
YOUR PRACTICAL GUIDE TO ETHICS DECISION-MAKING

INSIDE

ReliasMedia.com

JULY 2020 Vol. 36, No. 7; p. 73-84

Financial Disclosure: Physician Editor Arthur R. Derse, MD, JD, Nurse Planner Susan Solverson, RN, BSN, CMSRN, Editor Jonathan 
Springston, Editor Jill Drachenberg, Editorial Group Manager Leslie Coplin, Accreditations Director Amy M. Johnson, MSN, RN, CPN, 
and Author Stacey Kusterbeck report no consultant, stockholder, speakers’ bureau, research, or other financial relationships with companies 
having ties to this field of study.

Controversy over vaccine 
decision-making  .  .  .  .  . 75

Mandatory education  
for vaccine refusers   .  . 76

Ethical input often  
lacking during  
hospital layoffs  .  .  .  .  .  . 77

Data on the importance 
of self-care in burnout 
prevention   .  .  .  .  .  .  .  .  . 78

Patients want to be fully 
informed on unproven 
treatments   .  .  .  .  .  .  .  .  . 80

Nurses want more 
defined role in  
informed consent  .  .  .  . 81

Some patients admitted 
to ICUs, contrary to their 
stated wishes   .  .  .  .  .  .  . 81

Most hospitals lacked 
critical care triage  
policies when  
pandemic hit  .  .  .  .  .  .  .  . 82

Ethicists avoid making 
premature decisions on 
LVAD withdrawal  .  .  .  .  . 83

Massive Switch to Telehealth  
Is ‘Unparalleled Opportunity’  
to Examine Ethics

The sudden and explosive growth 
of telehealth during COVID-19 
demanded sorting out all kinds of 

logistics, reimbursement, and scheduling 
processes in short order. The frantic time 
frames to set it up did not exactly allow 
for careful ethical reflection.

“Telehealth can have a uniquely 
positive impact on patients, providers, 
and clinical outcomes, as well as the 
potential for harm and abuse,” says 
David A. Fleming, MD, MA, MACP, 
professor emeritus of medicine and 
senior scholar at the University of 
Missouri Center for Health Ethics.

Ethical concerns on telehealth are 
long-standing and, as yet, unresolved. 
“Four issues have persistently been 
in the literature and professional 
guidelines,” says Bonnie Kaplan, PhD, 
FACMI, faculty at the Yale Center for 
Medical Informatics and a Yale Bioethics 
Center scholar. These are doctor-patient 
relationship, consent, access, and 
privacy.1

During the pandemic, the immediate 
focus was not on these issues, but 
on rapid implementation. “When 

things settle, we have an unparalleled 
opportunity to re-examine ethical issues 
— and to identify new ones,” Kaplan 
says.

It remains somewhat unclear how 
to best articulate telehealth risks and 
obtain informed consent. That is partly 
because telehealth is not just a new 
tool or device; it is a whole new way 
of delivering healthcare. “It changes 
something humans have done for several 
thousand years. We might be forgiven 
for needing a few more years to get 
clear about its risks and benefits,” says 
Kenneth W. Goodman, PhD, FACMI, 
FACE, professor and director at 
University of Miami (FL) Miller School 
of Medicine Institute for Bioethics and 
Health Policy. 

Another ethical question is whether 
bad news should be delivered electroni-
cally. In a 2016 survey, most patients 
said bad news always should be delivered 
in person.2 “This raises questions for 
how and when telehealth can be effec-
tively used,” says Brian C. Drolet, MD, 
FACS, an associate professor at Vander-
bilt University Center for Biomedical 
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Ethics and Society. Institutions now 
have a chance to reassess telehealth 
policies to ensure they really do pro-
mote ethical behavior. 

“This will require that ethics 
committees learn about how it is 
supposed to work,” Goodman says. 
He suggests setting up simulated 
telehealth visits, with clinicians and 
ethics committee members acting as 
patients. 

Ethicists can help, says Kaplan, 
“by keeping ethics at the forefront. 
Ethicists can ask whether the new 
telehealth practices treat people well 
and fairly.”

There are two actions ethicists can 
take right now, according to Drolet:

• Offer perspectives on 
how telehealth services will 
differentially affect various 
community members. Geographic 
disparities may limit who can access 
telehealth services. 

“Economic disparities may also 
affect whether a patient can afford 
a telehealth-capable device,” Drolet 
adds.

• Provide suggestions on how to 
design a program that delivers care 
equitably to all patients. “Telehealth 
services can play an important role 
in a larger system of healthcare 
delivery,” Drolet says. Such a system 
can offer in-person appointments for 
people who cannot access telehealth 
— and telehealth for anyone who 
cannot travel to an in-person 
appointment.

Here are some central ethical 
considerations on telehealth:

• Telehealth expands access to 
care for some, but not everyone. 
“Access can be problematic 
when everyone has to learn new 
technology, have it available to them, 
and be able to use it,” Kaplan notes.

Telehealth may not be possible for 
those who are disabled, cognitively 
impaired, or illiterate. 

“Implementation of a just tele-
health program requires acknowl-
edgement that not all will be able to 
participate,” Drolet offers.

Not everyone owns the right 
device or knows how to secure 
access. This raises justice concerns if 
no in-person alternative is offered. 
“Telehealth should be an option, not 
an obligation,” says Alan Makhoul, 
BA, a researcher at Vanderbilt’s 
Center for Biomedical Ethics and 
Society.

• Patient privacy is not always 
protected. “Compromise of 
confidential patient information 
may jeopardize patient trust and, 
ultimately, harm the patient-provider 
relationship,” Makhoul explains.

Telehealth has evolved rapidly in 
recent years. Multiple modalities of 
care are offered, including live video 
visits, “store and forward” care, and 
remote monitoring. There always is a 
chance of unauthorized information 
somehow landing in the wrong 
hands, shared, or sold. “Licensure 
and privacy requirements were 
relaxed so telehealth services could be 
provided more readily,” Kaplan notes.

Meanwhile, some patients have 
to sign end-user agreements, giving 
vendors access to data on whatever 
device they are using. “Consent 
doesn’t mean much if people are 
required to give permissions they 
don’t understand,” Kaplan adds.

• Some hospitals or physician 
practices might prioritize revenue 
or market share over patient 
well-being. “Trust can be an issue 
if people worry that cost-cutting 
or conflicts of interest might lead 
providers to not put patients’ 
interests first,” Kaplan says.

Using telehealth primarily as a 
means of increasing market share is 
an ethical concern since the focus 
is on people with the means to pay 
for it. “This only serves to inflate the 
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access barriers that already exist in our 
society,” Fleming says.

It always is possible that any new 
technology or care delivery model 
could end up worsening patient care. 
“Telehealth was fledged on prisoners 
and in rural populations, albeit 
initially without the kind of research 
usually expected, or even required, for 
changing a practice,” Goodman notes.

In the context of a pandemic, 
patients needed to maintain 
continuity of care, and hospitals 
needed payments to survive 
financially. “We should try hard to 
ensure that it does not come at too 
high a price,” Goodman cautions.

Now that telehealth has become 
ubiquitous quickly, there is a real 
opportunity to study how well it 
works. “It would be a sad mistake 
in the current environment if we 
do not make a collective effort to 

evaluate telehealth vs. non-telehealth 
outcomes, its effect on the clinician-
patient relationship, and what it 
entails for the consent process,” 
Goodman says.

• Unscrupulous and fraudulent 
telehealth providers are cropping 
up.3,4 “Online services directly 
available to the public that advertise 
quick access and treatment are 
problematic,” says Fleming, 
adding that socioeconomically 
disenfranchised people are most likely 
to be harmed. “Providers are meeting 
the patient for the first time online 
and typically will never see them 
again.”

The services do not have access 
to patients’ medical records, cannot 
examine the patient, and often receive 
an incomplete medical history. 
This increases risks of misdiagnosis, 
overprescribing, and adverse 

medication reactions. “Continuity 
of care is anathema to commercial 
online services,” Fleming says. 
“The ability and desire to follow up 
effectively does not exist.”  n
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Sharply Divided (and Evolving) Views  
on Vaccine Refusers

A s the world anxiously awaits 
a vaccine for COVID-19, an 

ethical debate rages over whether 
people should be allowed to refuse it.

“The ethical question is how 
coercive the state should, or can, 
be to immunize as many people as 
possible,” says Philip M. Rosoff, 
MD, MA, professor emeritus of 
pediatrics and medicine at Duke 
University and former chair of the 
Duke Hospital Ethics Committee. A 
person’s right to go unvaccinated “is 
by no means inviolate, as numerous 
long-standing public health laws 
attest,” adds Rosoff. “Societal views 
on this are interesting in the current 
context.”

Some people will not be able 
to receive the vaccine due to 
medications, advanced age, or 
multiple comorbidities. These people 

would remain susceptible to infection 
from unvaccinated individuals. 
“Another way to look at this is by 
asking: ‘How many free riders, people 
who could be safely vaccinated but 
refuse, can we tolerate and still keep 
the disease under control?’” Rosoff 
asks.

In this situation, the public good 
is in clear conflict with individual 
autonomy. “If selfishness does 
not submit to altruism, or even 
enlightened self-interest, then the 
public health need to vaccinate as 
many people as possible may be 
doomed,” Rosoff says.

The authors of two recent papers 
examined how vaccine refusers 
and vaccine-hesitant families affect 
medical practices.1,2 “From the clinical 
perspective, many pediatricians who 
argue against the practice make the 

point that it is probably ultimately 
not in the best interest of children to 
punish them for their parents’ poor 
choices,” says Sean O’Leary, MD, 
MPH, a co-author of both papers. 

On the other hand, some 
pediatricians strongly believe it is 
an ethical imperative to dismiss 
vaccine refusers. “In their experience, 
parents often agree to get their child 
vaccinated when faced with such 
a strong policy,” says O’Leary, a 
pediatrician and pediatric infectious 
disease specialist at Children’s 
Hospital Colorado in Aurora. 

Many questions still need to be 
answered. “We don’t know what 
impact dismissal policies have on 
trust in healthcare professionals, and 
medicine in general,” O’Leary offers.

It is unclear if dismissal policies 
increase or decrease vaccination 
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uptake. “We don’t know much about 
where children who are dismissed end 
up getting medical care, or if they get 
medical care at all,” O’Leary adds.

 In the United States, there always 
has been tension between individual 
rights and more communitarian 
views. “One could argue that this 
tension is even greater now than it has 
been in many decades,” Rosoff offers.

After recent measles outbreaks, 
some states have eliminated non-
medical vaccine exemptions for 
school attendance. “Even valid 
medical excuses are subject to state 
medical board scrutiny if there is 
reason to believe they are the product 
of doctors who give them out too 
freely,” Rosoff observes.

Thus far, at least, says Rosoff, “the 
public backlash for vaccine refusers 
has been pretty minimal, as far as 
I can tell.” The public’s perception 
of vaccine refusers appears sharply 
divided, with two distinct points of 
view. 

“We are seeing a segment of 
the public that’s becoming more 
sympathetic to the anti-vaccine 
groups,” says Dorit Rubinstein 
Reiss, PhD, professor of law at UC 
Hastings College of the Law in San 
Francisco. 

For certain people, backlash 
against state lockdowns served as 
a kind of “gateway” to a vaccine 
refusal stance. Individuals who view 
the pandemic response as a huge 
government overreach may be likely 
to reject mandated vaccines. 

The second group takes a dim 
view of vaccine refusal in the context 
of a public health emergency. “If 
people know someone who died from 
COVID, those people are going to 
be a lot more hostile to efforts to 
undermine public health measures,” 
Reiss says.

Which view ultimately dominates 
the public perception of vaccine 
refusers depends in large part on 
how much of a threat the virus is 
perceived. If it is viewed as largely 
under control, people will be more 
accepting of those who want to refuse 
vaccines. If fear escalates, society as a 
whole is going to be less tolerant of 
those who refuse vaccines. 

As for healthcare workers, 
Reiss says it is ethical to mandate 
vaccinations for two reasons. First, 
they chose a profession with an 
obligation to put patients’ welfare 
above the provider’s. Secondly, 
says Reiss, “they are already highly 
regulated. They need to pass licensing 

requirements and already follow a 
lot of safety rules. Adding one more 
regulation doesn’t dramatically change 
the situation.”

An overriding concern to all of 
this is the vaccine must meet safety 
standards. “As long as regulators do 
their job and it’s safe, it’s perfectly 
ethical to mandate that healthcare 
workers take it,” Reiss offers.

Ethics are in the forefront 
regardless of whether a COVID-19 
vaccine ends up mandated or 
optional. 

“There’s an ethical imperative 
to make sure that people continue 
to treat each other as people,” Reiss 
notes. “We need to stay conscious of 
the fact that competing values deserve 
respect.”  n
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Public Health Nurses Share Views  
on Vaccine Education
Most states that offer nonmedical 

exemptions for children to 
attend school without vaccinations 
require parents to do nothing 
more than declare they want an 
exemption.1 States like Oregon and 
Utah require some type of education 
as part of the process, but such 
learning usually can be completed 
online. (Colorado lawmakers are 
considering implementing a similar 
process.)2-4 

Since 2015, Michigan has required 
local health departments to be the 
designated educators.5 “Advocates of 
this new policy hoped that parents 
would change their minds after 
education sessions, which does not 
seem to have happened,” says Mark 
Navin, PhD, professor of philosophy 
and lecturer in foundational medical 
studies at Rochester, MI-based 
Oakland University. Almost everyone 
who attended an education session 

received an exemption, which 
seemed to defeat the purpose of the 
program. Exemption rates did decline 
slightly, but it was apparently because 
some parents decided to vaccinate 
their children instead of attending 
mandatory sessions. 

“This focus on the behaviors of 
parents, and the vaccination status 
of children, ignored the burdens that 
were being imposed on local health 
staff,” Navin says. 
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To learn more about this, 
researchers conducted focus groups 
with 37 public health nurses in 
2016 and 2017.6 Most participants 
expressed a strong commitment to 
respect parents’ values, even if they 
personally disagreed with them. A 
strong ethical focus emerged in the 
discussions. 

“We were surprised that so many 
participants made nuanced ethical 
arguments about their work providing 
immunization education,” Navin 
reports.

On the one hand, public health 
nurses criticized vaccine-refusing 
parents for failing to protect their 
children and the community. At 
the same time, they commended 
those parents for attempting to do 
what they thought was best for their 
children. “Our participants insisted 
that immunization was centrally 
important,” Navin says. 

However, focus group participants 
expressed mixed feelings about 
whether the government should 
remove unvaccinated children from 
school. “The staff we spoke with also 
expressed concern about whether 
it was good for public health to be 
providing mandatory education,” 
Navin says.

Some nurses believe it made more 
sense for primary care providers to 

take on this role, since they already 
had existing relationships with the 
families. Other participants were 
uncomfortable with their role in a 
coercive government program. They 
are expert health educators, but are 
used to working with voluntary 
participants, not with people who 
were forced to come to the health 
department, Navin explains.

The researchers also wanted to call 
attention to the underused expertise 
of public health nurses in general. 
“Physicians play a large role in 
national debates about immunization 
policy,” Navin notes.

Professional societies continue to 
lobby for stricter vaccine mandate 
policies, including the elimination of 
nonmedical exemptions.7,8 

“But public health staff also 
have expert knowledge about 
immunization policies, and about 
the people and communities those 
policies affect,” Navin observes.

Debates on how to best respond 
to outbreaks of vaccine-preventable 
infections are continuing. 

“We would do well to draw 
on ethical insights from frontline 
public health professionals,” Navin 
concludes.  n
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Ethical Principles Apply to Furloughs and Layoffs
M any hospitals are making tough 

financial decisions on layoffs 
and furloughs.1 Ethical considerations 
may be overlooked in the process.

“What may seem to be purely 
a business decision made by 
administrators in medical centers 
ultimately impacts patients,” says 
James L. Bernat, MD, an emeritus 
professor of neurology at Dartmouth’s 
Geisel School of Medicine. Ideally, 
institutions should maintain an 

organizational ethics committees for 
exactly this reason. The vast majority 
do not. “Most hospitals have an 
ethics or bioethics committee, which 
is expected to address both clinical 
and organizational ethics issues,” says 
Paul Hofmann, DrPH, LFACHE, an 
ethics consultant and former hospital 
CEO.

Ethics still needs to be consulted. 
“All plans requiring furloughs and 
layoffs should be examined to assure 

that they have been designed to 
respect relevant ethical principles,” 
says Bernat, former director of 
the program in clinical ethics at 
Dartmouth-Hitchcock Medical 
Center.

The concept of organizational 
ethics states that the same ethical 
principles that clinicians and 
researchers should follow also should 
apply to administrative leaders 
in medical centers. These include 
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fairness and impartiality, transparency 
and public knowledge, honesty, 
trustworthiness, respect for persons 
and human dignity, and equity and 
proportionality.

To what extent any of this is 
considered, if at all, is unclear. 

“Many administrative leaders 
intuit those principles and practice 
them without the assistance of a 
committee. Others do not, and may 
need advice to do so,” Bernat says.

At Dartmouth-Hitchcock Medical 
Center, top administrative leaders 
sit on the organizational ethics 
committee and discuss the effects 
of business decisions with other 
members. 

For instance, ethicists might 
discuss whether it is acceptable 
to limit the number of Medicaid 
patients seen because of how much 
money is lost by hospitals caring for 
them in states that markedly under-
reimburse for Medicaid. A nurse or 

physician may believe an organization 
is handling layoffs unethically, but 
there is no ethics committee to turn 
to. 

If so, says Bernat, “they have the 
responsibility to ask their administra-
tive representative — a department 
chair, for example — to try to exert 
influence to be sure the principles are 
followed.”

Many employees anticipated wide-
spread hospital layoffs after elective 
procedures were canceled suddenly. 

“Morale inevitably fell due to 
uncertainty about the number and 
type of personnel who were at risk of 
losing their income,” Hofmann says. 

The threat of layoffs came at a 
time when hospital employees already 
were experiencing anxiety, both at 
home and at work. Hofmann says 
ethical principles mandate that: 

• there is effective communica-
tion and support for remaining and 
departing personnel;

• there is provision of reasonable 
severance packages (including, when 
feasible, continuation of benefits);

• people are encouraged to use 
employee assistance programs;

• employees are treated with fair-
ness and integrity. 

If an ethicist believes the organiza-
tion is not taking these actions, this 
concern could be expressed during an 
ethics committee meeting or directly 
with a hospital leader. 

“It would be quite appropriate 
for an ethicist and a clinical leader 
to collaborate in urging a senior 
executive to address an organizational 
ethics issue when necessary,” 
Hofmann says.  n
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Burnout Prevention Is Central Ethical Concern  
for Hospitals
In 2016, the Critical Care Societies 

Collaborative (CCSC) published 
a call to action to address burnout in 
the intensive care unit (ICU).1 Not all 
hospitals answered the call.

“Some critical care clinicians re-
port that organizational and individ-
ual measures are being implemented,” 
says Ruth Kleinpell, PhD, RN, 
FAAN, FAANP, FCCM, assistant 
dean for clinical scholarship and pro-
fessor at Vanderbilt University School 
of Nursing. Others report the oppo-
site, that nothing much is happening 
at their institutions. Researchers from 
the CCSC surveyed 688 critical care 
clinicians on how their organizations 
were addressing burnout.2 When 
reporting the perceived importance 
placed on mitigating burnout, only 

10.9% of respondents reported it as 
“highly important.” 

“Providing resources to support 
ICU clinicians, including access to 
ethics consultations and integrating 
ethical discussions on patient care 
rounds, is important,” Kleinpell says.

Hospitals are facing an immediate 
ethical challenge to restore the mental 
health and wellness of clinical staff. 
“This varies greatly from hospital to 
hospital. Some have done a lot of 
work around this area, while others 
haven’t focused on it as much,” says 
Mike Hastings, MSN, RN, CEN, 
president of the Emergency Nurses 
Association (ENA). Above all, says 
Hastings, “hospitals need to have 
clear lines of communication with 
their front lines about the situation.”

(Editor’s Note: ENA offers a podcast 
on burnout and self-care, as well as 
a peer-to-peer program to facilitate 
discussions about what emergency 
department nurses have faced during 
the COVID-19 pandemic. Both are 
available at: https://bit.ly/3cUudKr.)

Frontline staff deserve to know 
why policies are changing and how 
it will affect them. Visitor restric-
tions are a good example, according 
to Hastings. Nurses wanted to know 
how those would be enforced, and 
how special circumstances would be 
handled. 

“There are many scenarios that our 
frontline staff can face,” he explains. 
“They just want to know how to best 
respond when they are faced with the 
situation.” 

https://n.pr/2UBvaRz
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This became clear during the 
recent shortages of personal protec-
tive equipment (PPE). Nurses lacked 
specifics on what was going to be 
provided, and struggled to gauge their 
personal risk — and their patients’ 
risk. “The fear of the unknown is far 
worse than the known,” Hastings 
says. Select hospitals set up town hall 
events so staff could ask senior leaders 
questions. For nurses, “this appears to 
have helped staff with some of their 
fears,” Hastings reports. For hospital 
leaders, “it is OK not to know every-
thing. It is OK to say, ‘I do not know. 
However, I am also concerned,’” he 
adds.

Another group of researchers 
conducted in-person interviews with 
20 nurses and physicians from the 
pediatric ICU and intermediate care 
unit at a children’s hospital in 2017 
and 2018.3 The focus was on self-care.

“Research shows that some people 
experience burnout, but others do 
not, which ignited my interest in 
knowing the factors influencing clini-
cians’ well-being,” says Holly Wei, 
PhD, RN, CPN, NEA-BC, one of 
the study’s authors and an associate 
professor at East Carolina University 
College of Nursing.

The study revealed resilient clini-
cians practice six specific self-care 
techniques, whether intentionally 
or unknowingly: finding meaning 
in work, connecting with an energy 
source, nurturing interpersonal con-
nections, developing an attitude of 
positivity, prioritizing ‘emotional 
hygiene,’ and recognizing their own 
unique abilities and contributions. 
“Promoting clinicians’ well-being has 
important ethical implications. Their 
well-being is the underpinning of 
patient care quality,” Wei says.

Other research revealed healthcare 
workers responding to the spread of 
COVID-19 reported high rates of 
depression, anxiety, insomnia, and 

 n Policies on medical decision-
making for unrepresented ICU 
patients

 n Administrators often lack ethical 
leadership skills

 n Promising approaches to address 
racial disparity

 n Ethical responses if patients  
or visitors make racist remarks

COMING IN FUTURE MONTHS

distress.4,5 “This has added more stress 
to a group of professionals who are 
already faced with increased psycho-
logical distress,” Wei observes.

The findings suggest that while 
organizations and leaders play a 
significant role in reducing burnout, 
clinicians also need their own self-care 
techniques. “When clinicians care for 
themselves, their wellness is connected 
to the [wellness] of many others,” Wei 
says.

Hospital responses aside, individ-
ual healthcare providers are ethically 
obligated to practice self-care, says 
April N. Kapu, DNP, APRN, ACNP-
BC, FAANP, FCCM, FAAN, chief 
nursing officer for advanced practice 
nursing at Vanderbilt University 
Medical Center. This became appar-
ent due to PPE shortages. The health 
system’s nurse practitioners (NPs) took 
the attitude that they had to find a 
way to heed public health guidance, 
regardless of what their employer 
provided. “NPs are very resourceful. 
We do what is necessary to protect 
others. If it means being creative and 
making a cloth mask, we will do it,” 
Kapu says. “We are not going to sit 
around and wait for someone to give 
us one.” Kapu says the same mindset 
is necessary when it comes to prevent-
ing burnout. “It is incumbent upon 
the facility to follow labor guidelines 
and provide an environment to stay 
healthy. But it’s also incumbent upon 
the NP to assure self-care,” she says. 

This includes maintaining adequate 
hydration, selecting healthy foods, 
exercising, and resting between shifts. 
As a nurse leader, Kapu provides 

resources and support for staff, such 
as online chaplain services, counsel-
ing, mindfulness coaching, links to 
discounts on child care and elder care, 
and relaxation exercises. “But in the 
end, it is the NPs’ choice on whether 
to pursue a path of self-care, or push 
the limit and exhaust themselves,” 
Kapu says.  n
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Patients Want to Know if Treatment Is No Better 
than Placebo

Many patients may be surprised 
to find out that, in fact, the 

treatment they are taking is not any 
better than a placebo. Clinicians may 
think this is no big deal, as long as the 
person is feeling better and is grateful.

“Clinicians often express that they 
only care if someone feels better, not 
so much if it’s due to a meaningful 
change in pathophysiology as a result 
of their treatment,” says David Ring, 
MD, PhD, associate dean for compre-
hensive care, department of surgery 
and perioperative care at the Univer-
sity of Texas at Austin Dell Medical 
School. 

To learn more, researchers asked 
763 people their beliefs about clini-
cians’ obligations to inform them as 
to whether a treatment was proved to 
outperform placebos.1 Most par-
ticipants rated it as quite important, 
regardless of the risk of the treatment. 
“People do not want to be deceived. 
And they don’t want information with-
held, more so as the risks increase,” 
says Ring, one of the study’s authors. 

Some clinicians remain uncon-
cerned if the patient’s improved 
outcome is due to the placebo effect or 
the treatment itself. 

“I find that ethically dubious if 
there is active deception, and I would 
include leaving a person’s inaccurate 
ideas uncorrected as a form of active 
deception,” Ring says. Receiving a 

placebo could distract people from 
taking meaningful action to improve 
their social, mental, and physical 
health. “We can no longer believe 
that people are OK with limited or 
misleading information as long as 
they feel better. That’s not true,” Ring 
argues. 

Sometimes, the best available evi-
dence is not conclusive on whether a 
treatment is any better than a placebo. 
If so, clinicians need to tell patients 
exactly that, Ring offers. 

Clinicians might say, “This is a 
treatment you might hear about or be 
offered. It’s important to know that 
we have no evidence that the poten-
tial benefits outweigh the potential 
harms.”

“Patients only accept unproved or 
known ineffective treatments when 
they are feeling unsettled and despair-
ing about their symptoms,” Ring says.

Taking advantage of this vulnerabil-
ity is unethical. “Resolving to recog-
nize when people seem to be investing 
inordinate hope on unsupported 
treatment options leads to some tricky 
and high-stakes discussions. We should 
strategize and train for such discus-
sions,” Ring suggests.

In the research setting, early trials 
often are based on a placebo control 
arm to determine if a drug works. 
Researchers are ethically obligated 
to fully inform people that there is 

a chance they will receive a placebo. 
“It’s an added hurdle for researchers 
seeking to enroll participants, since 
the volunteers are seeking treatment,” 
says Gail Van Norman, MD, adjunct 
professor in the department of bioeth-
ics and humanities at the University of 
Washington.

Some patients ask for a guarantee 
they will not be in the placebo arm. 
It is impossible to give it. “If research-
ers are allowed to pick and choose 
people who are more likely to respond 
to a treatment arm, then the study is 
no longer a randomized study,” Van 
Norman notes. In the clinical practice 
setting, the use of placebos happens 
less often and is more ethically com-
plex. “This is sometimes done because 
a provider hasn’t been successful with 
any active treatments, and suspects 
that there is a psychological issue and 
no real disease,” Van Norman explains.

Clinicians and nurses involved in 
placebo treatment often take the view 
that it is ethically acceptable if it results 
in patient improvement. “That’s an 
interesting if. How can you know it’s 
going to be successful if you have not 
yet treated them?” Van Norman asks.

Providers think placebos are 
ethically justifiable if they seem to be 
producing results; they see the real goal 
as beneficence. “The trouble is, our 
goal isn’t beneficence, it’s beneficence 
achieved through autonomy. When 
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you lie to a patient, you completely 
obliterate autonomy,” Van Norman 
says.

Placebo treatment is problematic 
because it involves some violations of 
basic ethical principles, such as the 
obligation to be truthful with patients. 
“Patients can only make autonomous 
decisions if they get true information. 
Deception, in some form, is an aspect 
of most placebo treatment,” Van Nor-
man observes.

Clinicians may believe that if the 
patient receives manipulated informa-
tion, that it is not as bad as lying. “But 
ethically, manipulated information is 
trying to get them to make the deci-
sion you want them to make,” Van 
Norman says.

It also is ethically problematic that 
there is no long-term follow-up on 
what happens to people treated with 
placebos. “If they temporarily improve, 
but they have a devastating outcome 

later down the road, then your placebo 
treatment has not been harmless. It’s 
been extremely harmful,” Van Norman 
cautions.  n
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Survey: Nurses Say They Lack Direct Role  
in Informed Consent
About half of nurses surveyed did  

 not agree they played a defined 
role in the informed consent process.1

“We know much more about in-
formed consent in research, but not as 
much about informed consent in the 
clinical setting,” says nurse bioethicist 
Connie M. Ulrich, PhD, RN, FAAN, 
one of the study’s authors. 

Researchers interviewed 20 reg-
istered nurses from various clinical 
settings at a large academic medical 
center. Almost all (19) agreed patient 
safety is directly linked to how well 
patients understand informed consent. 

“Nurses are present at the bedside 
and in the best position to assess in-
formed consent and its importance in 
patient safety and quality care deliv-
ery,” says Ulrich, the Lillian S. Brunner 
chair in medical and surgical nursing 
at Penn Nursing.

Ulrich and colleagues expected that 
most nurses witness informed consent 
or participate in the process. They 
also knew patients frequently turn to 
nurses for help understanding complex 
informed consent documents. Indeed, 
the study confirmed both concepts. 
“What was surprising to learn was that 
nurses did not feel as though they had 
a defined role in the informed consent 
process,” Ulrich reports.

Some nurses reported they believe 
informed consent was perceived as 
just a clerical task. Nurses said they 
did not have enough time to play a 
more central role in the process. About 
20% of participants said they had 
received no ethics education. “Nurses 
continue to face difficult ethical issues 
in their daily practice, and they need 
a foundation to support their decision 
making,” Ulrich says. Investigators did 

not examine the process of informed 
consent specifically, only how nurses 
perceived it. “There is still much 
we need to understand about how 
informed consent is being obtained 
within busy clinical units,” Ulrich 
observes.

It is entirely possible nurses need 
more resources to facilitate informed 
consent conversations with patients 
and families, and to advocate on their 
behalf when misunderstandings may 
arise. “We need to give nurses the tools 
to address ethical concerns in clinical 
practice,” Ulrich suggests.  n
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Some Hospitalized Patients Admitted to ICU, 
Contrary to Stated Wishes

Research has demonstrated that 
completed Physician Orders for 

Life-Sustaining Treatment (POLST) 
forms can help people with chronic 
illness avoid unwanted hospitalizations 
and CPR.1

“However, we don’t know very 
much about what happens when 
patients with POLST forms are 
admitted to the hospital near the end 
of life,” says Robert Y. Lee, MD, MS, 
acting instructor of medicine in the 

division of pulmonary, critical care, 
and sleep medicine at the University of 
Washington.

Researchers reviewed the charts of 
1,818 patients with chronic illness and 
POLST forms who were hospitalized 
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within six months of death.2 Hospital-
ized patients who selected limited or 
comfort-only care were less likely to 
receive intensive care than those who 
selected full treatment. 

“In other words, what patients put 
on their POLST forms matters,” says 
Lee, the study’s lead author.

Patients whose POLST forms read 
“avoid intensive care” are less likely to 
receive intensive care if hospitalized. 
However, the authors also found 38% 
of hospitalized patients with POLST 
orders for limited care were admitted 
to the intensive care unit anyway. 

“Although we hypothesized that 
this must happen with some frequen-
cy, we did not expect it to be quite so 
common,” Lee reports.

Care that contradicts the patient’s 
POLST form is not necessarily inap-
propriate. Unanticipated circumstanc-
es can arise, causing people to change 
their minds about the care they want 
to receive. 

“POLST-discordant care may still 
be ethically appropriate at times,” Lee 
offers.

However, POLST-discordant care 
sometimes happens due to factors 
that are not patient-centered, leading 
to ethically inappropriate care. “We 
are currently conducting qualitative 
research studies to characterize exactly 

how and why POLST-discordant care 
happens, and how often such care is 
potentially inappropriate,” Lee notes.

POLST forms should be honored 
in the emergency department (ED) 
unless the patient or proxy alerts 
clinicians that there has been a change 
in the patient’s wishes, says Jay M. 
Brenner, MD, FACEP. An ethical 
dilemma can develop if a patient does 
not present to the ED with a POLST, 
a patient cannot decide what his or 
her wishes are, and a healthcare proxy 
or surrogate decision-maker is un-
available. “This likelihood has been 
exacerbated by the COVID-19 pan-
demic due to strict visitor restrictions,” 
Brenner notes.

If there is not enough time to 
search for a POLST, resuscitation 
becomes a default approach. “No one 
wants to have it on their conscience 
that they withheld life-sustaining treat-
ments to a patient who would have 
wanted them,” Brenner says.

These practices can help ensure the 
ED clinician can identify the patient’s 
wishes quickly:

• Check with emergency medi-
cal services to see if they know the 
patient’s code status.

• The electronic health record can 
prompt an ED clinician to confirm the 
patient’s code status.

• Ask the patient what their wishes 
are upon arrival or before admission.

• Call the healthcare proxy or sur-
rogate decision-maker to confirm the 
patient’s wishes.

• Communicate and document a 
patient’s code status when the patient 
is either admitted or discharged to an 
outside facility.

• Require a valid POLST to be reaf-
firmed or completed before the patient 
is discharged.

When used properly, the POLST 
form can help clinicians honor a 
patient’s preferences. “It is a helpful 
tool to aid the clinician in determin-
ing what exactly those wishes were 
and are,” Brenner says. “This is a basic 
tenet of bioethics and humane health-
care.”  n
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Many Hospitals Lacked Ventilator Triage Policies 
When COVID-19 Pandemic Hit
More than half of institutions 

(53.7%) did not have ventilator 
triage policies when COVID-19 hit, 
according to the authors of a study.1

“We were surprised, given the 
work that had been done on ventila-
tor triage during the H1N1 influenza 
pandemic,” says Armand H. Matheny 
Antommaria, MD, PhD, FAAP, direc-
tor of the Ethics Center at Cincinnati 
Children’s Hospital.

As the pandemic spread, people 
expected the demand for ventilators 
would be much greater than the sup-
ply. “There were media reports that 
ventilators were being triaged in Italy. 
Hospitals in Seattle and New York 
were experiencing growing clinical 
demands,” Antommaria says. 

Members of the Association of 
Bioethics Program Directors had access 
to existing policies at their own and 

affiliated institutions. The ethicists also 
had the right expertise to analyze the 
policies. 

“To the extent that there was a clear 
consensus about triage criteria, we 
thought that identifying it would be 
beneficial to our colleagues and policy-
makers,” Antommaria says.

Allocation criteria was surprisingly 
varied. Almost all (96%) policies used 
benefit, but only 54% used need (50% 
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used age). “Two similar individuals 
in a community might be treated dif-
ferently depending on which hospital 
they went to for care,” Antommaria 
says.

This was ethically concerning. “The 
omission of key ethical norms was also 
notable,” Antommaria adds.

For example, only half of all poli-
cies required or recommended that 

individuals making triage decisions not 
be involved in direct patient care. The 
researchers expected almost all policies 
to include this. 

“One of the main ethical implica-
tions is that there is still substantial 
work for us to do to fulfill our duty 
to plan,” Antommaria says. “Ethicists 
should be involved in these planning 
processes.”  n
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Ethical Processes Needed When Patients Ask  
to Stop Left Ventricular Assist Devices
Of patients with left ventricular as-

sist devices (LVADs), about half 
end up deciding to withdraw them. 
Shunichi Nakagawa, MD, and col-
leagues noticed that when the patient 
was the one making the request, it 
seemed to take longer.

“We had been seeing that it is 
more difficult when patients are awake 
and able to join the decision-making 
process,” says Nakagawa, director of 
inpatient palliative care services at Co-
lumbia University Medical Center.

Researchers collected objective 
data on what happened after a request 
for LVAD withdrawal. They studied 
62 patients who underwent initial 
LVAD therapy from 2010-2018, and 
subsequently underwent withdrawal. 
(https://bit.ly/30zxYm2) The authors 
found LVAD withdrawal in awake 
patients with decision-making capacity 
was more difficult, with more palliative 
care consults.

Patients sometimes ask for LVAD 
to be withdrawn, stating they “do 
not want to live like this,” that there 
is no quality of life, and that they are 
suffering. “When patients make state-
ments like that, we have to meet with 
the clinical team and the family,” says 
Nakagawa, the study’s lead author. 

Ideally, all three involved parties 
(the patient, family, and medical 
team) agree what needs to be done. 

“Clinicians have to feel that the request 
makes sense, based on the patient’s 
medical condition,” Nakagawa says. 

Time is needed to fully explore 
the situation. It is even possible that re-
ceiving adequate treatment for pain or 
depression can change things. Certain 
patients just need more support. “As 
clinicians, we don’t jump on one single 
statement. We have to do everything 
possible to help that patient first,” 
Nakagawa says. 

Other patients may suddenly 
change their minds. At one point, 
one patient told the clinical team he 
wanted to stop LVAD, despite not 
reporting pain or shortness of breath. 
The next day, the patient said he had 
been feeling down, but was feeling bet-
ter and wanted to continue.

Another patient came to the clinic 
to specifically request stopping LVAD. 
The man was clear that he did not 
want to continue to live with the 
device. “The patient was not that sick. 
That was very difficult and made the 
clinical team very uncomfortable,” 
Nakagawa reports.

Over the next three months, 
clinicians met with the ethics 
committee to discuss the troubling 
case. Most members were not 
comfortable accepting the request. 
The team believed it was too early 
to know for sure the patient could 

not experience an acceptable quality 
of life with the LVAD. The patient 
continued to clearly restate his wish to 
withdraw the device. He told clinicians 
repeatedly: “This is not your life, this 
is my life, and I cannot continue living 
this way.” 

“The ethics committee finally 
agreed to proceed with withdrawing 
LVAD,” Nakagawa says.

Whatever the result, clinicians 
need to be sure the patient’s wishes are 
consistent over time. How much time 
depends on the situation. If a patient is 
in the intensive care unit on a breath-
ing machine and dialysis, with multi-
system organ failure, it is probably not 
necessary to wait long. “The family 
and the medical team would agree that 
patient is suffering and the request is 
appropriate,” Nakagawa says.

In the example of a patient at home 
who is not that sick, clinicians or fam-
ily will be uncomfortable with the re-
quest. “We don’t want to quickly jump 
to the conclusion to stop LVAD,” 
Nakagawa says. “At the same time, the 
longer it takes, the more the patient’s 
suffering is prolonged, which is not fair 
to the patient.” The team needs to take 
enough time to deliberate, but not too 
much time. “We do not want to make 
a decision prematurely,” Nakagawa 
adds. “That is not a delay. That is time 
we need to take.”  n
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CME/CE INSTRUCTIONS

CME/CE QUESTIONS

1. Which did research reveal 

regarding burnout?

a . The vast majority of participants 

reported their institutions viewed 

burnout prevention as “highly 

important .”

b . Resilient clinicians practice 

specific self-care techniques .

c . Positive attitudes affected 

burnout much less than previously 

believed .

d . Depression and insomnia were 

more likely in nurses with strong 

interpersonal connections .

2. Which did the authors learn in 

their study of Physician Orders 

for Life-Sustaining Treatment 

(POLST) forms?

a . Chronically ill patients still re-

ceived CPR and were hospitalized 

despite POLST forms .

b . Hospitalized patients who 

selected comfort-only care were 

less likely to receive intensive care 

than patients who selected full 

treatment .

c . Of hospitalized patients with 

POLST orders for limited care, 

none were admitted to the inten-

sive care unit .

d . Care discordant with the pa-

tient’s wishes happened more of-

ten if full treatment was selected .

3. Which is true regarding 

telehealth?

a . Organizations delayed imple-

mentation due to unresolved 

concerns about informed consent .

b . Most patients stated they pre-

ferred bad news to be delivered 

electronically .

c . Geographic and economic 

disparities limit who can access 

telehealth .

d . Healthcare systems should offer 

either in-person care or remote 

care, but not both simultaneously .

4. Which is true regarding  

vaccine refusal?

a . The individual’s right to go un-

vaccinated supersedes the public 

good, even during a pandemic . 

b . There is a consensus that it is 

unethical for pediatricians to dis-

miss children from their practices 

for vaccine refusal .

c . Children dismissed from prac-

tices experience better-than-aver-

age, long-term medical outcomes .

d . It is unclear if dismissal policies 

increase or decrease vaccination 

uptake .
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