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The annual LHAS Current Controversies in 
Medical Ethics Conference challenges attendees to learn 
ethics by fostering debate between clinicians, experts, 
and patients. Speakers make the audience aware ofthe 
complexity ofthe issues and their regional, national, and 
international impact. The audience is a diverse group of 
concerned physicians, commwrity members, clergy, and 
health care professionals. 

The CEP, in its long-standing tradition ofa col›
laborative approach to health care ethics education, is 
pleased once again to co-sponsor this important con›
ference. Under the leadership of course directors 
Michael DeVi1ll, MD, and ElizabethChaitin, DHCE, this 
year’s conference investigates several ofthe most im›
portant ethical and clinical issues raised in the care of 
geriatric patients. 

Our population is aging; new (and some old) 
ethical issues are being recognized and demand atten›
tion. We are on the threshold ofa large change in de›
mographics that will certainly impact resource availabil›
ity and strain our current health care system. The ethical 
debate is manifest on the front pages ofboth lay and 
medical/ethical publications. Our society is wrified by 
the recognition that a crisis is looming, and yet divided 
on what the major problems are and how they are best 
resolved. The aged are considered a vulnerable popu›
lationand so are especiallyprotected from risky research. 
At the sarne time, high quality studies that inform 
caregivers regarding the best approach are lacking and 
needed. 

This conference will provide an oppOrtwllty for 
participants to better understand the ethical issues raised 
in the current and future care ofelderly patients. We are 
fortunate and honored that the 21 stAnnuai IraR Messer 
Memorial Lecturer is the renowned ethicist-physician 

Joanne Lynn, whose lecture is titled, "Theory, Myth and 
Reality in HealthCare for the Elderly." Other topics for 
the day include fairness betweengenerations; healthcare 
payers and the elderly; long-term care/quality ofcare; 
research on the elderly; psychiatric disease in the eld›
erly; transplantation and the elderly; autonomy; age dis›
crimination; pain managementand assessment; and new 
medical therapies for treating dementia 

We would encourage you to take advantage of 
this excellent opportunity to learn more about a topic 
which is receiving increasing attentioninhealth care eth›
ics. For more information, please see www.upmc.edul 
CCEHS/CMEIforrna!_courses.asp (online registration 
available) or contact the Center for Continuing Edu›
cation in the Health Sciences at 412-647-8232.• 

·Conference summany and topiCS were taken/rom the promo­
tional brochure developed by the Center for Continuing Edu­
cation in the Ifealth Sciences. The full brochure content is 
available at the above website. 
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Ethics and Non-Acute Settings
 

Home Care 

With the guidance ofthe CEP, especially that of 
faculty member Cynthia McCarthy, DHCE, and CEP 
Director Rosa Lynn Pinkus, Ph.D., the UPMC Home 
Care Ethics Committee has been working steadily to­
ward its ethics education goals since itjoined the Con­
sortium in 1999. 

Inaddition to establishing and publishing guide­
lines for ethics consultation among the Home Care busi­
ness units, the committee has also developed a Home 
Care Ethics Resource Manual, which will be introduc­
ing at a conference for Home Care Administrators on 
February 24, 2004. 

The conference also aims to introduce the Eth­
ics Committee and its accomplishments over the past 
year. It will explore current issues regarding Advance 
Directives in Home Care and committee recommenda­
tions for the use oftwo differentAdvance Directive bro­
chures. The speakers will discuss areas ofconcern re­
garding safety in the home care enviromnent and the 
present committee's resolution ofthis concern. 

Presenters for the conference include Cynthia 
McCarthy, Rosa LynnPinkus, and committee members 
Alice Halterlein, MSW, SLSW, and Mary Ellen Jubeck, 
RN, MSN, ofUPMC/SHHS Home Health; Barb Krug, 
RN, BSN, ofCommunity Nursing Service, and Jenifer 
Ashner, RN, ofChartwell PA. 

Long-Term Care 

Working with Shikha Iyengar, MS, MPH, Ad­
ministrative Director ofthe University ofPittsburgh In­
stitute on Aging and Vice President for Geriatric Ser­
vices UPMC, the CEP is pleased to announce the initia­
tion ofa Long-Term Care Ethics Network. Working 
from the original ethics initiative whichsought to form a 
Long-Term Care (LTC) Ethics Committee among rep­
resentatives from UPMC LTC facilities, the CEP is ex­
panding its educational program by invitingnon-UPMC 
facilities tojointhe network. 

In addition to these efforts, Rosa Lynn Pinkus, 
Ph.D., and Monica Ridener, MSW, Director ofResi­
dent and Family Services at Canterbury Place in Pitts­
burgh (a CEP representative since 1999), will be giving 
a presentation titled "Ethics in LTC: Common Issues 
and InnovativeApproaches to Critical Problem Solv­
ing" at the Leadership Health Care Spring 2004 Na­
tional LTC ConferencelExhibit, to be held March 22­
24, 2004 at the PittsburghAirport Crowne Plaza Hotel. 

Dr. Pinkus is also participatinginthe conference: 
"3 Peas Heretofore Not in a Pod: Interest-Based Ne­
gotiations inEthical Dilemmas." This conference, to be 
held at the Pittsburgh Hilton on March 31, 2004, will 
introduce participants to interest-based negotiation as a 
tool to more effectivelyresolve commonethical dilem­
mas in long-term care. 

As always, we welcome comments, questions and suggestions from our readers. 
Please feel free to contact us! 

•
 
ConsortiumEthics Program
 
3708 FifthAvenue, Suite 300
 

Pittsburgh,PA 15213
 
Phone: (412)647-5834
 
FAJ(:(412)647-5877
 
E-mail: cep@pittedu
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Rosa Lynn B. Pinkus, Ph.D., Director
 
James Dwyer, Ph.D., Associate Director, Editor
 

Jody Stockdill, Administrator
 
Elizabeth J. Stow, MA, MLIS, Communications Specialist
 

As always, we extendspecial words ofthanks to Viral. Heinz Endowment for contributingthe seed money 
to establishthe ConsortiwnEthics Program. We are also deeply indebtedto the University ofPittsburgh 

DepartmentofMedicine, DivisionofGeneral InternalMedicine, and the University ofPittsburghCenterfor 
BioethicsandHealthLawfortheircontinuedco-sponsorship. 

Ifyou have suggestions or questions regarding the Consortium Ethics Program, wish to submit 
infonnation for anupcomingeditionofComrnunityEthics, orwishto receive this newsletter, con1actJames 
Dwyer, Ph.D., Consortiwn Ethics Program, 3708 FifthAvenue, Suite 300, Pittsbwgh, PA 15213, phone 

(412) 647-5789, FAX (412) 647-5877, e-mail <cep+@pitt.edu>. 
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UniversityofPittsbUrgh 
3708 FifthAvenue,Suite 300 
Pittsburgh, PA 15213 

.. 



February 2004 The University of Pittsburgh Consortium Ethics Program	 Vol. I No. I 

THE ETHICS CORNER
 

Bioethics and Multimedia
 

The Internet and videos are great resources for more visual and interactive staff training, or individual education. This 
Ethics Corner offers our suggestions for media that can help enhance the learning and discussion of bioethics. Please 
contact the Consortium Ethics Program if you would like to borrow copies of these videos or would like to learn how to 
acquire one. 

-:.	 Healthcare Crisis: Who's at Risk? 
Produced by PBS, and initially run as a television series, this video looks at all aspects of modem medical care. 
This extremely well done video highlights patients and providers at Newark's Beth Israel Medical Center and 
covers issues such as long-term care, health insurance and the uninsuredl managed care, and chronic care in a 
hospital setting. 

-:- Healthcare Crisis: Who's at Risk website http://www.pbs.org/healthcarecrisis 
This website prOVides an extensive and detailed overview of all the issues discussed in the Healthcare Crisis video, 
introduces the patients and providers featured in the video, and also has a timeline of healthcare, a glossary of 
terms, interviews with experts, and answers to tough healthcare questions. The site also provides access to 
teaching materials and a transcript of the video. Well-designed, highly informative, and easy-to-use, the website 
is a great addition to the video and is well worth a look. 

-:- The Partnership for Caring website: www.partnershipforcaring.org 
With a focus on strong end-of-life care, Partnership for Caring is detailed, well organized, and full of information. 
Topics include advance directives (including state-specific downloadable forms), palliative care, healthcare 
agents, and several Iinks to other helpful sites. The PFC site also has its own newsletter, Voices, as well as a 
moderated discussion and chat room. This source is great for healthcare professionals to gain a better knowledge 
of end-of-life care, but is also a good recommendation for patients. 

-:- From Rules to Caring Practices: Ethics and Community-Based Care for Elders 
This teaching video features four separate scenes that depict various issues of home care and long-term care. For 
example, in one scene an elderly woman liVing alone is furious when her daughter sends an in-home nurse to 
care for her and she clashes with the intruding nurse when the nurse tries to change the woman's apartment and 
routine. Another scene addresses the issue of elder abuse. The scenes are short - approximately 5-10 minutes 
each - and are designed to illustrate issues in heaIthcare and spark discussion on them. This video is great for 
group discussions, and comes with an instructor's guide and a caregiver's workbook. 

-:- The American JoumaI of Bioethics website: www.bioethics.net 
Updated and maintained by the Center for Bioethics at the UniverSity of Pennsylvania, this site covers some basic 
issues in bioethics, but also presents articles on more obscure issues, such as the ethics of neonatal male 
circumcision. Visitors can explore articles and sections from the print magazine, as well as sections on Bioethics 
for Beginners, Bioethics and Cloning, Bioethics and Genetics, and Bioethics on NBC's ER (each week, a student at 
the Center for Bioethics analyzes the current ER episode for bioethics issues), The site also has a good search 
engine for finding more information in bioethics. 

-:-	 National Institutes of Health Bioethics Resources on the Web: www.nih.giv/sigs/bioethics/index.hbnl 

This site is great as a general bioethics resource and it also proVides links to other online sources. It discusses 
research ethics, conflict of interest, end-of-life care, the physician-patient relationship, and palliative care. It also 
includes links to bioethics organizations and other helpful websites, FAQs, and guideline papers. 

-:- A Man ofEndurance: 2/1120 segment on Dax Cowart 
As a young man, Oax Cowart was severely burned in a propane gas explOSion that left him with third-degree 
burns over 65% of his body. He spent 232 days in the hospital, undergoing extremely painful treabnents. 
Throughout the process, Oax protested, saying he would rather die than face the pain of treabnent and decreased 
quality of life, but his requests were ignored. Today, Oax has carved out a successful career and life, but still 
maintains that his right to decide should have been respected. This compelling video explores the issues of right 
to die, competency, and patient autonomy. 



February 2004 The University of Pittsburgh Consortium Ethics Program	 Vol. I No.2 

THE ETHICS CORNER
 

Conflict Resolution Resources for Health Care Professionals
 
No one who works in health care is a stranger to conflict. At 
times, physicians disagree with patients, patients disagree with 
their families, and ethics committee members-physicians, 
nurses, social workers--disagree with one another. 
Sometimes, these conflicts reach a point where there seems to 
be no solution in sight, and things are at an impasse. In these 
cases, mediation by a third person (ethics consultant, trained 
mediator, or someone else who does not have a direct stake in 
the conflict) can help everyone involved take a step back and 
work toward the best possible resolution. Below are several 
suggestions for resources in conflict mediation and resolution. 

1. "Mediation in the Medical Field: Is Neutral Intervention 
Possihle?" hy Kevin Gihson. Hastings Center Report 
29, no. 5 (1999): 6-13. 

Gibson's anicle gives some practical suggestions to those 
seeking to do mediation in health care. He explains that the 
duty of a mediator extends beyond simple negotiation tactics; 
mediators have a responsibility to ensure that the autonomy of 
the patient is protected by helping keep everyone on the same 
page, working toward not just a decision, but the best possible 
decision. 

Among Gibson's points is the idea that "sometimes 
neutrality ... would ideally involve redressing the balance of 
power." If two parties are left to themselves to make a 
decision between them, most often, the more powerful one 
will use their advantage to gain his or her ends. Gibson 
emphasizes the need for a mediator to "level the playing 
field," so that all panies' concerns receive equal standing. 

Gibson also comments on such issues as the relationship ofthe 
final decision to hospital policy and the level of confidentiality 
which should be maintained throughout the mediation process. 

2. "Mediation for Ethics Committees: A Promising 
Process;' by Joan Mciver Gibson. Generations, Winter 
1994: 58-60. 

This very brief article discusses the increasing importance of 
mediation skills for ethics committee members and outlines a 
few hasic strategies for mediation of conflicts in health care. 
Gibson compares the stages of mediation with typical ethics 
committee consultation processes, and she demonstrates how 
mediation skills will complement the skills ethics committee 
members have already learned through their bioethics training. 
The stages she discusses are: intake; information gathering 
and issues identification; resolution; and follow-up. 

Gibson also talks about the various types of power which may 
be held in ethical conflict, such as formal authority, 
expert/infonnation power, resource power, nuisance power, 
and personal power. She also lists some important skills for 
effective mediators: investigation, empathy, management of 
interaction, strategic direction, invention, persuasion, and 
substantive knowledge. An especially valuable skill is having 

"numerous strategies for de~escalating conflict and dealing 
with impasses." 

3.	 "Conflicts Regarding Decisions to Limit Treatment: A 
Differential Diagnosis" by Susan Dart-Goold, Brent 
Williams, and Robert Arnold. JAMA 283, no. 7 
(2000): 909-914. 

This article, written by three physicians, deals specifically 
with conflicts which arise in end-of-life care. [t attempts to 
outline some of "the causes of and influences on conflicts 
between families and health care workets regarding decisions 
at the end of life." The factors are discussed from different 
petspectives, including that of the patient, the family, and the 
clinician. Some practical suggestions for handling the 
conflicts are given, and the anicle includes a list of data­
gathering questions practitioners should keep in mind. 

The authors point out that "in the hospital, death is a routine 
occurrence to the caregivers, but not to the patients and 
families." For this reason, conflicts are a lot more apt to 
develop, since families trying to make decisions with or for a 
dying loved one are grieving, and furthermore, they may not 
understand some (or any) of what is going on. 

. The Pittshurgh Mediation Center 

On the more practical side, the Pittsburgh Mediation Center 
(PMC) has developed, based on their three-pan training 
program for the Consortium Ethics Program, a series of in­
house workshops for hospital ethics committees and health 
care providers. Each of these full or half day workshops 
teaches conflict management skills as they apply to people 
working in health care settings. 

Session I: Decision-Making in Conflict Situations 
Participants will gain an increased awareness of factors that 
reduce the ability of people to function well in conflict, as well 
as factors that can enable people to function well in conflict, 
and will develop a foundation for making choices when 
responding to conflict. 

Session 2: Tools for Addressing Conflict 
Participants in this session learn to apply the communication 
skills, including active listening, to situations they are likely to 
encounter, determine underlying interest in a conflict, and 
focus a discussion using a problem statement. 

Session 3: Third Party Intervention 
Panicipants use the skills covered in the first two sessions 
when they must intervene as a third party. They will learn to 
analyze their role in a situation where they are asked to 
intervene, and will determine what questions to ask 
themselves when making decisions about if I how to intervene. 

For more information, contact Ellen DeBenedetti or Marc 
Booker at the PMC (412-365-0400). 

-Elizabeth 1. Stow 
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The Forgotten Patient: Stress and the Professional Caregiver
 

Every day, healthcare professionals experience all the 
myriad traumatic and dramatic events of life. From 

the joy of birth to the pain of death, from domestic abuse 
to car accidents to plain old colds, healthcare 
professionals have to deal with life at its most beautiful 
and most brutal. But these images do not always go 
away when the workday ends. Healthcare professionals 
spend their days caring for the sick, but at the end of the 
day, who takes care of them? 

Not only is stress unhealthy for the caregiver, it can also 
spill over into the workplace. Caregivers have an 
obligation to ensure that their personal stress does not 
lower their standards of care to patients. 

Stress and distress among healthcare professionals is a 
common, but difficult subject. Many feel that they are 
not giving the proper and full care to their patients; 
others, such as nurses, may feel as though they are not 
able to authorize the appropriate care. Yet, in order to 
achieve the highest quality of care for patients, and for 
employees to have a sane, happy life, this issue must be 
addressed. 

According to Judith Erlen, moral distress is quite 
common among nurses because they often find 
themselves in situations where they know the right path, 
but because of system constraints they are not allowed 
to take it. For example, the doctor may request 
treatment for a patient that the nurse knows the patient 
would not agree with. Nurses and others are often tom 
between advocacy for the patient and loyalty to their 
healthcare team. Erlen believes the best ways to 
alleviate this stress are: facilitating dialogue, developing 
a support system, and providing opportunity for 
professional development. 

Good communication is key to lessening the amount of 
stress felt by all caregivers - nurses, doctors, social 
workers, etc. Stress levels may also decrease when each 
person on a healthcare team feels like a participating 
member who has input about treatment decisions and 
agrees with them. A strong team also works well 
together and presents a unified, comforting, and 
competent face to patients. 

Strong support systems can also help alleviate stress. It 
is important to realize that stress and an occasional 
feeling of frustration or helplessness are common when 
dealing with complex healthcare issues. Professional 
and personal support systems can help to reduce that 
frustration. Healthcare professionals should not feel like 

bad workers by admitting that they need support. 
Rather, they should recognize that stress is common, 
natural, and even necessary. The important thing is to 
realize when the level of stress becomes harmful and to 
take steps to relieve it. 

More Suggestions to Lower Stress 

1.	 Find a neutral environment to discuss stressful 
issues with others or within yourself. Leave the 
workplace for a while and rationally consider all 
sides of the situation-who is involved, what 
they want, and what you want. Plotting out the 
stress alone may make you feel stronger when 
you have to confront it in a group. 

2.	 Make time for yourself. Whether at home or at 
work, make sure you have time to yourself each 
day. Shut the door, ignore the computer and 
phone, and relax. 

3.	 Get enough rest and exercise. Working out, 
eating well, and getting enough sleep are hard 
for everyone in our fast-paced lifestyles. But to 
lower stress and provide optimal patient care, 
good health is crucial. Even at work, a brisk 
walk around the building (outside or inside) can 
relax and energize you. 

4.	 Organize team-building exercises that are not 
work-related, such as bowling, pizza parties, or 
even fun professional development classes. 
Interacting without the stress of work can make 
team members feel closer and more open and 
bonded as a team. This equals better care and 
less stress. 

5.	 Finally, do not hesitate to seek professional help 
if stress is out of control. 

-Jessica L. DiFrancesco 
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Medical Futility Policies: Good, Bad, or Just Plain Necessary?
 
Medical futility, both as a concept and as a practical matter, 
has been discussed and debated in the ethics literature for 
years, and one aspect of futility which has received a good 
deal of attention is policy formation. While some ethicists 
and clinicians believe that futility policies are essential, 
others feel that futility policies are-well, futile. 

One of the main arguments against the creation and 
adoption of a futility policy is that the concept of futility is 
laden with value judgments, and is therefore nearly 
impossible to define. The AMA Council on Ethical and 
Judicial Affairs claims that "a fully objective and concrete 
definition of futility is unattainable;" Amir Halevy and 
Baruch Brody slate that "the uniqueness of patients and 
diseases results in judgments of futility that are not easily 
formulated into a general substantive definition." 

Schneiderman and Capron, however, do not think this 
should be a barrier to the adoption of futility policies, since 
"many...hospitals independently crafted common 
definitions of the term." They go on to point out that "if 
limits to physicians' obligations are not defined, end-of-life 
outcomes are likely to be determined less by medical 
circumstances and justifiable standards and more by 
individual healthcare providers' tolerance for risk, patients' 
and families' varying degrees of knowledge and rhetorical 
skills, and economic considerations." 

A second difficulty discussed by ethicists, especially 
Halevy and Brody, was that many existing futility policies 
have "no ethical framework to ground the physician­
institution opposition to the requested intervention." 
Policies should not only protect patients from being forced 
to accept unwanted treatment, but they should also support 
physicians and institutions who justifiably refuse to provide 
futile or inappropriate treatment. 

In answer to this difficulty, some ethicists recommend that 
futility policies also reflect the ethical principles of 
professional and institutional integrity and stewardship (or, 
the best use of available resources), and the legal principle 
of due process (the AMA calls this "fair process") to 
balance the principle of patient autonomy in making 
decisions about treatment. The AMA recommends a 
seven-step approach to the resolution of cases in which one 
of the parties believes the treatment to be inappropriate. 
This approach includes the involvement of an ethics 
committee (rather than a single consultant), and the 
eventual transfer of care--either within the institution or to 
another institution-if no consensus can be reached. 
Finally, if no other physician and no other institution will 
agree to accept the case, then "by ethics standards, the 
intervention in question need not be provided, although the 
legal ramifications of this course of action are uncenain.-' 

Most of the articles reviewed discussed the legal 
implications of cases in which treatment may be considered 
futile. Although admitting that clinicians, institutions, and 
patients will sometimes have to take a case to court when 
they have reached an impasse, ethicists (and judges 
themselves) seem to feel that most cases should be 
resolved, if possible, without going to court. Almost all the 
authors agreed that having a futility policy will not keep 
institutions out of court--<lr even protect them from 
litigation-but that a futility policy would give the 
physicians "a venue in which to present the facts of the 
medical condition and to predict the futility of the 
treatment.. .requested" (Clark), and the courts would have 
"a fair professional institutional policy on futility ...against 
which to judge compliance or noncompliance" (AMA). 

Finally, Robert Orr makes "a small but not insignificant" 
comment about terminology. He finds it distressing that 
several authors, including the AMA, refer to "futile care" 
rather than "futile treatment" or "inappropriate treatment." 
He points out: "Even when technology and treatment 
become optional, inappropriate, or even futile, the caring of 
the bedside professional is always appropriate, even 
obligatory, and never futile. That caring must be offered 
both to the patient and to the surrogate, no matter how 
antagonistic they appear or how tense the situation. 
Treatment may become futile, but caring does not." 

-Elizabeth J Stow 
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Religion & Ethics: Going Against the Grain?
 

The ethical principle of patient autonomy holds that a 
patient has the right to decide for or against a suggested 
course of treatment based on his or her values, 
preferences, and, if applicable, religious beliefs. 
Sometimes, though, health care practitioners will care 
for patients whose religious beliefs dictate treatment-<Jr 
non-treatment-which significantly opposes their own 
sense ofethics. 

A well-known example of religious beliefs conflicting 
with standard medical practice is when a Jehovah's 
Witness refuses a blood transfusion. This refusal seems 
simple at first, but it becomes more problematic when 
the transfusion is considered absolutely necessary to 
save a person's life. However, a competent adult 
patient has the right to refuse treatment, even if the 
refusal endangers his or her life. 

The situation may be even more troubling for health care 
practitioners when a parent refuses a transfusion for a 
child. The ethical dilemma then involves not only 
religious issues, but also questions about parents' rights 
to make treatment decisions for their children-rights 
that are substantially limited by society's interests in the 
health of these children. 

A second example of religious beliefs conflicting with 
standard medical practice arises from the taboo placed 
by Amish people on health care insurance. According to 
Monica J. McCollum, "Buying coverage is thought to 
show a lack of faith ...also, people see it as bringing an 
alien element into the neighborhood." The Amish 
believe that as a community they have the responsibility 
to see to one another's needs, and the leaders of the 
community decide upon what treatments will be paid for 
by the community. 

If a member of the community requires expensive 
medical treatment, the community will often raise the 
money to pay for that treatment. Sometimes, though, 
Amish communities will make the decision that a 
treatment will not be paid for-that it must be refused. 
Sometimes Amish people will, at the risk of being 
ostracized from their community, seek treatment on their 
own (e.g., borrow money from outside sources or accept 
Medicaid), but more often they will submit to the 
community's decision-much to the frustration of the 
health care provider(s) who take care of them. 

On the other side of this issue are patients and/or 
families who demand, on the basis of their religious 

beliefs, what the caregivers believe is inappropriate or 
futile treatment. The requested course of treatment may 
be objectionable because it will actually harm the 
patient, or health care practitioners may be reluctant to 
provide the treatment because it will not do the patient 
any good (i.e., it is futile). 

One way of addressing demands for inappropriate 
treatment is to be sure the patient is clear about what his 
or her religion has to say about the matter at hand. 
Sometimes, a refusal or request for treatment is made 
based on a patient's mistaken conceptions of their 
religion's tenets. For example, some Catholics may 
believe that it's wrong to discontinue a respirator under 
any circumstances. 

So what do you do if a patient is unsure about his or her 
religious "rules," or if a patient makes a decision based 
on what you are sure are misguided notions about his or 
her religion's teachings? 

The simplest course is to talk to your hospital's chaplain. 
Pastoral care persons are trained ecumenically (across a 
wide array offaiths), and while they may not be experts 
on every religion you encounter, they are likely to have 
resources and contacts they can utilize to answer any 
questions you might have. In some cases, such as with 
persons who hold Catholic, Protestant, or Jewish faith, 
you might ask the patient if he Or she would like you to 
arrange a meeting with their priest, minister, or rabbi. 

-Elizabeth J Stow 
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Singing the Blues?
 
We all have bad days. Days when the sun shines too 
brightly in our grouchy morning eyes, when the girl at 
the coffee shop greets us with annoying perkiness; days 
when we wish we could just crawl into bed, watch TV, 
and eat junk food. In our trend-conscious society, we 
often label ourselves on these days as depressed. ''1'm 
just so depressed" have become buzzwords, but the 
truth of the matter is that most of the people who say 
that, aren't. In fact, despite the high usage of the term, 
only 9.5%, 18.8 million, of Americans are indeed 
diagnosed as depressed in any given year.' 

Healthcare providers have an ethical obligation to their 
patients to recognize and diagnose the symptoms of 
depression and to determine when patients need 
treatment for depression and when they are just having 
a bad day. 

Is it Really Depression? 

According to the National Institute of Mental Health 
(NIHM), depression is distinguished from bad days 
because it is not a passing mood that will go away on its 
own. Depression is often regarded as a sign of weakness 
or personal fault, but it is a medical condition that 
requires treatment. NIHM has released symptoms and 
diagnostic guidelines that may help to determine if a 
patient is depressed or just having a bad day. 
Healthcare professionals should make sure that they are 
aware of and informed of the symptoms of depression 
so that they can recognize it in patients. Examples of 
these symptoms are: feelings of hopelessness and guilt, 
insomnia, fatigue, and loss of interest in things 
previously enjoyed. 

When diagnosing someone ffith depression, it is 
important to realize that when a person is clinically 
depressed, this may interfere ffith their ability to make 
informed decisions. Formally assessing a patient's 
decision-making capacity then, while not necessary in 
ALL cases, is recommended when depression is severe. 
While society may put stereotypes on persons who are 
depressed, it is important to remember that depression 
in all its various forms Can strike anyone. However, the 
elderly are most often misdiagnosed, or undiagnosed 
completely. According to NIMH, it is a common mistake 
to think that depresSion is a normal side effect of 
aging- this is not true. NIMH and the National Alliance 
for the Mentally III (NAMI) maintain that depression in 
the elderly is not a side effect of aging, illness, or 
medication, but a medical condition, just as it is in 
younger people.' Yet, the elderly, their families, and 
healthcare workers often confuse the symptoms of 

illness and age with depression. Elderly with 
depression have slightly different symptoms from 
younger people. These include irritability, loss of 
memory, confusion, and social withdrawal. It is crucial 
to determine when these are simply effects of illness or 
age, and when they signal depression. Over 80% of the 
elderly with depression can be successfully treated. 
Healthcare professionals have an obligation to their 
patients to realize that depression can strike anyone, 
regardless of age or sex, and should be treated as such. 

It's Just One of Those Days 

When it is determined that a patient is not clinically 
depressed, but"merely" having bad days compassionate 
care can greatly enhance their life. Unfortunately, in 
today's fast-moving healthcare environment, providers 
cannot devote large amounts of time to patients; yet, this 
does not mean that providers cannot take certain steps 
to improve those days when their patients feel blue. 

Suggestions to Brighten Your Patient's Day 

1.	 Bring in a radio. Music can be an incredibly 
soothing source of relaxation. If a patient seems 
particularly down one day, ask their favorite 
type of music, bring in a radio and let them hum 
their blues away. 

2.	 Bring crossword puzzles, magazines, and cards, 
if the patient is able. Stay for a quick game if 
you can. 

3.	 Ask patients what their favorite book is and 
order it from a library nearby or at the hospital. 
If patients do not read, then perhaps some 
cassette tapes or even flowers will help! A 
special surprise of something familiar may only 
take you five minutes but can brighten a 
patient's mood for a long time. 

4.	 Talk. Even ten minutes of genuine conversation 
that has nothing to do ffith a patient's illness or 
care, but makes them feel connected to the 
outside world can improve a patient's mood. 
How about those Steelers? 

- Jessica L. DiFrancesco 

I National Institute of Mental Health. Depression. 
h!tp:llwww.nimh.nih.gov/publicatldepression.cfm#ptdepl 

, National Alliance of Mental Health. 
h!tp:llwww.web.nami.org/helpline/elddepres.httn 
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The Importance of Advising Patients on Advance Care Planning
 
The Strawberry Case 

\1I:'hen John Davidson, Sr., had a Stroke, it devastated the 
family of this once active man. The stIoke left his left side 
paralyzed, his heart so damaged it supported only minimal 
body functions, and his kidneys in failure. After much 
debate, Mr. Davidson's wife and his two sons, Peter and 
John, agreed a DNR order. John in particular felt that his 
father would not want his life prolonged under such 
conditions. 

Mr. Davidson was soon moved to a nursing home and while 
there was given antibiotics by the physician. John protested 
vehemendy until the physician explained to him that the 
antibiotics in no way violated the DNR order. Shordy after 
this incident, Mrs. Davidson was feeding her husband lunch. 
When she turned away btiefly, she looked back to find Mr. 
Davidson choking on a strawberry. She called for help, and a 
nurse perfonned the Heimlich maneuver, dislodging the 
strawberry. John was furious because he believed that the 
DNR order was not adhered to and filed a complaint with the 
nursing home. 

Case Analysis: Was the DNR Order Violated? 

One of the problems in cases such as these is that patients 
and sun:ogates often do not fully understand medical teIIl1S. 

Neither the antibiotics nor the Heimlich maneuver violated 
the DNR order. According to DNR· Guide/in" for Practice, a 
DNR order is "specific to cardiopulmonary resuscitation and 
does not imply that any other procedures or treatments be 
withhdd or withdrawn. A D NR order does not mean do not 
treat. It means do not provide CPR if the patient stops 
breathing or the patient's heart stops beating." 

DNR orders also function on various levels that sometimes 
patients and surrogates do not understand. For example, if a 
patient with a DNR o~der is in cardiac arrest, resuscitation is 
going against the DNR order. But, if someone with a DNR 
order chokes, clearing the obstruction does not violate the 
DNRorder. 

Advance Care Planning 

Understandably, patients are often unsure of what to do to 

plan for the end-of-life. Advance care planning is daunting 
and it is not often talked about. This makes taking 
appropriate preventive steps all the more difficult 

Advance care planning is something that should be done by 
people of all ages, not only the elderly, and it includes things 
such as advance directives and designating a surrogate. \XIhile 
some healthcare professionals, may not be able to counsd 
their patients on advance care planning prior to an illness or 
accident, others can and should. And eveo those who do not 
see patients until they are ill can make a difference by 

educating a patient on how to proceed from where they are 
-it's never too late. Not only does advance care planning 
ensure that the healthcare professional, family and the patient 
are all on the "same page," it provides guidelines that can 
prevent the sort of conflicts the Davidson family experienced. 

The first step for many people is signing a living will, 
determining who will have power of attorney, or both. This 
can be done by anyone who is over the age of 18, a high 
school graduate, or martied. A living will is a document that 
specifically states what treatment the person wants and does 
not want should that person be unable to make the choice. 
Lving wills ensure that several pa.rt:ies know what the patient 
wants so that physicians can provide appropriate and legal 
care. In Pennsylvania, living wills are only invoked when the 
patient is terminally ill or peonanendy unconscious and 
should be designed to make sure patients receive the type of 
end-of-life care they desire. 

Persons may also designate agents with control of durable 
power of attorney. These agents have the power to make 
choices for the patient if they are unable to make the choice 
themselves. Agents should be people the patient trusts to 
make the choice most in sync with the patient's desires. 
However, patients do not need to be terminally ill or 
permanently unconscious for Durable Power of Attorney to 
apply. 

Advance care planning can be difficult and unsettling for 
some patients, but it is crucial to advise patients to pursue 
them. Good advance care planning can make a stressful time 
less so for all parties involved. 

-Jessica L DtFrancesco 
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