














Truly Useful Literature: Informed Consent

by Alan Jovce

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

Summary:

Lidz, Appclbaum, and Meisel suggest that many
criticisms of informed consent stem not from flaws in the
doctrine itself, but from the ways in which it is implemented
in the healthcare setting. To illustrate the problems with
and possibilities for informed consent in this environment,
the authors introduce two models of implementation: the
event model and the process model.

In the event model, informed consent is seen as
an act of decisionmaking which occurs at one specific point
in time. The physician or other healthcare workers sets
forth a reasonably comprehensive list of details, risks, and
benefits for a particular treatment; the paticnt signals ac-
ceptance of this treatment by signing a consent form. The
authors identify several senious flaws with this model, in-
cluding: (1) the emphasis is usually on complete disclosure
of facts by the physician rather than complete understand-
ing of these facts by the paticnt, which means that the
patient'’s consent may not be truly "informed"; (2) because
the 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) this model makes the physi-
cian-patient relationship seem "more bureaucratic and less
humane."

The process model, in contrast, emphasizes con-
tinuous and active patient participation in medical decision-
making. Three conditions must be met before this can be
achieved: (1) physician and patient role expectations must
be shifted so that the patient is accepted as a valued mem-
ber of the healthcare team -- one with knowledge of im-
portant contextual facts that are necessarily unavailable to
the healthcarc providers:; (2) differcnces between physi-
cian and patient "illness models" -- their ideas and con-
cemns about particular medical problems and their ramifi-
cations -- must be morc closcly examined; and (3) the
physician's and patient's values and expectations must be
thoroughly explored and discussed to ensure that a par-
ticular treatment will be appropriate for the patient. The
authors recognize that this ongoing, time-consuming model
may not be practical in all healthcare sitations, but they
offer it as, at least, "a direction in which to move."

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

Summary:
Veatch focuses not on how to implement consent,

but on whether consent is even an appropriate concept in
medical decisionmaking. He begins by summarizing vari-
ous theories of good, arguing that it is virtually impossible
and generally wnappropriate for a healthcare provider to
presume that they can decide upon a course of treatment
that will provide the most benefit to a patient. Veatch's
conclusion - that consent "will have to bc replaced with a
much morc radical, robust notion of active patient partici-
pation" -- is clearly compatible with Lidz, Appelbaum, and
Meisel's process model of informed consent.

Veatch's new contribution to this dialogue is the
idea of physician-paticnt pairings based on "deep values™:
if healthcare delivery systems organize around and an-
nounce particular value orientations {Catholic, feminist,
holistic, etc.), then it should be easier for patients to choose
healthcare providers whosc "deep values" are more closely
aligned with their own. Ideally, this would result in less
conflict and fewer misunderstandings in the patient-physi-
cian relationship, thereby strengthening the patient's posi-
tion as an active participant in the decision making pro-
CcEess.

Other Informed Consent Resources

Of course, there 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/Qcto-
ber 1989, pgs. 5-9) which provides another 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 the care of severcly premature infants;
and Ruth 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 theory, its role in chnical
medicine and research, and concepts of understanding and
cocrcion as they relate to the process of consent.
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