











we have not yet actually exercised the ynilateral abatement of
treatment that it authorizes. We came close to this in a number
of cases, but never all the way. This may tend 10 suggest that
the policy itself turned out to be futile; however, as the
remaining discussion will document, this was not the case.
We will provide such documentation with reference to
occurrences keyed to each step of the “process”.

{1) Perhaps the most significant effect of the policy has been
that cases that were once considered “intractable”, i.c. where
patients and/or families continued to insist on aggressive
treatment in the face of extensive contrary counseling by staff,
were now identified as potentially “resolvable”. Ethics
consultations that otherwise were not being requested were
now occurring. And frequently, “intractable” disputes
between staff and patients and/or families were proving to be
otherwise with the injection of new personnel into the scene.

{2) Concurrence by a second attending clinician also tended to
rectify a number of cases in one fashion ar another, In some
cases the futility claim itself was as clinically inappropri-
ate. At times this was no more than the result of debunking
“poetic” and vague futility claims that amounted to staff
fecling treatment was not prudent; that there was no possibil-
ity of benefit was not even being claimed, just a low likeli-
hood or low degree of benefit. In other cases, clinician views
reganding patient status and prognosis had to be clarified. Ina
number of instances, this occurred simply because the
concurring attending physician chosen was usually a specialist
in the relevant clinical area at issue, e.g., a neurologist when
persistent vegetative state was being diagnosed. In the end, as
we had anticipated, concurring attending consultation was
needed 1o weed out both overly vague and “poetic” formula-
tion of futility, as well as goard against erronecus clinical
judgments about its presence. Our experience definitely
confirms that this step is easential,

(3) As mentioned, consultation by members of the EAC often
resulted in successafitl dispute mediation where intractable
disagreement had seemed to be the case. In pructice, this
consultation was routinely provided by our Ethics Cansulta-
tion Team, & rapid response, 24 hour coverage bedside
consultation service. Some staff had long been taking
advantage of this service, which gave fresh “outsiders” the
chance to repair broken communications, Now many others
routimely requested such assistance, in part because of its
record of success. Many “fulile” cases were thus tumed into
cases where further management was agreed to by all parties.

{4) Assessment by members of the Ethics Consultation Team
often led to removal of some cases from the process that led
to unilateral withdrawal. This assessment was keyed not only
to family counseling but also to a search for possible prior
statements by the patient that had not previously been
identified. Often such statements were uncarthed by asking if
other family members had recently died, and what the patient
may have said about this at the time. Somewhat to our
surprise, many of these patients had, in fact, made sufficiently

clear prior statements to direct further management away
from aggressive care. In many cases, this was accomplished
simply by unearthing and then discussing such statements
with the family members. In a few cases, even though the
families continued to insist on aggressive treatment regardless
of the prior statements, we still proceeded to honor the
reported prior statcments as legally binding on ourselves and
on the family, But these cases were not authorized under our
medical futility policy. Rather, they were justified under the
patient autonomy provisions of our “limitations of treatment”
policy.

(5) Finally, given the nature of futile situations, a mumber of
cases were “resolved” simply because the patient died before
the process could be completed. Also, at various points, the
process was stopped because the attending physician was
unwilling to take such a confrontational position vis-a-vis the
family, In some cases this occurred simpiy because the
attending did not want to risk the court battle that we advised
thern might well ensue if we proceeded. In other cases, as
already noted, the process was stopped because, although the
paticnt was arguably in a futile situation, it was not felt to be
“worth it” or “appropriate” to continue. In the “immanently
dying, beyond suffering” patient, it was not usually felt to be
worth the effort (and confrontatien), to proceed if al) that
would be abated was CPR. Equally, it was not felt to be
appropriate to confront families with a futility judgment if
they had not been given a decent chance to make up their own
minds about what was to be done. In part the judgment here
turned on what it was “costing” the patient in terms of
indignity and, particularly, suffering while the family was
given further counseling and/or the opportumity to sort things
out or grieve,

V.
CONCLUDING REMARKS

Even though we have not yet actually exercised the
unilateral abatement that our futility policy authorizes,
numerous benefits have clearly resulted from its institation. A
whole class of patients have been earmarked for further
consultative response where once their cases were considered
intractable and simply (albeit grudgingly) accepted. Many of
these cases have subsequently been resolved in much more
agreeable fashions to all concerned parties. Beyond this,
further discussion snd reflection on the proper response to
such cases has occurred within our medical center. In effect,
we now have what amounts to a detailed clinical protocol
regarding proper response to an| management of such
troubling cases. And thus we can, as we have done here, offer
it to our clinical colleagues elsewhere, for their use as well as

their comments.(1)
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Futility and Its Uses

by Bradley BE. Wilson, Ph.D.,
Dept. of History and Philosophy of Science, Univerwity of Pittsburgh

An elderly patient with metastatic cancer has been
hospitalized and his condition is deteriorating. If he were
to suffer a cardiac arrest, should he be given CPR or would
such treatment be futile?

The word ‘futility’ is being heard more and more
frequently in the hospital and in the ethics community,
While the idea that treatment in certain cases might be
futile has a long history, going back at least to the ancient
Greeks, its recent prominence raises some important
questions about contemporary medicine and medical
cthics. At the most general level, the main questions are:
What is futile treatment and what role should futility
judgments play in clinical decision-making? I will suggest
an answer to the first question that leads to the conclusion
that futility judgments should play, at best, a very limited
role in clinical decision-making.

In order to consider the role of futility judgments in
clinical medicine, it would be nice if thers were a generally
agreed upon definition of ‘futility’ and *futile treatment’.
Unfortunately, there is no consensus about this. Before
considering the altenatives, and deciding which is most
appropriate, it is helpful to see how physicians and ethicists
have proposed to make use of futility judgments.

There are two main uses to which futility judgments are
commonly put. First, a physician might rely on a judgment
of futility to justify not offering a particular treatment as an
option to a patient or their gurrogate.! For example, for an
elderly patient suffering from multi-organ failure, CPR
might be deemed to be futile, and thus would not be
presented as an option to the patient’s decision-maker.
Secondly, a physician might override the expressed wishes
of a patient or their surrogate for treatment, on the grounds
that the desired treatment is futile.? Here, CPR might be
withheld in situations where it was determined to be futile,
even if the patient and/or their surrogate had indicated that
they want it to be provided. In either case, the judgment of
fitility provides the basis for making a decision about
whether or not to offer or provide a form of treatment to
the patient.

Identifying these two possible uses of futility judg-
ments highlights an important ethical dimension of the
issue. Given the value typically placed on patient au-
tonomy and shared decision-making, it is clear that these
uses of futility judgments are, at 1east potentially, ethically
problematic. Not presenting a particular treatment as an
option, or overriding the expressed interests of the patient
or surrogate, arc acts that require justification. In a sense,
the notion of futility is supposed to provide that justifica-
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tion; if treatment jg futile, then the physician has a good

reason for doing what he or she docs. In thinking about

how best to understand futility, we need to be aware of its

potential role in providing an ethical juatification for

certain types of clinical decisions. r

When is treatment futile? As it stands, this question
cannot be answered, First, we need to identify the particu-
lar goals of treatment; futility can be judged only with
respect to some specific goal or goals of treatment.® Often,
disagreements about whether or not a particular treatment
is futile are actually disagreements about the goals of
treatment, not about fittility,. Whether or not CPR for an
elderly patient is considered futile depends on whether the
goal is eventual discharge from the hospital or just main-
taining life long enough for a final visit from distant family
members.

Ongce the goal of treatment has been identified, there
are two plausible ways of understanding what it means for
treatment to be futile. First, treatment might be judged
futile if there is & very low probability of achieving the
goal of treatment under the circumstances. The very low
success rate of CPR in elderly patients with serious
underlying illnesses has been used to support the claim that
such treatment among those groups is futile and nced not
be offered.*

The second way of understanding futility is in terms of
0o possibility of achieving the goal of treatment, rather
than a low probability. This notion is sometimes referred
to as “physiologic futility”. It applies in far fewer circum-
stances than the preceding notion, since it is a rare situation
in medicine where there is no uncertainty about the
outcome. Nevertheless, there are situations in which this
notion of futility would apply, such as the use of CPR
where a cardiac rupture makes restoring cardiac function
impossible *

Which way of understanding firtility is more appropri-
ate, given the previously described roles of futility judg-
ments in clinical medicine? While the first is probably
closer to the thinking of many people, we need to recall the
ethical role that firtility judgments play. Is a physician
justified in overriding a patient’s or surrogate’s expressed
interest on the grounds that there is a low likelihood of
achieving the desired outcome? Whether or not a low
likelihood of achieving an outcome is unacceptably low
can only be determined by reference to the patient’s values.
Using the probabilistic nation of futility, it would be
possible to ignore the patient’s values, since that notion
relies on the physician’s determination of when the
likelihood of achieving the desired outcome is too low.
The second characterization of futility, in terms of no
possibility of achieving the outcome, would not have this
problem: if there is no possibility of benefit, there is no
need to make a burden/bencfit assessment. Thus, if we
take seriously the role of futility judgments as providing a



moral justification of certain kinds of clinical decisions, we
should adopt the narrower, more restricted interpretation of
futility.

One issue that has not been addressed here is the issue
of the cost of medical care. The reason for this is that cost
has nothing to do with the issue of futility: futility has to
do with the possibility of achieving medical goals, not the
cost of doing 80, Effective treatment can be very expen-
sive; futile treatment can be very cheap. Cost consider-
ations may be relevant to medical decision-making, but
they should not be addressed under the guise of futility.
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Truly Useful Literature:

Focus oN FuriLiTy
by Alan Joyee, B.A.

Medical Fuiility: Its Meaning and Ethical Implications
Scneiderman, LJ: Jecker, NS; Jonsen, AR,
Annals of Internal Medicine. 1990; 112:949.954

In this article, the authors attempt to provide a working
definition of medical futility, with a strong bias towards giving
physicians power to make futility judgments. Their first step
towards this definition involves a comparison of effect and
benefit, revolving around the proposal that futile treatments are
those which fail to provide a benefit to a patient (in teyma of
comfort, well-being, general health, etc.) even though they may
produce a measurable effecr. They further narrow their definition
by distinguishing futility from related terms like impossible,
implausible (theoretically possible but unreasonably complex),
uncommon, and hopeless (which describes a subjective, not
objective state).

Following these distinctions, quantitative and qualitative
criteria are introduced in an attempt to provide guidelines for
physicians’ determination of futility. The authors propose that if in
100 consecutive previous cases a treatment is seen to be futile,
then sufficient quantitative evidence exists to declare that
treatment futile in a current case, The authors also propose that
with several notable exceptions (which are based on compassion
rather than benefit), a patient has no right to be sustained in a
vegetative state, or in a condition requiring constant monitoring or
life support.

Futility and the Ethics of Resuscitation
Tomlinson, T: Brody H
JAMA, 1990; 264:1276-1280

Tomlinson and Brody also advocate physician authority over
futility judgments, but suggest that this muthority should be
derived from an ongoing social dialogue. They claim that
"Thorough discussions with individual patients, semipublic
discussians...and broad public education are all needed to evolve
a socialty shared understanding of what counts as a 'reason-
able' chance for a ‘worthwhile' benefit relative to an 'accept-
able' risk of harm." The model they propose moves the
discussion of futility out of the consent process and into a
more public forum,

Futllity and Hospital Pollcy
Tomlinson, T Czlonka D
Hastings Center Report. 1995; 25(3): 28-35

Tomliinson and Czlonka review practical considerations in
creating a formal futility policy, and present their own model
policy (which is very similar to the policy described by Wesr et al.
in this issu¢ of Community Ethics). This policy states that
resuscitation will be attermpted unless (1) a patient is brain dead
(and declared legally dead), (2) the patient has a DNR order, or
(3) a determination is made that resuscitation would be futile or
harmful. The process for making this determination builds upon
the definitions presented in Tomlinson's previous work, and
includes guidelines for (1) confirmation of futility judgments, (2)
disclosure of futility judgments to patients or patient representa-
tives, and (3) provisions in case a patient disagrees with said
judgments, or in case an incompetent patient has no representa-
tive. This policy also provides for some legal protection for
physicians and nursing staff who do not resuscitate a patient
whose DNR order is & result of the above guidelines.

There is an enormous body of literature on this topic, and
very little space to address it here. A few further reading
suggestions are: Stuart Youngner's article, *Who Defines
Fudlity?” (JAMA, 1988; 260(14); 2094-95) which responds
directly to proponents of policies which allow for absalute
physician authority regarding futility judgments. Youngner
says that in most cases, frank commumication with patients
and familics will result in their agreement with futility
judgmeants. He argues against claims that unilateral DNR
decisions will "save time" and allow physicians to spend more
time discussing other plans; this position, says Youngner, will
"provide a justification for having physicians make unilateral
and secret decisions about other ‘useless' therapies.” Also
recommended are; Steven Miles' "Medlcal Futility," (Law,
Medicine, & Health Care. 1992; 20(4):310-15) which
analyzes futility as (a) a logical ideal, (b) a professional duty,
and (c) an institution; and Schneiderman and Jecker's book,
Wrong Medicine. (Johns Hopkins University Press. Balti-
more, MD, 1995) This work includes chapters on "Families
Who Want Everything Done,"” "Futility and Rationing,” and
"Medical Futility in a Litigious Socicty.”
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etllea-f Hig_hlight: M ;nage;d Care

On September 29, 30, and October 1, 1995, the
Consortium Ethics Program held its Fifth Annual Ethics
Retreat. The retreat provides an opportunity to introduce
topics that will be covered in greater depth in the seminar
classes and for the hospital representatives to build com-
munity among themselves and with the faculty.

This retreat was by far the most successful to date.
Over 120 representatives of the member hospitals, as well
as a few individual members, gathered together. The
retreat had two parallel tracks: new members heard talks
on basic topics in medical ethics while those who have
been through several years of CEP training heard talks that
highlighted the contributions of history, literature, film,
psychology, and philosophy to medical ethics.

Because cthical issues related to managed care are a
pressing concem to all healthcare professionals, regardless
of their level of training in ethics, a session on this topic
was part of the program for both tiers. For your edifica-
tion, we reprint excerpts from these talks which were given
by a philosopher and an attomey.
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Ethical Issues in Managed Care

by Mark R. Wicclair, Ph.D., Professor of Philosophy,
West Virginia University; Associate, University of
Pittsburgh Center for Medical Ethics.

Managed care comes in a variety of shapes and sizes,
However, instead of reviewing the distinguishing features
of each type of managed care arrangement, [ will focus on
common characteristics and general ethical themes and
issues.

It is helpful to think of managed care in terms of &
continuum, with health maintenance organizations (HMOs)
at one end, indemnity plans that employ measures such as
pre-certification, case management and utilization review
at the other end, with preferred provider organizations
(PPOs) somewhere in between. What places these various
arrangements on the same continuum is that each repre-
sents an effort 16 integrate and control the financing and
delivery of healthcare, Integrating and controlling the
financing and delivery of healthcare might be termed the
basic principle of managed care, and its primary objective
is cost containment. Managed care arrangements utilize a
varicty of strategies to accomplish this objective, and their
potential impact on physicians and patients within man-
aged care plans and organizations merits careful ethical
scrutiny.
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However, before looking at managed care organiza-
tions from the inside, let’s take a quick look at the “big
picture” from the outside. Not too long ago, there was a lot
of talk of a ““crisis” in healthcare. It may be hard to belicve
it now, but less than two years ago, there seemed to be
agreement among Democrats and Republicans on this
point. The perceived crisis had two components: One was
a crisis in cost and spending; the other was a crisis in
access. Managed carc is designed to address the first
component of the crisis. According to some reports, it
appears to be having some success in reducing heaithcare
costs and spending. However, it is questionable whether
managed care alone will successfully address the second
component of the crisis.

Recent data indicate that the number of uninsured
Americans is still increasing, and is now greater than 43
million. Moreover, there are reascns to worry that man-
aged care in an unregulated free market environment may
aggravate the situation. One example is the so-called
“cherry picking,” whereby managed care plans attempt to
enroil heslthier people and exclude those who are nat
healthy. This suggests that even if managed carc in an
unregulated free market environment can bring down
healthcare costs, it may not adequately address the issue of
fair access. Before we consider some ethical issues and
questions associated with managed care from the “inside,”
let’s consider an additional question from the outside.

The question I have in mind is; How will managed
care affect people’s ability to choose their health plans and
physicians? A large percentage of Americans with private
insurance get it through their employers. Employers often
do not offer employees much choice. In an unregulated
free market environment, the search for the least costly
plan may lead to still fewer choices. It may also result in
frequent changes in plans offered by employers. Iromically,
one of the primary criticisms of the ill-fated “Clinton plan”
was the lack of choice. Moreover, when employers are
offered choices, it is questionable that informed choice is
feasible at the time of entry.

Now let’s take a look at some ethical questions and
issues from the “inside” (i.e., from the perspective of
physicians and patients within managed care plans). One
important question is: What is the impact on quality of
care? Preventive care may increase, but patients are likely
to get fewer tests and medical interventions. s more
always better, or is less sometimes better in terms of
patient health? If less is sometimes better, do managed
care arrangements promote decision-making that eliminate
tests and interventions that are unnecessary from the
perspective of patient health? That is, do any types of
managed care arrangements achieve a proper balance



between “overtreatment” or “overutilization,” on the onc
hand, and “undertreatment” or “underutilization,” on the
other? Currently, there is little data that would allow an
evaiuation of quality of care. But there are efforts under
way to develop reliable measures of quality and to gather
relevant data.

Another important question is; How will managed care
affect the physician-patient relationship? Traditionally, this
relationship has been viewed as a figuciary relationship in
which the physician owes the patient a duty of loyaity, an
obligation to place the patient’s interests first. Correspond-
ing to physician loyalty is patient trust. This fiduciary
model is based upon assumptions such as the following:
(1) physicians have significantly more power than patients,
(2) patients are vulnerable because of their illness and lack
of expertise and kmowledge, and (3) physicians have a
virtzal menopoly over the dispensing of most medical
therapies.

Taken literally, the fiduciary-model is sheer fantasy.
For one thing, physicians canmot be single-mindedly
devoted to each patient and give each patient untimited
time, attention, and care, The only way to satisfy this
requirement would be for a physician to have no more than
one patient at a time. In addition, it is often necessary to
decide which patients will get limited resources (such as
ICU beds, ECMO, and organs). Further, financial conflicts
of interest under fee-for-service have been well docu-
mented and are one reason why managed care is seeh as an
appealing alternative. Thus, the fiduciary model fails to
corregpond to reality and seems unacceptable as an ideal.
But, what should replace the fiduciary model and its notion
of undivided loyalty to patients? Undivided loyalty to the
managed care organization? Do physicians in managed
care organizations any longer have a duty to act as patient
advocates?

Managed care systems commonly make use of primary
care physicians as gatekeepers who decide whether or not
to refer patients to specialists. In carrying out this
gatekeeping function under managed care, physicians are
expected to consider factors other than expected benefit to
the particular patient. Specifically, they are also expected
to consider cost. Is this type of gatekeeping fimction
appropriate for physicians?

Some managed care organizations offer financial
incentives to physicians to reduce services (e.g., salary
increases and bonuses}. When such financial inducements
are offered, the ideal of physician decigsionmaking that is
not influenced by personal financial gain is abandoned.
Rather than being discouraged from considering their own
financial interests, physicians are encouraged to do so.
That is the point of financial incentives.

Such amangements raise several concerns: (a) What
will the impact of these arrangements on patient trust?
(b) What will be the {mpact on the quality of care?

(c) Even if adverse consequences do not result, lsn’t
there a lack of “propriety” In doctors’ decisions being
influenced by thelr financial interests? Ethical concerns
about the vse of financial inducements to limit services
have led some commentators to endorse other alternatives.
One alternative is to impose more or less rigid practice
guidelings and to remove physician discretion (no “bedside
rationing™), A major problem with this alternative is its
unfeasibility and/or undesirability. Flexibility/discretion
may be essential to the practice of medicine, Another
alternative is global budgets, such as those used in En-
gland. Cost is taken into account, but not via the
physician’s financial interests.

Another question is; To what extent are managed care
arrangements compatible with shared decisionmaking? In
many clinical contexts there is no one “right decision”
because it is necessary to balance benefits and burdens and
the “right” decision is in part a function of the patient’s
distinctive preferences and values. This suggests that -
decision-making should be a shared or colluborative
sctivity between physicians and patients. Managed care
appears 10 pose a significant challenge or obstacle to
shared decision-making as the patient’s values and prefer-
ences may carry less weight than other practice consider-
ations.

Anather set of questions relates to informed consent.
How should informed consent be implemented within
managed care organizations? Do physicians have an
obligation to inform patients of treatment options that are
not covered by the particular plan? And if so, is it sufficient
to present these alternatives neutrally, or is there an
obligation to inform patients when it is thought that an
uncovered option is (far) superior?

Managed Care:

Practical Coping for Healthcare Providers
By Andrew E. Thurman, Esq., Senior Vice President and
General Counsel, Forbes Health System

Many assert that managed care, with its inherent
inducement to withhold services, is unethical. If healthcare
is considered a commodity, then such an assertion is
probably inaccurate. But if a certain level of basic
healthcare is (or should be) a right, as most healthcare
providers seem 1o believe, then any reimbursement system
which encourages either the underutilization or
overutilization of resources, such as capitation or fec-for-
service, respectively, is unethical.

Because managed care is a reality, providers must
learn to deal with its unethical reimbursement policies.



Consider the following case:

A patient is medically ready for discharge but, has no sup-
port at home until the next day. Consequently, the physician
orders an additional hospital day before discharge, for which
the payer refuses 1o pay the hospital because it is medically
unnecessary.

As managed care spreads, providers will find innova-
tive alternatives, such as home care, to resolve this sce-
nario. But until that happens, the hospital should not “eat”
this loss — it should be the responsibility of the patient or
the ordering physician. But if the payer refuses to reim-
burse the hospital for a day’s stay that the physician and
the hospital believe is medically necessary, the hospital
should pursue all legal remedies against the payer. Even
though such a strategy is not effective on a case-by-case
basis, experience has shown that this strategy can alter the
behavior of the payer over the long term.

In sum, the challenge of managed care to providers is
to determine, and aggressively enforce, who should bear
the cost of services provided. If the services are medically
necessary, the payer should pay. If the services are not
medically necessary, then the patient or the responsible
(usually the ordering) provider should bear the cost. For
example:

A post-surgical patient needed blood prior to discharge.
Although the blood was readily available and discharge could
have occurred soon after administration, the patient insisted
on donor-directed blood, which would result in prolonging
the hospital stay three days. After considerable discussion,
the patient was offered the choice of accepting the available
blood, paying for the additional stay, or being discharged
“against medical advice" and returning for donor-directed
blood, when available, as an outpatient. This last option,
obviously involved some additional risk to the patient. Nev-
ertheless, the patient chose this riskier course, which was
accomplished without incident.

In this case, the patient chose to assume the risk. In
other cases, providers hope that managed care payers will
receive liability risk when they deny authorization for
medically necessary care. However, a review of the law
lcads to the clear conclusion that providers will always
have liability risk when they choose not to provide services
because authorization for those services has been denied.
The proper course for providers when they believe services
are medically necessary is to provide those services and
then aggressively pursue the payer for payment.
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Upcoming National Events

FEBRUARY 29-MARrch 2, 1996.

Fifth Annual Meeting of the Association for Practical and
Professional Ethies. To be held at the Stouffer Renaissance
Hotel in St. Louis, MO, Deadline for advance registration is
January 15, 1996. For information about the conference and
the “call for papers,” contact: Association for Practical and
Professional Ethics, 410 North Park Avenue, Bloomington, IN
47405, Phone: 812-855-6450; FAX: 812-855-3315, E-mail;
APPE@INDIANA EDU

Arrn. 18-19, 1996,

“Protecting the Vuinersble: Public Policy snd Human
Experimestation.” Sponsored by the Center for Bioethics at
the University of Pennsylvania. For information, contact:
Jonathan Moreno, Ph.D. at 215-898-7136.

May 17, 1996.

“Ethics Consultation 1996: The State of the Art.” A
regional conference sponsored by the Society for Bioethics
Consultation, Robert C. Byrd Health Sciences Center, West
Virginia University, Morgantown, WV, For information,
contact Cindy Jamison at (304) 293-7618 or FAX: (304) 293-
7442

Jung 9-12, 1996.

"Genomic Information: Ethical Implications.” University
of Washington, Seattle, WA. This intensive advanced course
will emphasize principles and methods that both scientists and
ethicists can use to study and resolve ethical issues related to
the Human Genome Program, For further information,
contact: Marilyn J. Barnard, Program Coordinator; Medical
History & Ethics; Box 357120; University of Washington,
School of Medicine, Scattle, WA 981995-7120. Phone: (206)
616-1864, FAX: (206) 685-7515. Email:

<mbarnard@w. washington. edu>

Congratulations!

We congratulate Bob Arnold, M.D., Associate
Professor of Medicine and Associate Director
for Education at the University of Pittsburgh
Center for Medical Ethics. Bob is the new
President-Elect of the Society for Health
and Haman Values.



Upcoming CEP Events

Consortium Ethics Program
Series One Classes

Tuxspay, Manca 5, 1996

1:00 pm - 5:00 pm

“Surrogate Decision Making, Advance Directives, & DNR Orders”
Rosa Lyon Pinkus, PhD. snd Alan Steinberg, Esquire

Toxspay, AruL 2, 1996

9:00 am - 12:00 pm

“Death and The Ethics Committee:
Stopping, Starting, and Getting Out Alive”
George Ammas, 1.D,

Boaton University

Fumay, May 3, 1996.

1:00 pm - 5:00 pm

"Ethical Theory/ Models of the Physician-Patient Relationship™
Mark Kucrewski (Make-op class)

TaURSDAY, JurE 6, 1996

1:00 pm - 5:00 pm

"Forgoing Life-Sustaining Treatment: Politics, Ethics and the JCAHO*"
Mark Wicclair, Ph.D.

Consortium Ethics Program
Series Two Classes

Tuvesoay, Manca 5, 1996

9:00 am - 12:00 pm

“Ethical Issues in Rehab: Lessons for the Acute Care Hospital™
Giles Scoficld, .D.

Pece University

Tuoxspay, Aran. 1, 1996

1:00 pm - 5:00 pm

“Life, Liberty, and The Pursuit of Death:

American Culture and Choice at the End of Life”

George Annas, J1.D.

Boston University

(This sesalon will be held at the Univerxity of Pittshurgh)

Famay, May 3, 1996

9:00 am - 12:00 pm

"Ways of Thinking: Psychology and Moral Developmens”
Jyotena Vasudev, Ph.DD. (new class)

Tauvzmay, Juns 6, 1996

$:00 am - 12:00 pm

“History of Genstics: The Black Stork”
Martin Pemick, Ph.D.

University of Michigan

Optional for both groups:

_ Winimspay, May 8, 1996
8:00 am - 5:00 pm
Duquesne Conference, “The Ethics of Managed Care™
(This conference will be held at Duguesne University)

* All CEP clesses, unless other wise indicated, are beld at the Education
Center of the Hospital Council of Western Pennsylvania, Warrendale, PA.

Ethics for Lunch

Spring 1996 Schedule
AUDITORIUM 5, SCAIFE HALL NOON - 1:00 PM,

January 15, 1996
Pregnant Men: A Feminist Perspective on the Disposition of
Frozen Embryos Afier Divorce
Ruth Colker, J.D,
Professor Of Law
University of Pittsburgh

February 8, 1996
Unwitting Participants? Research Subjects;
What They Think and How We Protect Them
Jeffrey Kahn, Ph.D., M.PH.
Aspistant Professor of Bioethics
Medical College of Wisconsin

February 22, 1996
Sirens of Utility: The Odyssey of Managed Emergency Care
Gregory Larkin, M.D., M.S.P.H.
Assistant Professor of Medicine
University of Pittsburgh

March 14, 1996
Should Scientific Societies Enforce
Their Codes of Professional Ethics?
William P. Gardner, Ph.D.
Associate Professor of Psychiatry
University of Pittsburgh

March 28, 1996
Giving the Breath of Life:
Lessons from Live Lung Lobe Donation and Transplantation
Rachel Ankeny Majeske
Ethics Rescarch Associate
Center for Medical Ethics

University of Pittsburgh

April 12, 1996
Discussions about Advance Directives;
Doctor-Patient Dialogues
Gary S. Fischer, M.D.
Assistant Professor of Medicime

University of Pittsburgh

The Center for Coatinning Education in the Health Sciences, University of Pitts-
burgh, is sccredited by the Accreditation Council for Continuing Medical Edu-
cation to sponsor continuing medical education for physicians. The Center for
Continuing BEducation in the Health Sciences designates this continuing medi-
cal education activity for 1 credit hour in Category 1 of the Physician’s Recog-
nition Award of the American Medical Association. Nurses and other healthcare
professionals are swarded 0.1 continuing educution units (CEUS).

Sponsored by the Cenier for Medical Ethics and
the Centet for Continving Bducation in the Health Sciences,
University of Pittsburgh
1
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The Consortium Ethics Program On-Line!

You can reach the CEP's World Wide Web Site at
http://www.pitt.edu/~caj3/CEP.html

n i thics Progr
Rosa Lynn Pinkus, Ph.D., Director
Mark Kuczewski, Ph.D., Associate Director & Editor of Community Ethics
Anne Medsger, R.N,, M.S., Evaluation Consultant
Jody Chidester, Administrative Assistant
Alan Joyce, Editorial Assistant

We also extend a special word of thanks to the Vira 1. Heinz Endowment for its continued support of the Consortium Ethics
Program and to the Ethics Task Force of the Hospital Council of Western Penmsylvania for the continued encouragement,
guidance, and assistance that it lends to the CEP.

If you have any suggestions or questions regarding the Consortium Ethics Program, wish to submit information for an upcoming edition of
Community Ethics or would like to receive this newsletter, contact:
Mark Kuczewski, University of Pittsburgh Center for Medical Ethics, 3400 Forbes Avenue, Suite 110, Pittsburgh, PA 15213, Phone: (412) 624-
3486, FAX: {412) 681-1261, =-mail; <mgk(@med pitt.edu>.

Consortium Ethics Program
Center for Medical Ethics
Univemity of Pittsburgh

3400 Forbes Avenue

Eurcka Building, Suite 110
Pittsburgh, PA 15213



