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Clinical ethics committees (CEC) and ethics consultation have undergone a rapid development in Germany during the last years. It soon became obvious among those involved in the implementation process that adequate training programs were needed. Special qualifications predetermine the success of ethics consultation both on the level of individual case liberations and on the institutional level. A task force in the German Academy of Medical Ethics (Ethik in der Medizin, AEM) developed and published a curriculum for teaching programs on ‘ethics consultation in hospitals’.

In accordance with this curriculum in 2003, an ethics education program was established in Hannover (Qualifizierungsprogramm “Ethikberatung im Krankenhaus”) as a cooperation between the German Academy of Medical Ethics (AEM), the Centre of Health Care Ethics (Zentrum für Gesundheitsethik, Hannover, ZfG), the Hannover Medical School (MHH) and the Ruhr-University Bochum.

The program offers a 5-day basic module and several advanced modules. The basic module covers topics such as ethics in the hospital structure and models of ethics consultation, implementation of clinical ethics committees and institutional ethics. The 2-day advanced modules deal with specific issues of clinical ethics such as end-of-life decision-making and terminal care, advance directives and mediation of ethics consultation.

Since 2003, about 290 health care professionals with different professional background participated in this nationwide training program. Experiences from the educational program will be reflected concerning course content, didactic methods, evaluation and characteristics of participants. An outline about future developmental steps will be given.    
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This paper seeks for a proper definition of the ethical expertise of the moral philosopher in the context of clinical ethics consultation – either as an active member of a clinical ethics committee or as an individual counsellor at the bedside. Therefore, in a first step, I will distin-guish two different types of competences the moral philosopher ought to possess.

My thesis is that moral philosopher does not only have analytical core competences but also some discipline specific competences. Both competences enable her to identify and solve moral problems in the context of a patient’s individual situation.

His or her skills help the counsellor to decide about a specific situation in a transparent, con-sistent, and differentiated way. He or she can help the persons to formulate the reasons for her suggestions or decisions in the form of a properly formulated argumentation, and to point out clearly which ways of action would be appropriate to take. The work of the moral philoso-pher thus considerably improves the ethical quality of the decisions. He or she is able to pro-vide the responsible doctors and the medical team with several alternative options how to deal best with a specific problem and to help them to justify their decisions by proper rea-sons.

In general, one of the main tasks of the clinical ethics committee is to deal with moral prob-lems and uncertainties that arise from medical treatment in a solution oriented way. Clinical ethic committees give the deciders some advice on an interdisciplinary and multi-professional basis. It is the aim of the committee to reach a consensus that mirrors the opin-ions of all actors involved. This consensus articulates a morally qualified recommendation of how to proceed with a patient’s treatment. Thus, the main aim of the committee is to reach an ethically well-founded recommendation or decision.

In order to characterize the competences of the moral philosopher, I distinguish two sorts of competences: first, key competences [core competences], and second discipline specific competences.

Key competences are those that a philosopher is trained in by his or her academic educa-tion. These competences are especially found in philosophers, but of course also in other professional groups. For example, a philosopher should be able to analyze a problem in terms of its structure and content, to identify its relevant details and to consider them when evaluating the problem as a whole.

The discipline specific competences, however, are of even greater importance for the proc-ess of consultation, because they are the crucial ones for ethical expertise. Among them is the capability to properly identify a problem and to distinguish it from others. It is not enough to separate the moral aspects of a problem from the non-moral ones, like for example its le-gal or psychological ones, although this is what is most ethics committees actually do. As Mathias Kettner correctly remarks, it is primarily the non-moral aspects that lead into moral uncertainties.

Further, it is another important task of the moral philosopher to analyze the vocabulary or terminology that is used by the medical profession. At a first glance, in medical science, many technical terms seem to be merely descriptive. At closer inspection, however, they turn out to have important evaluative connotations. Among them are expressions like “medical prognosis” or “the usefulness of therapy” that deserve further investigation. 

One has to unmask the hidden evaluative aspects in order to enable the discussants to talk frankly about the valuations and normative implications the terminology exposes.

It makes sense to use the moral intuitions of the consultants as a starting point of an ethics consultation. Therefore, one major task of the professional ethicist is to pick up the moral convictions involved, and to provide them with a more general, theoretical basis. By doing this, it can be shown which consequences the intuitions imply in the face of similar cases. Professional philosophers are able to analyze arguments and to decide whether they are logically valid or whether they lead into contradictions. In my talk, I will elucidate this in the light of some practical examples.
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Emotions are an important intellectual part of the concrete moral life. At the same time, few clinical ethicists and few conversation methods for moral case deliberations pay attention to emotions. Participants of moral case deliberation sessions sometimes complain that they feel that their emotions and their stories are being reduced to rational and logical argumentations. This presentation will reflect on the role of emotions during the practice of moral case deliberations. Subsequently, the presentation deals with: A) the rise and the meaning of moral deliberation projects; B) the role of emotions in current moral deliberation practices; C) a theoretical view on emotions which stresses the importance of emotions for moral deliberation; and D) a specific method for dealing with emotions in the context of moral deliberation. 

First, the practice and theory of moral deliberation projects will get described. Moral deliberation is a systematic reflection on an actual case, with the support of a specific conservation method and the expertise of an ethicist who functions as a facilitator. 

Second, some exemplary practical experiences with emotions during moral case deliberations are presented, including the normative position of the facilitator with respect to the role of emotions. Different methods of moral case deliberations deal differently with emotions. Consequences of these differences are discussed.

Third, a theoretical view on emotions will be given, inspired by a dialogical and Aristotelian ethics. This view stresses the importance of emotions and their inherent interwovenness with virtues, values and norms. The practical meaning of this theoretical view will get demonstrated.

Fourth, a specific method for dealing with emotions and experiences will be described. This method invites the participants to formulate three ways of dealing with a specific emotion in a specific concrete case, including the moral norms that are linked with this emotion. Experiences with the attention for emotions during moral case deliberations in general, and with this specific method in particular, will be discussed.

Key Words: emotions, clinical moral case deliberation
Implementing moral deliberation in Dutch health care: Improving moral competency of professionals
Oral presentation
Bert Molewijk, Ezra van Zadelhoff, Bert Lendemeijer, Guy Widdershoven
b.molewijk@zw.unimaas.nl
Background.  There is an increasing interest for long-term moral deliberation projects in Dutch health care settings. Goals of these projects are usually a mixture of improving the quality of care, the moral competency of the professional, decision-making processes, interdisciplinary cooperation, and the ethics policy/climate of the hospital. So far, there exists little scientific empirical research that studies the quality and results of moral case deliberation.

Objectives. The objectives of this presentation are: A) to describe the practice and theoretical background of moral deliberation; B) to describe a 4-year project for the implementation of moral deliberation; and C) to present the first results of a larger PhD-study on the quality and results of the MCD sessions.

Methods. This is being studied by means of the following research activities: a) Interviewing facilitators of MCD sessions and involved stakeholders (e.g. the director of the hospital); b) Applying the XXX evaluation questionnaires for participants of MCD sessions; c) Gathering the reports of the MCD sessions, the notes of the facilitators, and the in-between evaluative meetings with the involved coordinator and manager of the ward.

Results. Both qualitative and quantitative results of the 220 questionnaires of 50 moral case deliberations (MCD) showed that the MCD´s and the ethics facilitator were regarded as useful (respectively 7,62 and 7,95 on a 1-10 scale). Most participants valued the relevance of MCD for their daily work high and appreciated the quality of the dialogue during the MCD. During the presentation, qualitative results will focus on: participants’ reported difficulties with moral deliberation, learned lessons with respect to moral competency items, central moral topics. During interviews, stakeholders emphasized the importance but also difficulty of guaranteeing good organizational conditions for the moral deliberations and the moral deliberation project in order to be structurally successful.

Discussion. Compared with other long-term moral deliberation projects, this project has been rather successful. However, future results of this PhD project should find out if the continuation and implementation with trained facilitators will also be successful. Especially, monitoring of results and appointments deriving from the MCD sessions and the integration with institutional policy issues (both top-down and bottom-up) need serious attention. Finally, theoretical frameworks and new research methods are needed in order to improve the study of the relationship between (various methods of) moral deliberation, the moral competency of health care employees and the quality of care for clients.
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Ethical conflicts in the hospital often have an underlying psychological dimension. Conflicts occur when intuitive value judgments collide with each other. Moral intuitions are based on individual value systems and convictions that are deeply rooted in psychological patterns. Therefore clinical ethics consultation needs psychological models both for analyzing and solving ethical conflicts. In this paper the well established theory of German psychologist Schulz von Thun will be applied to medical ethics and ethics consultation. 

The theory points out that different attitudes and convictions will invariably cause distorted patterns of perception and communication. This leads to severe misunderstandings and conflicts. One’s own understanding of health, disease and illness, of living and dying distracts one’s understanding and perception of the attitudes and beliefs of others. In ethics consultations this model can be utilized as a tool for the consulting team. It supports consultants to detect the hidden psychological agenda behind the conflict more easily. But Schulz von Thun’s model goes even further: It reveals strategies how to solve the conflict by helping the moral adversaries to realize that their intuition is based on a specific moral position. This position is neither right nor wrong and it is not to be altered by the deliberation process. If moral adversaries recognize their own position as a specific standpoint they will be more open and willing to accept the positions of others as moral standpoints. 

This acceptance is – according to Schulz von Thun – the first step towards a consensus or a compromise. Ethics consultants can support the process of reaching consensus by encouraging the adversaries: Each and every position and intuition is valuable for the moral quality of the discourse, but not every intuition and conviction is helpful to guide the decision in question. Examples from our own experience as ethics consultant on the ward will be given to explain this process in detail (e.g. “withdrawal of artificial ventilation”, “indication for an operation”). A specific predictor for the success of this psychological tool can be derived from our experience: ambivalence. If doctors, nurses, patients and relatives indicate that they at least understand and respect their moral counterparts, ethics consultants should notice this as confession of ambivalence. At that stage of the deliberation process a condition necessary for consensus has been reached.
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Similarities and differences in clinical ethics consultations and psychotherapeutic setting
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Clinical ethics consultant as well as psychotherapist should be aware what they are doing.  Even if clinical ethics consultations and psychotherapy are different enterprises, they have something in common. The main difference is in goals and in the work with values. Psychotherapy aims at changes in attitudes and personalities of clients; morals and values (except for logotherapy) are only marginal issues there. Clinical ethics consultation aims at better understanding between partners in health care based on appropriate appreciation of values at stake. In both activities consultants are not decisions makers; they are only catalysts of the process. For this purpose they both need to know how to remain in background and to abstain from all evaluations; they need to keep emotional abstinence and attitudinal neutrality. Many psychotherapeutic schools have elaborated theoretical background for these demands and developed various training methods. It could be useful for clinical ethics consultants to share experiences with psychotherapists.
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Background: During the last three decades ethics consultation has been implemented in numerous hospitals and other health care institutions in North America and Europe. The clarification of ethical issues, facilitation of the decision making process and the improvement of patient care have been defined as goals of clinical ethics consultation. The impact of clinical ethics consultation has been object of a number of evaluation studies. This paper presents and discusses the results of a systematic review on methods and outcome criteria which have been used in evaluation studies of clinical ethics consultation. 

Method: Systematic literature review on evaluation studies investigating the outcome of ethics consultation using the PUBMED database. In addition a search of bibliographies of relevant articles identified via the PUBMED research had been performed. As a final step of literature research the bibliographies of all first authors of relevant articles identified up to this point were reviewed for further relevant publications. A content analysis of full text of all relevant articles was performed.

Results: 15 relevant articles could be identified, 14 of them had been published by researchers from the USA. One study conducted by a Norwegian research team as well as one study conducted in the USA used a qualitative research approach whereas all other studies predominantly used empirical-quantitative methods. In the majority of studies satisfaction of patients, families or members of the health care team with the ethics consultation service had been used as a outcome criteria. Mortality, intensity of treatment, days in hospital/intensive care unit had been used as objective criteria to determine the impact of ethics consultation. 

Conclusion: The use of satisfaction of consultees as well as objective criteria such as days spent on the intensive care unit as outcome criteria beg questions with respect to their relevance for normative conclusions regarding the value of clinical ethics consultations. With respect to the methodological approach used there is scarcity of qualitative research. The use of such methods may provide valuable insight with respect to factors which contribute to a clinically relevant as well as ethically appropriate impact of ethics consultation.

Key Words: clinical ethics consultation evaluation
Autonomy of the Decisionally Incapacitated
Oral presentation
John F. Tuohey, PhD

john.tuohey@providence.org
Patients with a mental or behavioral disorder represent a challenging middle ground between patients who have only recently lost decision-making capacity due to illness, and those patients who have never been capable of making decisions due to severe mental disability or retardation.  These middle-ground patients often have the capacity to make decisions regarding some spheres of their lives, and often appear to develop coping regimens that allow them significant ability to manage most of their daily life activities. No matter how much these patients lack decision-making capacity for a specific clinical issue, their development of coping skills suggests that healthcare providers cannot simply treat them as if they have little or no say in their care plan.

When it comes to caring for those who lack capacity for a specific clinical issue due to mental/behavior disorders, healthcare providers often employ a paternalistic model of care-giving that focuses on protection (nonmaleficence) in light of diminished capacity when there is no cure for that pathology. This oral presentation will look at elements of a clinical ethics consultation to offer a much wider range of care options than simply protecting by re-appreciating the autonomy of these patients. It is possible to view the patient’s behavioral disorder as an aspect of autonomy, rather than as a reality that diminishes autonomy, by seeing autonomy as more than decision-making. Through a series of cases drawn from the experiences of ethics consult teams, we will offer a less paternalistic model of care-giving provides greater risk of harm perhaps, but greater enhancement of quality of life.
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The use of placebos in research is well established, but what about in the management of patient care? A 1999 study suggested that 59% of interns surveyed were familiar with the use of placebos in patient care, with 50% of those having become familiar with placebo use from another physician – not the ethics literature. As recently as 2008 a survey of internists in Chicago, USA, showed that 45% have used a placebo to manage patient care, with only 12% saying they had no ethical place in care management. This study is in contrast to evidence shown in a 2001 European study that placebos have no clinical effect. Even so, or maybe for that reason, might there be a place in the care of a patient to use a placebo? This oral presentation will explore this question.  It is of particular interest to us as we have seen several consults in which the use of a placebo has been considered. For example, suppose there is a patient who insists they have 10 out of 10 pain, yet other objective clinical observations suggest otherwise: would an ethics consultant ever think it appropriate to use placebos to ‘test’ the patient’s true pain experience? What of the patient who is given the wrong, and less potent, analgesic as a result of pharmaceutical error: might it be permissible to substitute what the patient thinks she is receiving with this ‘placebo?’ Suppose there is a patient who is extremely demanding of a care team’s time: can a placebo be used to help manage that patient’s demands on staff time? If a family insists on some last ditch effort to save the life of a loved one and there is no clinical basis to believe their plan will work, would an ethics consultation  agree to use a placebo to satisfy the family and avoid harming the patient?
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Recent innovations in organ donation from living donors present significant ethical challenges for transplant teams. Nine issues were reviewed to establish practice guidelines that reflect the values of staff, living donors and recipients. The specific issues identified by staff of the transplant and bioethics programmes were: unrelated non-directed donors, unrelated directed donors, use of unrelated non-directed donors in exchange programmes, foreign donors, public solicitations, publicity, emergency transplants using living donors, the role of living donors’ significant others and repeat living donors.  

A background document was circulated to multidisciplinary staff for discussion during a series of eight rounds. The document outlined each issue, possible responses, their potential consequences and the ethical values reflected by each response. Discussion on the nine issues was recorded and analyzed for agreement or disagreement about conditions for accepting donors.

Consensus emerged on many issues including maintaining anonymity of non directed donors (NDD) for six months after donation and removing altruism as a requirement for living donors.  Staff disagreed on the acceptability of NDDs directing their organs to identified groups of recipients. The responses from staff on these issues formed the basis of recommendations for future transplant practice at our centre. Other recommendations included developing a protocol for the evaluation of living donors in emergency recipient situations and refusing donors where publicity is a primary reason for donation. All the recommendations will be presented to staff, the wider hospital community and external stakeholders for their input.  

This presentation will outline the process and outcomes of an ongoing review of new living donor situations posing ethical challenges for staff of a large Canadian living donor transplant programme. The presentation will describe staff involvement in deciding how this centre should address some challenging ethical issues in organ donation from living donors.  
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Objective: Prenatal screening has become an increasingly common procedure all over the world. It offers couples useful information relating to the health of their fetus, although it faces us with serious ethical dilemmas as well. This study was conducted to find out the attitudes of Iranian scholars towards prenatal screening and counseling with respect to ethical, socio-cultural and religious issues. 
Methods: Two hundred and one physicians, genetic and religious scholars were interviewed with regard to demographics and attitudes towards the ethical dilemmas in prenatal screening and counseling. Interviews were analyzed using the four-principle approach. 
Results: Findings showed scholars’ attitudes towards: (1) the right of couples to choose prenatal screening, (2) the role of prenatal screening and counseling concerning termination of an affected fetus, (3) screening results and emotional distress in couples, and (4) the impact of prenatal screening and counseling on disability rate. 
Conclusion: Iranian scholars were willing to consider prenatal screening to help prevent transmission of diseases to the next generation. This goal is attained through the autonomous choice of the couple to participate in prenatal screening and counseling.
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Introduction and background:

In most modern health care systems, issues of micro-allocation are receiving widespread interest. International studies show that esp. vulnerable patient groups (e.g. the elderly, minorities) are at risk of under- or over-treatment experiencing some kind of unequal care. Hidden bedside rationing may be prevalent even where explicit rationing is prohibited. Clinicians report multiple problems concerning ethical decision-making about micro-allocation; tools and strategies need to be developed to help making appropriate decisions and to maintain motivation and integrity. 

Ethical challenges such as these should be addressed on an institutional or organizational level. Guidelines can help clinical teams to make ethical decisions taking the institutional context into account. Yet, no accepted methodological standards of developing guidelines in medical ethics are available until today. 

Therefore, the presented study aims at two objectives: 1. developing an ethics guideline for micro-allocation, and, 2. reflecting on the methodology how to base this instrument on sound empirical and ethical literature as well as on a serious consensus-building procedure. The presentation refers to a national grant project (no. 3200B0-113724) supported by the Swiss National Science Foundation (SNF).

Methodological approach:

We will propose and discuss an approach of developing guidelines in medical ethics that is oriented at standards of guidelines based on “evidence-based medicine”. It will be analysed how “evidence” can be understood in the field of medical ethics. Questions about assessing and evaluating empirical and normative literature as a “body of evidence” for the guideline will also be addressed. 

Based on this “body” which was searched using key questions defined by the interdisciplinary project team, a first draft of the guideline was outlined. This draft then was presented to two groups: first, an international group of interdisciplinary experts of medical ethics critically commented draft chapters of the guideline at a colloquium. Second, a focus group representing those health care professionals who shall use it in their clinical work assessed the comprehensibility and applicability in daily practice. The input of these two groups was entered into a second draft in a structured way and the second draft was submitted again to similar procedures. 

Prospectives:

The resulting third draft will be tested in a pilot phase. The guideline does not only give recommendations about how to deal with ethical difficulties between under- and over-treatment, but also offers an escalation strategy for practice – from individual and group education, case deliberation in the peer setting to proper ethics consultation.
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This presentation will focus on the impact of cultural differences in ethics consultations in specific cases within an individual institution.  A series of actual consult cases will be employed to elicit tensions and challenges created by cultural differences which present in each of them.  Cases to be discussed may include: an adult son and daughter requesting that a cancer diagnosis be kept from their mother; a competent adult patient refusing amputation of his leg because he wants to “die whole”; a ruptured membrane/borderline viability pregnancy case in which the patient’s husband wants to unilaterally make decisions for his pregnant wife; a terminal cancer case in which a patient and his family believe that the patient’s cancer by was spread by doctors who "broke the seal" through biopsy; and the case of a request for withdrawal of ventilator support by a patient who was injured in a drug deal while illegally in the country and using a stolen identity.  It will be argued that the need for ethics consultation emerges, at least in part, from the plurality of cultural differences present in each case which give rise to different values that involved parties bring to the case.  Cultural differences to be considered include ethnic, religious, professional and institutional.  Presentation style will be dialogic and interactive toward the end of engendering cross cultural discussion of the tensions and challenges created by cultural differences in specific ethics consult cases.
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The goal of this session is to identify similarities and differences between two distinct approaches to ethics consultation,  “Moral Deliberation,” employed in the Netherlands and other parts of Europe (Molewijk et al, JME 2008; Molewijk et al. MHCP 2008) and “Ethics Facilitation,” developed in the U.S. and endorsed in the American Society for Bioethics and Humanities report Core Competencies for Health Care Ethics Consultation (ASBH 1998; Aulisio, Arnold, and Youngner 2000), toward then end of gaining a better understanding of (1) the strengths and weaknesses of each approach, (2) relevant societal differences, and (3) potential mutual benefit (i.e., what each approach might learn from the other).

“Moral Deliberation” consists of a meeting with health caregivers who reflect on one of their moral questions within a clinical case from their practice.  Typical questions include “What is the morally right thing to do in this situation and how should we do it?” “What is respect?” or “What does understanding mean?” Three goals of moral deliberation are to reflect on: 1) the case and to improve the quality of care within that case; 2) what it means to be a good professional and to enhance professional’s moral competencies, 3) institutional issues to improve the moral quality of care. “Moral Deliberation” takes from 45 minutes to a full day, is led by a trained facilitator, and, ideally, implemented over a 4 yr. period in which facilitators from a university setting transport expertise to a health care setting (Molewijk et al., JME 2008).  

“Ethics Facilitation” emphasizes key features of healthcare settings in the U.S. including the value laden nature of decision-making, a pluralistic societal context, and the rights of individuals to live by their own values. Because of these features, value conflicts and uncertainties will inevitably arise in contemporary health care settings (Aulisio, 2003). “Ethics Facilitation” attempts to address value conflicts or uncertainties in particular clinical cases by helping to identify and analyze the nature of the value uncertainty and facilitating the building of consensus among involved parties.  Ethics facilitation is a general approach and, as such, compatible with different models for case consultation including consultations led by an individual, a small team, or a full committee.

Presenters will characterize each approach and then respond to a clinical case.  Substantive similarities and differences to be highlighted include: operative notions of “expertise”; levels of normativity and influence; role in decision making process; goals; and societal context.
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