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IntegratedEthics™
Improvement Forum Call
Ethics Consultation in Outpatient Settings
July 25, 2016

Slide 1 - Welcome to Ethics Consultation Coordinators
This is Marilyn Mitchell.  I am the IntegratedEthics Manager for Ethics Consultation at the National Center for Ethics in Health Care and I will be moderating today’s IE Ethics Consultation Improvement Forum call.  Thank you for joining us today.  Our topic today is: Ethics Consultation in Outpatient Settings.
If you did not receive a reminder email for this EC Improvement Forum call, it is possible you are not signed up for the IE listserv.  You can do so easily by going to the National Center’s website and under the Integrated Ethics portion of the website you will find it.  The link will be available in the minutes:  
http://vaww.ethics.va.gov/integratedethics/regindex.asp
The call schedule and summary notes are posted on the IntegratedEthics website at: http://vaww.ethics.va.gov/integratedethics/TA.asp
Before I continue I want to mention that other staff from the Ethics Center typically join the call and you may be hearing from them.  
Presentation shown on the call: 


Slide 2 - This meeting is a multimedia presentation requiring both audio and visual access. 	
· Audio will be available through VANTS: 800-767-1750 Access: 89506# and Online Meeting
· Visuals will be accessed through the Lync online meeting: 
Join online meeting
Please call the usual VANTS line AND join the Lync online meeting. 
If you are having technical difficulties, please contact your local IT department to assist you.

Slide 3 - Ground Rules – 
I need to briefly review the overall ground rules for these calls:
· PLEASE do not put the call on hold. 
· We ask that when you speak, you please begin by telling us your name, location and title so we can continue to get to know each other better.  
· As you may know the Ethics Center does not audiotape these calls; instead, we provide minutes.  In the field some VHA facilities are audiotaping the calls to make it possible for their colleagues to hear the full text of the discussion.  As a result, this is not the venue for reporting violations, talking about individual case information, or disclosing identifiable patient information.
Slide 4 – Announcements – Upcoming Virtual courses
The next upcoming virtual EC Beyond the Basics is titled, “Getting Off to the Right Start in a Formal Ethics Consultation Meeting”, which will be held on August 5th from 1:00 – 3:00 pm ET.  This course presents strategies for starting a formal ethics consultation meeting that support the consultant’s ability to manage interpersonal dynamics and achieve the objectives of the meeting. Participants learn the tools and techniques they need to get a formal ethics consultation meeting off to the right start, and create a brief speech they can use to describe their role as an ethics consultant.
The registration takes place on TMS https://www.tms.va.gov/learning/user/login.do
 but the course is hosted on Blackboard.

Slide 5 – Reminder - The EC2 Goal for FY16 requires the ECC to assess access to and utilization of the facility’s ECS and the ECC, in collaboration the IE council, to create and implement a plan to address identified barriers in access to and/or utilization of the ECS.  The final plan is due by the close of Q4 and is to be uploaded to the VISN & Facility SharePoint site. http://vaww.infoshare.va.gov/sites/IntegratedEthics/Lists/FY16%20EC2%20Goal/AllItems.aspx
A template is available for use and is attached to the paper clip above.  It will also be available in the summary notes for this call.
Are there any questions regarding this improvement goal?


Slide 6 – ECSPAT FY16 Skills – You’re looking at a graph of the cumulative ECSPAT results for this year.  Thank you to everyone for submitting them earlier this year.  The blue represents novices, the red represents basic and the green represents advanced skill levels.  I want to point out just a few things.  One is the relatively small number of ethics consultants that are novices as far as all ethics consultation skills are concerned.  The two skills with the highest number of expert ratings are:
·  Listen well and communicate interest, respect, support, and empathy involved parties (860/1257 - 68%)
· Recognize and respond appropriately to suffering, moral distress, strong emotions, and other barriers to communication (828/1268 - 65%)
Slide 7 – ECSPAT FY17 – Knowledge – This next graph represents ethics consultation knowledge nationwide.  The two highest rated areas for knowledge involve common ethical issues and concepts and they are professionalism in patient care and patient privacy and confidentiality. The vast majority of knowledge areas were rated with a basic level of competence.  As was true in the last national ECSPAT from 2014, the area with the highest number of ethics consultants rating themselves as novice was ethical practices at the beginning of life.

Slide 8 – Focus Topic – Ethics Consultation in Outpatient Settings – ECWeb data indicates that 30% of ethics consultations come from outpatient settings.  That represents a significant number of consults so far this year – close to 300.  We also see that over 100 consults have been done in extended care.  Today we’re going to talk about what kinds of ethical issues may occur in outpatient settings and how people in the VA have made their ECS accessible in their local setting.

Slide 9 - Attached to the paper clip and available from the read-ahead document site is an article titled, “Outpatient Clinical Ethics” by Dr. La Puma and Dr. Schiedermayer from the Journal of General Internal Medicine from 1989.  Despite the age of the article, many of the concepts are still applicable.  The main point of the article is to summarize the variety of ethical issues that may arise in an outpatient setting.  The article breaks the issues down into three categories – problems of dual loyalty, problems of communication and problems of professional and social responsibility.  Reading this article may have given you some ideas of how ethical issues may arise in the outpatient setting.
Slide 10 – For the problems of dual loyalty, there are subcategories of 
· Financial conflicts of interest
· Legal obligations
· Demanding families
· Referral and consultation
· Physician as employee
· Personal time
Not all of the issues discussed in the article are applicable to the VA, yet these are all considerations in outpatient settings.
Slide 11 – For the problems of communication, there are the subcategories of
· Psychological factors
· Difficult patients
· Noncompliance
· Treatment refusals
· Lifestyle intervention
· Alternative health care
· Competency
· Advance directives
· Suicide and euthanasia
Slide 12 – Problems of professional and social responsibility includes
· Ambulatory education
· Pharmaceutical representatives
· For-profit care and research
· Impaired colleagues
· Community health
Slide 13 – Now I’d like to invite several ECCs from a few different regions around the country to talk about their ECSs and doing ethics consultation in an outpatient setting.  First I’d like to invite Christopher Ray from Columbus, OH to speak.  Thank you for joining us today.  I’ll bring up your slides.

 
Slide 14 – And now I’d like to invite both Chaplain Klugh and Deb Howland from Fargo, ND to speak about doing ethics consultation at their site.  Welcome Chaplain Klugh and Deb Howland. 


Slide 15 - Now I’d like to open it up for comments and questions.  What are some barriers you all have encountered that make doing ethics consultation in an outpatient setting challenging?  Do you have tips to share with others that have made calling for an ethics consultation when there is an ethics conflict or concern a standard practice at your facility? Please do not hesitate to speak up.

Q: Is it standard to have a “hot button” on one’s intranet home page for requesting an ethics consult? 
A: No, it’s not “standard”, though the NCEHC encourages facilities to develop ways beyond the use of CPRS to request an ethics consult. CPRS cannot be the only method for accessing the consultation service because that would exclude patients, families, and staff who don’t have access to CPRS. In our ECWeb FAQ document, we fully discuss the reasons for seeking alternative methods for requesting an ethics consultation and we include screen shots of how the NY Harbor facility handles CPRS requests for ethics consultation.  http://vaww.ethics.va.gov/ETHICS/docs/integratedethics/ecweb_faq_06252015.docx
Q: Would you please send us a copy of the flyer used at the Columbus facility to let people know about the service?

[bookmark: _GoBack]A: Yes, Christopher can send it and it will be attached to the summary notes.  
The NCEHC has flyers in English and Spanish available for customization on the website.  The link will be in the summary notes. http://vaww.ethics.va.gov/ETHICS/docs/integratedethics/Ethics_Consultation_Flyer_FY11.pdf
Thank you everyone for those questions & comments.  We will have a summary of the call up on the website in a short while for you to review as needed.

Slide 16 - Please remember, that like the rest of my New York colleagues, my door, my email, Marilyn.Mitchell@va.gov  and my phone (212-951-5477) are always open to hear from you.
The next EC Improvement Forum call will be on August 22nd, 2016 on topic of ECWeb & CPRS.  See you then.
Before you leave the call, please indicate on our anonymous poll how helpful you found this call: “I found this call helpful and useful to the work I do in IntegratedEthics” 
Take care – and thank you for everything you do to deliver excellent care to our Veterans.
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Joining This Meeting

Audio will be available through 

VANTS: 800-767-1750 Access: 89506# and Online Meeting 

Visuals will be accessed through the Lync online meeting: 

Join online meeting

Please call the VANTS line AND join the Lync online meeting. 

You will see a box labeled “Meeting Audio,” with three options. 

Click “Do not join audio” and then “OK.”
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Participating in this Meeting

A Few Ground Rules

Please do not put the call on hold

Please do let us know your name, location and title if you have a comment or question

Please do NOT use any patient identifiable information or report any ethics violations
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Announcement

EC Beyond the Basics Module: Getting Off to the Right Start in a Formal Ethics Consultation Meeting

August 5, 2016 from 1:00 – 3:00 pm ET

Registration is on TMS

https://www.tms.va.gov/learning/user/login.do



The course is hosted on Blackboard Collaborate
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Reminder 

The EC2 Goal for FY16 requires the ECC to assess access to and utilization of the facility’s ECS and, in collaboration the IE council, to create and implement a plan to address identified barriers in access to and/or utilization of the ECS. 

The final summary of the plan is to be uploaded to the VISN & Facility SharePoint site by the close of Q4.

http://vaww.infoshare.va.gov/sites/IntegratedEthics/FY16EC2Goal/AllItems.aspx

A template is available for use and is attached.
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ECSPAT FY16 - Skills
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ECSPAT FY16 - Knowledge 
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ECWeb Data for FY16

		Patient Location		Case

				N
%

		Extended Care		103
10%

		Inpatient		558
56%

		Outpatient		296
30%

		Other		32
3%

		
		
989

100%



TABLE 6: PATIENT LOCATION 

Number of records in this table: 989*


Please Note: Totals may not equal 100% due to rounding.
* 50 consultation records do not specify a Patient Location and are not included in this table
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Outpatient Settings & Ethical Issues 

Problems of dual loyalty

Problems of communication

Problems of professional and social responsibility
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Problems of Dual Loyalty

Financial conflicts of interest

Legal obligations

Demanding families

Referral and consultation

Physician as employee

Personal time
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Problems of Communication

Psychological factors

Difficult patients

Noncompliance

Treatment refusals

Lifestyle intervention

Alternative health care

Competency

Advance directives

Suicide and euthanasia
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Problems of Professional and Social Responsibility

Ambulatory education

Pharmaceutical representatives

For-profit care and research

Impaired colleagues

Community health
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Christopher Ray – Columbus, OH
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Chaplain Klugh, Fargo, ND
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Questions?
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Upcoming Improvement Forum Ethics Consultation Call

The next Improvement Forum Call will be on August 22nd focusing on ECWeb & CPRS.



Please feel free to contact me with any questions regarding your Ethics Consultation Service -  

		Marilyn Mitchell, RN, BSN, MAS

		212-951-5477

		Marilyn.Mitchell@va.gov 
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POLL

Please take a moment to give feedback on today’s Improvement Forum call. 
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EC2 Improvement Plan Template 2016.docx
		EC2 Improvement Plan to Improve Access & Utilization of the ECS



		Facility Name:

		Facility #:

		ECC:





		Barriers Identified:







		Summary of Action Plan: 





		Description of Interventions:





		Impact (or outcome) or results:
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PERSPECTIVES

Outpatient Clinical Ethics

JOHN LA PUMA, MD, DAVID L. SCHIEDERMAYER, MD

CLINICAL ETHICS has been described as the identifica-
tion, analysis and resolution of moral problems that
arise in the care of particular patients.! Ethical issues
involved in the treatment of hospitalized, critically ill
patients have dominated modern discussions of clinical
ethics. Recently, however, the prevalence and impor-
tance of ethical issues in the outpatient setting have
been studied.? Considerations previously viewed as
external —e.g., the role of the family and community,
cost constraints, and resource allocation —are increas-
ingly recognized as integral to outpatient ethical deci-
sion making.

We propose a taxonomy of basic outpatient
clinical — ethical problems. The taxonomy is neither
exhaustive nor exclusive: the reader will recognize
ethical problems that are common to general medical.
practice, regardless of setting. Our taxonomy integrates
ethical concepts such as truth-telling and informed
consent into discussions of common outpatient prob-
lems, such as financial conflicts of interest. We present
this taxonomy with the hope that it will help health
care professionals better identify clinical-ethical
problems as they arise in the outpatient setting. Clinical
ethical problems may be first manifested in the office,
and early recognition may prevent future inpatient di-
lemmas. Where possible, we suggest resolutions to
these outpatient problems, but the reader may also
wish to consult several excellent, general clinical-
ethical decision-making frameworks.?*¢

A TAXONOMY OF OUTPATIENT
CLINICAL-ETHICAL PROBLEMS

Our taxonomy derives from three previously iden-
tified zones of conflicting obligations: dual loyalties
and external constraints,” 8 patient autonomy and doc-
tor/patient communication,® 1° and professional and
social responsibilities'*!3 (Table 1).

OUTPATIENT CLINICAL ETHICS

General medicine is practiced both in the office
and in the hospital, and many of the same medical

Dr. La Puma is Director of the Center for Clinical Ethics, Lu-
theran General Hospital, Lutheran General Medical Group, Park
Ridge, IL, and Clinical Assistant Professor, Section of General Internal
Medicine, Department of Medicine, The University of Chicago Hospi-
tals and Clinics, Chicago, Illinois; and Dr. Schiedermayer is the Asso-
ciate Director of the Center for the Study of Bioethics, and Assistant
Professor, Division of General Internal Medicine, Department of
Medicine, The Medical College of Wisconsin, Milwaukee, Wisconsin.

Address correspondence and reprint requests to Dr. La Puma:
Director, Center for Clinical Ethics, Lutheran General Hospital, 1775
Dempster, Park Ridge, IL G0068.

TABLE 1
A Taxonomy of Outpatient Clinical Ethical Problems

I. Problems of dual loyalty

. Financial conflicts of interest
. Legal obligations

. Demanding families

. Referral and consultation

. Physician as employee

. Personal time

mMmooOmP

1. Problems of communication
A. Psychological factors
B. Difficult patients
C. Noncompliance

D. Treatment refusals

E. Lifestyle intervention

F. Alternative health care

G. Competency

H. Advance directives

I. Suicide and euthanasia

lll. Problems of professional and social responsibility
. Ambulatory education

. Pharmaceutical representatives

. For-profit care and research

. Impaired colleagues

. Community health

moOmk

problems are seen in both settings. Still, some differ-
ences exist between outpatient medical care and inpa-
tient medical care. Outpatient care is frequently less
urgent than hospital care, and if a patient refuses treat-
ment in this setting, imminent harm is not as likely.'4
Outpatients can be more independent and often have
more control over health care decisions than either
inpatients or physicians do.!* Outpatient visits involve
more negotiation and accommodation between the
doctor and the patient.! Outpatient decisions often
must be made during short office visits instead of dur-
ing long hospitalizations. On the other hand, the outpa-
tient setting allows the physician to make many ob-
servations and conduct many examinations and discus-
sions over days, weeks, months, and years.

Attempts to achieve at least one of the goals of
medical care are made wherever health care is deliv-
ered, but some goals are more readily attainable in one
setting than in another. Outpatient-care goals often can
include the empiric treatment of mild to moderate
acute illnesses, psychologic counseling, prevention of
diseases, health screening and promotion, and patient
education regarding chronic illnesses. In these goals,
there is a clear emphasis on the patient’s responsibility
in health care. Inpatient-care goals often can include
treatment of critical and life-threatening illnesses, pal-
liation of suffering, and end-of-life care. These empha-
size the physician’s responsibility in managing the pa-
tient’s illness.

413
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Attention has been given to clinical - ethical prob-
lems when they occur in the inpatient setting, for they
frequently are visible to hospital coworkers and may
even be considered newsworthy. When they occur in
the outpatient setting, ethical problems often go unno-
ticed, unrecognized, and unaddressed. Similarly,
clinical - ethical problems may be manifested subtly in
the office, often when the initial signs of an illness first
become apparent to the primary care physician. Recog-
nizing, addressing, and resolving minor ethical di-
lemmas in the outpatient setting may prevent the devel-
opment of major, much more dramatic, ethical
problems in the hospital.!6 '

The focus on medical care and medical training has
been shifting from the hospital to the office. Clinical ~-
ethical problems that once occurred only in the hospi-
tal now also occur in the office (e.g., during outpatient
surgery, chemotherapy, dialysis, or blood transfusion).
Many clinical —ethical problems are common to both
practice settings, but because of the differences be-
tween inpatient and outpatient medicine, some differ-
ences exist between inpatient and outpatient clinical —
ethical problems.

PROBLEMS OF DUAL LOYALTIES

Problems of dual loyalties may occur in an outpa-
tient practice when the physician’s duty to assess and
care for the patient conflicts with obligations to others,
including third-party payers, the law, the patient’s fam-
ily, medical consultants, the patient’s employer, the
physician’s employer, and the physician’s own family.
Patients may not anticipate that doctors have dual
loyalties. Patients expect physicians to put patients’
interests first, to avoid societal pressures, and to inform
them of constraints that may affect their care.

Financial Conflicts of Interest

The cost of patient care has become one of the most
contested topics in medicine.? 1723 Some economic
problems in outpatient care are easily identified: e.g.,a
middle-aged, hypertensive man with coronary disease
cannot pay for his Atenolol and Diltiazem; a 51-year-old
woman'’s insurance will not cover screening mammog-
raphy. More subtle economic issues in outpatient care
include circumventing third-party payers’ diagnoses
that pay poorly, persuading Medicare to pay for a sec-
ond pair of eyeglasses in a year, and balancing conflicts
of interest when practicing in a health maintenance
organization (HMO).2426

The proposed gatekeeper function??-2® may pre-
sent the greatest challenge to physicians’ loyalties. The
transformation of medical practice into managed
health care has ethical implications in the outpatient
setting. As medical gatekeepers, primary care physi-
cians are expected to control patient costs by deciding
which treatments their patients will receive and which
subspecialists, if any, to consult regarding treatment.

How much evaluation is enough to be thorough? How
much treatment is adequate? What standard of care
must physicians meet??® Gatekeeper physicians recog-
nize these difficult questions as daily considerations in
office practice.

Doctors may not be able to act effectively as both
patient advocates and gatekeepers. Physicians, as a
group, are being asked to consider giving fewer health
care resources to those patients with fewer financial
resources.?® For example, whose money is a primary
physician saving if he or she elects not to refer a 64-
‘year-old woman with a history of collagen vascular dis-
ease and iritis to an iritis center outside of her indepen-
dent practice association (IPA)? Waiting for the
ophthalmologist to see her and for symptoms to appear
may take longer than it does for her to lose her vision.
The ethical tensions inherent within current financial
conflicts of interest will be difficult to ease, and in a
system of dual loyalties, physicians should redefine
their role as both patient advocate and medical
counselor.3?

Malpractice and the Law

Challenges to a physician’s autonomy may involve
perceived legal obligations. The decision to perform
colonoscopy yearly on a 60-year-old patient with a his-
tory of adenomatous polyps may result from the physi-
cian’s fear of liability instead of a strict medical indica-
tion. The decision to refer a 27-year-old attorney with a
mildly atypical Pap test result to a gynecologist may
relate more to her profession than to the pathology
result. Failure to refer a patient to another physician has
been a common complaint in malpractice litiga-
tions.3% 33 Generalists who are viewed as potential ob-
stacles to specialized care may face disgruntled
patients.34 ‘

Physicians form a constituency of informed citi-
zens on matters of health and health policy. Malpractice
prevention is an ethical dilemma; perceived legal obli-
gations can distort a physician’s clinical judgment. Per-
forming procedures for legal reasons is unethical and
does not necessarily prevent malpractice suits. Physi-
cians must resist these pressures.3> If we must continue
to be agents of resource allocation, we may be able to
use cost constraints as a4 malpractice defense .36

Family as Patient

When patients are unable to participate in deci-
sions regarding their own health care, and their prefer-
ences are unknown, shared decision making between
the doctor and the family has been advocated.3” Family
wishes, however, are sometimes given preference in
deliberations, even when patients are capable of deci-
sion making. For example, the daughter of a mildly
demented elderly patient may be interviewed about the
patient’s medical needs in the patient’s presence, as if
the patient were a child.

- Special ethical problems may arise when the pa-
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tient is an adolescent. For example, a 15-year-old girl is
20 weeks pregnant and wishes to have an abortion
without her parents’ knowledge; the parents of a 16-
year-old boy, who is failing in school and is often truant,
ask his physician to drug-test him ‘‘for our sakes.”” The
fiduciary relationship in each of these cases is between
the doctor and the patient, but the physician has a re-
sponsibility to the parents as well. The precepts of con-
fidentiality and trust still apply when the patient is a
minor; on the other hand, parents and school coun-
selors have an interest in the outcome of doctor—
patient interactions involving minors.

Patients should not be either treated or neglected
in the interests of accessible, powerful, or articulate
family members. It is often appropriate to speak to fam-
ily members if the patient approves. Even if the patient
disapproves, it may be appropriate to discuss his or her
clinical condition if the patient is in significant danger.

Referral to Consultants

Financial and legal considerations also may be im-
portant in referrals to subspecialists. For example, a
new HMO patient with chronic heart disease, palpita-
tions, and a pacemaker may request a referral to his
private cardiologist. If the cardiologist is not an HMO
member, the visit will not be reimbursed. When a pa-
tient requests appropriate subspecialized care that is
not approved by his or her insurance company, the
primary care physician and the patient must weigh the
importance of the consultation and the prior doctor—
patient relationship against the financial rules on refer-
rals in the HMO.

Outpatient physicians, who often work in the rela-
tive isolation of their offices, sometimes may find it
difficult to assess the performances of their consultants.
The specialist’s promptness, contribution to the pa-
tient’s management, and educational skills may be im-
portant indicators of his or her abilities; consultants
who are most available or friendly may be used most
often. Greater accessibility and collegiality, however,
may not reflect higher competence. When a consultant
is available, but not *“‘the best one for the job,” and the
patient’s insurer constrains the referral, the primary
physician must balance the assessment of the consul-
tant’s competence with the patient’s medical need, and
appeal the financial constraint if necessary.38

Employers and Employees

Physicians employed by public and private institu-
tions and corporations also may have dual loyalties.
Occupational medicine physicians provide medical
services through agreements with employers. Occupa-
tional medicine physicians’ roles in the pre-employ-
ment examination or in medical screening may force
them to balance patient interests against employer ex-
pectations.3® For example, in deciding how many days
off to give an employee with low back pain, the occupa-

tional physician has dual obligations: to give the patient
adequate time off and to return the patient to work as
soon as possible. A physician who works for a sports
team has similar conflicting obligations: to return the
athlete to the playing field so that the team can win; and
to attend to the medical needs of the athlete so that he
can be returned to health. A team physician who covers
up an injury or minimizes illness, even as a result of
pressure from the employer and the patient, is acting
contrary to his or her patient’s best interests.

Physicians may discover that employees have
withheld information from their employer about alco-
hol consumption, drug use, or HIV-antibody status.
Since these physicians are employees, they may feel an
obligation to report the confidential data to the pa-
tient’s supervisor. Explicit statements in employee
health policies regarding the privacy of personal medi-
cal information are necessary. Such explicit statements
will not remove the corporate accountability of occu-
pational health physicians. They can, however, prevent
physicians from believing that systematized breaching
of patient confidentiality is part of their job.

Physicians’ Own Family Obligations

Physicians have obligations to their own families as
well-as to their patients. Physicians may become in-
volved in the actual delivery of primary care to their
children, spouses, and parents. Few data are available
about this practice.4® Most often, it seems to involve the
treatment of minor illnesses, but occasionally physi-
cians may become responsible for managing a family
member’s chronic medical problems.

The perceptions and expectations of a physician’s
own family can distort the pattern of a physician’s usual
medical practice. For example, an internist might treat
his young son for otitis media without an ear examina-
tion, his wife for lower abdominal pain without a pelvic
examination, or his father for chronic angina pectoris
without an electrocardiogram. Physicians who treat
their family members may render inadequate care and
may also be unprepared for the medical and psycholog-
ical complications that might arise in the course of
treatment. Physicians should not assume clinical re-
sponsibility for family members.

PROBLEMS OF AUTONOMY
AND COMMUNICATION

Problems of patient autonomy may arise in an out-
patient practice when a patient’s medical needs con-
flict with his or her preferences for medical treatment,
and when the doctor and patient fail to communicate
effectively. Ethical problems may arise when psycho-
logical factors influence decision making.? Other con-
flicts may arise in the care of patients who are consid-
ered difficult or noncompliant; who refuse treatment;
whose lifestyles cause, contribute to, or exacerbate
their medical problems; who consult multiple pro-
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viders (especially if they employ alternative, nonmedi-
cal, or experimental methods of health care); whose
capacity to choose treatment may be in doubt; who
consider or need advance directives; and who express
suicidal intentions.

Psychological Factors Influencing
Decision Making

Psychologic factors that influence decision mak-
ing are common in the treatment of demented patients
who require procedures they cannot understand com-
pletely. Psychologic factors may be less apparent in
patients of normal mental status whose difficulties with
medical decision making may reflect fear, denial, or the
inability to fully understand substantive information.
One study of 50 clinicians and their 210 hypertensive
outpatients revealed that clinicians significantly un-
derestimated their patients’ desires for information but
overestimated their patients’ desires to make decisions,
particularly when the patients were asymptomatic.4!
Fearful or embarrassing symptoms such as forgetful-
ness, impotence, or incontinence may be elicited as
““asides” when outpatients are seen for other medical
problems. It is important to share information with pa-
tients, who may wish to know that they have a treatable
medical condition and that the treatment is, in fact,
beneficial.

Difficuit and Noncompliant Patients

Ethical problems may occur when the psychoso-
cial origin of a patient’s disease goes unrecognized and
the treatment plan focuses on solving a medical prob-
lem. “Difficult” patients have been described as unde-
sirable or hateful,*> 43 and may be medically indigent.
They may have underlying chronic diseases. Christie
and Hoffmaster note that ““It is easy to label a patient
good or bad, simple or difficult to manage, compliant
or recalcitrant . . . depending on how troublesome
he is to a physician.44

Physicians’ personal values and characteristics
may play a key role in their negative perceptions of
“difficult” patients. Common physician-related causes
of difficulty include poor communication and the doc-
tor’s lack of empathy.3> Insecure or frustrated physi-
cians may order aggressive medical testing to prove that
the patient’s complaints lack any legitimate basis. Pa-
tients or their proxies who request investigations or
therapies that serve no medical benefit may become
“difficult” patients. The angry or guilty physician may
be unable to separate his or her feelings from percep-
tions of the patient.

Patients who fail to take their prescribed medica-
tions or keep their appointments may be characterized
in the medical record as “bad” or ‘“noncompliant”.
Such labels may influence future care and bias other
physicians’ attitudes towards them. Patients who are
sexually attractive can also be “difficult” and may be

overinvestigated and overtreated.3’ Patients and physi-
cians may ameliorate the difficulty when open, clear
clinical dialog occurs about the difficulty itself.

Refusal of Treatment

Refusal of treatment in a medical office most often
occurs when immunizations and physical examinations
are recommended.? Ethical questions may arise when
patients refuse seemingly innocuous interventions
(vaccinations) or immediate life-saving ones (hospital-
izations), and the physician does not or cannot discover
the reason for refusal. For example, a 50-year-old
woman may repeatedly refuse a breast biopsy for a sus-
pected malignancy but submit to bilateral cataract sur-
gery. Physicians should never be relegated, however, to
the status of a vendor with numerous vendibles from
which the patient is asked to choose.*> The physician’s
obligation is to recommend appropriate treatment, to
investigate the reason(s) for refusal of treatment, and to
explain the likely consequences of the refusal.

Intervention in Lifestyle

Attempts to teach patients about good health habits
are the cornerstone of health promotion and preventive
care.% Physicians often emphasize the adverse health
effects of smoking, excess alcohol consumption, and
driving without wearing seat belts. Patients who refuse
to alter their lifestyles may be viewed as risk-takers.4”
These patients, however, simply may be making
choices according to values not shared by the
physician.

The extent and success of a physician’s interven-
tion in lifestyle may depend on two related factors: the
reversibility of a life-style-associated disease, and the
therapeutic value of a doctor - patient relationship. Ef-
fective screening tests for reversible diseases in at-risk
populations merit consideration for their widespread
use. Poorly characterized screening tests for rare, irre-
versible, or terminal diseases are not usually helpful. As
in other areas of outpatient practice, truth-telling is
important in health promotion. The practice of ‘‘hang-
ing crepe’’*® (i.e., telling a patient who smokes and has
a productive cough that his slightly abnormal pulmo-
nary function tests show moderate emphysema) is de-
ceptive. If the deception is discovered, the patient may
be unable to trust other health care professionals. Thus,
“hanging crepe”’ is both dishonest and potentially
harmful to the doctor - patient relationship.

Alternative Health Care

Perhaps the most striking example of outpatient
autonomy (and the most threatening one to many phy-
sicians) is the freedom of patients to ‘‘vote with their
feet,”” and seek nonallopathic health care. In one study,
23 (3%) of the patients in a family physician’s practice
requested alternative, nonmedical health care.?® The
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right of a patient to choose the health care he or she
wishes sometimes conflicts with the physician’s obli-
gation to inform a patient or attempt to keep him or her
from harm.

Patients with rapidly progressive, readily treatable
illnesses may choose nonallopathic health care. For in-
stance, a young woman with chronic hypertension hasa
blood pressure of 200/110 mm Hg, for which she
claims to take ‘‘garlic pills regularly.”” Her physician’s
obligation is to attempt to understand her health be-
liefs, and then try to reconcile these beliefs with the
necessary medical treatment. If she chooses not to ac-
cept medication, the physician should attempt to per-
suade her to do so with the added support of family
members and others who are concerned about her.

The physician is obligated to inform the patient
about medically appropriate care, but such patients are
free to choose alternative care. In the end, the physi-
cian’s ethical obligation to attempt to protect the pa-
tient from harm may be overridden by the patient’s
freedom to leave the office.

Competency

Patients’ capacity to make choices regarding their
medical care — frequency of office visits, compliance
with medications, acceptance of psychological and so-
cial interventions — can be both relieving and frustrat-
ing. Patients who have decision-making capacity re-
lieve physicians of legal responsibility for their
decisions; patients who make choices other than those
that their physicians would make may cause anxiety
and concern among their providers and preventable
harm to themselves.

Decision making capacity is task-specific: it must
be assessed around a particular medical issue. General
lifestyle choices or approaches do not indicate whether
a patient would choose to be ventilated, to be dialyzed,
or to stay at home instead. Impaired decision-making
capacity can be the result of physical and psychological
factors. Improving decision-making capacity can and
should be the goal of treatment of patients, who proba-
bly have temporary, reversible impairment. Negotiat-
ing with patients to permit them to make free choices
once their decision-making capacity is back to normal
is a skill that every outpatient physician should acquire.

Advanced Directives

When physicians counsel patients who may be un-
able to participate in decision making in the near fu-
ture, they assume responsibility for helping such pa-
tients and their families understand and plan advance
directives regarding life-sustaining treatment. In this
sense, reliable, repeated advance directives may be
seen as outpatient preventive ethics for future inpatient
ethical dilemmas. Physicians-in-training can learn how

to solicit and validate advance directives in the
office.3% 51

Suicide and Euthanasia

When a patient expresses a desire to take his or her
own life, the limits of physician beneficence and pa-
tient autonomy are tested.! Such expressions are not
uncommon in the outpatient practice of psychiatry and
primary care. Adequate and complete information
about a particular patient’s beliefs and his personal,
family, social, and medical conditions is necessary
when considering such a request. We emphasize the
important and sharp distinction between the compe-
tent patient’s refusal of life-prolonging treatment and
suicide.

Suicidal attempts may be a cry for help, and suici-
dal patients may have medical or psychiatric illnesses,
such asalcoholism and depression, that are amenable to
treatment. Ethical issues include whether suicidal pa-
tients can make rational decisions or are necessarily
mentally ill; whether the physician’s duty to protect
life supersedes a competent patient’s decision to volun-
tarily end his or her life; and whether, in the debate
about euthanasia, matters of patient autonomy and cost
containment may be conflated.

PROBLEMS OF PROFESSIONAL AND
SOCIAL RESPONSIBILITY

Physician participation in societal decisions that
affect patient health has historical precedent, and diffi-
cult clinical situations may provide insight and motiva-
tion for this participation. A physician’s social con-
science may be stimulated by teaching students and
housestaff in the office and clinic; by relationships with
pharmaceutical and for-profit research companies; by
observing the performance and competency of im-
paired colleagues; and by clinical situations that con-
cern public health.

Resident and Student Education in the Office

Most medical care is delivered outside the hospi-
tal, although the education of physicians-in-training
and medical students has been hospital-based since the
Flexner report. Primary care medical programs are
placing more emphasis on both the necessary diagnos-
tic skills and the personal responsibility needed to de-
velop a successful outpatient practice, but there is still
a mismatch between the residency training experience
and the medical practice experience.?3 34

Individual patients may have no obligation to par-
ticipate in the education of physicians, but physicians
have both medical obligations to their patients and edu-
cational obligations to physicians-in-training. Some at-
tending physicians will allow residents and students to
ask inappropriate historical questions, to perform un-
necessary physical examinations, and to order tests
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whose value is primarily educational. In deciding
whether to permit these activities, attending physicians
must weigh the potential for patient discomfort or in-
jury that students or residents may inadvertently cause
with the professional responsibility to train others in
the practice of medicine.

Pharmaceutical Companies and
Their Representatives

The practicing physician’s ability to maintain his
or her sense of altruism in any health care environment
is a mark of professionalism.?> Solicitation by repre-
sentatives of pharmaceutical companies and employ-
ment in for-profit health care systems or for-profit re-
search companies challenge this ability.

Physicians must be cautious about any relation-
ships that may have potentially adverse effects on the
doctor - patient relationship. For example, an interac-
tion with pharmaceutical sales representatives that re-
" sults in free medication samples for indigent patients
may be appropriate. Office and clinic lunches also may
be appropriate if free medication samples and peer-re-
viewed, published evaluations of these medications are
also provided. If food isaccepted, it should be accepted
with the understanding that office practice will not be
altered because of it, or because of other ‘‘freebies.’’3%
It is inappropriate for physicians to take drug com-
pany ~sponsored vacations, since such promotional ac-
tivity results only in personal benefit to physicians and
is ultimately paid for by patients.

For-profit Medical Care and Research

For-profit medical care differs from nonmedical
commodities offered for sale in a free market. Financial
constraints on medical treatment are not the same as
economic constraints on nonmedical purchases. In
some cases (such as nonreimbursement for a routine
ophthalmologic examination of a healthy 25-year-old
patient with myopia), physicians or their designates
can help patients appeal the constraints directly. For-
profit health care systems that place financial goals in
conflict with needed medical care may force physicians
to question and even compromise their clinical judg-
ment. Professional obligations mitigate against this
compromise and compel physicians to maintain a pa-
tient’s medical interests as their primary consideration.

A common, subtle form of a kickback for commu-
nity physicians is the practice of paying doctors for
enrolling patients in research protocols. Such a finan-
cial incentive to physicians, often provided by pharma-
ceutical companies that wish to complete phase IV
studies, makes the physician a salaried agent of the
company instead of an objective, medical professional.
If physicians choose to participate in such activity and
accept payment for it, an obligation exists to inform the
patient of the financial arrangement. Secretly using the
occasion of a patient’s illness to make a financial profit

under the guise of medical research is particularly inap-
propriate. Fee-for-service, for-profit research, in which
physicians are paid for the use of a research laboratory,
encourages this profit-taking, thus increasing patient
vulnerability.>”

Impaired Colleagues

Outpatient physicians often work in team settings
and have the opportunity to observe firsthand a col-
league’s behavior. The American College of Physicians’
ethics manual notes that “‘it is a physician’s responsibil-
ity to assist a colleague whose professional capability is
impaired because of ill health. . . . If an individual
physician feels he cannot help his impaired colleague
personally, it will be necessary for him to report the
illness to an appropriate authority (chief of service,
chief of staff, state medical authorities, regulatory au-
thorities).””*® While office staff members may some-
times wish to protect their coworker, such sentiments
endanger both the patient and the impaired physician.

Impairment in health care professionals is disturb-
ingly common. Primary care physicians, especially, are
at risk for drug use.?® Special problems arise when a
physician suspects drug abuse on the part of his or her
colleague. The physician must decide how much to
inquire of the colleague, whether to believe a denial of
impairment, and whether there is direct knowledge of
harm to a patient. The possibility of personal or profes-
sional repercussions from asking questions about im-
pairment is troubling to many individuals. The Ameri-
can Medical Association now has a telephone number
[(312)645-5079] that health professionals can call
confidentially to communicate their concerns about
potentially impaired practitioners who need as-
sistance.

Community Health

Private physicians have civic obligations. When
patients visit their doctors, for example, they may prop-
erly be considered within the context of their commu-
nity.%° The physician’s duty to report a positive sero-
logic test for syphilis to public health authorities is a
legal one, but may be made difficult when the patient is
a medical office or hospital employee, or a prominent
member of the community.?

The civic responses of the medical profession to
epidemics have been variably virtuous.®2 The impor-
tant legal and civic obligations to report confidential
information about HIV status, for example, must be
weighed against the potential damage that such report-
ing may do to the patient’s family, career, and medical
and life insurance coverage. If a 35-year-old gay man
with AIDS appears repeatedly for treatment of sexually
transmitted diseases, what is the physician’s ethical
duty to the public health? If there is no indentifiable
individual at risk, then the physician’s professional
duty is to his patient; if there is potential harm to an
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identifiable individual, the physician’s social responsi-
bility is to protect that individual, even if it means
breaching confidentiality.

CONCLUSION

Identification, analysis, and resolution of outpa-
tient ethical problems require the physician’s explicit
consideration of the personal, social, financial, psycho-
logical, and emotional aspects of care, and the use of
clinical judgment. Clinicians can separate the patient’s
interests and desires from the interests and desires of
others and can recognize conflicts that arise from dual
loyalties in particular clinical situations. Physicians’
communications and negotiations with outpatients can
enhance both patient autonomy and physician auton-
omy. Primary care physicians can practice preventive
ethics by helping their patients outline their goals for
future medical care. Finally, as citizens informed on
matters of health, physicians have professional and so-
cial responsibilities to educate the public and promote
the common good.

The authors thank Drs. William J. Arnold, Rush Priest, Stuart Oser-
man, Mark Young, and Jim Wind for their insightful comments.
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REFLECTIONS
On Courtesy in Writing

Courtesy must be sought by itself. It consists in keeping the reader and listener
always in mind. They come first; they are our guests, and hence to be well treated.
For nobody on earth has taken a pledge to read or listen to us. It therefore behooves
us to make the encounter comfortable, indeed pleasant, as we would certainly try to
do if it were a matter of entertaining acquaintances at home.

JACQUES BARZUN
A Word or Two Before You Go
Middletown, CT, Wesleyan University Press, 1986
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7. Forlegal concemsiquestions/ciariication cortacs
a. Lisa Hosman-Davis, Fargo Offce with Chif Council X311
© ScotW. Lawrence, Attorney. si24e5521

Offce of RegoralCounsel

5. Whena formal meeting s needed;

+ Schedule (datefime/room #) Sacristyis available call Sancra X2785

+ Invite ey participants
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Part 1:Requester Data
Items marked with * are REQUIRED fieldsin ECWeb.

* Requester's first name:

* Requester's last name:

* Job Title (Role in the case):

1 Physician— Staff 1 Clinical staff - Other

[ [
[ 1Physician— Trainee [ ]Management
[ 1Nurse—NP [ 1Patient
[ 1Nurse—Other [ 1Family/Significant Other
[ 1Social worker [ 1Chaplain
[ 1Other
Phone:
e-mail
* Date of request:

“ Is request urgent (Check one): Yes[ ] No[ ]

“ Requester’s detailed description of the Case and ethical concern, including steps taken
to resolve the concern prior to making Ethical Consult:
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Chalmers P. Wylie VA Ambulatory Care Center.

\\A

Consultative Ethics

Committee
At the Columbus VA Ambulatory Care

Center

propriate options in the decision-making process.

The members of the Consultative Ethics Committee represent vari-
ous disciplines and services throughout the facility. If you have a ques-
tion, concern or referral for the committee, feel free to contact:

Christopher L. Ray, PhD, ABPP, Chair- 614-388-7028
Lisa Webb, LISW-S, Co-Chair- 614-257-5424

Ethics Consultation Committee

Christopher Ray, PhD, ABPP x7028
Lisa Webb, LISW-S X5424
Melinda Amornyard, PharmD x2802
Jennifer Finnerty, PsyD, ABPP x5861

William Hartman, MD x5328
Lois Sinicropi,LISW-S x7106
Lisa Sterling, Ph.D. X7134

Andrew Su, MD x5365
- ()

) R\

Christopher.Ray5@va.gov
Lisa.Webb@va.gov
Melinda.Amornyard@va.gov
Jennifer.Finnerty@va.gov
William.Hartman2@va.gov
Lois.Sinicropi2@va.gov
Lisa.Sterling@va.gov
Andrew.Su@va.gov






