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Hospital Ethics Committees 
ne of the most important 
developments in health care 
in the last decade has been 

the widespread establishment of 
hospital ethics committees (HECs). 
The Center is deeply involved with 
HECs, providing leadership to the 
Saint Joseph Hospital committee, 
offering consulting services to other 
hospitals' committees, and conducting 
an annual educational program for 
committee members. 

Several events in the U.S. spurred 
the hospital ethics committee move- 
ment. The court in the 1976 Karen 
Ann Quinlan case recommended that 
they be established to help with deci- 
sions involving the removal of life 
support. The 1982 "Baby Doe" case 
resulted in the establishment of infant 
care review committees to monitor 
the treatment of handicapped 
newborns. A presidential commission 
in the following year called for 
establishment of such committees in 
all hospitals. Shortly afterwards, such 
committees were endorsed by the 
American Hospital Association and 
the American Medical Association. 
Rapid growth followed. In 1982 only 
one percent of hospitals had ethics 
committees. By 1987, sixty percent 
had them. The percent continues to 
increase into the 1990s. 

The functions of hospital ethics 
committees include providing an in- 
terdisciplinary forum for education on 
ethical problems in patient care, draft- 
ing hospital policies on controversial 
questions (Do Not Resuscitate orders, 
for example), and providing a con- 
sulting service on difficult cases. This 

last function-ethics consultation-has 
drawn the most attention from 
scholars and from the general public. 

Two features appear to be com- 
mon to most HECs. First, use of the 
consulting service is optional. In the 
mid-1980s, federal scrutiny of possible 
discrimination against handicapped 
newborns led some hospitals to 
mandate ethics committee review of 
decisions to withdraw or withhold 
life support from these patients. This 
pattern is rarely followed now. 
Typically, use of the consultation 
service is voluntary. Secondly, the 
advice offered by the consulting team 
is just that-advice. Decision-making 
remains in the hands of patients or 
their surrogates working with their 
attending physicians. 

Although there is no such thing 
as a typical consult, experience at the 
Center suggests that consults are 
most frequently requested when a 
decision about withholding or 
withdrawing life support has to be 
made for an incompetent patient. Too 
often patients do not leave instruc- 
tions about the life support measures 
they want-or don't want. Even when 
they dol key parts of verbal or written 
instructions ("Don't prolong my dying 
artificially; I want no heroic measures;" 
etc.) often need interpretation in the 
context. 

At Saint Joseph Hospital, the con- 
sulting team employs the traditional 
framework of ordinary versus extra- 
ordinary measures. The former 
measures should always be provided 
and accepted. The latter measures are 
optional, sometimes wrong, to 
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irst they meet the beautiful and 
seductive patient, the poor child 
with bleeding gums and the 

WIV-positive gay lawyer. These people 
are incarnated with as much warmth 
and distinct per- 
sonality as the 
instructor can 
conjure up, so 
that the dental 
students can en- 
vision them in 
their practice. 

These are the 
protagonists in 
;he cises created and used by Center 
faculty in teaching ethics to the 

provide or accept. Any medical 
measure-from respirators to anti- 
biotics to artificial feeding-can be 
extraordinary if it provides no 
reasonable hope of benefit to the 
patient or the benefits it does provide 
are outweighed by the burdens pro- 
duced by the measure. When ethics 
consultants, working with the health 
care team and the family, judge that a 
measure is extraordinary for the pa- 
tient, their advice will generally be to 
withhold or withdraw it. The pa- 
tient$ death is then accepted and 
every effort made to make the patient 
as comfortable as possible. 

Physicians and families who use 
hospital ethics committee consulta- 
tions typically are grateful for the 
opportunity to address the ethical 
dimensions of difficult decisions. 
Because contemporary health care 
confronts so many ethical issues, the 
newest clinical application of ethics, 
the hospital ethics committee, is 
probably here to stay. 

Creighton University School of Den- 
tistry students. These cases illustrate 
and elicit ethical values, quandaries, 
and fundamental ethics principles 
such as autonomy, beneficence, non- 
maleficience, and justice. The prin- 
ciples are identified in an inductive 
fashion from the real-life professional 
issues in each case. (This is in con- 
trast to the deductive manner in 
which students in moral philosophy 
might first learn the principles in 
the abstract, then apply them to 
hypothetical cases.) 

Using the case study method to 
teach dental students capitalizes on 
several realities: actual cases that they 
may see in their own practices are 
exciting to the students, strongly 
emotional and contrnry values are 
identified, and their lack of education 
in philosophy does not become a 
barrier to the analysis. 

Once the scenario is constructed 
and the strong emotions acknowledged, 
the students are led with questions 
such as: What are the facts in the 
case? What are the dentist's obligations 
to the patient and to the relev& 
third parties, or stated differently, 
what are the ethical principles involv- 
ed? Are there conflicting obligations, 
or principles? What are the possible 
courses of action? What is the one 
most compelling course of action 
given the balance of benefits and 
harms and the ethics principles? 

These will be recurring questions 
faced by Creightcm dental alumni 
as they step into an increasingly 
complex world of practice. The 
Center, working with key faculty in 
the School of Dentistry, provides 
ethics instruction in two courses and 
a seminar in order to equip the 
students for ethics decision-making 
in their dental practice. 

n r 
The Center is pleased to announce that Robert J. 

McQuilIan, M.D., has joined the faculty at the Center 
for Health Policy and Ethics. An anesthesiologist, 
Dr. McQuillan graduated from Creighton University 
School of Medicine in 1988. During his residency, he 
served on the American Medical Association's Council 

on Ethical and Judicial Affairs. Currently, Dr. McQuillan is a member of the 
Committee on Ethics for the American Society of Anesthesiologists. 

Center rZs 
In its November 4, 1992 edition 

that contained a number of articles by 
Creighton University faculty members, 
including one by Charles J. Dougherty, 
The jourtml of the Avzerican Mdrcd  
Associatimz noted the activities of the 
Center for Health Policy and Ethics. 
In two features, the medical journal 
highlighted the Center's efforts in the 
areas of health care reform and in 
developing a comprehensive approach 
to ethics education for medical 
students. 

I Intern 
Joseph Acierno, M.D., a third year 

student at Creighton University 
School of Law, joins the Center for 
the spring term as a legal intern. 
Dr. Acierno received his medical degree 
from Creighton University School of 
Medicine in 1987. 
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hile practicing community 
health nursing in the 
mid-80s, I noted that 

families with high-risk infants 
expressed needs related not only 
to their integration of a new member 
into the family, but also to a continuing 
reexamination of the pregnancy, birth, 
and hospital experiences. Families 
were motivated to satisfy for themselves, 
the rightness or wrongness of actions 
and behaviors during these periods of 
time. In order to better understand 
and support these families, I sought 
information about this decision process. 
I focused on ethical decision making 
and newborns as discussions with 
families led me to believe this was 
the dimension of care they were 
exploring. The existing literature 
emphatically addressed the presence 
of ethical issues and dilemmas during 
a high-risk pregnancy or in the high- 
risk nursery. However, few discussions 
or studies represented the parental 
perspective based on actual dialogue 
with parents. My research project has 
proceeded through several phases over 
the past seven years. 

First, a pilot study with five fardies 
from my cofnmunity health practice 
was conducted; in-depth interviews 
explored parental perceptions and 
perspectives of neonatal intensive 
care, focusing on the ethical dimen- 
sion. The pilot study documented the 
potential usefulness of a more exten- 
sive research project. Phases one and 
two, interviews prior to the infant's 
discharge from the hospital's neonatal 
intensive care unit (NICU) and at six 
months postdischarge, were then 
implemented with 32 families through 
funding from Health Future Founda- 
tion at Creighton University. Phase 

A Longitudinal Study 
three is currently in process; this 
phase includes interviews with these 
same families at three to four years 
post discharge and is funded by a 
Bioethics Grant from the National 
Center for Nursing Research, NIH, 
Washington, D.C. 

Pinch w i t h  neonate find mother. 

Data from all phases strongly 
support the parents' perception of a 
lack of involvement in ethical decision 
making for their high-risk infant. The 
predischarge phase was labeled 
"medicalization of parenting." This 
phenomenon represents the families' 
descriptions of decision making by 
health care professionals in NICU, 
rather than themselves. Families 
clearly articulated their belief that 
treatments would be initiated or con- 
tinued regardless of their preference, 
with or without their consent. Parents 
generally accepted these circumstances 
and failed to express any strong 
desire to change their situation. There 
was an inability to cogently discuss 
either the infant's status or the 
medicallnursing care required. In the 
six month post discharge interview, 
parents expressed an emotional in- 
vestment in their, review of the NICU 
experience. At this phase, labeled 
"emerging ethical consciousness," 
parents questioned decision making 
and their roles in that process. The 
implications of this decision making 
for family life, given the outcome of 
the child(ren), was a shocking reality 
for some parents. Facing the future 
was a serious challenge. The process 

Making in NICU: 

thus far matches the work of a 
theoretician which affirms this inter- 
pretation of the data from these 
families. The analysis of Phase Three 
is in process and the first report of 
the results will be presented at the 
Sigma Theta Tau International 
Research Congress in Madrid, Spain, 
June 20-21, 1993. 



Doughetfy Aids Transition Effort 
n early January, the Clinton health 
care transition team brought a 
health care delivery task group to 

Washington to help assess the new 
~dmini's'tration's hbalth care reform 
plans. Center Director, Charles 
Dougherty, served on the task group 
as chair of one of its five committees. 

The health care reform plan was 
not fully developed at that point in 
January. Clinton had asked the transi- 
tion team to present options within 
the framework he had articulated 
during the campaign. That framework 
is "managed competition." In broad 
outline, managed competition will 
likely entail a national health board 
that defines a core benefits package. 
All employers will have to provide 
their employees with alternative 
health plans that cover the core 
benefits, with public subsidies going 
to marginal businesses. A structure of 
health insurance purchasing 
cooperatives will allow smaller 
businesses and individuals to buy the 
core coverage at group rate discounts. 
Incentives will be created to en- 
courage employees to choose less ex- 

pensive plans and purchase of plans 
that go beyond the core package will 
be discouraged. Managed care plans 
like HMOs are thought most likely to 
succeed in this competitive environ- 
ment. The hoped-for result will be 
universal coverage with cost 
containment. 

Dougherty's committee developed 
recommendations on the pace of 
universal coverage, the nature of the 
core benefit package, the proposed 
health insurance purchasing 
cooperatives, and the impact of 
reform on the health professions. 
Committee recommendations were 
assembled by the transition team as 
part of the process of developing 
options for the President. 'There 
was a clear consensus among the 
transition team and the task group 
members," said Bougherty, "that 
Clinton places a high priority on 
health care reform. Appointment of 
Hillary Rodham Clinton to head the 
effort to produce a legislative pro- 
posal for Congress is a sign of the 
urgency the President attaches to 
the issue." 

Shortly after his work with the 
transition team, Dougherty addressed 
an Annapolis retreat of 120 Senate 
and House legislative aides on the 
ethical issues at stake in health care 
reform. The meeting was sponsored 
by the Catholic Health Association 
and Senator Jay Rockefeller's Alliance 
for Health Care Reform. The goal of 
the retreat was to bring leading 
Congressional staffers up-to-date on 
the transition team's efforts and to 
prepare the way for swift Congressional 
action on administration health care 
proposals. 
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