in their efforts to provide information that is complete
and generally in accord with the standards accepted at the time of publication.
However, in view of the possibility of human error or changes in medical sci-
ences, neither the authors not the publisher nor any other party who has been
involved in the preparation or publication of this work warrants that the
information contained herein is in every respect accurate or complete, and
they disclaim all responsibility for any errors or omissions or for the results
obtained from use of the information contained in this work. Readers are
encouraged to confirm the information contained herein with other sources.
For example and in particular, readers are advised to check the product infor-
mation sheet included in the package of each drug they plan to administer
to be certain that the information contained in this work is accurate and that
changes have not been made in the recommended dose or in the contraindi-
cations for administration. This recommendation is of particular importance
in connection with new or infrequently used drugs.

Sixth Edition .

~Clinical Ethics

A Practical Approach
to Ethical Decisions in
Clinical Medicine

Albert R. Jonsen, Ph.D.
Professor Emeritus of Ethics in Medicine
University of Washington School of Medicine
Seattle, Washington

Mark Siegler, M.D.

Lindy Bergman Distinguished Service Professor of Medicine
and Surgery

Director, MacLean Center for Clinical Medical Ethics

University of Chicage

Chicago, Minois

Witliam }. Winsiade, Ph.D,, ).D.

James Wade Rochwell Professor of Philosophy in Medicine
Institute for the Medical Humanities

University of Texas Medical Branch

Galveston, Texas

McGraw-Hill
Medical Publishing Division -

New York » Chicago * San Francisco ¢ Lishon » London « Madrid « Mexico City
Milan ¢ New Delhi * San Juan « Singapore ¢ Sydney * Toronto



b MoGraw Rl

Clinical Ethics: A Practical Approach to Ethical Decisions in
Clinical Medicine, Sixth Edition

Copyright © 2006 by The McGraw-Hill Companies, Inc. Al rights reserved. Printed in the
United States of America. Except as permitied under the United States Copyright Act of 1976, no
part of this publication may be reproduced or distributed in any form ot by any means, or stored
in a data base or retrieval system, without the prior written permission of the publisher.

234356789 DOC/DOC 09876
1SBN: 0-07-144196-9

The book was set in Berkley Book by International Typeserting and Composition.
The editors were Jason Malley, Christie Nagliert, and Penny Linskey.

The production supervisor was Sherri Souffrance

The cover designer was Janice Bielawa.

The interior was designed by Mary McKeon.

RR Donnelley & Sons was printer and binder.

This book is printed on acid-free paper.
Library of Congress Cataloging-in-Publication Data

Jonsen, Albert R.

Clinical ethics : a practical approach to ethical decisions in clinical medicine / Albert R.

Jonsen, Mark Siegler, William J. Winslade —6th ed.
p. ; cm.
{ncludes bibliographical references.
ISBN 0-07-144199-9 (seficover}
1. Medical ethics. 2. Medical ethics—Case studies. 1. Siegler, Mark, 1941— 1. Winsiade,

William ]J. 111, Title.

[DNLM: 1. FEthics, Clinical. 2. Decision Making. WE 60 J81c 2006]
R724 J66 2006
174".2—dc22

2005056178

INTERNATIONAL EDITION [SBN: 0-07-1100G55-5

Copyright 2006. Exclusive rights by the McGraw-Hill Companies, Inc., for manufacture
and expont. This book cannot be re-exported from the country to which it is consigned by
McGraw-Hill. The Internaticnal Edition is not available in North America.

. Contents

& B " o " k4 b * o ] L] . -

INTRODUCTION |

The Four Topics: Case Analysis in Clinical Ethics / |
References / 10
The Four Topics Chart / 11

CHAPTER | = Indications for Medical Intervention |3

I.I  Indicated and Nonindicated Interventions / 24
1.2 Orders Nat To Resuscitate (DNR) / 37

1.3 Legal Implications of Forgoing Treatment / 46
|4  Determination of Death / 47

CHAPTER 2 = Preferences of Patients 51

: 2.1 informed Consent / 54

i 22 Decisional Capacity / 60

23 Beliefs Due To Religious and Cuttural Diversity / 65

24 Truthful Communication / 66

25  Competent Refusal of Treatment / 73

26  Advance Planning / 83

2.7 Decision Making for the Mentally Incapacitated Patient / 88
28  The Limits of Patient Preferences / 100

29  Failure To Cooperate With Medical Recommendations / 101
2.10  Alternative Medicine / 106

CHAPTER 3 » Quality of Life 109

3.1 Enhancing Quality of Life / 123
32 Compromised Quality of Life and Life-Sustaining
Interventions / 131

-



