O URIILI®
BRGRIEEES —TOTEE EEFEBORE

I R A B 22 0 LT 5

MR A 3 25 A5 BRMAHE &, EEHYLO
TR FEBNCEE L CEBREFZE IO E o> TTH) EATD
Bo B, FHUTEHOHTD X512, HUORMIZ BT
MAELWERRPZES L THRDLLLI L DTV,
BIZAE, HEIEHIERPED T, BN LTI L2ERT%
XY, ZLTRIIIGES TW5S E W) RN & BI# LT,
HHAD [ HSREZETOWTHHT VRS, B
HReETN] EFAZTVWDLE VSR EEZTAL D,
T THRBAIGREARLELCVD | LHEZITREL,
FREERATELRRTIIR WY (HBHVIEZFHZ LR
IR D LN V) LHBIL-LThE, [COHOAHE
IR B DIFIZIE VIR EERL, FOXHIZID)
525, LW LI LT ARMGHEE L TEZ A
LHDI, 720, EEGEICBVCE [HZIELs2
R W] 2V DRETRO LG TH-> T, bV o)
WBREZEZLNTIFR>TWwb, [ ARETIN] &
FoTWAIDOADEWI, s8Nk nE FITEIIFHE
DT TVRENHTH LD, [T L TRAZBICIE
A k2 D0 L#2 T2, ANHEGOMENK T
H5,

HDHVIEBIRE ST LT, HEOMAFHIHTT 1 L~
SV E TG LD, TOMBEOHEEEZHZEND
Lo FEIRY B T2 oM THIFEHCICK LTV |
LT a2EbH L0 Lk v, 725%, fEEH
AR, FHilE - BEEEROPTZOLHII@HL bR
59 o MEUEHNIFAZ: HOfTE A HGIL, HR L, Wik
FTHLIIICHEETLLDLDESL I Ho |, F9 Tk

H AT IE 7 &

WALRERFBE SO ERE 1 K KB

Vo MEERNE, 7 EFIEZ, MFEmESwn, 2
HFOHRSTHEDLIETEAbOLRBEREL TS, A
ZHEDVWLIIESTHE—Z )V dbDLLTRALZ L
W& oT, BRMIROEMEL, BHDX D) L DTIE%RL,
W72 b 0SB EFMTFEbDE %2259, TDXHI
LT, BRMIHIEEEMRICE T, BHOE2EZLBWKE
YBEBD,

BRMmEY: DLl X ) ICHRMGE OB 2 RET
5T LbED, HARBRIASTITbL TSR MmE O
AEHENICEET 200, BRGH () Thb. [H
BN — RN - —RZEZDL LDV EwnHil
RIZT LT, [MEohEdEEftci 2] &, HIH#E-
72, MO EMEF I AT L ZHET L LW REIED
5o

BERMGHRE S AR BT 2 R R OB & % 4
WS HEEPMHEENL, DLEICHIR L7z X 9 B R
DHY IS, BAEZOLILVWELRZTLAEES9,
Z Lz, BEMEPIFHIIONTIE, BEEKPFAL, H
W3zl Xo2@axnd, La, BE - KKK
LTThi, HGOREZIIHLTTHN, PAFTI
PNVT—2aVETIVATLAEREET L L) LB X0
ERDBIED) . WRMHBREARICHES T, KA O
B EROH T, HRMHOE A2 MY EI1T 5 2 L
B, GHROPELELRSH, FEIBZIIETHHEOF
T, BADOI—Y 7%z AT L2 DRI HDLOIEH)
D—D2k LTCEFE MO LIS HENIRE W,

MERE Vol.29 No.2 2006 121



W R B D F2 %

O URIILI®
BRGRIEEES —TOTEE EEFEBORE

i R 3

i R A B o & B v 9 X & Dr. Howard Brody # @
Ethical Decisions in Medicine (45— h19764F, 45 —hR19814F,
HAFER [RofmP] HEE W 529 AR ZR

19854F  HEIRFAMIRE) OWBRDIZLLTO X 9 ki)t
H%o

B DO W T OEA Oy, [MBler | DEs#z L
RuFEE, MWICE-oTLES TOEHKRDNI L, Th
FC M LLTEEZHrD30FEb LB ILKE
BLTwboizEnh?

1. iz v DI, ELWATAZMRT A DTH 5,
2. WEEE V) DX, BIRDGNLLGET—FRWTE

DF M ERD 2 720 DEWN % FiEEMIET HHDTH

%o
3. L W) DR 2 HED-D DT,

FWICIELWTEI 2 L 2 2 AT E %,

4. fWHEEVIDIE, WLWBEJUCET L2 X, A4

BEDL T TL2H0EWMETLHDTH 5,
BZE2TH5,

-
—

MTHER X

BRI B AA L HERET 2 720 113 H & 134
REWAY v IHRLL BT HIEICRERE VLD,

BORLIE B 1219834k 2 ¥ & - #% Al 7 & QOL D fiff %8
ZHME LTRIL SNz ZORMUHARERIZBVTH W
LWL [FEOEM] BFEAELRINTW P72 8%
&, HERICIEE D Z LM EEIEE CHESTw
7eDTHoTze BBUIIEHTR L7 T[EoMmE] % HF
HELTEERY v 7IZHFZEDOEBNI OV THE LT
7o Z O F19884F Y IRE AL 8 K 2% 3L AR B #dE ©
H o 7HAREREEOSIMEAT [t I > —] 238H
B S NBUEICE > TWh, ZOREBEOHTIINELILAIC
[HALBH BB RE & ] 2% bz, ZORER S h
ZBEOE 150 TEWN] EUTom Th s,

(1) b FMEEEFRE LR ONF I OEIRIGHIZD W
TNV Y Y FESOBBISHE - 7 A BLE

H % O E#BJ RO 412DV T Y ARV EF Ok

B2 o AR AR

(2)

122 H AT IE 7 &

H

Wi

HERE Vol. 29

D FE K

PR ARALRREE A A

W

o TRBZEE XX EAT O ek AL H 4 (Institutional
Review Board IRB) & (2)% 17 9 R M 2L Z B 25 (Clinical
Ethics Committee) @ 2 &R 2> LR S L7z,

LLRERMEZ B X IFHRTR A Y v 7 OHE,
H o RKE~OWYE, 7L CEMMmANEEICET 274 K
FA VO GE EEIToTWh, BEXZF I D4EDEE D
T, BRARMGEICE L CRBEEROREIEE CTH o722
LIFERL TS, b HEAAZDMOMIEOTEMIZIN D
VI TH 5o Fihin LR, &5 Wik HEO RS 05k
N TR E L CORKREE OB ER, &
Bhourgr, i A ER R O FARNAT A 1S
HIIE Lo

25}

/e

2% L TITH64N H AN 2R 1S T LB D IR B
BB 2 8L L 2NEZ U TICER %,

FALWEHRPEC B 2 BRI R R S OWEE & 1 » 7 + —
LAF-avEry b A FITA AEDORA

[FU&IC

WA, BRI D W72 RH#E (Evidence-based Med-
icine : EBM) OEZMEDHEFA SN TV, BRODH 5 W
BIRECEDOEHNTE T ¥ ADMFEAET 2 DI Tld e v, 1A
EHENERPVELRGH T, BEOEMZRATFR
D THEATVRE L2V LD %L R\, DBSAEH
IR BMHE R EHEALTHY, —HTIEEDS
FRRMEASE L 20N SR, £ 7+ —A K-
artr b (I0) &, BELEREEE LN RELEL,
BRICEDSCTHEH - F T ERIRT L2 70 2ADHPTILLE
DTEBTLLOTH Y, #MYNATbN WIS I3
MIREDE LR\,

BOALBERBE Tl e TR B L MR mHEZ RS0 =D
DHHMLZHASFZESNTED, HBEICBWTEHIRIYT
BT 2 MHENEOMGE 217> TV 5, BRMHER S
THOABF 2 EQTOW L AP TROS WY Ry h/lo
&, B EBE R oaIazr—va Y olET
bHotze INHOZLESTZ, 1998F IR MHMER %

No.2 2006



W R B D F2 %

TIXICHA FI 4 v L7z,

AFEETIE, BRGHZREZONEHMELICTA FT
A 20 THET L. 3512, BEIAT-727 7=}
A S, ICIZET 5 MERFEIIO W T e TS
%o

FALIRARIEICBIT D - DDMIERER

MRBBERESR (Institutional Review Board: IRB)
NERG L LT XTOEBRIZE, BETHBRICOWT

ANV Y Y RES OB o 7 AWEAYECRE O Ml T 2 S FE AT

#1790
RER A VN —
- PRI O R B E

bk, Wbt BLfR, AR, B, WEHERE, S
FHBE, SRR, AERE

- IR LIS O 2Rkt

FiB A

GIRfRIEZER (Hospital Ethics Committee: HEC)
H% OER - BAOITHIZOWT, YARVESOME
iR - 7B LR O T 2> S L, 188l %2 723

A v N —
- IR O SRR R

A b, AEME WEEE, SRR, A,
MSW, HeAE$ki

- EHRIT B LIS O 2 By
FHWE, BHrH, L

RRMIELZESDEE
1) HBIBET

EW ST A A TE Ok, BE - Kk - R
F— A TEROEVEOYEL DL e D, BHEHRE
DOFEWTIE, EHA - WIRBH, BBIREO R IEIUE, #
KB BE7— 3 v o#n R ERENE LR TV, H#H
YEHF — AN THERRTE R W E XIS TERICHE
ah, HEBRY vy 72 ZFE LA, fBEtr T,

2) ¥H - EFED)

HaDEE - 57 %479 R CEERZ LI, T
RAGHMEEICR D&, TNo #HLF — AT L,
BEZE > TR ED»E2Z 2 BBET %, 2072012
&, TRRRMGIE & 32, TRRMGHEEZME T 57-007%
Fawl, [HRMEEZRROKE LT 7 v A0 L] i
OWTC, BEREERICHE - ERPLETH 5,

3) Policy DfEM - L ¥ 2 —

FRRBLY CTHAT 284 R E () 1220w T, BER

EDFPWTFERDLEI B2 TVRHTAL FI4 >~ DfE

H AT IE 7 &

MERE Vol. 29

K, YATHOEMEIT) .
#  Policy W% IHH

DNR (Do Not Resuscitate)

HhifgR (Advanced Directive)
HERETERVEEORIA (Proxy)
EHROBRIIB T 2 BEE BREOMREE (Futlity) %
“t)

HRINC BT 2 2 EPE (End of life decision making)
KA - KoM ORE (B, IVHOMISZR L)
WERICBU AT —a v

A7 —HLRFN-artr}

AT r—HF Aty OFTAFTA >
[ 95 2 N HAL R BE & — & X — 3 (http://www.hsh.or.jp)
S

ICHA RSAVICETDBE Vo —b
ICHA FI4 vOREHIZOWT, SALIRR B D% B

PR & FHEME R, HEFMXO7 v 7r— M 2EiL

7o BEHIZOWTZEBORMZ 17> 720 (2. KW

v, b BBUGRQRE FEICHED D, o AR THED

D) FEEMISA 3%, FiEfi110% 904 % 6 & %

1720 FEROMNE % LUFICEE T,

(1) ICHA FIA4 2B THMAL T2 DIIXERD
38%, FHiEMD60%, R TIEIE8% TH - 72,

(2) ICOMEIIOVT, ERiOFHMICBEZLFEST 27
Tt 2, H5VIEEEPERZ I L TRABT 5174
LOMWEM L7z ICHA A4 VORKLHATHDbE
KA TDIXERD38%, FHEMD67% TH - 720

(3) 230 HCFMEEH R TIE, a B EFFHE L7201 E
Mi44%, HiERMi38% TH Y, ¢ AR LML 7203 E
3%, FHEHI5 % THo7

(4) [PEH, &#ERTE IR DMK > -1k, [HHE -
RELDOFHELEVORORE] Tho oo (HHEITO
20%, [EHiD 8 % A3H s & 5Ti)

(5) FIREOREICHT 2 FEMOFMIE, 7HE2KkT
HAbE, a RWV3H% cENW6%THo7z, LIREDRE
FECB T AR E 5 OFFHiiE, a B\ 53% ¢ v 2%
TH o720 FEMOTMA—FE, - 7-01F [BEHOHR
RICHKER > T2 THD, cEN2510% % L7z,
—75, [IHHZE W EFHil L72EMIZ0 % TH - 72,

(6) FHEMiOREEICHT KM O, 5HHEKTAH
Hl, BW37% 2% Tholoo BREMOEEIZHT
BEMEME SO, BV 46% v 3% THo 770

No.2 2006 123



W R L D F2 %

)

BALBLHBE S B B BRI EE S 0GB oMM L,
TR S NZICH A R4 2o THiE Lz, 4,
PRl - A2 0 RAT o 2 ICHA F94 VICHT AT
VA — FRARTIE, FIHERIZ AR T58% T o 720 LARIIC
AR ME R B SITT 2 BB O EMR A 217 728, WA
DRI DAL I > TWZ2ANEBNAEZ B L TW 50
E3EBRETH o720 Lo THS, BENOEI F—%
HORF LB LT, BRGEZEAOERSLEIT

ER SN/ BHEAA KT 4 VRBENICER - £53E5 2
EHFRETH B, ICHA N4 Y &IHEH O HCEHII T,
23V H 4K CEERN - FHERID 4 BIRREE LA RV &M L <
BOT, WHEORMDPD BT EHRESI NIz, FHlOAK
Do lHBIZOWTIE, IATETYED 720 A5L
B, BRFERTEL T ZEPEEL Ebh b, »
) OEHEIIBWT, Bl - BRI T BV ORI &
VIEWE RO, S, T M AOEE LT, B -
KED O OFM TS5 Y AT A2 i L Tw & 720,

124 AARFE M 7822 MRS Vol.29 No.2 2006



O URIILI®
BRGRIEEES —TOTEE EEFEBORE

EOENZ BT 2 R ZEE S

G HOEHRBE T, AR 8m T2 - e L
DR, PRI BN G e & DI & 24 T R
O, A7k =2 F-arky  NRAINVFHREEHR
BHEROERR L Vo JBEDIK 2 123F B L, BN 72 H)
Wi, WIEFFROEEENACNFE TURICEZSATE T
Bo MRMGEIZBRSE, 00X BB TOMMMN Ly —
A AT —2arR, MEWATA KT 4 2ot
ZLTINS DGR 2 L TORE OIS & v o 22D
WFEshs e LT, HpEOMETHIEE SN TE 2,

H MR D ER R 2 15 THEM L 72 H AR A O#5
Bon, (KR HHEZESORELTCWLHERIE, 2o
TAEZEOMICHEFEICMZ, B 1/3OMHICHEBEINT
Who RREDOWEED, 60%LL LA #EfhRe 2 & MG
THFELEMEL TS, L2LEDRS, ZOEohTdH
BTN, R R D70, BERHT Rk
BORMHICIEY, SHIITRAREORBEED» O OEGL
Wiz, WHDIFAEIC L Db D0E o7z, T, THEE
BCix, W1/2%EMALED, HER, a X741 hn,
R, MMBEEMERS 1/ 2B L T, b,
ZOHBNEICHEELTBY, WEOMEFEEIRD L
, =R -ary¥iLr—3a VEEBEUTICEETDY,
VF LB LIS 2 VIR b7z,

F72, MEBEDOH0%IEZESATHHEREL TV RnE
RTBY, ZoHBE LTEho72013, WERERTE
T AEMOHEDIL L MOMBOHHS LN &,
ZREDWEHIZOVWCTORMARFCTH o720 —HTHE

— T OWRENE & HEROMB X -

MR AEERY W OH RO

KR ERTWw B HYIZIE, Mo mMEsEds a3
T a YOMFERFCWSHIRIEE V. IS DR
X, BERMELIHE L LTSN TIE V525, EBEE
RIS F W MR H L L 2R L TWD L)
WCEbNhE, 22, HEWREDOHGOULENEDH S &R
bib,

DL o FRARHE R e O SEBRI R B i % L C & 7o figk
FERE~NOB ST HEOKENS, BEREVPRRE
DOFERIEEALICHMTE L2 F:r2 ) 2B 210
Vo

T3, Mgk OWRAECEIE T R, WRBBCREIC L 5T,
RRROBRBON T 2 TRTL2LENH LD, 1 THETH
HHERE L VLT — 3 Y ERITIBHICE, BlEs
WCZOMWEOBENEE LS5, T2, MOTAEEZLED
B % BRI 3 5,

M KDWY $A L 2 5 X DT HITIE, Rl dEfmE:
FFIZ BT 2RO E TR T, Bz 502k E
BB EAATVL D REHROET P8O 5,

FHERME LCIlE, BEOHITICH % FHHEME O
BEMZEOLILIZLBAATHEN, KOEHMLT
WA OEERE N ENE [ZLE] ITLTwiFs L9
BEREAMED, MR I AD) —F—2 v TREIIED b0
EhH D, S5, HEERICHT T, BRGHEES%
RELFEL CTWITLEFHEHONNT =T v 7O HMRGEDTE
L VTR B,

A AR N 787 2 HERE Vol.29 No.2 2006 125



Actual Activities of the Clinical Ethics Committee in America

O URIILI®
BRGRIEEES —TOTEE EEFEBORE

Actual Activities of the Clinical Ethics Committee in America

Thank you for the invitation to meet with you and discuss
the place of the ethics committee in health care institutions in
the United States. I will begin with a brief historical review of
the development of ethics committees and then focus on the
functions of an ethics committee and its implementation in a

community teaching hospital.

Historical Development of Ethics
Committees in the United States

Ethics committees first came into view in the 1960s. At that
time some hospitals in the United States were grappling with
requests for abortions and allocation of access to the newly
introduced dialysis machine. These early committees concerned
themselves with informed consent and research protocols and
in the 1970s eventually became federally mandated Institutional
Review Boards. They remain in existence today, distinct from
ethics committees with expanded roles and rigid regulations.

In 1976, Karen Ann Quinlan’s parents won the right to have
her ventilator removed. In its decision, New Jersey's Supreme
Court recommended that hospitals establish ethics committees
to confirm prognosis when decisions regarding the withdrawal of
life-sustaining treatment were being considered.

In 1983, a report from the U.S. President’'s Commission for
the Study of Ethical Problems in Medicine and Biomedical and
Behavioral Research encouraged the establishment of ethics
committees to review cases that raised ethical dilemmas.

By the mid 1980s efforts were underway to promote the
development of ethics committees in hospitals. In 1982 only 1%
of hospitals had ethics committees; by 1987 60% did.

In the mid 1990s the Joint Commission on the Accreditation
of Health Care Organizations introduced a standard requiring
hospitals to have a mechanism in place to review ethical
conflicts. Many hospitals developed ethics committees to meet
this standard. Today ethics committees are commonplace and
have now extended to nursing homes and hospice organizations.
Membership of an Ethics Committee

To be effective it is essential that ethics committees have
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representation from a variety of sources. Physicians, nurses,
social workers and clergy are obvious choices. It is also critical
that the committee has an ethicist or someone educated in the
field of bioethics to provide education and lead ethical analysis.
Many ethics committees also include representation from the
community and the hospital’'s Board of Governors. Members
should be chosen not only for their area of expertise but, just as

importantly, for their ability to interact effectively with others.

Functions of an Ethics Committee

As ethics committees got underway, structure was added to
define the role and responsibilities of the committee. There is
general agreement that there are three major functions of an
ethics committee: education, policy development/ review and

case consultation.

Education

Responsibility for education extends to the committee
itself, physicians, clinical staff, patients and families, and the
community.

Individuals appointed to serve on an ethics committee must be
oriented to their role and responsibilities and educated regarding
ethical principles and anlysis, mediation and conflict resolution.
Education is ongoing and members need to be current regarding
new developments in practice, regulation or law that might
impact the ethical dimensions of patient care. The availability of
an ethicist or a person educated in the discipline of bioethics is
crucial to assuring that education is addressed.

Because physicians are so paramount in the care of patients
and decision-making, it is important that they be aware of the
potential for ethical dilemmas and resources available to them.
Education at Grand Rounds and staff meetings on relevant
principles, policies and regulations should be held regularly. This
is often effective with a retrospective case analysis. In a teaching
hospital, ethics education is included in orientation and should
be part of ongoing education. Daily patient rounds should be

expanded to include not only the clinical aspects of a patient’s
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care but also patient’s directives in regard to care.

As the omnipresent caregivers, nurses are frequently the ones
who become aware of impending ethical dilemmas. Nurses
must be knowledgeable about the ethical dimensions of their
practice and know how to proceed when a problem arises. DNR,
advance directives, informed consent are some of the topics to be
addressed at orientation and reviewed regularly. Nursing Grand
Rounds presents an opportunity for nurses to explore ethical
dilemmas they encounter in practice.

Ethics education is also important for other disciplines
involved in patient care: social workers, dieticians, therapists and
others who interact with patients and families.

Patients and families receive information about their rights
regarding care as part of the admission process. This includes
DNR and advance directives. The process for accessing
the ethics committee is described in the Patient Handbook.
Meetings with patients and families provide an opportunity for
individualized education and support.

Because a hospital is a part of a larger community, there is an
obligation to reach out and offer education on relevant topics.
This can be done through community organizations and church

affiliations.

Policy Review/Development

An ethics committee is frequently consulted about policy.
Policies on DNR, Advance Directives, Informed Consent and
other relevant topics are referred to the committee for review,
comment and revision. At other times, the committee may
become aware of a recent development that might require
a policy and take the initiative in preparing it. Hospital

administration looks to the committee for its input.

Case Consultation

The area that is most readily identified with ethics committees
is that of case consultation. A process should be set in place to
structure the referral of cases and the procedure for review. Who
can refer a case to the ethics committee? In the early days of
ethics committees, referrals were restricted to physicians. With
time and experience, most hospitals have moved away from this
restrictive approach and now allow any involved person to make
a referral. This could be the patient himself, a family member,
a health care professional or a physician. No matter the source
of the referral, the patient’s physician is notified and included in
the process.

Once a referral is made, a process must be established to

assure timely and appropriate review. A rotating sub-group of
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the ethics committee can be defined and a realistic time frame
for response set, ordinarily within 24 hours.

The ethics committee should establish a framework for
addressing a dilemma to assure consistency among rotating
members and be certain that all areas are addressed. An
example would include the following: 1) the reason for
referral; 2) summary of the clinical diagnoses and prognosis;
3) patient’s decisional capacity and known wishes, both written
and expressed orally; 4) identification of the appropriate
decision-maker; 5) the ethical question and discussion and 6) the
committee’s recommendation.

A retrospective review of case consultations should be
presented to the full committee on a regular basis. This allows
for a fuller discussion and critique of the consistency of approach.
It can also lead to the identification of trends and possible need

for policy review or development.

Development of an Ethics Committee at
Sound Shore Medical Center

The Ethics Committee at Sound Shore Medical Center
was established in 1993. It was the outgrowth of a previously
existing Nursing Ethics Forum. This forum was developed
two years prior to assist nurses in grappling with daily ethical
issues in practice. It became apparent that nurses, by themselves,
could not address all of the issues that surfaced but that they
required an interdisciplinary approach. A proposal was made
to the hospital's President and meetings were held to discuss
the benefits and costs to the institution. The potential benefits
were clear: improved patient and family satisfaction, improved
staff satisfaction; support for physicians in difficult situations;
clearer policies; continuing education; improved compliance with
regulations. Costs were reasonable: staff time to attend meetings
and consultations and a consultant fee for an ethicist. The
proposal was accepted and the committee established.

The first order of business was to identify members. The
Director of Medicine and a Director of Nursing were appointed
Co-Chair of the committee. An ethicist from The Hastings
Center, a bioethics think tank, was appointed as a consultant.
Two members of the Board of Governors were selected.
Representatives of the clergy and community were added.
Additional physicians, nurses and a social worker were included.
In total there were 20 members appointed.

At the initial meeting of the committee, a monthly meeting
schedule was established and plans made for the education of
the committee members by the ethicist. Concurrent with the
educational process, the committee worked on the development
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of a policy statement outlining the role and responsibilities of the
committee. The process of convening a sub-group to respond to
consultation requests was included in the policy.

Committee members met with respective groups to review the
policy and assist in the identification of potential consultations.
Slowly, requests for consultation were received. Many physicians,
some of who were initially skeptical of the idea, came to see that
a consultation could be of assistance and referrals increased. In a
retrospective review of consultations over the next few years, the
committee identified some common concerns. Often referrals
were made because it was unclear who the appropriate decision
maker was. In some of these cases the patient’s decisional
capacity had not been carefully evaluated or was being by-passed
by physicians and family members. In other cases there was a
conflict between the patient’s directives and a family member
requesting a different choice. Another significant trend was
found in the number of patients for whom continued aggressive
care was being pursued even when it was acknowledged that the
potential of benefit to the patient was remote and the suffering
inflicted was real. At times physicians, who saw anything less as
failure, were advocating this approach. In other cases it was the
family who insisted that everything be done. In analyzing these
troubling cases, it became apparent that some physicians were
not comfortable in caring for patients at the end of life. It was
also clear that many patients and family members were fearful
that without continued aggressive therapy there was nothing
for the patient and the patient would be left to die a painful
death. Discussion at the ethics committee and with concerned
physicians, nurses and other staff concluded that there was a
void in the delivery of services to patients. With the emphasis
on acute care and shortened length of stay, the needs of patients
with progressive, debilitating illnesses were not sufficiently
addressed. We concluded that there was a need for a palliative

care program.

Development of Palliative Care at Sound
Shore Medical Center
In 1997 the Palliative Care Service was introduced to address

the deficiencies in practice identified in ethics committee case
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consultations. The beginning was unstructured and consisted
of the physician and nurse co-chairs of the Ethics Committee
meeting weekly to review patients that had been brought to their
attention. The medical resident assigned to the geriatrics service
participated and also identified patients. Rounds were made
to see these patients and families and to offer assistance to the
physicians. Some physicians were suspicious and refused the
offer of help. Others were grateful and willingly discussed their
frustrations. Over time the meetings were increased to twice
weekly and the head nurses of the oncology and geriatrics units
joined. Cases that were identified fell into two categories: pain
and symptom management and end-of-life decision-making.
This included advance directives, DNR and the withholding
or withdrawing of life-sustaining therapy. Some of these cases
required an ethics committee consultation but other could be
resolved with family meetings and support.

Traditionally palliative care, particularly pain and symptom
management, had been the domain of oncology. However, the
patients identified as needing this service also included patients
with end-stage cardiac or pulmonary disease and end-stage renal
disease, and sepsis, secondary to advanced dementia, the most
frequent causes of death at Sound Shore. As the availability
of this service became known, requests increased and the need
for more structure and support was apparent. The position of
Palliative Care Nurse Practitioner was created and recently filled.
Additionally the hospital's contract with a Hospice Agency has
been expanded to include not only home hospice but also acute
care in-patient hospice and hospice at the institution’s nursing
home. Representatives of the hospice agency routinely attend
the Palliative Care Rounds and share their expertise in pain and
symptom management.

In summary, the ethics committee has been a positive vehicle
for the identification and care of a vulnerable group of patients.
As the referrals for palliative care have increased and the needs
of these patients have been addressed, requests for ethics
consultations decreased. The Ethics Committee continues its
oversight but is also turning its attention to other issues as they

arise.
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