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RETROSPECTIVE ANALYSISOF ETHICSCONSULTATIONS

AT THE BOSTON MEDICAL CENTER

TATSUHIKO NAITO

ABSTRACT
Objective:The vast majority of physicians frequently factgal dilemmas and feels
overwhelmed as a result. Those at Boston MedicateCare no exception. Various studies show
more adept handling of ethical issues can imprbeeguality of care and patient safety by
reducing moral distress of physicians and fosteietger patient-physician relationship. The
method of Preventive Ethics, which actively idgrsfrecurrent themes and underlying
systematic issues among ethics consultations, is eftective than the traditional, case-by-case
approach in reducing the number of ethical cordlithe purpose of this study is tentify
common themes prompting ethics consultations agdatspots among recurrent ethical
dilemmas at Boston Medical Center by using the Aromg) Clinical Ethics Coding
System.
Methods:A total of 32 ethics consultations handled byBiMC Ethics Committee
between October 2010 and April 2013 were reviesi#aadh consultation was coded using
the Armstrong Clinical Ethics Coding System. Theadsas analyzed to identify the
types of ethical dilemma that are most prevale®MC. The consultations involving the
most frequently occurring issues were evaluatetthéurto expose common themes
among these cases and potential underlying systefadtires.
Result:“Clinical Candidacy or Risk / Benefit Analysis” @%), “Concern About

Decision Maker Choices” (14.6%) and “Futility / jaropriate or Nonbeneficial



Treatment” (13.5%) were the most prevalent typestioital issues at BMC. Not only are
these three frequently occurring, they also haverg high tendency to occur
simultaneously. Further analysis of consultation®lving these three issues revealed
that at BMC, there are frequent instances of comifin which family members serving as
healthcare proxies disagreed with physicians indileg the best interest of patients with
severe ailments, ultimately precipitating ethicasudtations.

Discussion Comparison with similar retrospective studiesvresly carried out at other
institutions suggests that consultation involvihg tssue of futility may be more frequently
occurring at BMC, which might be coming from unicgysstematic problems. Several
interventions such as improved policies or eduaatitraining in physician-family
communication should be considered.

Conclusion According to the principles of Preventive Ethittee issue of physician-healthcare
proxy conflict regarding patient futility should Esue to be addressed at BMC. The Armstrong
Clinical Ethics Coding System can serve as a meeglied standard documentation format for

ethics consultations, which would open up the ilityi of more detailed future studies.
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INTRODUCTION

Hospital ethical dilemmas are often a culminattba number of unresolved
issues that may relate, but are not limited tagpabr surrogate satisfaction with
management of care; provider satisfaction with appate approach and level of care.
Biotechnological advances in healthcare, a brosdermrmed public and increasing
economic constraints by healthcare providers mag te increases in healthcare related
ethical dilemmas. A means of accessing and empjogtpiric knowledge gained from
such ethical dilemmas, which generally reflectihe@ueness of each hospital system, is
critical to improving patient and provider expegeras well as reducing healthcare costs.

Not only does more adept handling of ethical isdusve intrinsic moral value, it
can also improve quality of care and patient sdbgtyeducing moral distress of
physicians and fostering better patient-physicrastt This has become especially
challenging in today’s age where patients’ trusdactors has diminished.

This project sought to employ a validated ethiasstidtation coding system (the
Armstrong Clinical Ethics Coding System) and tonitiy hotspots of ethical dilemmas at
Boston Medical Center (BMC). This study retrospesdif reviews all ethics
consultations filed at BMC from October 2010 to h@013, examines and identifies
common themes arising among these consultants;@anpares results to similar
retrospective studies from other hospitals. By idging these hotspots, BMC may be
able to prevent recurrence of similar types ofaathissues, based on the concept of

preventive ethics.



SPECIFIC AIMS

Aim 1. Code and create a database of BMC ethics consultaor the period of October
2010 to April 2013 using the Armstrong Clinical EthCoding System

Aim 2. Identify common themes prompting ethics consutetiand any hotspots among
recurrent ethical dilemmas at BMC

Aim 3. Compare the result with those from similar previstiglies to identify clinically

significant differences.



BACKGROUND AND SIGNIFICANCE

Physicians and ethical dilemmas

With daily discoveries of new knowledge and tedbgis, quality in health care
has evolved dramatically over the past severaladlahysicians now can prolong life
of patients in ways that were not possible as tfgeas ten years ago. Innovative drugs
that can treat formerly “untreatable” disease Haa@me available. Despite such
medical advancements the value of these interventimay at times be called into
guestion when the gained survival time is spenpit@iézed or living in a state of
otherwise unacceptable to the patient.

In addition, dynamics around physicians — lawigti@nships with
pharmaceutical companies / grant providers, hdgpiticies —, have vastly changed and
became increasingly complex. These changes suiadiainicreased the chances that
physicians encounter questions that cannot be aadvig clinical expertise alone but
rather involve consideration of what is morallyhtigr wrong to do. These ethical
dilemmas are not ephemeral but rather somethirtgcémhaunt physicians for years (Lo,
2012, p.11).

Physicians and other health care professionats détel overwhelmed by the
need to balance the rights, demands and needktbéahvolved stake holders including
patients, families, insurance companies and othaltthcare providers (leong, Armstrong,
Kolton, Parker, & Wohlgemuth, 2013). In the firgttional survey about the frequency of

ethical dilemmas encountered by physicians, néfi¥ of physicians had recently



encountered an ethical dilemma (DuVal, Clarridgenger, & Danis, 2004)in a survey
conducted in 2011 by the BMC Ethics Committee, S&6f members were asked, “How
often do ethical issues arise in your practice2%f the respondents answered “often /
sometimes” to the question, indicating healthcaowipgers encounter moral dilemmas
much more frequently than people might imagine.deghe frequency of ethical
dilemmas, doctors are generally reluctant to reigioesial ethics consultation by their
hospital’s Ethics Committee. Some deem ethics dtatgns as an indication of an error
or the lack of ability that they perceive may léadtcompromising patient trusts and
confidence of their patients (Orlowski, 2006). e aforementioned survey at BMC,
while 82% of respondents knew about the Ethics Cittee; only 20% of them had ever
requested a consult. According to a qualitativeaesh study done by Hurst and
colleagues, in the U.S., when physicians face atliifficulties, they tend to seek
assistance, avoid conflict, and try to protectithegrity of their conscience and
reputation (Hurst 2005). While this may seem toti@atict the BMC survey results, the
authors argue that their findings actually explairy many doctors are reluctant to ask
for an ethics consultation even when they facdearina. They hypothesize that
physicians often deem ethics consultants as “centsitiFurther, seeking help can lead to
conflicts by involving more people into the equatemd may undermine their integrity or
reputation by tacitly admitting they cannot solkie problem themselves. Even when
physicians tend to seek assistance, they may eot @hics consultant as capable of

providing effective help. The authors conclude #thics consultation may be perceived



not as a primary source of help but more as adéssirt when physicians encounter
ethical dilemma (Hurst 2005).

A contributing factor to increasingly frequentieti dilemmas may be the
erosion of the patient-physician relationship icerg years. Many patients complain
doctors do not spend enough time with them. Inteonal survey conducted by the
federal government in 2008, many hospital patierfgessed dissatisfaction with their
care (Pear 2008). Growing number of reports inditilaat patients do not trust doctors to
the same extent as in the past. According to data & study conducted by Johns
Hopkins University, roughly one in four patientglféheir physicians sometimes expose
them to unnecessary risk” (Parker-Pope 2008). Maciprs contributed to distrust. A lot
has to do with the media and the way in which ewéror perceived infractions by
physicians are considered highly newsworthy, atengbresented in an inflammatory,

exaggerated fashion, and spread instantly viartegeriet.

Adverse consequences of unresolved moral dilemnuhdeteriorating physician —
patient relationship

Due to the high frequency of ethical dilemmas ol inability to use ethics
consults effectively, physicians can face variodsgease consequences, including moral
distress and burnout, if they do not handle thesaas adeptly.

Physicians feel moral distress when they know wathically right but cannot

act accordingly due to constraints or obstaclestudly done by Houston and her



colleagues showed the issue of moral distresseiapent throughout multiple healthcare
disciplines including physicians and nurses. Phgsgfeel the greatest moral distress
when there is a rift between the wishes of a pasi¢damily (when acting in the role of
surrogate decision-makers) and what the physiarmaséif or herself thinks should be
done (Hbuston et al., 2013)Moral distress can itself be a problem, bugit also start
the chain of negative effects. Professional buriotd syndrome characterized by a loss
of enthusiasm for work...feeling of cynicism...and & lsense of personal
accomplishment” (Shanafelt et al., 201Qhe study showed physicians experience more
burnout than other U.S. workers. In this particstardy, which consisted of almost 7000
physicians, almost half have experienced symptdrsimout (Shanafelt et al., 2012).
Prior to this study, it was well known that medisaldents and doctors in training are
susceptible to burnout. What is notable aboutstudy is that even fully trained and
experienced doctors are susceptible to the syndemmeell. Although Shanafelt never
explicitly identified moral distress as a contrilgtfactor to burnout there are many
potential contributing factors, one of which mayrberal distress. The problem of the
professional can influence quality of care; physisi suffering from burnout are more
susceptible to errors. A study conducted by Dr. Wdeasd his team showed higher levels
of fatigue and distress leads to higher frequericels- perceived errors among doctors
(West, Tan, Habermann, Sloan, & Shanafelt, 2009).

Not only does erosion of the patient-physiciaatiehship contribute to ethical
conflicts, but physician-patient relationship is@paramount for effective treatment. It

has been hypothesized that greater patient trads l® more efficient care in several



ways such as better treatment adherence (Thom, &lBhwlison, 2004). At worst a
strained physician-patient relationship can reisudt lawsuit which may come with
significant financial cost to the medical centeouBhly 55 million or 2.4 % of national
health spending was the estimated total cost gbraetice in 2008 (Reinhardt 2008).

In sum, give the impact the moral climate may hawveroviders, their
relationship with the patient or family, and optimuse of clinical resources it would be
expected that an environment fostering adept hagdl ethical dilemmas would lead to

better quality of care and patient safety.

Ethical Consultation and its efficacy

Medical institutions can promote such an environiiyy employing out ethics
consultations effectively. Health care ethics cdtiasion (HCEC) is defined as a “set of
services provided by an individual or group in @%e to questions from patients,
families, surrogates, health care providers, oeotfivolved parties who seek to resolve
uncertainty or conduct regarding value-laden camcénat emerge in health care. The
general goal of ethics consultation is to imprdwe quality of health care through the
identification, analysis, and resolution of ethigakstions or concernéTarzian &
ASBH Core Competencies Update Task, 2013). A natisurvey done by Fox and her
colleagues revealed 95% of all general hospitateenJ.S. either had some form of
ethics consultations services or were in the poésreating one. For those with more
than 400 beds, the prevalence reached 100% (Fodyi§ Pearlman, 2007). The same

study also revealed that “within more than 6,000egal hospitals in this country,



approximately 29,000 individuals devote more tha4,800 hours to ethics consultations
each year” (Fox, Myers, & Pearlman, 2007). Highvatence of ethics consultation
services and large investment likely reflect ifscaty and importance in improving
guality of care and the medical staff's mentalestat

According to the study done by Kalager, cliniciavie requested HCEC deemed
ethics consultations as useful and stated that HIe&d> to practical consequences
(Kalager, Fagrde, & Pedersen, 2011) such as terrmmaf ongoing treatment and greater
attention paid to ethics considerations. Otheristibdave reported a positive impact on
guality and resource utilization. For example, gtreported that HCEC resulted in both
shorter ICU stay and hospital stay as comparedadhtites patients who did not receive
HCEC (Chen et al., 2014). Similar studies have lokmsTe and proactive ethics
consultations also showed benefits such more dostadeommunication or frequent

decisions to forgo life sustaining therapy (Nilséyres, Tamerin, & Fins, 2008).

Preventive Ethics

Ethics committees and their consultations in Ineedire setting have traditionally
been more reactive, addressing ethical issuestafgroccur, on a case-by case-basis.
Simply responding to individual cases as they adeowever, may not be quite enough.
It has become increasingly evident that certaircettonflicts like those involving end-
of-life issues are recurring organizational phenoa@elson, Gardent, Shulman, &
Splaine, 2010). Thus the traditional case-by-cagpecach is now being criticized for not

dealing with the underlying causes of these issubgh often lead to recurrence of



similar types of ethical dilemmas. Reappearanc@miiar problems eventually leads to
avoidable moral distress and waste of resourcdsoNet al argue that while the
traditional approach is not without benefit, “th@@ess can be stressful and time-
consuming for both the involved staff and the etliommittee or consultation service
members” (Nelson, Gardent, Shulman, & Splaine, 2088 mentioned earlier, such
negative impact can have detrimental implicatiorcduding decreased quality of care
and loss of staff productivity.

In response to these shortcomings of the traditiapproach, a newer approach
called preventive ethics has been developed sirec#990s. Preventive ethics is defined
as “activities performed by an individual or group behalf of a health care organization
to identify, prioritize and address systemic ethissues” (Foglia, Fox, Chanko, &
Bottrell, 2012). This more proactive approach temaed to identify the root cause of
ethical concerns and ultimately to prevent recuresnsf similar types of ethical issues.
While this approach has yet to become the nornmimst ethical committees, it has
distinct advantages, allowing organizations to iowertheir ethics practices and avoid the
downfalls of the traditional case-by-case apprdestbd above. The concept of
preventive ethics, with the attendant goal of idgimg hotspots of recurrent ethical

dilemmas at the BMC, forms the basis for this mbje

Ethics Committee at BMC
Boston Medical Center (BMC), Boston, Massachusel®A is a private, not-for-

profit, 496-bed hospital with more than 26,000 asbiuns and 850,000 visits in 2012 and



nearly 4,500 full-time equivalent employees inchglimore than 1,200 physicians
(Boston Medical Center, 2013). The Ethics CommideBMC currently consists of 24
members: physicians and nurses from various difespecialties and representatives
from social work, legal services, pastoral caresimg, case management, interpreter
services and patient advocacy. Inclusion of indigid from various backgrounds is a
common way to compose an ethics committee and jdogrd by institutions nationwide
(Fox, Myers, & Pearlman, 2007). The BMC Ethics Cattee Charter includes the
following goals (Boston Medical Center, 2007):

¢ To maintain an easily accessible consultation serto assist in the assessment
and revolution of ethical dilemmas. The consultaservice shall be comprised
of a team of individuals with interdisciplinary esqtise.

e To develop educational programs and help to fastarture within the BMC
community that continually increases recognitiortbfical dilemmas and
develops improving strategies to avoid, modify, eegblve frequently occurring
ethical dilemmas.

e To review, revise, propose, and develop policiésted to ethical issues, and, as
needed, make recommendation to the Chief Exec@tifiee of the Boston
Medical Center.

e To discuss monthly those cases that have promptpaest for consultation and

create a database that can serve as an educageaatce.
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BMC Ethics Committee employs the traditional apptoto HCEC of a small
multidisciplinary consult team made up of a heatlecethicist plus members from larger
committee who are experienced in ethics consuttattmnsults are performed with the
requesting provider teams. Recommendations andhaemtation of the consult are
entered into the patient’s chart. A more exten&iwvm of the consult is detailed and
entered into the Ethics Committee’s consult databidsarly all of the Ethics Committee
members do not have significant time in their jdbsng which they are dedicated
specifically to the ethics consultations, and tthesconsult coordinator frequently needs
to spend substantial time in recruiting and essablig a consultation team. Consequently,
the number of consultations that can be feasibhdaoted is limited, and, in fact, the
service historically convenes for approximately eonasult per month, on a par with
other hospitals with 400-496 beds based on tharelselone by Fox and her colleagues
(Fox, Myers, & Pearlman, 2007). However, both tfeeementioned study by Duval
(DuVal, Clarridge, Gensler, & Danis, 2004), as veaslthe survey conducted by BMC
Ethics committee suggest it is likely that the nemdf ethics consults is under-
representing the actual incidence of ethical dilasm@t the BMC. Based on the national
survey conducted by Fox, only 41% of individualsf@eming ethics consultations have
had formal supervised training in ethics consuta(Fox, Myers, & Pearlman, 2007).
The general lack of formal training in clinical ethamong staff members in ethics
committee can also be applied to the BMC Ethics @dtae, where generally just two
members of the consult service meet the recommeAdettican Society of Bioethics

and Humanities (ASBH) skill and knowledge compeiesn¢leong, Armstrong, Kolton,
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Parker, & Wohlgemuth, 2013). In sum, HCEC perforrae8MC appear to be on par

with other comparable hospitals in the country.

Documentation and Evaluation of HCECs

In the late 2000s, many bioethicists decried #u& bf formal practice standards
for HCECs (Fox, Myers, & Pearlman, 2007; Dubler,ber, & Swiderski, 2009).
Expanding on an initiative begun years earlier, AB8H published the second editioh
Core Competencies for Healthcare Ethics ConsulteioC HEEC), which codified
standards for a successful and efficient HCEC senA key component of these
standards is thorough documentation of all consafts.

Clear, organized and consistent documentationGEE records is crucial as it
serves multiple purposes. First, it facilitateslestion of ethics consultations and the
activities of the ethics committee. This will ultwely facilitate quality improvement of
the ethics consultation service by making it eaieevaluators to identify trends in
consultations and potential area of systematic avgment. In fact, evaluation / quality
review / improvement of the HCEC services is anofinieposed standard of HCEC
serviced identified by the CC HEEC. Dubler argdpguality improvement is
mandatory in all subspecialties of health careHE&EC moves into the mainstream, it
must be judged by mainstream standards. Clinite¢®tommittees and clinical ethics
consultants must be subjected to the same levehimdparency, account-ability, scrutiny,
and oversight as other members of the staff whgatents, and, like other members of

the staff, they must write notes in the chart” (RupWebber, & Swiderski, 2009).
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Second, related to the first purpose, properly duwmnited ethical consultations can be
utilized as a valuable educational material. Previstudies indicate that both general
staff of an institution (Chen et al., 20185)d members of an ethics committee (Fox,
Myers, & Pearlman, 2007) can benefit from more atioa on health care ethics. Third,
appropriate documentation can facilitate researctlioical ethics consultations.
Bramsteadt laments “[m]any facilities have perfodnheindreds of ethics consultations
that contain valuable information that could geteerasearch protocols, yet accessing
this information can be difficult because it is fatmally catalogued” (Bramstedt,
Jonsen, Andereck, McGaughey, & Neidich, 2009kt and most importantly, consistent
standardized documentation facilitates discussamuasexchange of understanding
between different institutions by providing a commground and structure. A lesson can
be learned from the first few meetings of Europ€énical Ethics Network (ECEN)
meeting where participants had difficulty in shgrtheir experience and knowledge
because they did not share the same documentatimatf or more specifically, technical
languages (Pedersen et al., 2010). It is possibkesuch a standardized structure may
restrain ways of presentation or discussion to sextent, but it is safe to assume
potential benefits will far outweigh potential driaacks.

Yet, despite the potential benefits, formal staddaf documenting ethics
consultation are yet to be established. Bramstgdtis, “[a]n exhaustive literature
review reveals no consistent description of whaeéeorded and how it is recorded. What
few methods are published, in our view, could bprmmed upon. Further, no regulatory

or professional body (for example, the Americani&gdor Bioethics and Humanities)
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has set standards for documentation of ethics ttatism” (Bramstedt, Jonsen, Andereck,
McGaughey, & Neidich, 2009). Inconsistencies inwdoentation can also be seen in past
retrospective review of ethics consultations.

For example, a study done by Moeller had ninegeates to classify central
issues of ethical consultations (Moeller et al120

Family opposed to withdrawing life sustaining treant (LST)
Physician does not wish to provide LST

Patient competence or capacity in question

Futility

Physician opposed to withdrawing LST

e Other

e DNR

e Patient noncompliance with medical regimen

e Patient wishes are unknown

Retrospective studies done by Swetz (Swetz e2@07) and (Romano, Wahlander, Lang,
Li, & Prager, 2009) were a little more expansivéwii5 categories:

e Withdrawing or withholding treatment
e Appropriateness or treatment, goal of care, fytilit
e Resuscitation issues

e Legal-ethics interface

e Competency, decisional capacity

e Psychiatric issues

Family conflict

Staff or professional conflict
Discharge disposition

Allocation of resources

Spirituality, cultural issues
Confidentiality

Advance directives

Reproductive issues

e Other

14



Analyses using these categorization systems cldartyonstrated that one ethics
consultation can involve multiple issues. Yet, thearly coding systems did not establish
the recommended number of categories to applystoghe consultation. In other words,
one consultation might be labeled with a singlegaty while others might be labeled
with more than one. This was addressed in Nilsstudy (Nilson, Acres, Tamerin, &
Fins, 2008), which proposed listing of one primague and one secondary issue out of
22 categories:

Advance Directive

Brain Death

Capacity / Informed Consent
Confidentiality

Discharge / Placement

e DNR

o Futility

e Isolated Incapacitated Patient

e Maternal / Fetal Conflict

e Medical Error

Pain Management

Refusal of Recommended Treatment
Research Ethics

Resource Allocation

Surrogate Decision Making

Transplant Issues

e Truth Telling

e Withdrawal of Ventilator

e Withdrawal of other life sustaining therapy
e Withdrawal or Withholding Artificial N&H
e Withholding of other life sustaining therapy
e Other

Such inconsistency in categorizing central issdesathics consultation or any other

areas of documentation will make discussions amtpesisons between two parties (e.g.,

15



individuals, teams, institutions, countries) ustliierent format extremely difficult since
they do not share the same technical languaganlalso impede efficient evaluation and
subsequent research. In addition, prior studieemadequately explained the definition
of each category while some of them used ethicsiipéechnical language.
Compounding the aforementioned general lack of &tnaining in ethics among the
Committee members, this lack of standardizatiodacumentation can contribute to
miscommunication. Therefore, a standardized doctetien or coding system to
categorize and organize central issues in ethigsudtations was much needed. The
Armstrong Clinical Ethics Coding System (ACECS) waecifically designed for that

purpose.
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METHODS

Study Design

All cases from the BMC Ethics Committee Consuliathase from October 2010
to April 2013 (total 32 consultations) were incldda the analysis. The Ethics
Committee Consult service documents each consah iestablished template in
narrative form. Although there are no proscriptiections, the components generally
found in each consult include: patient history;alggion of clinical status; description of
ethical dilemma as described by requesting paatielsother consult participants; major
issues as observed by the consult team; recommenslaade; and in some instances,
outcomes.

The completed consultation document for each dtatgn was coded using the
Armstrong Clinical Ethics Coding System (ACECS)dzhsn its central ethical conflict.
After the coding was complete, the data was andlyaeédentify the types of ethical

dilemma that are most prevalent at the BMC.

Armstrong Clinical Ethics Coding System

The Armstrong Clinical Ethics Coding System (ACB@#&s developed by Dr.
Kelly Armstrong at Southern lllinois University Sabl of Medicine, a practicing clinical
ethicist who has conducted over 1800 ethics coasoifis over the last 10 years. ACECS
has been successfully adopted at various healthtstiitions including within the

Boston hospital community at Boston Children’s Htap
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The ACECS uses 138 detailed descriptors of comynexperienced ethical
issues in healthcare that are sorted into nicggoatss: 1) Treatment Decision-Making 2)
Substitute Decision-Making 3) End of Life 4) Prafemalism 5) Reproduction 6) Death
and Post-Mortem 7) Resource Allocation 8) Reseanth9) Organizational Ethics. Each
subject group is then sub-divided to the more tetadescriptor classifications. For
example, there are 9 codes under group 6 DeatPastdmortem (See Appendix 1 for
the full list):

01 Brain Death

02 Autopsy

03 Visitation of location of Body After Death

04 Participation in Learning Exercise

05 Anatomical Donation

06 Release of Body/Disposition of Remains

07 Coroner/Medical Examiner/Other Government Servic

08 Bereavement Counseling

09 Memorialization (hair, footprints, photo, etc.)
Each of the 138 codes in the coding system is asdig number, the first numeral being
the governing subject group category. In the aleample, “Autopsy” is assigned the
code 6.02. Each consultation is tagged with theetllifferent codes that best describe
the case specific ethical dilemma. Thus therelageretically 428,536 possible ways to

describe a consultation.
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In addition, three modifiers are used to desdiilgedynamics and type of each
consult: 1) Types of Ethics Intervention 2) Loct@idJacertainty or Conflict and 3) Level
of Complexity (See Appendix 2 for the full list).
One of the strengths of the coding system isitltatvers a broad range of issues
that can potentially surface in daily clinical g&gs without resorting to lengthy
description. Another strong point is that the syste/oids highly technical ethics specific
language, making it comprehensible not only to phgss but also to other care
providers such as nurses. To further clarify aaddardize, the coding system a user’s
guide was developed to provide a working definitaod examples for each code. For
example, a code “Uncooperative Behavior” is definedArmstrong, 2013):
Words or Actions which, through their severity rduency, are
disruptive enough to impair normal social interae$ or the effective
delivery of healthcare services. Generally obseasedifficulty
containing a strong emotional response (fear, arigestration, etc.) or
a difficulty following the rules. This may be apgdi to all persons
involved in care, including the patient, family amellthcare team.
Examples: Yelling, badgering, manipulating, bultyjmefusal to
participate in discussions or meetings, impulsigkaviors, inability or
refusal to follow directions.
Commonly combined with: Decisional Capacity, Mernlialess,
Substance Use, Family Issues, Concern about Daeidaker Choices,
Professionalism, Inappropriate Treatment, MateFRe&l Conflict,
Abuse Neglect or Mandatory Reporting

Through support material like this, webinars andksbops, Dr. Armstrong has

successfully trained other institutions to usedbéing system. In sum, the above

elements make the coding system very adoptabls.ilgspecially important
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considering staff from various backgrounds or Betdmprises HCEC'’s and, as has been
reported, many have not had a formal educatiotinical ethics.

Since the ACECS can be fairly easily adopted bgtrthics Committee
members it may provide a core language that iglataived and connected to the
healthcare ethics literature. Its consistency anmtiseness helps the members to avoid
miscommunications, discuss active issues efficyeantild facilitate recording that may be
used for evaluation or research later. These hsnefiuld be expected to lead to improve

quality of HCEC and ultimately result in better Gtyaof patient care and safety.
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RESULTS
General Classification

32 consultations were conducted over a periodlah8nths. A single case was
tagged with three different codes which each dbssra very specific type of ethical
dilemma or conflict (appendix 1). In other word6,&des were applied in this analysis.
Some codes were used more often than others wélielttrthe types of ethical issues
occurring more frequently than other types.

As described earlier, the specific ethical issuetheir corresponding codes that
share the common theme are bundled together unelsame subject group and there are
nine of them (Figure 1). Of the total 96 codes u28d(30.2%) of them were the ones
that falls under the subject group “Treatment Deaidlaking. 29 (30.2%) of them are
from “Substitute Decision Making” and 26 (27.1%)dreged to “End of Life.” Those
three subject groups were the ones that are megalent throughout the consultations
filed to the BMC during the period. There are madesyuency of issues under
“Professionalism” (7 out of 96; 7.29%) and “Reprotion” (4 out of 96; 4.17%) and
only a single occurrence of “Organizational Poli€¢y"out of 96; 1.04%). On the other
hand, there was no consultation that were linkddgoes involving “Death and Post-
Mortem,” “Resource Allocation” and “Research.”

The reason why the number of codes instead afidh@er of cases was used to
measure the frequency of certain ethical issudgissome cases were tagged with more
than one code from the same subject group. A sicage can be tagged with up to three

codes. For example, it is possible to label a cbatson with codes “Resuscitation for
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Full Arrest (Code # 3.01)”, “Futility / Inappropt@or Nonbeneficial Treatment (Code
#3.10)” and “Concern About Decision-Maker Choic€sde #2.04).” In this case, the
first two cases belong to the same subject grounal ‘@ Life.” 16 out of 32 cases
(50.0%) were tagged with 2 or 3 codes from the ssutdgect group. This creates a
significant overlap when the number of cases was s measure the frequency of

issues and was thus avoided.
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Figure 1: Frequency of ethical issuesfor each Subject Groups. The number of codes
(total = 96) used from each subject group was eyapl@s a parameter to measure the
frequency of ethical issues. The distribution réveghical issues that fall under
“Treatment Decision Making,” and/or “Substitute Bxaen Making” and/or “End of Life”
were most prevalent.
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Figure 2: Frequency of consultationsthat weretagged with more than one code
from the same subject group. The number of cases (total = 32) was used as angtea
to measure the frequency. Exactly a half of tosasles were labeled with 2 or 3 codes
from the same subject group.
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Specific Issues under Treatment Decision Making

29)
D
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Number of Codes

Goals of Care
Family Issue

Vulnerable Person

Analysis
Care Issue
Autonomy

Plan
Uncooperative Behavior

Refusal of Recommended Treatment
or Testing

Clinical Candidacy or Risk / Benefit

Mental Health and / or Treatment

Discharge or Alternative Level of

Novel, Innovative, Experimental
Intervention

Freedom or Limit to Personal

Non-Adherence to Treatment or Care

Age Appropriate Participation of

Adolescent / Child
Religious, Culturalm or Ethinic Belief

Specific Types of Ethical Issues relared to Treatment Decision Making

Figure 3: Frequency of specific types of ethical issues under Treatment Decision
Making. The number of times a particular code was usedengdoyed as a parameter
to measure the frequency of ethical issues. Thesfrdm this particular subject group
were used total 29 times. Out of 26 different sjiecodes, only 13 of them were
actually used. Code #1.05, which denotes “Clin€ahdidacy or Risk / Benefit Analysis”
was used most frequently. “Goals of Care,” “Meidahlth and / or Treatment,”
“Vulnerable Person,” and “Family Issue” also halktigely higher frequency.

Of the 22 cases that had codes belonging to thiecugroup Treatment Decision
Making, 16 of them had only one code from the sttigeoup. Six of them had two codes
while one had its all three codes from the sulgeotip. This means a total of 29 codes
(out of 96; 30.2%) that belong to the subject graugpe assigned to the consultations.
Within the subject group, there are 26 specificesodr subcategories that each pertains
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to more specific ethical issues of the topic (Apigrl). Each specific code can be used
only once per case. For example, you cannot usedithe “Mental Health and /or
Treatment (Code # 1.07)” twice on one case; theseth no chance of overlap. In other
words, if the code was used three times, there tieee different cases that were labeled
with that code. The frequency of issues that betorepch subcategory was measured
(Figure 3). Of the 26 specific types of issues witine subject group, only 13 of were
actually observed (and 7 of them were used onlgpite most prevalent issue under
this particular category was ones related to “chhcandidacy or risk / benefit analysis
(Code # 1.05).” Of the total 96 codes from thererdeample (29 codes from this subject
group), six of them were this particular code. ¢8ithere’s no overlap, this also means
that, of the total 32 cases, six of them were tdguih this code). This marks the
frequency of 6.25% (6 out of 96). Issues aboutrideHealth and /or Treatment,”
“Vulnerable Person,” (both 4.17%; 4 out of 96) “®oaf Care,” and “Family Issues”

(both 3.13%; 3 out of 96) were also relatively @ewnt as well.

Specific Issues under Substitute Decision Making

25 consultations had codes from the subject gf8upstituted Decision Making.”
21 of them had only one code from the subject grehite four had two codes.
Therefore, total 29 codes (out of 96; 30.2%) trebbg to the subject group were
assigned among 32 consultations. Within this palgicsubject group, there are 16
specific codes or subcategories (Appendix 1). @f1té specific types of issues within

the family, 10 of were actually observed (and $heim were used only once). The issue
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of “Concern About Decision-Maker Choices (Code #2.0vas dominantly prevalent
within this subject group (Figure 4). Of the td@&l codes from the entire sample (29
codes from this subject group), 14 of them wers plarticular code. Not only does this
make the frequency 14.6% (14 out of 96), it alnmoakes up the half of all codes from
this particular subject group. Issues related tdv@nced Directive — Patient Wishes Not

Followed (Code #2.14)” had moderate frequency d7% (4 out of 96).
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Specific Types of Ethical Issues related to Substitute Decision-Making

Figure 4: Frequency of specific types of ethical issues under Substitute Decision
Making. The number of times a particular code was usedengdoyed as a parameter
to measure the frequency of ethical issues. Thesfrdm this particular subject group
were used total 29 times. Out of 16 different siiecodes, 10 of them were actually
used. Code #2.04, which denotes “Concern AboutdimtiMaker Choices” was used
predominantly. Use of Code #2.14, “Advanced Direetatient Wished not Followed,”
had relatively higher frequency.
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Specific Issues under End of Life

There were 21 cases that were labeled with at teestode from this particular
subject group “End of Life.” 16 of them just hadeornde while 5 of them had two. Thus,
a total of 26 codes (out of 96, 27.1%) were usedrg82 cases. Within this particular
subject group, while there are 11 subcategoriepéagdix 1), only four of them were
actually used. Among the four, the issue of “Futililnappropriate or Nonbeneficial
Treatment (Code # 3.10)” was most prevalent bygelanargin (13.5%; 13 out of 96). It
makes exactly the half of all codes from this gatr subject group. While not as
explicit, the remaining three still had moderateigh frequency as well: “Resuscitation
of Full Arrest (4.17%; 4 out of 96),” “WithholdWithdraw Life-Sustaining Treatment

(6.25%; 6 out of 96)” and “Palliative Care / Symptdlanagement (3.13%; 3 out of 96).”
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Specific Types of Ethical Issues related to End-of-Life

Figure 5: Frequency of specific types of ethical issuesunder End-Of-Life. The
number of times a particular code was used was@reglas a parameter to measure the
frequency of ethical issues. The codes from thisqudar subject group were used a total
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of 26 times. Out of 11 different specific codeslyohof them were actually observed.
Code #3.10 for “Futility / Inappropriate or Nonbénml Treatment” was used

predominantly.

Specific Issues under Professionalism

The subject group “Professionalism” had seven c¢olisof 96; 7.29°) from six
cases with in the sample (fives cases with one wdudle one case with two). Within this
particular subject group, there are 19 subcateg@fippendix 1). Yet, only five of them
were actually observed. Among the five, the sulgmate“Moral Distress (Code #4.05)”

was most frequently used (3 out of 96; 3.12%). dther four were all used only once.
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Figure 6: Frequency of specific types of ethical issues under Professionalism: The
number of times a particular code was used was@meglas a parameter to measure the
frequency of ethical issues. The codes from thisqudar subject group were used a total
of seven times. Out of 19 different specific codedy 4 of them were actually observed.
Code #4.05 for “Moral Distress” was used most fexgly.
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Issues that coincide with Clinical Candidacy oriRi8enefit Analysis

As stated above, there were six cases that inddheissues that can be
classified as “Clinical Candidacy or Risk / Benditalysis.” (i.e.: the code for “Clinical
Candidacy or Risk / Benefit Analysis,” Code #1.0&s used six times while cataloguing
the 32 consultations). This was the most prevaigrd of ethical issues under the
Treatment Decision Making subject group. Becausé eansultation is labeled with
three different codes, among these six caseshbat £ode #1.05, there are a total of 12
additional codes. In fact, there were eight différgubcategories that occurred
simultaneously with Code #1.05. Examining the distion of these codes reveals the
trend of ethical issue subcategories that coingide “Clinical Candidacy or Risk /
Benefit Analysis” (Figure 7). Among the 12 codesnfrthe six cases, three of them were
Code #2.04 (Concern About Decision-Maker Choicesl) another three were Code
#3.10 (Futility / Inappropriate or NonbeneficialeBtment). This means there were three
consultations that were tagged with both Code #ar@bCode #2.04. Similarly, This
means there were three consultations that weretbggh both Code #1.05 and Code
#3.10. It is noteworthy that these two combinatiaresnot mutually exclusive. In fact,

there was one consultation that had all Code ##P®4 and #3.10.
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Figure 7: Ethical Issuesthat co-occurred with Clinical Candidacy or Risk / Benefit
Analysis. The number of times a particular code was usedenwgsdoyed as a parameter
to measure the frequency of ethical issues matdhimgriterion. “Concern About
Decision-Maker Choices” and “Fultility / Inappropeaor Nonbeneficial Treatment”
showed stronger tendency to coincide with “CliniCaindidacy or Risk / Benefit
Analysis.”
Issues that coincide with Concern About DecisiorkétaChoices

Aforementioned 14 cases that demonstrated Comdawat Decision-Maker
Choices (Code #2.04) made it most predominant seboey of ethical issues under the
subject group “Substituted Decision Making.” Amahgse 14 cases, there were total 28
additional codes that demonstrate types of isswascb-occurred with Concern About
Decision-Maker Choices (Figure 8). 13 differentdgmf ethical issues fit the criteria.
Futility / Inappropriate or Nonbeneficial Treatmeamice again was very prevalent among
the cases of interest (There were seven consulsatiat could be described as both
“Concern About Decision-Maker Choices” and “Fuyilitinappropriate or Nonbeneficial

Treatment.” However, under this particular condifithe subcategory was single-
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handedly dominant. There were several subcategiaesad relatively higher co-
occurrence rate than other: “Clinical CandidacRmk Benefit Analysis”, “Resuscitation

of Full Arrest” and “Withhold or withdraw Life Susining Treatment.”
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Specific Ethical issues

Figure 8: Ethical 1ssuesthat co-occurred with Concern About Decision-M aker
Choices. The number of times a particular code was usedengsoyed as a parameter
to measure the frequency of ethical issues matdhimgriterion. “Futility / Inappropriate
or Nonbeneficial Treatment” showed very strong &y to coincide with “Concern
About Decision Maker.”

Issues that coincide with Futility / Inappropriade Nonbeneficial Treatment

As stated in the previous section, there were Ii3witations that were tagged

with Code #3.10 Fultility / Inappropriate or Nonb&aial Treatment, most frequently
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occurring type under the End of Life Subject Groimong these 13 consultations that
share the code #3.10, there total 26 additiona¢sodhich represent types of ethical
issues that tend to coincide with “Futility / Inappriate or Nonbeneficial Treatment.”
These 26 codes come from 12 different specificgypégure 9). Concern About
Decision-Maker Choices showed the highest coin@deate, which fits perfectly with

the result stated in the section right above. “i€CéhCandidacy or Risk / Benefit Analysis”

and “Resuscitation for Full Arrest” had relativéligher rate.

9
8
7
3
-] 6
o
O -~
w O §
o N
h||4
[}
_25
S 3
2
2
0' T T T T T T T T T T T
— — ()] c — [7,) ) 1 c
L £ € T © > s 2 @ P @ o
© © o = - @ X Rt [ e =
o c S c © e ° 2 = e ©
— o g £ e > £ = = < 29 £
o @ @ = £ = S ! - = © £ ©
) ~ v 5 = & ) c c > g} o
() [ = [ T ©
© < [ Qo o} © % o 2 o £ o S
) v o ><C|:C - Q n =5 O o R O
o o © u g < S oT¢ &9 £ £ o
te 2 52 s E 38 &3 T 3% ¢
> T .S oo = o o= .0 5 £ o
e & £z 23 2 55§ 28 ® =&
82 2 25 88 5 39 8% £ =%
= = © £ = = o O o c 9
e) > C [} © < C c n >
© = = < &5
5 £ &7 3 - T~ -
S T £ ® @ @ 2 =2
© s = g g
2 = [¢)
= c [ > o ©
£ 2 3 o 3
) = z <

Specific Ethics Issues

Figure 9: Ethical Issuesthat co-occurred with Futility / Inappropriate or
Nonbeneficial Treatment. The number of times a particular code was used was
employed as a parameter to measure the frequerethioél issues matching the
criterion. “Concern About Decision Maker” showedystrong tendency to coincide
with “Futility / Inappropriate or Nonbeneficial Ta&ment.”
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Modifiers

As previously stated, there are three differepgia of modifiers: 1) Types of
Ethics Intervention 2) Locus of Uncertainty or Clartfand 3) Level of Complexity
(Appendix 2).

For the modifier level 1, 20 of 32 consultationsrevclassified as “Conflict or
Disagreement,” seven were “Values Clarification &wtdgration,” four were
“Clarification / Analysis of Issues or Problem Soly’ and one was “Documentation,
Policy, Legal Issue.”

For the modifier level 2, in the majority of casescertainty or conflict resides in
either between Patient’s Family and Team (16 o@2)for Patient and team (9 out of 32).

For the modifier level 3, all of the cases appleither Intermediate or Advanced

level of complexity.

Examining the Three Major Hits

For the sake of simplicity, “Clinical CandidacyRisk / Benefit Analysis”,
“Concern About Decision Maker Choices” and “Fugilitinappropriate or Nonbeneficial
Treatment” are now called “The Three Major Hits$ e previous three sections
suggested, they tend to co-occur with one ano@iethe 32 consultations examined, 20
of them were classified with at least one of thre¢h 12 of them had more than one of the
three (i.e. coincidence). There was one case Huhah of the three. These overlaps are

depicted in the Figure 10.

33



Clinical
Candidacy
12 1
2 2
1
4 7 9
Decision™ 3
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Figure 10: Intersections of consultationsinvolving the Three Major Hits. Venn
Diagram of consultations that were classified vaitheast one of the Three Major Hits
(Clinical Candidacy, Concern about Decision Makedt &utility).

One of the advantages of the ACECS is that it allone to narrow down to the
themes of consultations that represent recurréntatdilemmas. By re-evaluating

representative cases and scrutinizing what exatitifed these consultations, one may

be able to expose underlying reasons and possisiersatic problems. The organization
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can then work to address these underlying issud#®@asystematic problems to attempt
to prevent future ethical dilemmas.
There were six consultations that involved theessf Clinical Candidacy or Risk

/ Benefit Analysis. The ACECS defines it as follo@@gmstrong, 2013):

1.05 Clinical Candidacy or Risk / Benefit Analysis

The consideration of whether a medical or surgicatedure is worth

risk to the patient as compared to anticipated fiisnéntervention that

can provide care for a patient’s condition may mewnacceptable

harm as well and prompt a care provider to detegrthat a patient is

ineligible for clinical intervention.

Example: Surgical Procedures, chemotherapy and othe

pharmacotherapy, end of life care, futility, proeess / examinations

performed under anesthesia, organ transplantatiioncal trial

exclusion
These six consultations were identified and resusfor further evaluation. In five cases,
patients’ clinical candidacy was questioned becausposed treatments, including
surgeries, were aggressive and were accompanisigitificant risks or side effects. The
remaining one case involved a novel treatment (teaasplant) that had never been
implemented at the BMC. In all six cases, patievése inflicted with severe ailments
including metastatic cancers, traumatic brain ywamd sever€lostridium difficile
infection. The trend is hardly surprising since s@vere ailments usually do not require
aggressive treatments that are controversial entwuglicit the issue of Clinical
Candidacy due to its potential risks. In additithre definition itself explains why this

particular type of ethical issue tends to coinaidla that of Futility / Nonbeneficial

Treatment.
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14 consultations involved the issue of Concerniltbe Decision Maker
Choices. It is defined as follows (Armstrong, 2Q13)
2.04 Concern About Decision-Maker Choices
When a stake holder express concern that the dgdsijdecision-
maker is not, or cannot, make decision in the imstest of the patient
or in keeping with the patient’s wishes, valuebeliefs
They were re-examined with one focus: who weredtggnated decision makers
(proxies) in each case? In 12 cases, it was paifamily member(s) who were in a
position to make the decision on behalf of thequati. Even when multiple family
members were involved in the decision making preceém®re was usually one single
legal health care proxy. There was one case tltbalprotective service agency as a
decision maker. The last remaining case had a eppadinted guardian as a legal health
care proxy.
Moreover, 13 consultations that involved the isstiButility / Inappropriate or
Nonbeneficial Treatment were revisited to chart idhactly was considered as futile in
each case. The definition of Futility / Inappropeiar Nonbeneficial Treatment per the
ACECS (Armstrong, 2013):
3.10 Fuitility / Inappropriate or Nonbeneficial Trewnt
Treatment provided to a patient when there is asarable hope for
cure or benefit, or whose goal is merely prolongimgdying process.
Commonly combined with: Resource Allocation, Cé&xilicy, Extent
of Decision-Maker Power, Goals of Care, Family &sdRalliative Care,
Advocacy or Social Responsibility

In 10 cases, what was considered as potentiallg farais initiation or continuation of

aggressive and curative treatments on patientsevlitreents are near the end stage (In
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these cases, they are suffering from not only oally diagnosed ailments but also
various complications stemming from them). In tveses, initiation or continuation of
life sustaining treatment was deemed as potenfiatife. In the remaining one case,
keeping the patient’s full code status was deensddtde.

Following this, eight consultations that involB@TH “Concern About the
Decision Maker Choices” and “Futility / Inappropgaaor Nonbeneficial Treatment” were
re-examined to expose a potential common them@résgously noted, these two “hits”
showed significant overlap (Figure 8-9). In sevases, patients’ family (who participate
as designated decision makers) insisted on thenc@tion of curative or life-sustaining
treatments while the teams (physicians) believeth stas not for the best interest of the
patients due to their poor conditions and progndsithe remaining one case, a family
member (proxy) was more supportive of palliativeecahile the patient had expressed
the desire to “do everything” and the team belietlente was indeed some chance of
meaningful recovery.

Therefore, it can be concluded, at BMC, therefimguent instances (25%; 8 out
of 32 total cases) that a discrepancy betweenmatiamily (who is also partaking as
designated proxy) and physicians’ team, in termsladt is the best interest of the patient,
goes unresolved and precipitates ethics consutgtMost of the times, it occurs
because families are unable to give up on patigittsa minimal chance of meaningful
recovery. This is only bolstered by results showithe modifiers. 62.5% (20 out of 32)
of consultations were classified as “Conflict os&Bgreement” and 50% (16 out of 32) of

cases had uncertainty or conflict between “PatseRimily and Team.” This tendency of
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conflict to arise over the issue of “futility” i®sewhat consistent with similar
retrospective studies done in the past, (Moelled.e2012; Swetz et al., 2007; Romano,
Wahlander, Lang, Li, & Prager, 2009; Nilson, Acréamerin, & Fins, 2008) yet still

could be linked to the systematic problem uniquéh&éoBMC.
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DISCUSSION

The study demonstrated that ethical issues retatéfreatment Decision
Making,” “Substitute Decision Making,” or “End ofifie” were most prevalent and more
likely to elicit ethics consultations at BMC (Figut).

More specifically, “Clinical Candidacy or Risk EBefit Analysis” (belonging to
the Treatment Decision Making Subject Group), “CGancAbout Decision Maker
Choices” (belonging to the Substitute Decision MagkBubject Group) and “Futility /
Inappropriate or Nonbeneficial Treatment” (belompio the End of Life Group) are
recurrent themes throughout the consultations exaednfFigure 3-5). Not only are these
“Three Major Hits” prevalent, they also have a veigh tendency to occur
simultaneously at BMC (Figure 10).

Further evaluation of consultations involving i@ee Major Hits revealed
several interesting trends at BMC. First, the clhicandidacy of patients was questioned
mostly because aggressive treatments with significaks were proposed in order to
counter ailments in dire conditions. Second, winend is a concern about decision
maker’s choices, it is often the patient’s familgmmoer(s) who are designated to make
decision for patient’s behalf. Third, treatmentasidered as futile were mostly curative
and aggressive treatments on patients with minainahce of meaningful recovery.
Finally, there are frequent instances that famignmrbers partaking as proxy disagree
with physicians in deciding the best interest digras with severe ailments, which
eventually lead to ethics consultations. In ordendave better grasp of this trend, the

result of this study was compared to other studased out in the past.
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Comparing with the Past Studies

Similar retrospective studies have been donearptst. Comparing this study to
them may expose issues that are unique to BMCu#t tme noted, however, the
classification system is vastly less expansive ameghto the ACECS. It usually
consisted of a mere nine to 22 specific categaoesrary to the ACECS’s 138. As
mentioned in the introduction, such discrepancyesakperfect comparison between
different studies almost impossible.

Moeller used a nine category classification systemns retrospective study
(Moeller et al., 2012). He observed a total of i®&sons for the 100 ethics consultations
he analyzed. His five most frequently reportedoea for the ethics consultations were:
“(1) Family opposed to withdrawing life-sustainitrygatment (LST), (2) Physician does
not wish to provide LST, (3) Patient competenceapacity in question, (4) Issues of
futility, and (5) Physician opposed to withdrawib§T. While the issue of futility was
the fourth in the order, its raw frequency (obsdrire25 cases out of 100) was not too far
behind the top three (28, 27 and 27 out of 10(haetsvely).

Swetz retrospectively studied his 255 consultatiasing a classification system
with 15 categories (Swetz et al., 2007). JustMdadler’'s study, consultations were
requested for multiple reasons. The leading reémoconsultations was “Competency,
decisional capacity,” which applied to 82% of hamsultations. It was followed by:
“Staff or Professional Conflict (76%),” “Quality dfife, end-of-care (60%),”
“Appropriateness of treatment, goals of care, atiditiy (54%)” and “Withdrawing or

withholding treatment (52%).”
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Romano used Swetz ‘s classification system toyaeaiis 168 consultations
(Romano, Wahlander, Lang, Li, & Prager, 2009). fest common reason for ethics
consultation request was “Withdrawing or withholglineatment (108 of 168; 64%),
followed by Appropriateness of treatment, goalsare, and futility (14%),”
“Competency, decisional capacity, (10%),” “Resusain Issues (8%)” and “Legal-
ethics interface (7%).”

Finally, Nilson used a 22 category classificatystem to study 53 consultations
(Nilson, Acres, Tamerin, & Fins, 2008). Common e#ihidilemmas encountered were
“Withdrawal of life sustaining-care (28 out of 53)advance directives (15),”
“Withholding of life sustaining therapy / DNR (8),Refusal of recommended treatment
(6),” “capacity/informed consent (5)”, “surrogateaision making (5)”, “withholding of
other life-sustaining therapies (4)”, “futility (4)and “issues with isolated, incapacitated
patients (4).”

These past studies show the issue of futilitylm@one of the most common
reasons for ethics consultations (Swetz and Mgebé¢though not uniformly the case
(Romano or Nilson). In this particular study at BM@e issue of futility was the second
leading specific reason for consultations (involired3 cases out of 32; 40.6%) only
behind the issue of Concern about Decision makeicehl (14 cases of 32; 43.8%). First,
this ranking demonstrates the issue of futilitg is1ore significant problem than at the
institutions in which Romano’s and Nilson’s studiesk place. Second, this study shows
higher raw frequency (40.6%) than Moeller’'s (25%hally, Swetz's classification

system does not include a specific code for theeigd clinical candidacy (the third
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leading cause at the BMC with 18.8%) like the ACE{&®s. Also, the issue of futility is
bundled together as “Appropriateness or treatnggrdl of care, futility.” Once again, the
ACECS has is an individual code for the issue @igof care (Appendix 1). Therefore,
it can be argued that the actual number could werdd Swetz’s samples were tagged by
the ACECS. In sum, comparison with the past studesonstrates the frequency of
ethical issues involving futility leading to ethi@nsultations may be higher in BMC
than the norm. There are several possible exptamafor this. First, it may have to do
with the level of care BMC is providing. Since finstitution specializes in the very
advanced level of tertiary medical care, it is gafassume that BMC deals with patients
in more complex and dire condition than many othstitutions. This larger denominator
may lead to more cases involving the issue ofifutiRnother potential explanation is
the diversity of patients BMC is serving, espegiall terms of their ethnicity. As
explained in the next section, different cultureséndifferent perspectives, which may

turn into a source of miscommunication between leyss and patients’ surrogates.

Potential Intervention to address the issue ofitytat the BMC

While the issue of futility itself is universal @mg health institutions, its
relatively higher frequency could be considereteion of systematic problems unique
to BMC. In addition, this study newly exposed icdte relationship between the issues of
futility with other very common ethics problems buas substituted decision making (As
past studies never analyzed the combination obrealeading to ethics consultations or

re-visited consultations for sake of more contekklerefore, it can be argued that this
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particular issue or systematic flaw that's causing something that needs to be
addressed first over other types of ethical issti&MC.

According to Lo (Lo, 2012, p.121), one systemaiay to facilitate avoiding or
resolving conflicts involving the issue of futility developing written guidelines about
futile / nonbeneficial treatments. This enablesgitigns to demonstrate that their
decisions regarding futile treatments are baseaealhconsidered standards, not on
something random. Lo cites the Houston Policyresaf the models of institutional
policy on futile treatment. The Houston Policy eraplzes these three points:

“[t]he first is that rather than relying on a subtive definition of

futility, the policy should rely on a proceduralpapach that recognizes

the importance of thorough institutional revieweaich case. The

second is that the policy should be based on opériar processes

involving patients, physicians, and institutionseThird is that the

policy should be clearly grounded on professiontdgrity and

institutional integrity as a balance to patientoaaimy.” (Halevy &

Brody, 1996)
Joseph reviewed recently published studies and éhgpirical data regarding the role of
hospital policy on medical futility in conflict rekutions (Joseph, 2011). He concluded
that hospital policies on medical futility are effiwe in resolving conflicts and improving
end-of-life care. Therefore, one potential inteti@mto be considered is to establish or
review and improve their policy / guideline regaglthe issue of futility / nonbenefiicial
treatment at BMC.

Another important aspect brought up by Lo isdratbmmunication between
physicians and surrogates. While many physiciamd te avoid unpleasant discussions
about futile treatments with patients / surrogated opt to make decisions unilaterally

instead, Lo argues that it is better to have m@eudsions than having less. Via
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discussion with patients or surrogates, physica@amsshow their respect for them and
clarify goals of care, expectations, needs andewmsc(Lo, 2012, p.120). On the other
hand, Lo warns unilateral decisions by physici@msltto polarize disagreements instead
of resolving it. This is especially important caresiing that it has been empirically
shown that many surrogates do not agree with piaysitjudgments of prognosis. A
study done by Zier demonstrated that it is very mamm among surrogate decision
makers to doubt about physicians’ ability to prédiedical futility (Zier 2009). In this
particular study, 64% of surrogates interviewedregped doubts stemming from various
reasons “including beliefs that individual physigaprediction may be unreliable, and
need for surrogates to see for themselves théyutil a situation before accepting
physicians’ prognostication, and the possibilitgttsod will intercede to change patients’
outcomes” (Zier et al., 2009). Another study shovesd than 2% of surrogates formed
their beliefs about the patients’ prognosis basdgelyson prognostic information
provided by physicians (Boyd et al., 2010). Boyidd five other main factors that affect
surrogates’ opinion about the patients’ progno&iy: patient’s unique intrinsic qualities
and will to live; 2) interpretations of the patienphysical appearance or status; 3) the
patient’s history of illness and / or survival;gbrrogates’ beliefs in the power of their
bedside presence; and 5) optimism, intuition, amith’f (Boyd et al., 2010). These
findings demonstrate that the thought process wbgates on patient’s prognostic
estimates is vastly different from that of physngaThus physicians take this into

consideration and communicate with surrogates daugly.
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One approach for physicians to understand suretgperspective and respond to

their emotional needs is empathic comments. Loesgu

Empathic comments, which reflect the speaker’s amst encourage

patients or surrogates to explore emotions andigssdifficult

topics...Some physicians might fear that exploringptoms might

arouse in the patient and family feelings of anpepelessness, or

sadness that doctors are powerless to alleviaten®aand families,

however, will have these emotions whether or ngsjaians choose to

probe them. After these emotions are discussedyée patients

and family no longer must face them alone. Tallkibgut emotional

reactions to serious illness is frequently theréipeand helps patients

and families to accept a grave prognosis. Furthegpranxiety and

depression can be treated once they are identitiedvaluable for

physicians to listen to patients and families.umt patients who feel

they are understood might then be more willinggsteh to the

physician’s perspective (Lo, 2012, p.182).
After physicians understand surrogates’ perspeecingeexpectations, it is also important
for them to address surrogates’ expectations wieyndre unrealistic. While physicians
need to do so without destroying surrogates’ hapg also harmful to focus exclusively
on hope. Back claims “exclusive focus on hope aarstoptions for discussing how a
patient, family and physician can work togethetwatlife threatening illness” (Back,
Arnold, & Quill, 2003).Instead, by employing the dual approach, “Hopetierbest, and
prepare for the worst,” physicians can facilitaterggates to address fears and clarify
priorities without destroying their hope or limigrtireatment options. This increases the
chance to resolve potential issues of futility befth becomes inevitable. Another
technique physicians can employ is “I wish stateiséQuill argues that while

expressing empathy is critical, the means to dis sgually important. It has been

observed that many physicians use the phrase 9am” as their empathic response.
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While this is well-intentioned and far from inapprate, it can also be misinterpreted or
misdirected. Instead, Quill found saying “I wish.hiftgs were different)” to patient and
surrogates is more a effective initial responseil{Arnold, & Platt, 2001). The
advantage of this strategy is that an “I wish” esta¢ént can both acknowledge the hope
and suggest the desired outcome is unrealisti@lBwing physicians to express both
their empathy and limitation to families or surrteg this technique will facilitate
averting potential conflict between physicians &amdilies over the issue of futility.

Lastly, Lo advises physicians to be sensitiveultucal and religious issues. For
example, different cultures tend to have diffeqgertspectives on sufferings, death and
pain. This is especially important at BMC whereigrats’ ethnic background is
historically diverse. In addition, aforementionetices stated surrogates’ religious
beliefs have significant influence on how surrogatgerpret the prognosis (Zier et al.,
2009; Boyd et al., 2010).

In sum, another systematic intervention BMC shaaldsider is to improve
education or training program on physicians’ comioation skills with surrogates
employing approaches or techniques listed aboviachy the BMC medical intensive
care unit has embarked on a quality improvemetiainie to promote earlier
communication between physicians and surrogatestafally ill patients about goals of
care for patients with anticipated poor prognosigy to prevent these types of ethical

dilemmas from arising.
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Critiquing the ACECS

As stated in the introduction section, there istgebe an uniformly accepted
standard documentation format of HCEC recordsdttiteon, as described in earlier part
the Comparing with the Past Studissction of the Discussion, different classification
systems employed by different retrospective stuaiakes meaningful comparison
among them extremely difficult. This signifies tingportance of a standard coding
system and the ACECS could well be one. As mentiaméhe Methods section, the
ACECS has significant advantages over other coslystem, which include (but are not
limited to) much broader subcategories. However ABECS is not without flaws. First,
it only allows three codes (i.e. specific typesssiues) to describe a consultation, while
some of past studies never had such limits. Whexre thre more than three codes that are
appropriate, an evaluator needs to choose the tha¢®est entails the core issue of the
consultation. This is highly interpretive and ttsubjectivity of the evaluator can play a
larger role than other coding systems. In additipnlimiting the number of codes
applied, the ACECS risks some types of issues ngatiention to go unnoticed. In
addition, while more codes for more specific typéssues makes evaluation more
detailed, it forces an evaluator to explore morgomg during the coding process. Until
the evaluator is fully trained and accustomed,ayrforce him to spend more time to
code consultations than he would with less soglattd coding system. In the field of

medicine where physicians can spare only so muaoed, tihis issue is not negligible.
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CONCLUSION

Using the ACECS, several common themes promptimgseconsultations at
BMC were exposed. Specifically, the issue of ftytilinonbeneficial treatment is
arguably a type of issue that must be addresss&tdofrer others due to its implications
and comparably higher frequency than those in gtasties. This is a complex issue for
which there’s not a silver bullet or quick fix, y&tveral interventions should be
considered to address the issue at the systeraaét |

There are some limitations with this particulardst First, it is easy to note that
the sample size (32 consultations) is not verydaggcond, as stated several times,
comparison of results between this study and padies are not necessarily perfect due
to the different classification / coding systemsytiemployed. Third, each consultation
was coded by a person who has never been formaihet in the ACECS or as a M.D.
While the coding was reviewed by a M.D. who is amber of the BMC and has been
directly trained by Dr. Armstrong on the ACECS,rifie a chance that the coding would
have been different if the sample was coded bgiadd individual from the first place.

There are several things that can be done inutiveef studies. First, there should
be a study with a larger sample size, which wowadamly give the identification of
hotspots more validity but also would expose theratteristics of the ACECS (both pros
and cons) more vividly. Another potential futuradst is more in-depth analysis
regarding specific issues under substituted dectisiaking. Unlike this study which used
the ACECS, the vast majority of past studies neeasidered different specific types of

issues regarding substituted decision making. Asahstrated by the examples in the
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Introductions section, they usually had one biggaty “Substituted Decision Making,”
which fails to describe the issue in more detéllsing the ACECS, future studies will be

able to decipher this particular subject group orerspecific and detailed manner.
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