
Washington state voters approve 
physician-assisted suicide

On Nov. 4, 2008, Washington state voters passed a ballot initia-
tive giving terminally ill patients with six months to live the
right to have a physician prescribe lethal drugs for the patient

to self-administer to bring about his or her death.
With the passage of the initiative, referred to as “I-1000,” Washington

became the second state, after Oregon, to approve physician-assisted
suicide.

According to those Medical Ethics Advisor spoke with in that state,
the issue was divisive and heatedly debated, with big dollars spent
on both sides of the issue.

Still, the ballot initiative, the Washington Death with Dignity Act,
passed by a wide margin, according to early reports from The Seattle
Times. The act is scheduled to take effect in March 2009.

“The whole purpose is to relieve suffering of people who are dying,
and I think everybody’s in favor of that,” says Tom Preston, MD, board
member and medical advisor of the group Compassion & Choices of
Washington, which brought the initiative to the ballot. “Some say you
can do it adequately with palliative care . . . and I’m a great supporter
of hospice. Nevertheless, there is 5% to 10% of the people who do suf-
fer greatly, even in hospice.”

Preston acknowledges that “there’s some people whose ideology or
religion is such that they feel this is absolutely wrong — and they
may say that it hurts them to [have patients] do this, but you could
say that about a lot of things,” he says.

“So, yes, I think that furthermore, we all know . . . that most physi-
cians do help their patients die in one way or another, but they do it
to avoid the appearance of doing something . . . So there’s a lot of
hypocrisy, saying, ‘Well, we can’t do it openly,’” Preston says.

Preston believes that “autonomy should be most important, unless
someone’s autonomous action hurts someone else.”

The Washington Death with Dignity Act requires, among many
other things, that a patient be at least 18 years old and a resident of
Washington.

The patient must initiate a written request for medication, which
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must be witnessed by “at least two individuals
who, in the presence of the patient, attest that to
the best of their knowledge and belief the patient
is competent, acting voluntarily, and is not being
coerced to sign the request.”

One of those witnesses is not permitted to be 
a relative of the patient “by blood, marriage, or
adoption.”

The attending physician, who must make the
initial determination of whether a patient “has a
terminal disease, is competent, and has made the
request voluntarily,” also must convey to the
patient “the probable result” of taking such lethal
medication, as well as advise him or her of alter-
natives to physician-assisted suicide, including

palliative care and hospice care.
A consulting physician must be called in for

medical confirmation of the diagnosis, and he or
she also must determine that the patient is com-
petent and acting voluntarily.

Patients are allowed under the act to rescind
their decision at any time and “in any manner.”

There is a 15-day waiting period between the
time of the request and the time the lethal drugs
are prescribed.

Medical association opposed I-1000

The Washington State Medical Association
(WSMA), with offices in Seattle and Olympia,
opposed I-1000, based on the testimony of most
of its membership, who spoke at a meeting of
that organization’s reference committee, prior to
it going to the WSMA’s policy-making House of
Delegates (HOD) meeting in 2007. 

At the 2008 HOD meeting in September, that
body passed a resolution that required the associ-
ation to publicize its position against I-1000.

In 2007, however, the reference committee was
considering a resolution to move to a neutral
position on physician-assisted suicide from its
earlier 1993 position totally against physician-
assisted suicide. 

“And that testimony really came from oncolo-
gists, hospice medical directors, and palliative care
specialists, and it was pretty powerful,” WSMA
president, Cindy Markus, MD, JD, tells MEA.

“We were impressed by the testimony from the
oncologists and hospice physicians that if people
are contemplating suicide, then they’re not getting
the kind of care that they should get,” she says.
“And one of our efforts, ever since the 1993 initia-
tive, has been to try to improve physicians’ ability
to treat the pain and other discomforts of terminal
life care and create a situation where people don’t
need the option — or don’t feel they need the
option — to end their lives.”

Among WSMA’s concerns regarding I-1000 is
that there is no requirement that there be a psychi-
atric evaluation for patients to determine whether
they may be clinically depressed, Markus says.

“We worry that even if you give them the pre-
scription at one moment in time, that they can, of
course, become depressed subsequently and per-
haps prematurely end their lives,” she says.

The WSMA also is “pretty concerned,” Markus
says, that there is no requirement that the patient’s
family be notified of his or her plans, although there
is a requirement that the patient be “counseled” to
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discuss it with his or her family.
“We as physicians know that often the anger

that these patients’ families may feel after such an
event as this can be directed at physicians, and of
course, we don’t want our patients’ families to be
angry with us,” she says.

The requirement that any measures that a
physician takes to help a patient with his or her
suicide under this act must be reported to the
state Department of Health is another concern of
the WSMA. As the initiative is scheduled to take
effect in March, WSMA says this does not give
the state authority sufficient time to establish a
framework and tracking mechanism for this
requirement.

“As I recall, there’s no penalty for not report-
ing, so things could happen under the radar and
under the table that we will never know about,”
Markus says.

A physician’s view 

J. Randall Curtis, MD, MPH, professor of
medicine and adjunct professor of health services
at the University of Washington, describes I-1000
and physician-assisted suicide as “a complicated
issue.” Curtis has done studies in end-of-life care.

“I think the medical ethics, as well as the pallia-
tive care fields, are deeply divided on this issue,
and I think that very well meaning and principled
individuals on both sides of the debate feel very
strongly about their points of view,” he says.

Aside from being difficult to resolve from a
“purely normative ethical standpoint,” Curtis
says he thinks that until high-quality palliative
care is available for all patients facing a terminal
illness, physician-assisted suicide will be among
the options considered.

“And I think that the majority of patients at the
end of life can have symptoms managed by high-
quality palliative care, making this option unnec-
essary,” he says. 

But, at the same time, it’s difficult to be “abso-
lutely dogmatic about it,” Curtis says, noting that
some people just like knowing they have physi-
cian-assisted suicide as an option, even if they
never decide to utilize it.

“There’s another reality of this dilemma — 
this problem,” he says. “In my experience, high-
quality palliative care [includes] the option of
what people call palliative sedation, meaning that
if symptoms become completely uncontrollable 
at the end of life,” it is possible to have people
sedated to the point that they are unaware of

what is happening.
Curtis says that if you include the option of

palliative sedation within high-quality palliative
care, it avoids some of the risks associated with
physician-assisted suicide. Those risks include
“incorrect diagnoses, which happen from time 
to time, coercion, or having people feel like they
really must exercise this option to protect others
from distress or financial ruin or what have you.”

Will physicians participate?

According to an essay in the Dec. 11 issue of
The New England Journal of Medicine,1 in Oregon in
2007, 45 physicians in that state wrote the 85 pre-
scriptions issued under that state’s physician-
assisted suicide, or Death with Dignity Act.

“Because of the nature of their medical prac-
tices or personal objections to involvement, most
physicians in Oregon have never written a pre-
scription for a lethal dose of medication . . .,”
wrote the essay’s author, Robert Steinbrook, MD.

Curtis agrees that, while he has not seen surveys
on the issue, many physicians will not participate.

“I think there are a number of physicians who
feel like this really is not a role physicians ought
to be playing,” he tells MEA.

Since I-1000 was an initiative put before the
public by a citizens’ group — which had a former
state governor, Booth Gardner, as its spokesman,
this issue received widespread attention.

Markus notes that to try to prevent the initia-
tive from taking effect would require a two-thirds
majority from the House and Senate. She notes
that I-1000 was a “very, very, very contentious
ballot initiative within the state.”

So, at this point, Markus says, the WSMA “has
decided not to try to modify the initiative through
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For more information about Washington state’s new
physician-assisted suicide law, contact: 
• J. Randall Curtis, MD, MPH, Professor of Medicine,

Division of Pulmonary and Critical Care, University of
Washington, Seattle. Phone: (206) 744-3358. E-mail:
jrc@u.washington.edu.

• Cindy Markus, MD, JD, President, Washington State
Medical Association. Seattle and Olympia, WA. Phone:
(206) 441-9762. E-mail: president@wsma.org.

• Tom Preston, MD, Board Member and Medical
Advisor, Compassion & Choices of Washington.
Phone: (206) 256-1636. E-mail: info@candcofwa.org.
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the legislative process.
“I just don’t think there’s much stomach in

Olympia, in our capital, to try to change something
that the voters so resoundingly passed,” she says.

“We have made our point known, and the voters
spoke, and I think we’re going to leave it that way,
unless, of course, we hear from members or citi-
zens that there are problems, and then obviously,
we would reconsider that position,” Markus adds.

(Editor’s note: Just prior to Medical Ethics Advisor
going to press, the Associated Press reported that a
Montana state district judge issued a ruling that
Montana residents have the right to physician-assisted
suicide. MEA will report on this in future issues.)

Reference

1. Steinbrook, Robert. Physician-assisted death — From
Oregon to Washington state. N Engl J Med 2008; 359(24):2,513-
2,515. ■

Brody case highlights
brain-death dilemma

The recent case of a 12-year-old boy named
Motl Brody brought attention not only to the

occasional dilemmas presented by the designa-
tion of brain death, but also how to address faith
traditions in determining death.

In the well-publicized case, according to pub-
lished reports, the Children’s National Medical
Center had declared Brody brain-dead; however,
his parents, of Brooklyn, NY, who are Orthodox
Jews, did not want their child removed from care
due to the fact that their faith indicates that death
does not occur until the heart and lungs stop
functioning.

Brody’s situation became a court case, with
reports suggesting that the hospital maintained
that because young Brody had been declared
brain-dead, which the District of Columbia recog-
nizes, he should be removed from the ventilator
and not allowed to occupy the ICU bed he was in
at that time.

According to an Associated Press article, the
family requested that a judge prohibit the hospi-
tal from doing further tests to determine brain
activity. The AP report states that the hospital
responded by asking a District of Columbia
Superior Court judge for permission to discon-
tinue treatment.

The hospital maintained that Brody’s brain had

begun to decompose, according to AP.
Ultimately, Brody died in mid-November

when his organs stopped functioning.

Hospital protecting resources?

John Banja, PhD, professor, department of
rehabilitation medicine; and medical ethicist at
the Center for Ethics at Emory University in
Atlanta, as well as director, section on ethics in
research, suggests that the hospital has a right to
protect scarce resources.

“Even more than a hospital saying, ‘Well, gee,
we might take a financial loss on this case.’ Even
more important than that is the fact that, often-
times, ICU beds are very scarce in hospitals,” he
notes. “And the idea that a person who is legally
dead is taking up such a bed and using the venti-
lator, using those resources might create a lot of
discomfort among hospital staff.”

In fact, Banja says, it could be argued that in
the case of such ICU beds, “somebody else maybe
deserves more or deserves better because they
have a treatable condition.”

Banja says his understanding from published
reports was that Brody’s parents “were not
demanding more aggressive treatment or
demanding treatment to keep him alive.” Rather,
they felt that they were religiously obligated to
keep him alive and to keep him on the ventilator.

“So, for them, it was a religious issue — not
even so much a clinical issue,” Banja says, adding
later that “the issue is: Should the state-funded
entity that operates — and must — as required to
acknowledge state law, should it make an excep-
tion in this particular case to respect and acknowl-
edge the exercise of religion by a family?”

The Brody case, he said, was a “pretty good
example of church vs. state.”

Hospitals can accommodate

In New Jersey, brain-death determinations are
exempted under law if they would violate reli-
gious beliefs. In New York, there is a state regula-
tion known as a “reasonable accommodation
clause.”

“What that means, no one is entirely sure of;
and we, over the years, have tried to clarify what
the state’s intent was of that regulation, but if
there’s a religious or moral objection to a brain-
death determination, we need to make a reason-
able accommodation,” says Joseph J. Fins, MD,
professor of medicine, professor of public health
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and professor of medicine in psychiatry at Weill
Cornell Medical College in New York, where he 
also is chief of the division of medical ethics and
director of medical ethics at New York Weill
Cornell Medical Center.

Over the years, the hospital has had “a number
of cases” wherein there was an objection to the
brain-death determination. Fins also has written
about the issue in a number of articles.

“I can’t go into specifics about individual cases,
but I can say that I think that it’s a difficult situa-
tion in that it creates a kind of secular vs. theolog-
ical divide,” he says.

However, Fins believes that the brain-death
category also “serves an important legal and
instrumental purpose in defining a category of
defining death so as to allow organ transplanta-
tion, which was its original impetus back in 1968,
after the Harvard Brain Death Criteria were
established.”

The state regulation requiring “reasonable
accommodation,” does not, however, mean that
the hospital cannot declare a patient brain-dead,
Fins notes. What it does mean is that the hospital
has to make an accommodation for the family to
be there and to “try to talk it through.”

“When we’ve had cases over the years, we’ve
sought [guidance from] sister and brother institu-
tions in the state and also from regulators,” he
says. “And there’s a vagueness to the term, I
think, probably intentionally.”

Fins says he finds it “helpful to look at brain
death as the ultimate in medical futility; that is,
anybody who is brain-dead is never going to
have any recovery from that state.”

Families with religious beliefs that do not rec-
ognize brain death, or have another definition of
death, see it differently. He notes that it is not
only one particular religious group, such as
Orthodox Jews, that does not recognize brain
death. Fins cites other cases involving patients
from Japan, China, and the Caribbean. 

“Most families who are not religiously inclined
will understand and accept it,” he says. “For
those families that come from a faith tradition
that doesn’t accept brain death, I think the ques-
tions have to be reformulated within the ethical
junctures of their tradition.”

Ways to accommodate faith

In cases where there is an objection to the brain-
death determination, Fins says he strives to under-
stand the family’s faith tradition. For example, in

Judaism, “there’s this notion of a ‘goses,’ which is
someone who is imminently dying,” he notes.

If the ventilator of a brain-dead patient is
removed, for example, the person may have
cessation of cardiopulmonary function, “because
they don’t have a brain stem, so they have no
respiratory drive,” Fins says.

With patients, Fins says he talks to the family
and says, “Look, whether you accept this person
as brain-dead, he or she can certainly be consid-
ered to be a goses, and Jewish law proscribes pro-
longing the dying process.”

The challenge is that in Jewish law, there also is a
requirement to seek healing, and balancing those
two obligations is sometimes difficult, he says. In
some instances, the hospital has brought in the fam-
ily’s rabbi to seek out his or her wisdom, and per-
haps a resolution.

“What we try to do is, one, we reframe it in
their own faith tradition without bringing up the
question of brain death — frame a compromise
position; and, two, make sure that what they’re
saying is actually part of an organized faith tradi-
tion,” Fins explains.

(Editor’s note: In next month’s Medical Ethics
Advisor, the newsletter will look further at the brain-
death determination.) ■

Brain-death determination
creates dilemmas 

While brain death is widely accepted as a
way of defining when death has occurred,

this determination, or category of death, can cre-
ate its own set of problems.

Typically, neurologists or other clinicians con-
duct tests for brain activity in cases where a
patient’s status is in question. According to John
Banja, PhD, professor, department of rehabilita-
tion medicine; medical ethicist, Center for Ethics
at Emory University in Atlanta, electrical pockets
of activity may remain in the body for some time
after the brain-death determination.

He suggests that for brain death to be deter-
mined, it requires “not just the upper part of the
brain, like you’d [see] in a vegetative state, but it
requires the brain stem to be permanently dead
as well,” Banja explains.

But the fact that electrical pockets of activity
remain — in some cases, for several hours — 
has “big ramifications” for purposes of organ
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transplantation, which is why such laws were
established, he says.

“The problem is this contradiction in the law,
because we’re saying that the patient’s whole
brain has [to] be dead; but when they meet all the

test [criteria], and then the transplant surgeons
want to come in and take their organs . . . there
are still some areas in these patients’ brains that
are still alive,” Banja maintains. “That’s the con-
tradictory nature of this phenomenon that we’re
dealing with today.

“Always remember this: that the definition of
death — defining death — is not a medical deci-
sion; it’s a political or social decision,” he says.
“In other words, it’s the society that has to have a
meaning, or an understanding, of what will count
as death in that society. Then, the society will
authorize certain people — like in our society,
physicians. In another society, it may be the witch
doctor, or whoever.”

Still, Banja says the brain-death determination
is practically useful for many people.

“Although the brain-death model might admit
certain imperfections, I do believe that it is very
pragmatically useful and that its drawbacks do
not morally outweigh its benefits,” he says.  ■
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end-of-life issues, contact:
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Kaldjian wins ‘Defining
Wisdom’ grant

“Defining Wisdom,” a project of The
University of Chicago across multiple

disciplines, awarded Lauris Kaldjian, MD, PhD,
in 2008 a grant to develop a framework for medi-
cal decision making.

Medical Ethics Advisor talked with Kaldjian last
November about what he expects to be a two-year
project.

“What I’m trying to do in this large work is to
do something that would actually be concrete and
practically useful at the end of the day,” Kaldjian
says.

He expects to develop a “conceptual frame-
work of wisdom” for clinicians that integrates
three domains: medical ethical reasoning, the
professional’s conscientious practice, and the
professional’s obligation to society.”

Kaldjian notes that a great deal of focus is
placed in medical ethics today on the patient’s
autonomy. However, he says, if a physician or a
clinician says, “What about me, what about my
autonomy? How do you start to fit those two
together?”

Kaldjian says he believes there is a struggle
with how to balance the needs of the patient to
the professional and against the needs of society.

An example scenario would be: duty to serve

in time of epidemic.
“You know, the experience with SARS in

Toronto and elsewhere in the world led to a lot of
head scratching and hand-wringing about when
should a physician or other clinician be willing to
sacrifice their own or their family’s welfare for
the sake of the social good and for patients in
need, etc.,” Kaldjian says.

The goal, he says, would be on one hand to
“first bring together what I call contrasting nor-
mative values,” including a deontological princi-
ples approach, a consequentialist, and a utilitarian
approach.

“How to understand these different approaches
would be to say that deontological principles
have to do with: What is the intrinsically right
action? Consequentialism has to do with: What is
the good state of affairs you are trying to accom-
plish by way of outcomes? But virtue ethics is
about: What is the morally good person, and
when you start talking about — not just what do

For more information about the “Defining Wisdom”
project and medical decision making, contact: 
• Lauris C. Kaldjian, MD, PhD, Director, Biomedical

Ethics and Medical Humanities Program; Associate
Professor, Department of Internal Medicine, University
of Iowa Carver School of Medicine, Iowa City. E-mail:
Lauris-Kaldjian@uiowa.edu.
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you think, or what will you do but who should
you be, you know now you’re stepping onto a
very different ground,” Kaldjian says.

He suggests that much of the ethical debate
and dialogue today and in the past has been “not
necessarily to do with what are our different
options, but trying to figure out how to prioritize
those options,” he points out.

He says one concise and helpful definition of
wisdom is “the attempt to assess the value of dif-
ferent ends and to determine the best means to
achieve those ends in particular circumstances.”

“The reference to wisdom is not meant to be
abstract and sophisticated,” Kaldjian says. “It’s
really meant ultimately to try to create a framework
that makes sense to clinicians and helps them
understand what it is they’re trying to accomplish,
and to come up with a justification for it as well.”  ■

RNs moving into CR jobs
must change their mindset 
Experts say different missions can be confusing

One ethical dilemma nurses face when they
move from clinical care to clinical research

(CR) is the way the two fields’ missions are differ-
ent with regard to patients.

In fact, many argue that clinical research partic-
ipants should not be called “patients,” even when
they are visiting a hospital or clinic partly for
patient care and partly for their research visit.

The problem is training nurses to view these
people differently.

“This is a very serious problem, and nothing is
being written about it,” says Carlton A. Hornung,
PhD, MPH, a professor of medicine in the depart-
ment of epidemiology and population health and
the director of the Office of Education and Career
Development in the Clinical and Translational
Science Institute of the University of Louisville
(KY).

“Certificate nursing schools and baccalaureate
nursing schools really do not train nurses in what
are the ethics for clinical trials,” he says.

Since a majority of clinical trial subjects now are
enrolled at nonacademic medical sites, such as pri-
vate doctors’ offices and outpatient medical clinics,
this issue has to be more of a priority, Hornung
notes.

While academic medical centers could provide

training to groups of nurses and CR staff, small
clinical trial sites have to handle this on a more
individual basis.

But anecdotal evidence suggests CR sites are
not doing an adequate job of providing ethical
training to their nursing staffs, Hornung says.

“One study I saw from a student obtaining her
master’s degree at the University of Louisville
found that 70% of nurses do not believe a patient in
a clinical trial is getting the best care,” he explains.

Opposing philosophies

This contradiction could be explained by the
different philosophical attitudes nurses have vs.
trained CR professionals.

“Nurses are trained that their first obligation is
to the patient and what they see as the patient’s
best interest,” says Mark Rothstein, JD, director
of the Bioethics Institute at the University of
Louisville (KY) School of Medicine.

“But nurses also have an ethical responsibility
to respect the self-determination of their patients,”
Rothstein adds. “And if a patient provides
informed consent to participate in a clinical trial,
then the nurse should not deviate from the proto-
col on the grounds that he or she thinks it’s not
the standard therapy or that it’s an undue burden
on the nurse.”

It’s the researchers’ responsibility to make sure
the clinical trial staff are well educated about what
they need to do and why it’s important, says
Pamela Normandin, RN, MSN, CCRC, a clinical
nurse specialist in the office of research at Iowa
Lutheran Hospital in Des Moines.

“It takes time up front training nurses, and I
know a lot of research groups don’t do it,” she says. 

“I work in a hospital where there are many
research groups,” Normandin adds. “And some
do a really good job, and some do not.”

The key is the upfront training, because that is
what could make or break a trial, she says. (See
story about strategies for training CR nurses, p. 8.)

The consequence of not teaching nurses about
research ethics is that it’s difficult for some nurses
to fully grasp the importance of clinical research
equipoise, Hornung says.

Research subjects often are randomized to a
new drug or treatment or to standard care or a
placebo, and no one on the research team knows
which patient receives which treatment. Also, no
one knows for certain which will be better for the
patient until the data are collected, he explains.

“Nurses are committed to providing the best
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possible care to their patients, and they’re not
always in agreement that the clinical trial proto-
col is the best possible care for a patient who is
randomized to one arm or another,” Hornung
explains. “And when those nurses do not adhere
to the protocol and provide instead what they
think is the best care, you end up with lost data,
and the research subject’s rights are violated.”

This problem often is subtle.
For example, a nurse may delay obtaining a CR

blood draw because the time for which it’s sched-
uled is inconvenient for the research subject. Or
maybe the nurse also has other clinical staffing
duties and another patient needs emergency atten-
tion at 4 p.m. when the blood draw is scheduled,
and so she’s delayed by two hours in getting to the
research participant.

“That might render whatever readings you get
from the blood draw invalid,” Hornung says.

“On one hand this is an ethical dilemma for
nurses under certain conditions, especially in acute
care situations,” he adds. “And it’s a problem for
floor nurses given the incredible demands put on
them with the number of patients they have to
handle.”

Full training critical

The solution is to make certain all nurses who
move into clinical trial work are fully trained.

“What I want to do is make sure that nurses
working in academic medical centers where there
are numerous clinical trials going on are aware of
the atmosphere in which they’re working,” says
Rothstein.

“Many of their patients are involved in clinical
trials, and they need to know what the conse-
quences of that are and what are the ethical duties
of nurses who work in clinical research,” he adds.

The only time nurses should question a clinical
trial is if there’s an unanticipated adverse event to
a drug or if the nurse believes there is something
unethical about the trial itself, Rothstein notes.

The solution is for academic institutions and
individual research sites to provide specific ethi-
cal training to their nursing staff, focusing on
how clinical trial care differs from clinical care,
Rothstein and Hornung say.

“In addition, institutions need to provide back-
up support for nurses,” Rothstein says.

For example, in the scenario of a nurse who
misses a scheduled clinical trial blood draw
because of having to handle a patient in crisis
down the hall, it’s the research site’s fault for not

providing that nurse with backup support, he
explains. “Institutions need to have quick, easy
access to the research coordinator or investiga-
tors if there are questions or emergencies,” he
adds.  ■

Strategies for training 
and supporting CR nurses
Basic research ethics education needed

Clinical trial (CT) sites should be providing
research nurses and other staff with the best

possible foundation in clinical research ethics, as
well as helping them make the transition from
clinical care to research trials, experts say.

Here are some suggestions to improve their
training and provide adequate support:

1. Get rid of the term “guinea pig.”
Clinical trial nurses and coordinators sometimes

will hear CT participants or fellow medical work-
ers call research subjects “guinea pigs,” and it’s up
to investigators and CT sites to dispel this myth.

“When nurses perceive clinical trial subjects 
as guinea pigs, then we have the stage set for a
problem,” says Carlton A. Hornung, PhD, MPH, 
a professor of medicine in the department of epi-
demiology and population health and the director
of the Office of Education and Career Development
in the Clinical and Translational Science Institute of
the University of Louisville (KY).

“Patients and subjects in clinical trials are not
guinea pigs,” he contends. “We start clinical trials
from the basic ethical principle of equipoise,
meaning we don’t really know what the best care
is, and we don’t really know the best way to do
something.” Since researchers don’t know what
the best treatment is, it’s most ethical to random-
ize patients to Treatment A and Treatment B with
their informed consent, he explains.

“When we obtain informed consent, we explain
to them that we don’t know which treatment is 
best and their participation in the trial will help to
answer that question for future patients,” Hornung
says.

“When nurses don’t understand this concept,
we end up with situations where they think 
they might know better, but they don’t because
nobody knows the answer,” he adds. “So the idea
that patients in clinical trials are guinea pigs is
just not true.”
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2. Teach research nurses about placebo-
controlled trials.

New research nurses should be told about how
placebo-controlled trials work, and they can be
reassured that the ethics and appropriateness of
such studies are thoroughly reviewed by an institu-
tional review board (IRB), says Mark Rothstein,
JD, director of the Bioethics Institute at the Univer-
sity of Louisville School of Medicine.

“I think there are many misconceptions about
the role of the IRB and what kind of research is
approved,” Rothstein says. As part of the educa-
tional program at the University of Louisville
School of Medicine, the Bioethics Institute might
bring in the IRB chair of a research administrator
to talk with nurses about the IRB’s criteria for
approval, Rothstein says.

“We would also have them discuss the criteria
that are used when a study is terminated, because
it’s either causing adverse consequences,” he adds.
“Or maybe it’s been so successful that it can be
extended to treat people in the control group when
we have findings that a treatment has extraordi-
nariy value.”

3. Explain the concept of informed consent.
“I think nurses can understand the concept

that they’re supposed to respect the autonomy of
the patient — that’s part of their code of ethics,”
Rothstein says.

“You shouldn’t enroll people in research stud-
ies unless they have all the information that’s rel-
evant to making a decision about whether or not
to participate,” Rothstein says. “And participants
give their knowing, informed consent to do this,
so they’re willing to accept certain risks of harm
because there is either a possibility of benefit to
them or because it’s an act of altruism.”

4. Train CT nurses when a new trial begins.
As soon as a clinical trial begins, the site

should provide CT nursing staff and coordinators
with a schedule of each protocol activity, suggests
Pamela Normandin, RN, MSN, CCRC, a clinical
nurse specialist in the office of research at Iowa
Lutheran Hospital in Des Moines.

“I make schedule cards for nurses,” Normandin
says. “I write on these exactly when things have
to happen, and I write in direct orders that the
physician will sign.”

A CT coordinator or investigator should take
time to make tables, write orders, and provide
notes about the study . . . all for the purpose of
reminding nurses of their CT tasks, she says.

“I do everything I can to remind nurses,”
Normandin says. “I call nurses and give them a

little personal attention, and if I know there’s 
a less-experienced nurse, I’ll be a little more
vigilant.”

Normandin also speaks with nurses about evi-
dence-based practice, and she’s provided educa-
tional sessions for continuing education unit
(CEU) credit. “If you give them CEUs, nurses will
come,” she adds.

5. Give nurses someone to call if they have
any questions.

“I encourage my nurses to always ask me ques-
tions if they have any concerns,” Normandin says.
“I think it’s important for them to be able to call me
24/7.”

Normandin answers their questions as best she
can.

6. Reinforce the message that CT care is dif-
ferent from standard medical care.

CT investigators and administrators need to
teach nurses that the main difference between CT
research and clinical care is that there will be a
different kind of intervention than would nor-
mally be the case, Rothstein says.

“The intervention might be more efficacious
for the patient as in the case of a new drug that
might be more effective with fewer side effects
and lower doses,” he explains. “But you never
know unless you actually try it on patients, and
you need controlled clinical trials to evaluate the
effectiveness of the drug.”

Also, they should teach nurses that before an
investigational drug reaches the clinical trial stage,
it has successfully gone through many other stages
that research goes through, Rothstein adds.

“It’s only at that point of the clinical trial where
there’s a reasonable knowledge of the benefits
and risks,” he says.

“It’s easy to get that point across,” Rothstein
says. Plus, it’s important to remind nurses that
many common treatments they take for granted
are, in fact, experimental as well.

“There are certain areas of medicine where if
we took out research uses, we’d have nothing to
offer patients,” he adds. “For example, most of
the drugs that are used in pediatric oncology are
not approved for that use; they’re approved for
adults, and yet we have to use them for children.”

Even many frontline therapies for adults are
investigational or off-label uses of other approved
drugs, Rothstein says.

“Many clinicians, nurses, and some doctors
would be very surprised at the high percentage of
research treatments that affect standard therapy,”
he adds.  ■
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AMA asks TJC for time 
on disruptive docs

The House of Delegates of the American Medical
Association (AMA) in Chicago at its November

2008 meeting in Orlando voted to ask The Joint
Commission for a moratorium on its disruptive
physicians policy, introduced in July 2008 and
scheduled to take effect Jan. 1, 2009. A decision on
the matter was not reached prior to press time.

A spokeswoman for The Joint Commission, in
Oak Brook Terrace, IL, confirmed that the AMA’s
request for a moratorium, as well as a more spe-
cific definition of what constitutes a disruptive
physician, is “under review.”

Other actions considered included:
• At the HOD meeting, delegates also consid-

ered a proposal on how to best conduct activi-
ties related to “secret shoppers.” Such patients
are paid to visit physician offices or institutions
— even emergency departments — to provide
feedback on such things as customer service and
quality of care to third-party payers or to those
facilities. However, it was recommended that the
resolution not be adopted.

According to the Report of Reference Commit-
tee on Amendments to Constitution and Bylaws;
“Though there was testimony in favor of referral
back to Council on Ethical and Judicial Affairs for
a report that declared the use of secret shoppers
to be unethical, testimony overall asked that this
report not be adopted.”

• Forced repatriation of immigrants by hospi-
tals also was considered by the HOD. The HOD
considered a resolution that asked the AMA to
oppose forced deportation of patients.

According to the reference committee report,
“Testimony for this resolution was divided, but wit-
nesses generally concurred that repatriation poses
significant professional challenges for physicians. It
was suggested that the overarching concern in this
matter involved inappropriate discharge of patients
more than immigration status specifically.”

Because it was suggested that “more appropriate
framing would speak to physician participation in

forced deportation of medically unstable patients,”
the resolution was referred to the board of trustees
for another report to be presented to the HOD in
2009.  ■

Hospitals face difficulty 
in disaster preparation

Anew study published Nov. 13 in the Chicago-
based American Medical Association’s (AMA)

Disaster Medicine and Public Health Preparedness
journal found that consistent, evidence-based per-
formance measurements are needed to accurately
evaluate hospitals’ ability to manage patient care
during a disaster, the AMA says.

The study was released online and was to be
published in the journal’s December 2008 issue.

“Although health care institutions regularly
perform quality assessments of routine clinical
services, few metrics are available to evaluate 
the quality of their emergency management
initiatives,” lead author Eliot J. Lazar, MD, MBA,
vice president of medical affairs and chief medical
officer at New York-Presbyterian Healthcare
System, said in a news release. 

“The need for universally accepted, evidence-
based performance measures continues to grow, 
as hospitals must be able to demonstrate their
progress or needs for disaster readiness,” he said.  ■

Yale Law professor and
physician Jay Katz dies 

Yale Law School professor and physician Jay
Katz, MD, died Nov. 17 at age 86, according

to the school’s web site. 
Katz, who died of heart failure, “made profound

contributions in the areas of law, medicine, and
ethics. He was a leader in the area of reproductive
technology law and ethics,” according to the school.

“As a doctor steeped in the law, Jay Katz
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illuminated better than anyone has before or since
the complex of medical, legal, and ethical choices
that haunt the silent world of doctor and patient,”
said the school’s dean, Harold Hongju Koh, JD.

Katz was the author of several books, includ-
ing The Silent World of Doctor and Patient.  ■

UK ethicist remarks 
on dementia patients

United Kingdom’s Baroness Mary Warnock,
considered an expert on medical ethics, cre-

ated a stir in late 2008 with her suggestion that
those in the UK with dementia have a duty to die,
so as not to strain public health resources.

She was quoted in an article in a Church 
of Scotland publication as saying, “If you’re
demented, you’re wasting people’s lives — your
family’s lives — and you’re wasting the resources
of the National Health Service.”

Her views created buzz on both sides of the
Atlantic.

J. Vincent Guss Jr., MDiv, chaplain of Falcons
Landing Air Force Retired Officers Community in
Potomac Falls, VA, says, “I definitely agree with
her, on a moral basis, that a person has the ‘right’
to choose whether or not to prolong life with
antibiotics, aggressive medical treatment, etc.,

even if pain or terminality are not issues.
“One can make the decision for oneself and

choose an advocate to carry out that decision to
abate medical treatment, even in cases and reason
of dementia,” he adds.

Guss says it is “quite another thing to jump to
the next level of proposing a person has the ‘duty
to die’ or to say, as she is quoted, that just because
she does ‘. . . not want to continue to be remem-
bered in a state of dementia,’ that such a state of
being renders others ‘useless . . . and a waste to
the National Health Trust.’”

Guss adds that this thinking is “not consistent
with morality or bioethical principles.” ▼

UK airs patient dying 
on camera, reports say

At press time, the United Kingdom also was
getting attention for the airing of a documen-

tary showing a case of assisted suicide on televi-
sion in that country — and the patient’s dying on
camera, according to an Associated Press report. 

The AP report said the decision to air the death
on television prompted headlines and even a
debate in Parliament, with Prime Minister Gordon
Brown asked about the appropriateness of airing
the suicide on camera for public view.

The AP said the documentary previously had
been shown on Canadian and Swiss television
and at numerous film festivals.

The AP report stated that the documentary
originally was titled “The Suicide Tourist,” but
was renamed “Right to Die?” for the broadcast in
Britain.

Assisted suicide is illegal in Britain, and the
death appearing in the documentary was filmed
at a Swiss clinic, the AP reports.  ■
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CME instructions

Physicians participate in this continuing medical
education program by reading the issue, using

the provided references for further research, and
studying the questions at the end of the issue.
Participants should select what they believe to be
the correct answers, then refer to the list of correct
answers to test their knowledge. 

To clarify confusion surrounding any questions
answered incorrectly, please consult the source ma-
terial. After completing this activity with the June
issue, you must complete the evaluation form pro-
vided and return it in the reply envelope provided to
receive a credit letter. When your evaluation is
received, a credit letter will be mailed to you.  ■

CME objectives

After reading each issue of Medical Ethics Advisor,
you will be able to do the following:

• discuss new information about hospital-based
approaches to bioethical issues and developments
in the regulatory arena that apply to the hospital
ethics committee;

• stay abreast of developments in bioethics and
their implications on patient care, risk management,
and liability;

• learn how bioethical issues specifically affect
physicians, patients, and patients’ families. ■
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CCMMEE  QQuueessttiioonnss

1. Washington state voters approved I-1000 on
Nov. 4, 2008, which allowed physician-assisted
suicide by permitting physicians to prescribe
lethal drugs that patients would then self-
administer.

A. True 
B. False

2. Which of the following approaches does
Joseph Jack Fins, MD, suggest?

A. Framing the death according to faith-based
religious law.

B. Telling families that the patient is no longer
suffering.

C. Not discussing the death with the family.

3. Health care professionals in New York must
abide by a “reasonable accommodation”
clause in dealing with patients who may have
moral or religious issues related to a patient’s
care.

A. True
B. False

4. There are no areas of concern among ethi-
cists relating to the brain-death determination.

A. True
B. False 

John D. Banja, PhD
Associate Professor

Department of
Rehabilitation Medicine

Emory University
Atlanta

Nancy Berlinger, PhD, MDiv
Deputy Director and
Research Associate    
The Hastings Center

Garrison, NY

Arthur R. Derse, MD, JD
Director

Medical and Legal Affairs
Center for the Study

of Bioethics
Medical College of Wisconsin

Milwaukee

J. Vincent Guss, Jr., MDiv
Journal of Pastoral Care
Editorial Board for the

Association of Professional
Chaplains

Chaplain of Falcons Landing
Air Force Retired Officers

Community
Potomac Falls, VA

Marc D. Hiller, DrPH 
Associate Professor

Department of Health
Management and Policy

University of New Hampshire
Durham, NH

Paul B. Hofmann, DrPH 
President

Hofmann Healthcare Group
Moraga, CA

EDITORIAL ADVISORY BOARD

Consulting Editor: Cynda Hylton Rushton
DNSc, RN, FAAN

Clinical Nurse Specialist in Ethics
Johns Hopkins Children’s Center, Baltimore

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com

To obtain information and pricing on group
discounts, multiple copies, site-licenses, or
electronic distribution please contact:
Tria Kreutzer
Phone: (800) 688-2421, ext. 5482 
Fax: (800-284-3291
Email: tria.kreutzer@ahcmedia.com

Address: AHC Media LLC
3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA

CME answers
1. A; 2. A; 3. A; 4. B.

BINDERS AVAILABLE

MEDICAL ETHICS ADVISOR has sturdy plastic
binders available if you would like to store back issues
of the newsletters. To request a binder,
please e-mail binders@ahc
media.com. Please be sure to include
the name of the newsletter, the sub-
scriber number, and your full address. 

If you need copies of past issues or pre-
fer on-line, searchable access to past issues, go to
www.ahc media.com/online.html.

If you have questions or a problem, please call a cus-
tomer service representative at (800) 688-2421.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


