








practice is supported. Families often are very appreciative when 
this is clarified and they receive pelSOnai support regarding their 
grief, even though they had previously made various inappro­
priate demands. They usually accept a clear explanation from 
the Bioethics Committee when it is not adversarial. No option is 
given regarding the reality of death, but care and support is 
given to them. 

Edward Anthony Oppenheimer, M. D. 
Physician CO-Chair, Bioethics Committee 

Pulmonary & Critical Care Medicine 
Southern California Permanente Medical Group 

Los Angeles, CA 
Internet: eaopp@ucla.edu or edward.oppenheimer@kp.org 

Response #6: 

I am aware of the scientific and medical consensus on the 
definition of brain-death, and I personally subscribe to this po­
sition. On the other hand, I am reluctant to impose my definition 
of death on people who feel otherwise and define death differ­
ently. I do not think that a medical consensus is necessarily 
nonnative. 

In our pluralistic society, I think that we are ethically bound 
to acknowledge and validate positions which differ from our 
own. And so. ifan Orthodox Jew or a fundamentalist Christian 
insists that death has not occurred so long as there is a hean 
beat (albeit maintained by artificial means), I think that this posi­
tion should be treated with respect. 

On the other hand, I am not certain that we should cater to 
these alternative views of death to the extent that we allow a 
patient to occupy a scarce and expensive ICU bed. I think that it 
is incumbent on the involved family to find another facility for 
continued life support - either at home (perhaps with visiting 
nurse support) or in a hospital or long-term care facility which 
shares the family's understanding of death. 

I think that a more thorny issue is whether a tertiary center 
should accept the transfer ofa patient who meets the criteria for 
brain-death. It is conceivable that such a center would accept a 
patient like this in the hopes of harvesting transplantable or­
gans. But, ifwe really believe that brain-death is truly death, it 
makes no sense to admit a corpse. 

Ev Vogeley, M.D., J.D. 
EvVogeley@aol.com 

Children's Hospital of Pittsburgh 
Pi ttsburgh, PA 

Response #7: 

Our Ethics Committee struggled with a casc several montllS 
ago similar to John Fletcher's hypothetical one. It proved to be 
a "straw" one which got us to face up to the needlessly painful 
confusions surrounding 'brain-death'. We rewrote our policy. 
It omits the troublesome term 'brain-death' in favor of'determi­
nation of death by neurological criteria'. It addresses etllical 
issues associated with notification and when interventions may 

be withdrawn. It avoids time limits in favor of the discretion of 
the attending physician. I would be pleased to share our back­
ground working paper. Contact me directly. 

Lance K. Stell, Ph.D. 
Dept. of Phi losophy Dept. of Internal Medicine 
Davidson College Carolinas Medical Center 
Davidson, NC 28036 Medical Education Bldg. #50'" 
LaStell@Davidson.Edu 1000 Blythe Ave 

Charlotte, NC 28232 

Response #8: 

Several commenters have urged that we should accommo­
date a range of definitions of death. I don't agree. There are 
dangers in being too open-minded, too pluralist, in our thinking 
about death. 

For all ofthe other things it is, dying marks a change in legal 
statos. It is permissible to do certain things to a corpse that it is 
impermissible to do to a living human being. One wouldn't do 
an autopsy on a living human being, or bury her, even if the 
cultoral group believed the person had died. There are good 
reasons for having professionals attest to death in a legal certifi­
cate. Key legal entitlements cease and begin with that declara­
tion and significant legal processes commence. 

Consider two patients - Smith and Jones - who, though 
still on ventilators, have been declared dead by neurological 
criteria. Suppose we were pluralist in our approach and, be­
cause one of the two bodies used to belong to Smith who be­
heved in cardiac criteria only, Smith is legally alive while Jones is 
legaIly dead. One supposes that Smith's family will continue to 
receive Social Security payments while Jones' family will be cut 
off. This seems unjust and poor public policy. Suppose two 
assassins break into the ICU. Each shoots bullets into one of 
the two neomorts. The assailant shooting Smith's body has 
committed murder but the one who shooting Jones' body has 
only desecrated a corpse. This seems profoundly unjust People 
should not receive increased protection solely because of their 
metaphysical views. 

I expect such examples can be multiphed. They go to show. 
I think, that althe end ofthe day, medicine needs to make its best 
judgntent about how death is to be clinically determined. Wlule 
we may be able to do beller tomorrow, the brain-death criterion 
for ti,e death ofthe person, and the clinical indicia used to mark 
it, for all the caviling around its edges, is the best standard we 
havc today. 

There is a tribe in the far east that does not acknowledge 
death until many months after we would. As a colleague of mine 
once put it, you can be so open-minded your brains fallout 

Ken Kipnis 
Department of philosophy 

University of Hawaii at Manoa 
Honolulu, HI 

kkipnis@hawaii.edu 
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Truly Useful Literature: Informed Consent
 
by Alan Joyce 

Lidz CW, Appelbaum PS, Meisel A. "Two Models 
of Implementing Informed Consent." Archives 0/ 
InternalMedicine, June 1988. Vol 148, 1385-1389. 

Summary: 
Lidz, Appelbaum, and Meisel suggest that many 

criticisms of informed consent stem not from flaws in tbe 
doctrine itself, but from tbe ways in which it is implemented 
in tbe healtbcare setting. To illustrate tbe problems witb 
and possibilities for informed consent in this environment, 
tbe autbors introduce two models of implementation: tbe 
event model and tbe process model. 

In tbe event model, informed consent is seen as 
an act ofdecisionmaking which occurs at one spccific point 
in time. The physician or otber healtbcare workers sets 
forth a reasonably comprehensive list ofdetails, risks, and 
benefits for a particular treatment; tbc patient signals ac­
ceptancc of this treatmcnt by signing a consent form. The 
autbors identify several serious flaws witb this model, in­
cluding: (I) tbe emphasis is usually on complete disclosure 
of facts by tbe physician ratber than complete understand­
ing of tbese facts by the paticnt, which means that tbe 
patient's consent may not be truly "informed"; (2) because 
tbe patient's understanding of facts is not stressed, both 
patient and physician may come to view informed conscnt 
as a waste of time; and (3) tbis model makes tbe physi­
cian-patient relationship seem "more bureaucratic and less 
humane. 1t 

The process model, in contrast, emphasizes con­
tinuous and active patient participation in medical decision­
making. Three conditions must be met before tbis can be 
achieved: (I) physician and patient role expectations must 
be shifted so that tbc paticnt is acccpted as a valued mem­
ber of tbe healtbcare team -- one witb knowledge of im­
portant contextual facts that are necessarily unavailable to 
tbe healtbcarc providers; (2) differcnces between physi­
cian and patient "illness models" -- their ideas and con­
cerns about particular medical problems and tbeir ramifi­
cations -- must be marc closely examined; and (3) the 
physician's and patient's values and expectations must be 
tboroughly explored and discussed to ensure tbat a par­
ticular treatment will be appropriate for tbe patient. The 
autbors recognize that this ongoing, time-consuming model 
may not be practical in all healtbcare situations, but tbey 
offer it as, at least, "a direction in which to movc." 

Veatch RM. "Abandoning Informed Consent." 
Hastings Center Report 1995. 25(2):5-12. 

Summary: 
Veatch focuses not on how to implement consent, 

but on whetber consent is even an appropriate concept in 
medical decisionmaking. He begins by summarizing vari­
ous tbeories ofgood, arguing that it is virtually impossible 
and generally inappropriate for a healtbcare provider to 
presume that tbey can decide upon a course of treatment 
that will provide tbe most benefit to a patient. Veatch's 
conclusion -- tbat consent "will have to bc replaced witb a 
much marc radical, robust notion ofactive patient partici­
pation" -- is clearly compatiblc witb Lidz, Appelbaum, and 
Meisel's process model of informed consent. 

Veatch's new contribution to this dialogue is tbe 
idea of physician-paticnt pairings based on "deep values" 
if healtbcare delivery systems organize around and an­
nounce particular value orientations (Catbolic, feminist, 
holistic, etc.), tben it should be easier for patients to choose 
healtbcare providers whosc "deep values" are more closely 
aligned witb tbeir own. Ideally, this would result in less 
conflict and fewer misunderstandings in tbe patient-physi­
cian relationship, tbereby strengthening tbe patient's posi­
tion as an active participant in tbe decision making pro­
cess. 

Other Informed Consent Resources 

Ofcourse, tbere is a vast body of literature on this 
topic. Some further recommended reading includes: 
Howard Brody's "Transparency: Informed Consent in Pri­
mary Care," (Hastings Center Report, September/Octo­
ber 1989, pgs. 5-9) which provides anotber view of con­
sent as a conversation process; Nancy M.P. King's "Trans­
parency in Neonatal Intensive Care," (Hastings Center 
Report, May-June 1992, pgs. 18-25) which applies Brody's 
consent model to tbe care of severely premature infants: 
and Rutb R. Faden and Tom L. Beauchamp'S book, A His­
tory and Theory of Informed Consent (Oxford Univer­
sity Press, 1986). This work examines informed consent's 
foundations in moral and legal tbeory, its role in clinical 
medicine and research, and concepts of understanding and 
cocrcion as tbey relate to the process of consent. 
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