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Theory and Practice: Brain-Death, Nursing Ethics

Mark Kuczewski, Ph.D., Editor

Community Ethics prides itself on trying to bridge the gaps
between the theory and the clinical practice of medical ethics
and between the academic bioethicist and the community
healthcare provider. In this vein, we consider some problems
involving brain-death. While brain-death gained a legal con-
sensus relatively quickly, its philosophical puzzles and practi-
cal application in the clinic have remained problematic since
its inception.  For some, the concept of brain-death and the
accompanying practices such as organ-donation have been
counted among the “settled” issues in medical ethics. Never-
theless, the philosophical and practical debates remained in
the background.

This issue of Community Ethics focuses on problems re-
lated to brain-death posed within clinical practice. What are
clinicians’ obligations and options when a patient’s family re-
fuses to accept the diagnosis of brain-death? Clinicians are
placed in a position where they must educate the families and
loved ones of patients at the same time that they are breaking
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bad news to them. Lance Stell contributes some reflections
on an innovative institutional policy from the Carolinas Meds-
cal Center. This policy highlights ways to facilitate the edu-
cational process of the patient’s loved ones. But, there will
always be those who do not accept “consensus™ even when
this process is optimized. Patrick McCruden and Jon Merz
comment on one such case and Alan Joyce suggests some
further reading on this topic in “Truly Useful Literature.”

Benjamin Phillips also presents some tips for nurses who
wish to be effective participants on hospital ethics commit-
tees. This kind of supportive advice should prove of value to
those who wish to transcend the ethos of their particular
healthcare profession and to join the multidisciplinary dia-
logue within their institution.

As always, I encourage your help to keep these important
discusstons going. Far more could be said about each of these
topics and we’d be happy to print an original article or letter
from you.,

CEP & YSU Sponsor
Spring 1998 SHHV Meeting

Mark your calendars for April 17 & 18, 1998, when the Con-
sortium Ethics Program will team with the Dale Ethics Center
of Youngstown State University to conduct the conference
"Whose Ethics? Which Medicine? The Tacit and Explicit De-
velopment of a Medical Ethic,"” under the auspices of the Society
for Health and Human Values. This meeting will examine the
assumption that there is a single field of bioethics and medical
humanities that shares principles, a vocabulary, and methods. In
order to see if this is the case, clinicians, social scientists, and
scholars from the humanities will team up to examine the devel-
opment of clinical ethics in a variety of specialties and
subspecialties. The conference will provide a forum for those
engaged in these reflective assessments to examine the ways in
which various approaches to bioethics determine our conception
of medicine and its ethical issues. Why have some voices
emerged louder than others? Is a "new" common voice achiev-
able? These and other themes will be explored. Community
Ethics will carry additional information on the conference as
plans take shape -- stay tuned.

Visit the CEP on the World Wide Web! http://www.pitt.edu/~caj3/CEPhtml












physicians had declared Mr. H. brain-dead. The committee
recommended that the attending physician give the family a
strict deadline (approximately 24 hours post notification) af-
ter which the patient would be removed from support. In that
time period the family would be encouraged to seek transfer
of the patient or legal remedies to stop the hospital from car-
rying out its planned discontinuation of support.

The attending physician communicated this plan to the H.
family members who became angry. The hospital’s legal coun-
sel was contacted by an attorney who indicated that the fam-
ily had sought legal representation. But the attoney had con-
vinced the family that a court order was not a possibility given
the opinions of three separate, competent physicians.

The following day the attending physician again performed
the standard physical exam with apnea test in the presence of
the family. When the patient did not breathe spontaneously
during the apnea test the ventilator was not reconnected and
the patient “died” within minutes. Hospital security and po-
lice were standing by. The family was highly agitated and
made threats of lawsuits against the hospital.

Case Commentary #1:
When the Patient Won’t Get Better

by Patrick J. McCruden, M.T.S., Director of Pastoral Care,
Marian Health Center, Sioux City, IA

Is brain-dead the same as really dead? Of course not!
From the beginning of time being dead has been signified by
the cessation of heart and respiratory activity. Perhaps from
a legal point of view brain-dead = really dead, but from a
spiritual/psychological point of view there is a vast differ-
ence. It will take more than a few pronouncements or legal
decrees, and longer than a few decades to change people's
perceptions of death, Brain-death, in my opinion, is simply a
futility judgment that has gained widespread acceptance in
the medical community.

I accept and support this judgment. Most people accept
this judgment and either consent to organ donatior or “con-
sent” to discontinuation of support. But, in a few cases, the
determination of brain-death is not accepted. Why? It could
be mistrust of the medical profession, it could be a religious
belief in the “classic” definition of death but, in most cases,
I think it is pure and simple denial that their loved one will
not get better. Notice that the case the family makes does
not hinge on some metaphysics of death or require that sci-
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ence be “right”” about the relationship between death and brain-
death in order to be refuted. The family in this case, and in
many others like it, wants their loved one to wake up and to
get better. Certainly, an accurate and confirmed diagnosis of
brain-death is sufficient to know that the family’s hopes are
in vain whether or not brain-death is death simpliciter.

Just as the Georgetown “mantra” of autonomy, benefi-
cence, non-maleficence and justice is familiar to scores of
ethicists, so too the mantra of denial, anger, bargaining, ac-
ceptance and depression is familiar to many caregivers in-
volved in bereavement care. Denial, so prevalent in the case
we have before us, is first and foremost a normal and healthy
response to tragic loss. When emotional pain is so great that
our spirits cannot endure it, our first response is to demy the
reatity which is causing the pain. In this case of the brain-
dead patient, it is easy to understand why this family re-
sponds with initial denial and then holds onto it, in effect
nurturing it and helping it to grow. As long as they hold onto
their denial they do not have to face their pain, do not have to
grieve the loss of a husband, son, and brother taken away
with so much life ahead of him.

The mechanics of the intensive care unit certainly serve
to bolster the family’s denial. After all, this brain-dead pa-
tient is not a cold, stiff corpse but rather a young, warm
body with a chest that rises and falls with every artificial
breath. Good nurses probably talk to the patient as they pro-
vide care even though they know he can’t hear. Other fami-
lies in the waiting room inquire after his health and progress.
The physicians’ actions: their willingness to wait, the calling
in of further consults, repeating diagnostic tests, all of these
actions would serve to strengthen the family’s denial. The
family’s previous experience with a recovery from a coma
is sirnilar enough to be the final buttress for their denial.

Should the physicians and hospital respect this family’s
denial that their loved one will not get better? Certainly they
should respect the family’s quite normal and appropriate feel-
ings, but they should not feel that respect entails acquiescing
to continued demands for care. To say that denial is normal
and even initially beneficial is not to say that it should be
artificially fostered. The pain this family is trying to avoid is
unavoidable. As well meaning as the physicians may be, they
are not helping them reach acceptance or adjust to their loss,
rather they are “enabling” greater denial by seeking one more
test, one more consult.

In brain-death cases it should be made clear at the outset
that once the confirmatory diagnosis has been made in ac-
cord with state law and/or hospital policy that “life” support
measures will be discontinued. The timing of the withdrawal
should be carried out with all compassion and understand-
ing of family needs to be present and rituzlize the time of
death. This timing should almost certainly be measured in
hours and not days. “Consent” to discontinue treatment
certainly shonld not be sought. The recommendation of
the ethics committee and the hospital’s actions in the case
before us seem quite appropriate but perhaps a bit delayed.
A clear policy on these cases and especially the communi-
cation with the family might serve to avoid a repeat of this
scenario.



transplant. While physicians had only to write the appropn-
ate orders, the ethical problem beset nurses more poignantly.
Nurses had to carry out the hands-on care by working nox-
ious procedures upon those who could never benefit from
enduring them.

Roll with the Punches

A colleague on our committee once remarked, “I can’t
pull my punches”, which is boxing metaphor for “I gotta
really hit”, Questioned further, this member would probably
have elaborated thus: He feels compelled to communicate
plainly and bluntly to avoid sofiening the “blow” of the truth
for the sake of someone’s feelings.

The term “argument’ has taken on fighting connotations
but it need not in the context of an ethics committee.* Some-
times, getting into an argument is taking on a verbal battie: a
fight, a “boxing match™ with words. Some descriptions of
argument encourage this understanding. We attack our
opponent’s position, for example; we advance our own point
of view; we marshal evidence in support of our position,
and so on. Deliberative argument is different. It has more to
do with the issues and information than with championing a
cause. Here, we reason from premises to conclusions gnided
by the rules of logic. Arguments are either valid or not, sound
or not; a conclusion either follows from its premises or it
does not.

Be prepared for both styles of argument in your meet-
mngs. Not everyone is comfortable with confrontation, criti-
cism, and competition. Nurses, especially, are often expected
to demonstrate the opposite qualities: supportiveness, car-
ing, nurturing. There are widely recognized reasons for this,
mostly having to do with nurses’ historical role in the hospi-
tal. Nurses were expected to automatically defer to doctors.
Suffice it to say here that our traditional socialization predis-
poscs many of us against rough-and-tumble, back-and-forth
debate of the McLaughlin Group style.

Insofar as you can, try to match the deliberative style
with the issue under discussion, Differences on matters of
fact can generally be handled more bluntly than differing
views on matters of value. For example, a dispute about the
exact chain of clinical events might be appropriately debated
to a definite conclusion. In one meeting three providers (a
doctor and two registered nurses) witnessed a patient’s car-
diac arrest and resuscitated him. Later, other doctors who
attended the recovering patient after his arrival at the hospi-
tal, reasoned in the abstract that, given the diagnosis, age,
and event, the patient could not possibly have arrested. Spir-
ited debate ensued.

In another meeting, a member struggled to articulate a
troubling intuition. This nurse attempted to share misgivings
at administering narcotic analgesics to patients prior to dis-
continuing ventilatory support. The issue was that narcot-
ics, intended to relieve distress, did so at the expense of an
carlier death. She needed time and “moral space” to work
this issue through. What she got instead, however, came
straight from a television courtroom scene. Other members
had already resolved this difficult matter in their minds, and
so they promptly turned to “defend” their position, “defeat-
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ing” her as an “opponent” representing a “competing” point
of view. They ganged up on her as they turned into Grand
Inquisitors. When you encounter a situation where a mem-
ber needs reflection and a sounding board, then use basic
skills of therapeutic communication: uninterrupted listening,
re-stating, and open-ended questions to create a dispassion-
ate milien. In this way ideas and objections can be formu-
lated and clarified prior to any “debate”.

Furthermore, don’t take it personally. Be insightful and
secure enough to know that your opinions are not you. The
colleague’s boxing metaphor might be expanded like this. If
you must count arguments as fights, then imagine that they
take place in a training gym and not the arena. The “other
guy” isn’t your “opponent”, he’s your “sparring partner”.
When boxers spar, they train each other, Sparring is prac-
tice, not a match or a bout. You’ve both come here together
to learn. When a dispute arises then police each other’s logic,
test conclusions, and point out each other’s mistakes. In a
sense we're all here to be better “Devil’s Advocates™ and
our meeting is where we practice and train. If your col-
league brings you to a new insight and you change your
mind, you haven’t “lost”, each of you has won! Needless to
say all deliberation in any style must take place in an atmo-
sphere of mutual respect at all times.

Don’t Pass Up the Opportunity

Finally, the siogle most important qualification for mem-
bership on the ethics committee is an enduring interest in
ethics. This single qualification recommends a member far
more than his/her profession or position in the organizational
hierarchy. From time to time this philosophy may tempo-
rarily tip the majority first towards one profession and then
another. But over the long haul, the enduring-interest qualifi-
cation will keep the committee vibrant in a way hardly pos-
sible were the committee to be a homogenous group of less
interested professionals.

If you have been assigned to your institution’s ethics
committee, or you have been invited to join it, or you have
considered offering your services, by all means do so. The
work of your institution’s ethics committee can present you
with new excitement and professional fuifillment. With some
preparation and willingness to share in the committee’s work
many nurses find rich rewards from their experience on the
ethics committee.

1. Beauchamp and Childress, Principles of Bioethics, 4th Edi-
tion, 1994, Oxford University Press, New York, NY. Seethe
Introduction.

2. See John J. Paris’, Purple dots and red circles: a case study in
the abdication of professional respousibility, Connecticut
Medicine, 49(2); 109-111, 1985.

3. Philosopher Mark Johnson gives book-length treatment to
metaphor in thought and language in his, The Body in the
Mind: The Bodily Basis of Meaning. Imagination, and Rea-
son, University of Chicago Press, 1986. See especially his
discussion in Chapter 5, “ Argument is War”, p.89 & ff.
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Upcoming Events

The CEP is always proud of the high caliber of educators and the quality of programming that we are fortunate to be able
to make available. In this spirit, we d like to call your attention to a couple of programs that are especially noteworthy. In our
advanced seminar series, March 27th is a date to remember. Our advanced participants, those hospital representatives who
have been joining us for seminars for more than three years, will first attend a talk by Peter French on personal responsibility
in managed care. Professor French, editor of the well-known periodical, The Journal of Social Philosophy, is a leading thinker
on corporate ethics and we are looking forward to his insights in this especially relevant area. His presentation wiil be followed
in the afternoon by Rebecca Dresser whose seminar on the women s heaith movement is rescheduled from November. This is sure
to be a day full of provocative discussion that weaves together insights from the public and the personal levels of ethics.

Furthermore, although the weather outside is currently frightful, we are looking forward to the two conferences that have
come to dominate the Spring ethics calendar in Pitisburgh. We at the CEP offices are particularly excited about the “Current
Controversies in Medical Ethics” conference on April 14, 1997. This day-long event, held at the University of Pittsburgh
Medical Center, will be devoted to ethical issues in managed care. Howard Brody, M.D., from the University of Michigan, will
be the keynote speaker. This year s program will, for the first time, feature a series of topical break-out sessions that discuss
case scenarios. This is sure to be a stimulating program. Our colleague David Kelly at Duquesne University will also be
serving up a fine program on the ethics of human genetics on May 14, 1997. Details on these programs are below.

For those readers outside the western Pennsylvania/eastern Ohio region who are unable to avail themselves of the
resources of the Consortium Ethics Program, we also provide information on intensive bioethics courses around the nation.

Consortium Ethics Program Classes

CEP Series One
Ma 97 1 1:00 p.m. - 5; May 5, 1997 / 9:00 a.m. - 12:00 p.m.
"Spirituality, Faith Development, and Ethical Thinking* “The Consensus on Forgoing Treatment: It's Status and Prospects’
Patrick McCruden M.T.S.. AlanMeisel, J.D.
Marian Health Center, Sioux City, [owa Professar of Law and Psychiatry
Director, Centerfor Medical Ethics, University of Pittsburgh
April 1, 1997 / 9:00 a.m. - 12:00 pm. une 9, 1997 / 9:00 am. - 12:0
“Ethics Consultation: Policy and Practice” “Confidentiality and Truthtelling: People Say the Damedest Things®
David Kelly, Ph.D. Rabert Amold, M.D.
Professor of Theology, Duquesne University Assodiate Profassor of Medicine, University of Pittsburgh

CEP Series Two

M 1997 7 9:00 :00 p.m. April 8, 1997 / 9:00 a.m. - 12:00 p.m
“Issues of Personal Responsmlllty in Managed Care’ “Stories, Dreams, and Visions of the Future of Med' cine”
Peter French, Ph.D. John Lanios, M.D.
Cole Chairin Ethics Associate Professor of Pedatrics
Professor of Philosophy, University of South Florida Associate Diractor, Center for Clinical Medical Ethics, University of Chicago
March 27, 1997 / 1:00 p.m. - 5:00 p.m. May 19, 1997 / 1:00 p.m. - 500 p.m.
(Reschedued from November) “The Changing Meanings of Death: From the Fear of Premature
‘What Bioethics Can Leam From the Women’s Health Movement' Burial to the Debate Over Brain-Death”
Rebecca Dresser, J.D., M.S. Martin Pemick, Ph.D.
John Deaver Drinko-Baker & Hostetler Professorof Law Professor of History,
Casa Westemn Reserve University University of Michigan
June 9, 1997 / 1:00 p.m. - 5:00 p.m.
"Ethical Issues in Pediatric Care”
Joal Frader, M.D.
Associate Professor, Anesthesiclogy & Critical Care Medicine
University of Fittsburgh
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Other Events in WESTERN PENNSYLVANIA

April 14, 1997:

CURRENT CONTROVERSIES IN MEDICAL ETHICS: ETHICAL ISSUES IN MANAGED CARE
Hosted by the University of Pittsburgh Medical Center. Healthcare professionals and community members welcome.
The conference’s goal is to create a unique educational opportunity by facilitating communication between healthcare
providers and patients. Howard Brody, M.D., will deliver the keynote address. Ethicists, lawyers, clergy, physicians,
nurses, and administrators will lead the remainder of the plenary sessions and the breakout groups. The conference is
supported by two local foundations, so tuition for the event is affordable, and assistance is available for non-profes-
sionals. For information, comact: Michael DeVita, M.D., Program Director at (412)647-1705; E-mail preferred:
devita@smtp.anes.upme.edu; or Debbie Andolina, Conference Coordinator at her E-mail address:
cedandol@dvs.nb.upmc.edu

May 14, 1997;

ETHICS OF HUMAN GENETICS: CHRISTIAN, JEWISH, AND SECULAR PERSPECTIVES
Sponsored by Duquesne University and St. Francis Medical Center. The conference will bring religious insights to
bear on the mplications of the human genome project for our self-understanding. For information, call Christine
Sedlack, (412) 622-4210.

National Events

Intensive Courses in Bioethics: An approach to bioethics education that differs from the CEP is the short, intensive seminar
program. The CEF educates two hospital representatives over a three-year period and provides on-site educational support
Jor these representatives at their institutions. However, not every part of the country has a consortium that is able to provide
these services over such an extended duration. As a result, alternatives abound. Some of the best of these provide intensive
education for several days to healthcare professionals from various institutions. As a service to our readers, we provide the
Sollowing list of some highly regarded intensive programs. We also include information on two intenisive courses in the
medical humanities. These courses differ from the others in that they are not introductions to medical ethics. Rather, they
presume a basic comfort level with medical ethics and/or humanistic perspectives on healthcare.

June 7-12, 1997:

CONTEMPORARY CHALLENGES IN HEALTHCARE ETHICS
Intensive Bioethics Course from The Kennedy Institute of Ethics at Georgetown University, Washington, D.C. Topics
to be explored include: methods of ethical decision-making; beneficence, caring and the good; autonomy; and respect
and integrity. For more information, contact: The Kennedy Institute of Ethics, Box 571212, Georgetown University,
Washington, D.C. 20057-1212. Phone 202-687-6771; Fax: 202-687-8089; E-mail:
KICOURSE@gunet.georgetown.edu; hitp:/guweb.georgetown.edukennedy/

June 22-26,1997:

MIDWEST INTENSIVE BIOETHICS COURSE (MIBC)
Sheraton Metrodome, Minneapolis, MN. A joint project of the Bioethics Centers of the University of Minnesota,
University of Wisconsin, and the Medical College of Wisconsin, the MIBC provides a unique opportunity to gain a
deepened understanding of current issues in bioethics and various methods of approaching them. Nationally and
internationally recognized faculty include: Mila Aroskar, R.N., Ed.D.; Dianne Bartels, R N., M.A.; Muriel Bebeau,
Pb.D; Alan Buchanan, Ph.D.; Alta Charo, J.D.; Ronald Cranford, M.D.; Patricia Crisham, Ph.D., RN.; Arthur
Derse, M.D., ].D.; Kathy Faber-Langendoen, M.D.; Jeffrey Kahn, Ph.D., M.PH_; Rosalie Kane, D.S.W.; David
Mayo, Ph.D ; Steven Miles, M.D.; Robyn Shapiro, J.D.; and Susan Wolf, J.D. Residential tuition is $1200, Non-
residential tuition is $950. For information contact; Center for Bioethics, University of Minnesota, 2221 University
Avenue SE, Suite 110, Minneapolis, MN 55414. Phone: 612-626-9756, Fax 612-626-9786, or E-mail:
holmb006(@maroon tc.umn.edu.
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National Events, Continued

August 4-8, 1997

SUMMER SEMINAR IN HEALTHCARE ETHICS
Sponsored by the Department of Medical History & Ethics, School of Medicine, University of Washington. To be held
in Seattle, WA. Directed to physicians, nurses, social workers, chaplains, teachers, and others involved in the care of
patients or the education of providers, this annual Summer Seminar provides an intensive introduction to the concepts,
methods, and literature of Healthcare ethics. Albert Jonsen, Ph.D., will lead the Seminar, and Linda Emanuel, M.D.,
Vice President for Medical Ethics at the American Medical Association, and Ezekiel Emanuel, M.D., Ph.D., of
Harvard University, will be the guest faculty. The University of Washington School of Medicine designates this course
for approximately 30 hours of Category 1 of the Physician’s Recognition Award of the American Medical Associa-
tion. For further information contact: Marilyn J. Barnard, Program Coordinator; Medical History & Ethics; Box
357120, School of Medicine, University of Washington; Seattle, WA 98195-7120, Phone: (206) 616-1864; FAX:
(206) 685-7515, or E-mail: mbarnard@u.washington.edu

Courses in Medical Humanities

JUNE 7-13, 1997:

NARRATIVES OF CARE: CONSTRUCTING AN ETHIC OF CLINICAL PRACTICE
Sponsored by the Center for Literature, Medicine, and the Healthcare Professions, a collaborative project of Hiram
College and Northeastern Ohio Universities College of Medicine. Seminar Directors: Jack Coulehan and John R.
Stone. Faculty Leaders: Cortney Davis, Hilde Nelson, Laurence Thomas, and Rosemarie Tong. Center Faculty: Carol
Donley, Martin Kohn, and Delese Wear. Cost for the seminar, including readings and room and board, is $950.
Contact the Center for Literature, Medicine, and the Healthcare Professions, Hiram College, Hiram, OH 44234
Application deadline: April 1, 1997. Earoliment limited. For further information phone: (330) 569-5380; FAX: (330)
569-5449; E-mail: DONLEY CC@HIRAM.EDU or mfk@neoucom.edu

JULY 28-AUGUST 3, 1997:

CASE NARRATIVE AND THE CONSTRUCTION OF OBJECTIVITY
Sponsored by the Medical Ethics and Humanities Program, Northwestern University Medical School, Chicago, IL.
This interactive program will address topics including the uses of narrative reasoning, case genres the representation
of fact in medicine and bioethics, the place of the patient’s narrative in medical and bioethics cases, “real” cases and
the question of authenticity, whether some medical case histories are more ethical than others, and whether the medium
of representation affects response. Faculty include Kathryn Montgomery Hunter, Ph.D., Tod Chambers, Ph.D., Wil-
liam Donnelly, M.D., and Suzanne Poirier, Ph.D.

CME credits available. Tuition is $600, some meals included; reasonable botel rates available. Application deadline is
May 10, 1997. For more information contact Joan Broholm, Phone: (312) 503-7962; E-mail: <j-broholm@nwu.edu>,
or send CV and a letter indicating your interest and lodging needs to Kathryn Montgomery Hunter, Ph.D., Director,
Medical Ethics and Humanities Program (M-105), Northwestern University Medical School, 303 East Chicago Av-
enue, Chicago, IL, 60611; E-mail: <k-hunter@nwu.edu>.
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Ethics Grand Rounds
Spring 1997 Schedule

(Formerly “Ethics for Lunch®)
A series of lunch-hour presentations dealing with ethical problems in medical practice.

Al sessions take place in lecture room 1, Scaife Hall (University of Pittsburgh)
NOON - 1:00 PM.

February 13, 1997
“Rabbinical Perspectives on Forgoing Life-Sustaining Treatment™

Rabbi Daniel Schiff

Temple B’nai Israel (McKeesport)

Rabbi Stephen Steindel
Congregation Beth Shalom (Squirrel Hill)
Rabbi Joseph Weiss
Congregation B’nai Emunoh (Squirrel Hill)
*This session is co-sponsored by the “Jewish Responses to Clinical Perspectives” series,
Rabbi Larry Heimer, Course Director.

_ February 27, 1997
“Ethical Aspects of Genetic Testing for Breast Cancer”
Wendy Rubinstein, M.D., Ph.D.
Assistant Professor of Medicine
Division of Oncology
University of Pittsburgh

March 13, 1997
“The Four Principles of Bioethics & Postrnodemism”
Bradley E. Lewis, M.D.
Assistant Professor of Psychiatry
University of Pittsburgh

March 27, 1997
“Defining a*“Normal” Life:
Patients’ Experience After Liver Transplantation”
Kata Chillag
Department of Anthropology
University of Pittsburgh

The Center for Contimuing Education in the Health Sciences, University of Pittsburgh, is accredited by the Accreditation Council for Contiming Medical Education to sponsor contiouing
medical education for physicians. The Center for Continving Education in the Health Sciences designates this continuing medical sducation activity for 1 credit hour in Categary 1 of the
Physician's Recognition Award of the American Medical Association. Nurses and other health care professionals are awarded 0.1 contiming education units (CEUs).

This course is presented in conjunction with the University of Pittsburgh School of Law. [t has been approved by the Pennsylvania Continuing Legal Education Board for 1 hour of ethics
CLE. To register for CLE credit, please contact Nancilee Burzachechi, Bsq., (412)648- 1305 or e-mail < nanci@law.pitt.edu>> .

Sponsored by the Center for Medical Ethics,
the Center for Continuing Education in the Health Sciences, and the School of Law,
University of Pittshurgh
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CONSORTIUM ETHICS PROGRAM

Rosa Lynn B. Pinkus, Ph.D., Director
Mark Kuczewski, Ph.D., Associate Director / Editor, Community Ethics
Anne Medsger, R.N., M.S., Evaluation Consultant
Jody Chidester, Administrative Assistant
Alan Joyce, Research Assistant / Managing Editor, Community Ethics

As always, we extend special words of thanks to the Vira 1. Heinz Endowment for its
continued support of the Consortium Ethics Program. We are also deeply indebted
to the Ethics Committee of the Hospital Council of Western Pennsylvania for the
continued encouragement, guidance, and assistance that it lends to the CEP.

Ifyou have suggestions or questions regarding the Consortium Ethics Program, wish
to submit information for an upcoming edition of Community Ethics, or wish to
receive this newsletter, contact Mark Kuczewski, Ph.D., Center for Medical Ethics,
3708 Fifth Avenue, Suite 300, Pittsburgh, PA 15213, phone (412) 647-5824,
FAX: (412) 647-5877, or e-mail <mak7+@pitt.edu>.

|

Consortium Ethics Program
Center for Medical Ethics

University of Pittsburgh

Medical Arts Building

3708 Fifth Avenue, Suite 300
Pittsburgh, PA 15213



