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PREFERENCEOFPATIENT

Patientpreferenceisessentialtotheanalysisofanethicalproblem inclinicalmedicine.By

preferenceofpatientwemean”thechoicesthatpersonsmakewhentheyarefacedwith

decisionabouthealthandmedicaltreatment”.Andthesechoicesreflectthepatient’sown

experience,beliefsandvaluesasinformedbythephysician’srecommendation.Thefollowing

subtopicswillbediscussed;

1)Principleofrespectforautonomy

2)Legal,clinical,psychologicalsignificanceofpatientpreference

3)Informedconsent

4)Decisionalcapacity

5)Truthinmedicalcommunication

6)Culturalandreligiousbelief

7)Refusaloftreatment

8)Advanceplanning

9)Surrogatedecision

10)Thechallengingpatientand

11)Alternativemedicine

PRINCIPLEOFRESPECTFORAUTONOMY

TheguidingethicalprincipleofPatientPreferencesistherespectforautonomy.Respectfor

autonomy is one aspectofa largerprinciple,namely,respectforpersons,which is a

fundamentalprincipleofallmorality.Respectforpersonsaffirmsthateachandeveryperson

hasmoralvalueanddignityinhisorherownright.Inclinicalethics,respectfortheautonomy

ofthepatientsignifiesthatphysician'sjudgmentsabouthow tobenefittheirpatientsshould

neverignoreoroverridethepreferencesofthosepatients.Patientshavetherighttofreely

acceptorrejectphysician'srecommendations..Asamoralprinciple,respectforautonomyisa



"two-waystreet":theautonomyofphysicianstoactonlyontheirbestjudgmentabouthowbest

tobenefitapatientmedically,mustalsoberespected.Therefore,respectforpatientautonomy

doesnotimplythatpatientshavetherighttodemandinappropriatetreatment,orthata

physicianmustaccedetoanyandeveryrequestofapatientifitconflictswiththephysician's

bestjudgment.Inclinicalethics,respectforpatientpreferencestakesplacewithinatherapeutic

relationship,thatis,whensomehealthproblem promptsapatienttoseekhelpfrom aphysician

andaphysicianrespondswithdiagnosis,advice,andaproposedtreatment.Inthisrelationship,

physicianspossessadefactopower:theyhaveknowledgeandskillsthatthepatientneeds.

Also,patientsareoftensoillthattheycannotclearlyformulateorexpresspreferences:they

simplywantandneedhelp.Therefore,thetherapeuticrelationshipcanbedistortedbywhathas

beencalled"physicianpaternalism":aphysicianassumesthathisorhermedicaljudgment

aloneshoulddeterminethecourseofcare.Modernmedicalethicsrepudiatesthissortof

paternalism.Instead,boththephysicianandthepatientmustform anallianceinwhichmedical

recommendationsandpatientpreferencestogetherguidethecourseofcare.

LEGAL,CLINICAL,PSYCHOLOGICALSIGNIFICANCEOFPATIENTPREFERENCE

InClinicalcareattendingtopatientpreferencesisessentialtogood.Patientswho
collaboratewiththeirphysicianstoreachasharehealthcaredesignhavegreatertrustinthe
doctorpatientrelationship,cooperatefullytoimplementthesharedecisionandexpress
greatersatisfactionwiththeirhealthcare.Researchhasshownthatpatientswithchronic
diseases such as :hypertension,non-insulin dependentdiabetes mellitus,peptic ulcer,
rheumatoidarthritisenjoybetterhealthoutcomewhentheyaskquestions,opinionsandmake
preferencestobeknown.

InLegalallstatesnow havelawsrequiringinformedconsentformedicaltreatment,
exceptincertainemergencysituations.Thelegalrequirementofexplicitconsentforspecific
treatmentprotectsthelegalrightsofpatientstocontrolwhatisdonetotheirownbodies.
Examples
a.recognizesthatallpersonshaveafundamentalrighttocontroltheirownbodyandtheright
tobeprotectedfrom unwantedintrusionsbySelf-DeterminationAmericanlaw
b.Everyhumanbeingofadultyearsandofsoundmindhasarighttodeterminewhatshallbe
donewithhisbody.
c..Itfollowsthateachmanisconsideredtobemasterofhisownbody,andhemay,ifhebeof
soundmind,prohibittheperformanceoflife-savingsurgeryorothermedicaltreatmentbyAnglo
-Americanlaw.

InPsychologicalaspectthereisaControlRespectforpatientpreferenceswhichisa

psychologicallysignificantbecausetheabilitytoexpresspreferencesandhaveothersrespect

them iscrucialtoasenseofpersonalworth.Thepatient,alreadythreatenedbydisease,may

have a vitalneed forsome sense ofcontrol..When patients are overtly orcovertly

uncooperative,theeffectivenessoftherapyisthreatened.Furthermore,patientpreferencesare

important,becausetheirexpressionmayleadtothediscoveryofotherfactors,suchasfears,

fantasies,orunusualbeliefs,thatthephysicianshouldconsiderindealingwiththepatient.

Weasksixquestionsthatcomprisetheissuesthatmustberaisedinidentifyingandassessing

anethicalproblem regardingpatientpreferences.



(1)Hasthepatientbeeninformedofbenefitsandrisks,understoodthisinformation,andgiven

consent?

(2)Isthepatientmentallycapableandlegallycompetent,andisthereevidenceofincapacity?

(3)Ifmentallycapable,whatpreferencesabouttreatmentisthepatientstating?

(4)Ifincapacitated,hasthepatientexpressedpriorpreferences?

(5)Whoistheappropriatesurrogatetomakedecisionsfortheincapacitatedpatient?

(6)Isthepatientunwillingorunabletocooperatewithmedicaltreatment?Ifso,why?

INFORMEDCONSENT

InformedconsentistheusualwayInwhichpatientpreferencesareexpressed.Itisthe

practicalapplicationofrespectforthepatient'sautonomy.Informedconsentconsistsofan

encountercharacterizedbymutualparticipation,goodcommunication,mutualrespect,and

shareddecisionmaking.Exampleisapatientwithpneumococcalmeningitis,istoldthathe

needsimmediateantibiotictherapy.Afterheisinformedofthenatureofhisdisease,the

benefitsand burdensoftreatment,and the possible consequencesofnon-treatment,he

expresseshispreferencebyconsentingtotheantibiotictherapy.Atherapeuticalliancethatis

clinically,ethically,andemotionallysatisfactoryisformedandreinforcedwhenthepatient

recovers.Now thiscaseexemplifieswhatmightbecalledroutineconsent.Thephysician

expresses clinicaljudgmentby making recommendations to the patientregarding an

appropriatecourseofcare.Thepatientmakesknownhispreferencebyconsultingthephysician

fordiagnosisandtreatmentandbyacceptingthephysician'srecommendations.

CaseIisalsoanexampleofroutineconsent,butitoccursinachronicdiseasesetting.

Ms.Cope'sdoctorwasassiduousininformingandeducatingherpatient.Ms.Copeaccepted

the treatmentregimen,and hercompliance with itshows herpreferences.She is now

consideringwhethershewillacceptthebenefitsandriskoftheinsulinpump.Patientswith

chronicdiseases,whichoftenhavevariablecoursesfarintothefuture,mustconsiderawider

rangeofconsequences.

Standardsforwhatinformationisreasonableforpatientstoknow tomakerational

decisions.

1.Theformerstandardsaccordsgreaterdiscretiontothephysicians

2.Thelatterismorepatient-centered

3.Thethirdstandard,sometimescalledasubjectivestandardispatient-specific.

scopeofdisclosureareasfollowed

1.Thepatient’scurrentmedicalstatus,includingthelikelycourseifnotreatmentisprovided.

2.Theinterventionthatmightimproveprognosis,includingadescriptionandtherisksand



benefitsofthoseuncertaintiesassociatedwiththeintervention.

3.Aprofessionalopinionaboutalternativesopentothepatientand;

4.Arecommendationthatisbasedonthephysicianbestclinicaljudgment.

Stringency

Information can be curtailed in emergencies.when treatmentis elective,much more

informationshouldbeprovided.Finallydetailedandthoroughinformationshouldaccompany

anyinvitationtoparticipateinresearch,particularlyiftheresearchmaneuverisnotdirectedto

thepatient’stherapy

.Comprehension

Thecomprehensionofthepatientisfullyasimportantastheprovisionoftheinformation.The

physicianhasanethicalobligationto makereasonableeffortsto ensurecomprehension.

explanationshouldbegivenclearlyandsimplyquestionsshouldbeaskedtoassessunder

understandingwritteninstructionsorprintedmaterialsshouldbeprovided.

Documentation

Theconsentisdocumentedinasigned“consentform”thatisenteredinthepatient’srecord.

healthcareinstitutionsrequiresigneddocumentationbeforeamedicalorsurgicalprocedureis

initiated.Thedocumenttypicallynamestheprocedureandmerelystatesthattherisksand

benefitshavebeenexplainedtothepatient.

Difficultieswithinformedconsent

1.Patientmaybelievethatdecisionsarethephysician’sprerogativephysiciansmaynot

appreciatetherationaleforthepatient’sparticipation.

2.Informedconsentisnotmerelypushinginformationatapatient.

3.Itislimitedbytheinabilityofmanyphysicianstolistencarefullytotheirpatient’swordsand

theemotionsunderlyingthem.

4.Thetimelimitsforpatient’svisitsimposedbysomemanagementcareplansandclinics,and

reimbursementpoliciesthatcompensateforprocedurebutnotforeducationdiscouraginggood

communication.

DECISIONALCAPACITY

Inmedicalsituations,thisistheabilityto understand medicalinformationand its

possible implications and to considerone’s own value in relation to the physician’s

recommendationsabouttreatmentoptions.Thepatientmaylackorpossesstheabilityto

makedecisionsabouttheirhealth.Thosewholacktheseabilitiesmayneedasurrogate



decisionmake.

However,therearesomecaseswherebythepatientwillfallbetweenthesessituation

andtheirdecisionalcapacitymaybealteredandsooftenunclearwhethertheycanmake

reasonabledecisionfortheirownwelfare.Indeterminingdecisionalcapacity;

Thefirststepistoengagethepatientinaconversation,observingthepatient’sbehaviorandto

talkwiththethirdparties.Althoughitisoftendifficulttodistinguishthesignsofthemental

illnessinsomecases(Forexample,paranoidpatientsappearnormaluntilcertainsituation

triggeradelusionalbeliefsystem)

Experienced clinicians are often able to assess decisionalcapacity through simple

conversationsnotinginconsistencies,confusionandincoherence.

Psychiatricdiagnosisoftenruleoutthepossibilityofthepatienthastheabilitytomake

particularchoices.Tests forcognitive functioning,psychiatric disorders thatmay affect

decisionalcapacitycanbeusedbytheclinicianwhentherearedoubtsaboutthepatients

decisionalcapacity.

MacArthurCompetenceAssessmentTooliscommonlyusedassessmenttool.

A singletestcannotbeusedtodeterminetheinabilityofthepatients’decisionalcapacity

becausesomeconditionscanbereversedormanagedthroughpsychiatryinterventionwhile

othersmaybeimpossibletoremedy.Insomecases,evidencefordecisionalincapacityismore

complex,especiallywhenamentaldisorderispresent,aconsultantshouldbeinvitedforamore

expertrecommended.When the clinicalevidence is enough to show thatthe patientis

decisionalincapable,anappropriatesurrogatedecisionmakerassumesauthority.Inevaluating

decisionalcapacityinrelationtotheneedforintervention:theslidingscalecriterion

“ithasbeensuggestedthatthestringencyofcriteriaforcapacityshouldvarywiththe

seriousnessofthediseaseandurgencyfortreatment”.

thissimplymeansthatthepatients’capacityisdeterminedduetotheurgencyoftreatmentand

seriousnessofthedisease.forexampleforaprocedurewithlow riskandhighbenefitalow

standardofcapacitytoconsentisneedwhileforahighriskprocedureandlittlebenefita

greaterstandardofcapacityisneeded.Althoughthisslidingscaleofstringencytesthasbeen

criticized,ithasbeenhelpfultocliniciansindeterminingwhethertherefusalcanbesimply

acceptedorfurtherstepsshouldbetakentoinvestigateandtakeactiontocounterbylegal

means.delirium,confusion,andwaxingandwaningcapacity.Decisionalcapacitycanalsobe

affectedbydelirium whichisthecharacterizedbyconfusion,inabilitytoconcentrate,anxiety

andsometimeshallucination.Also inthesundownersyndromewhereapatientsmental

capacitywaxesandwanesi.e.personmayappearvelarandorientedthenlaterbeassessedas

confused.

competentrefusaloftreatmentbypersonwithcapacitytochoosearePatientwhoare

wellinformedandhavedecisionalcapacitysometimesrefuserecommendedtreatment.Ifthis

treatmentiselective,theconsequencesmightnotbeseriousalthoughifthetreatmentis

necessarytosavelifeorpreventserousconsequencephysiciansmaybeconfrontedwithan

ethicaldilemma.

TheethicalprincipleofrespectsupportedgenerallybytheAmericanlaw,requiresthatthe

refusalofcarebyacompetentadultshouldberespected.Andthereisrefusalduetoreligious

beliefsandculturaldiversityinwhichthePatientswithdifferentreligiousbeliefsusuallyaffect



theirdecisionsaboutcarebutthisdoesnotmakethem incapableofdecisionbutinsteadthe

clinicianswillbefacedwithmakingdecisionsthatseemsreasonabletothem andethical

judgmentthatseemsobligatory,withthepatients’preferenceforadifferentcourseofaction.

TRUTHINMEDICALCOMMUNICATION

Communicationsbetweenphysiciansandthepatientshouldbetruthful,thismeansit

shouldbeinaccordwithfactsandnotdeceit.Deceptionwhichisbystatingwhatisnottrue

shouldbeavoided.Howeverinthecommunicationbetweenpatientandphysicianscertain

ethicalissuesabouttruthfulnessmayemergeandcertainquestionslike;

1.Doesthepatientreallywanttoknowthetruth?

2.Whatifthetruthonceknown,causesharm?

3.Mightnotdeceptionhelpbysupportinghope?

4.Morerecently,withthepresenceofinformedconsent,truthfulnesshasbeencommendedas

theethicalcourseofaction.

Importance;

a.Effectivephysician-patientcommunicationhasbeenshowntopositivelyinfluencehealth

outcomes

b.Increasedpatientsatisfaction

c.Ledtogreaterpatientunderstandingofhealthproblemsandtreatmentsavailable

d.Contributingtobetteradherencetotreatmentplans

e.Providingsupportandreassurancetothepatient

PlaceboTreatment

Thisisaclinicalinterventionintendedbythephysiciantobenefitthepatient,notbyanyknown

physiologicalmechanism oftheintervention,butbecauseofcertainpsychologicalor

psychologicaleffectsduetothepositiveexpectations,beliefs,hopesofthepatient.

Placebotreatmentraisesaproblem oftruthtelling,becauseitseemsinevitablytoinvolve

deception.Thephysicianknowstheinterventiondoesnothaveobjectivepropertiesnecessary

forefficacyandthepatientiskeptignorantofthisfact.Placeboagentsarenowcommonly

usedincontrolledclinicaltrialsoftherapyfornon-lifethreateningconditions.Howeverno

deceptionisinvolved,becauseresearchsubjectsmustbeinformedthattheywillberandomized

andmayreceiveeitheranactivedrugoranyethiciststhatclinicaluseofplacebosisunethical.

Therearesomeconditionsinwhichaplacebocanproduceresultsevenwhenpeopleknowthat



theyaretakingaplacebo.Studiesshowthatplaceboshaveeffectonconditionswhichmay

include;

Depression

Pain

Sleepdisorders

Irritablebowelsyndrome

Menopause

Clinicalsignificance;

Understandinghowplaceboresponsesfrom isvitalforclinicalpracticeasitcanplayacrucial

roleindeterminingthetherapeuticoutcomeofthepatient.Althoughplaceboeffectsfrequently

occurinclinicalpractice,theyoftengounderrecognized.Translatingtheknowledgeofthe

placeboeffecttobenefitthepatientrequiresathoroughevaluationoftheclinicaleffectiveness

oftheintendedeffect.

Therefore,attemptstogeneratebeneficialplaceboresponsesshouldonlybedoneunderstrict

professional,legal,andethicalnormsafterobtainingappropriateinformedconsent.

Completenessofdisclosure

Disclosureofoptionsfortreatmentofapatient’sconditionshouldbecomplete.Thatis

containingallinformationthatathoughtfulpersonwouldneedtomakeagooddecisionintheir

ownbehalf.Itshouldincludeoptionsthatthephysicianmaybelievearelessdesirablebutwhich

arestillmedicallyreasonable.Insodoing,physiciansmaymakeitclearwhytheyconsiderthese

otheroptionslessdesirable.Thedisclosuremightinclude;

Thepropermedicalcaretoimprovethepatient’sconditionandalsotheprognosis.

Thepatient’smedicalrecord,underlyingconditionsandmaybeallergiestocertaintypeof

medication.

Professionalopinionsaboutalternativesopentothepatientandprobablythepatient’sfamily.

Makingthetreatmentdecisionsthatareinthebestinterestofthepatient.

CULTURALANDRELIGIOUSBELIEF

Certainreligiousgroupsholdbeliefsabouthealth,sickness,andmedicalcare.
Sometimessuchbeliefswillinfluencethepatient'spreferencesaboutcareinwaysthat
providersmightconsiderimprudentordangerous.Similarly,personsfrom culturaltraditions



differingfrom theprevailingculturemayviewthemedicalpracticesoftheprevailingcultureas
strangeandevenrepugnant.Inbothcases,providerswillbefacedwiththeproblem of
reconcilingaclinicaljudgmentthatseemsreasonabletothem andevenanethicaljudgment
thatseemsobligatory,withapatient'spreferenceforadifferentcourseofaction.

Forexample,Someclinicianswhoencounterunfamiliarbeliefsmayconsiderthese
beliefs"crazy"andevenassumethatanyonewhoholdsthem mustsufferfrom impaired
capacity.Thisresponseiswhollyunjustified:itrevealsbiasandignorance.Themerefactof
adherencetoanunusualbeliefisnot,inandofitself,evidenceofincapacity.Intheabsenceof
clinicalsignsofincapacity,suchpersonsshouldbefrom aparticularreligiousorcultural
traditionshouldfoster"culturalcapacity."Theyshouldprovideopportunitiesforprovidersto
educatethemselvesaboutculturalbeliefs.Culturalmediators,suchasclergyoreducated
personswhocanexplainthebeliefsandcommunicatewiththosewhoholdthem,shouldbe
available.Competenttranslatorsshouldalsobeavailableforlanguageproblems.Itshouldbe
noted,however,thatthefactthatapersonspeaksthesamelanguageorcomesfrom thesame
countryorreligionasthepatientdoesnotguaranteecompetenceasatranslatororintermediary.
Also,culturalstereotypesshouldbeavoided;thereareindividualsfrom particularcultureswho
depart,intheirvalues,preferences,andlifestyle,from thepredominantmodeoftheircultures.

Alsoatreatmentcoursethatisacceptabletothepatientandprovideralikeshouldbe
negotiated.Itisfirstnecessarytodiscoverthecommongoalsthataresoughtbythe
patientandthephysician,andthentosettleonmutuallyacceptablestrategiestoattain
thosegoals.Theappropriateethicalresponsetoagenuineconflictisdependentonthe
circumstancesofthecase.

REFUSALOFTREATMENT

Patienthasarighttoinformationaboutthemselves.Theyhavetherighttorefuseinformationor

toaskthephysiciannottoinform them.

Case1

Mr.A.J.isscheduledforsurgeryforspinalstenosis.Theneurosurgeonbeginstodiscussthe

riskandbenefitofthesurgery.Thepatienttoldthedoctorhedidnotwanttohearanythingmore.

Heagreedtothesurgerywhileknowingtherisk,andhehasconfidenceinthedoctor.The

surgeonisconcernedthathehasnotcompletedanadequatedisclosure.

Recommendation

Incase1,Mr.A.J.’srefusalofinformationshouldberespected.Thereisnoobligationtopress

thematter,althoughthesurgeonmayrepeattheofferofinformationwheninduetime.Itshould

bechartedbythesurgeonthatthepatienthasrefusedinformation.Itisdesirabletoseekthe

patient’spermissiontodiscussthedetailoftheprocedurewithaninvolvedfamilymember.

DisclosureofMedicalError

MedicalerrorsarewhatobligationdoesthephysicianandthehospitalHavetodiscloseerrors

topatients.Someerrorsareduetonegligence,buttheMajoritiesareduetoaccident,



misinformation,ororganizationalmalfunction.Somecausesharm whileothersdonot.When

errorsoccurwhatobligationsdophysicianshavetodiscussthem?

Comment

Anyinclinedtohidemedicalmistakesmustbediscourage.Secrecyisunethicalandmaybe

counterproductive.Mistakesshouldbereportedforriskmanagementandqualityinsurance

purposes.Chargesshouldbewaivedandappropriatecompensationprovided.Malpractice

actionsarecertainlypossible,particularlyiftheerrorsistheresultofnegligence,butthreatof

legalclaimsisreducedinaclimateofconfidenceandhonesty.Errorsthataretrulyharmless,

withoutanyadverseeffectsforthepatient.Itisobligatorytodiscloseharmlesserror;itis

advisabletodosotosustaintheclimateofhonestyintherelationshipbetweenthepatientand

physician

ADVANCEPLANNING

Advanceplanningencouragesindividualstoinform theirphysiciansaboutthepersons
theymusttrustandtheirbehalfandhowtheywouldwishtobetreatedatafuturetimewhen
theymightbeunabletoparticipateindecisionsabouttheircare.Themostimportantfeatures
ofadvanceplanningarethediscussionwithonesfamilyandaconferencewithonesdoctorand
thephysicianshouldandalwaysdocumenttheconversationinthepatientsrecordwhereitcan
beaccessibleintimeofcrises.Insomeofthisconversationswishesofthepatientshouldbe
startedlegallyandaccepteddocumentsgenerallycalled“advancedirectives”andthereare
severalformssuchas
1.Thedurable(ormedical)powerofattorneyforhealthcare.
2.Thelegalinstrumentsentitled“directivetophysiciansinthestatuesenactedbyvarious
states)
3.Thelessformal“livingwill”OtherformsarecalledPOLST(physiciansordertoliftsustaining
treatment).Theideaofadvanceddirectiveshasbecomebothfamiliarandacceptedinethics
andlaw.Medicareregulationsrequirehospitalstoprovidepatientwithinformationabouttheir
rightsunderstateortoacceptrefuse.Theyalsoaskforadmissionwhethertheyhaveadvance
directiveandiftheyhaveadvancedirectivestheymustsubmitcopiesfortheirrecordandifthey
don’thavetheywillbeaskedtopreparethedocument.Physiciansshouldlearnhowto
encouragetheirpatienttoprepareadvancedirectivesthatarevalidintheirlocale.Althoughthe
legalityhasbeenformalizedbythelegislationandupheldbycourt.Somephysiciansmightstill
neglectthesemethodssomeempiricalstudieshasbeendocumentedthatphysiciansare
reluctanttodiscussend-lifeissueswithpatients.Systematicattempttoimprove
communicationinformationbetweenpatioandphysiciansmetillsuccess.

THEDURABLEPOWEROFATTORNEYFORHEALTHCARE.
Themostimportantelementofadvanceplanningistheauthorizationbytheparentofthe
personwhom willmakedecisionsonehisorherbehalf.Thisstatutesauthorizedindividualsto
appointananotherpersontoactasagentstomakeallhealthcaredecisionsaftertheyhave
becomeincapacitatedthepersonmaynaarelativeorfriendmadeinthewriting.Thisgivesa
legalprioritytothedesignatedagentoverallthepartiesincludingnextofkinitalsoavoids
bureaucraticburdens.



DOCUMENTATIONSOFADVANCEPLANNING:
Theappointmentofadesignateddecisionmakermaybeaccompaniedbyadocumentthat
statesinmoreorlessexplicitterm Suchiscalledanadvanceddirectivesordirectiveto
physiciansandthisdirectivescansignupandgivetophysiciantypicallywoundedinthis
fashion
•injurydiseaseorillnessescertifiedtobeterminalconditionbytwophysicians
!Livingwills:anadvanceddirectivesmaybecommunicatedbagapersontoaphysicianfamily
andfriendsInalessformalthanthestatutorydocument.Somegroupssuggestthisliving
willsfortheiradherentstheRomanCatholicsandconservativeJewshaveformsthatreflect
theirowndoctrinesonforgoinglifesupport.Aform calledfivewishesisadocumentthat
allowspeopletostatetheirwishesaboutwhowillbetheonetostatewishesforthem,thekind
ofmedicalservicetheywant,howcomfortabletheywanttobe,howtobetreatedandwhat
theywishtherelovedonestoknow finallyadvancedirectivesshouldbeplacedinpatients
hospitalchatphysiciancaringfortenpatientshouldalwaysdiscusswiththepatient.
CASE1.Mr.Care,withMSisnowhospitalizedbecauseofaspirationpneumonia.Heis

alternativelyobtundedandseverely.Hehadgivenhisphysicianacopyofthedirectivesto

physician4yearsearlier.Now,inreviewingthedirective,thephysiciannoticesthewords

(commoninthisdocument).“Thepatientdeathmustbeimminent,thatisdeathshouldbe

expectedwhethernottreatmentisprovided“shouldthephysicianconsiderthatifintubationis

medicallyindicated,itshouldbewithheldinaccordwiththepatientspriorpreferences?

Inthiscase,thephysicianmaywithholdintubationonthebasisofthepatientsadvance

directive.Thewords“whetherornottreatmentisprovided”areaclumsyattempttodefinethe

imminenceofdeath.Inthiscase,thosewordsshouldnotobstructthefulfillmentofMr.Care’s

preferences,whichseem quiteclear.

SURROGATEDECISION

Asurrogatecanbedefinedaspersonthatspeaksonbehalfofotherpersonwhencrucial

clinicaldecisionshavetobemadeandthepatientisknowntobeverysickandunableto

communicatehisorherdesiresaboutcare.Traditionally,nextofkinhavebeenconsideredthe

naturalsurrogates,andclinicianshaveturnedtofamilymembersfortheirpermissiontotreat

thepatient.ThispracticehasbeentacitlyacceptedinAnglo-Americanlaw,butwasrarely

expressedinstatutes.

So,thequestionis;‘WhoIstheAppropriateSurrogatetoMakeDecisionsfortheIncapacitated

Patient?’

Inrecentyears,effortshavebeenmadetoclarifythedeterminationofsurrogatesformedical

decisionmaking.Statutesauthorizepersonstoappointtheirownsurrogates,orholdersof

durablepowersofattorney.Theseappointedsurrogatessupersedeanyotherparty,including

immediatefamilymembers.Thesestatutesavoidtheneedtoseekjudicialrecourse,exceptin

casesofconflictordoubtaboutlegitimatedecision-makers.Statutesofthissortarehelpfulin

avoidingconflictingclaimstoauthority.Ontheotherhand,theymayautomaticallyappoint

somepartywhoisinappropriate.Finally,allstateshaveprovisionsforthejudicialappointment



ofguardiansorconservatorsforthosedeclaredincompetentbyajudge.

TheStandardsforSurrogateDecisions

Thedecisionsofsurrogatesareguidedbytwodefinitestandards.Thefirstiscalled"substituted

judgment":whenthepatient'spreferencesareknown,thesurrogatemustuseknowledgeof

thesepreferencesinmakingmedicaldecisions.Thesecondiscalled"thebestinterest

standard":whenthepatient'spreferencesarenotknown,thesurrogate'sjudgmentmust

promotethebestinterestsofthepatient.

(a)SubstitutedJudgment."Substitutedjudgment"iswhenasurrogatereliesonknown

preferencesofthepatienttoreachaconclusionaboutmedicaltreatment.Thisisusedintwo

situations:(1)wherethepatienthaspreviouslyexpressedherpreferencesexplicitly,and(2)

wherethesurrogatecanreasonablyinferthepatient'spreferencesfrom paststatementsor

actions.

Thefirstsituationisverydirectandoccurswhenthepatienthaspreviouslyexpressed

preferencesconcerningthecourseofactiontheywoulddesireinthepresentcircumstance

eitherinwritingormerelyinforminganotherpersonofthepreferencesorally.Thesurrogate

shouldfollowthepatient'spreferencesascloselyaspossibleandnotmakingmedicaldecisions

forthepatient,butgiveeffecttodecisionsthepatientwouldhavemadeforherself.

Whenthepatienthasnotspecificallystatedwhatshewouldwant,asurrogateshouldbasehis

decisiononfamiliaritywiththepatient'svaluesandbeliefsmustbecarefultoavoidthe

commonpitfallofapplyingtheirownvaluesandbeliefsintothedecision-makingprocess.

Obviously,onlyindividualswithacloseassociationtothepatientaresuitableassurrogates

whenthissortofjudgmentiscalledfor.

(b)BestInterests.Ifthepatient'sownpreferencesareunknownorareunclear,thesurrogate

mustconsiderthebestinterestsofthepatient.Thisrequiresthatthesurrogate'sdecisionmust

promotetheindividual'swelfare,whichisdefinedasmakingthosechoices,namely,aboutrelief

ofsuffering,preservationorrestorationoffunction,andtheextentandsustainedqualityoflife,

thatreasonablepersonsinsimilarcircumstanceswouldbelikelytochoose.

ImpliedConsent

Inlife-threateningemergencies,patientsmaybeunabletoexpresstheirpreferencesorgive

theirconsentbecausetheyareunconsciousorinshockandnosurrogatemaybeavailable

duringthatpointintime.Insuchsituations,ithasbecomecustomaryforphysicianstopresume

thatthepatientwouldgiveconsentifabletodoso,becausethealternativewouldbedeathor

severedisability.Thisissometimescalledimpliedconsent.Thepatientisnot,ofcourse,giving



consent;thephysicianispresumingthatthepatientwouldconsent,iftheycouldinorderto

savehisorherlife.Itisareasonablepresumptionthatapersonwould,iftheycould,accepthelp

inacriticalsituation.Impliedconsentalsoprovidesthephysicianwithalegaldefenseagainsta

subsequentchargeofbattery,althoughitmaynotdefendagainstchargesofnegligenceifthe

emergencytreatmentfallsbelowacceptablestandardsofcare;forexample,aphysician

incorrectlyperformsaHeimlichmaneuver,therebybreakingribsandpuncturingalung.

DecisionsforPatientsWhoLackSurrogates

Apatientwhohaslostdecisionalcapacitymayhavenopersonwhocanbeidentifiedasa

surrogate.Theterm "unbefriendorunrepresentedpatient"issometimesused.Insuchcases,its

bestthatthephysicianactsasthesurrogateandproceedswithdecisionmaking.

StatutoryAuthoritytoTreat

Inalljurisdictions,statutesexistthatauthorizepsychiatriststorestrainmentallyillpersons

whoaredangeroustothemselvesorothersforpsychiatrictreatmentagainsttheirwill.

Thesestatutespertaintopersonswhoaresufferingfrom mentaldisease,andthetreatment

authorizedistreatmentonlyformentaldisease.Insomesituations,bothmentaldiseaseand

medicalproblemsmaybepresent.Thesesituationsofdualdiagnosesdeservespecial

consideration.

Theconsultingpsychiatristwillexaminethepatientand,havingmadeadiagnosisofparanoid

schizophrenia,mayauthorizeinvoluntarycommitmentfortreatmentofthismentaldisorder.

Theemergencydepartmentresidentdoesnothavethisauthority.Theterm medicalholdis

sometimesusedtodescribethisprocedurebutitismisleadingfortworeasons:physicians,

otherthanpsychiatrists,cannot"hold"patients,andonlypsychiatrictreatmentsmaybe

administered.

THECHALLENGINGPATIENT

Onoccasion,personswhoareundercareinahealthcarefacilitymaycauseseriousdisruption
andevenendangerotherpatients.Atthesametime,theymaydesiretocontinueintreatment.
Physicianswho
encountersuchchallengingpatientsmaybeconcernedthatdischargingthem becauseofthe
dangerposedtoothersorthedisruptionscausedmayinduceseriousharm,evendeath,forthe
patient.
Case
Mr.R.A.,anintravenousdrugaddict,isadmittedforthethirdtimein3yearswithadiagnosisof
infectiveendocarditis.Threeyearsago,herequiredmitralvalvereplacementforPseudomonas



endocarditis,and1
yearago,herequiredreplacementoftheprostheticvalveafterhedevelopedStaphylococcus
aureusendocarditis.Henow isadmittedagainwithS.aureusendocarditisoftheprosthetic
valve.
After1weekofantibiotictherapy,hecontinuestohavepositivebloodcultureresults.One
cardiacsurgeonrefusestooperate,sayingthatthepatientisarecidivistandthatcorrectinghis
drugaddictionisfutile.Anothersurgeonagreestooperateonhim.Mr.R.A.consentstoopen
heartsurgerytoreplaceagaintheinfectedprostheticmitralvalve.Postoperatively,for10days
heiscooperativewithhismanagementandantibiotictreatment.Whileonthistreatment,he
becomesafebrileandbloodculturedataarenegative.Plansareinplaceforhisdischarge,with
venousaccessforantibiotics.Hethenbeginstobehaveerratically.Heleaveshisroom and
staysawayforhours,oftenmissinghismedications.Onseveraloccasions,aurinescreening
testdemonstratesthepresenceofopiatesandquinine,revealingthatheisusingillicitnarcotics
evenwhilebeingtreatedforinfectiveendocarditis.TworepeatbloodculturetestsnowgrowS.
aureus.Ontwoseparateoccasions,heverballyabusestwonurseswhoreprimandhim forbeing
awayfrom hisroom.Severalpatientsontheunitcomplainthathethreatenedthem.Nurses
suspectthatheisalsodealingdrugswithinthehospital.Thisinformationbecomesknownto
thepatient'sphysician;despitethefactthatthepatient'sinfectiveendocarditishasnotbeen
treatedoptimally,thephysicianaskshim toleavethehospitalimmediately.
Comment
Considerationsleadingtoanethicaljustificationofthisdecisionareas
follows:
(a)Thepatient'suseofintravenousstreetdrugsatthesametimethathisphysicianswere
attempting to eradicatehisinfectiveendocarditisindicated thatthelikelihood ofmedical
successinthiscase,bothshortterm andlong-term,wasnotgreat.Physiciansarenotobligedto
treatpeoplewhopersistinactionsthatruncountertothegoalsoftreatment.
(b)Thepatientwantedtobetreatedand,atthesametime,continuedhisabusivebehavior.The
physiciansareobligedtodeterminethatthepatienthasthementalcapacitytomakesuch
choicesandthathewas
notsufferingfrom ametabolicencephalopathy(seeDeterminingDecisionalCapacity).
Recommendation
Cliniciansshouldrecognizethatthispatient'sprimarymedicalproblem isnotendocarditis,
seriousthoughthatconditionis.Asthefirstsurgeonnoted,itisdrugaddiction.Thefocusofhis
treatmentshouldshiftto
treatmentforthatproblem.Themanagementofaddictionrequireslongterm outpatientcare
andsupport.Nevertheless,heisatriskofdyingintheshortterm from anotherepisodeof
infectiveendocarditis.Inour
opinion,heshouldbedischargedwithanindwellingvenouslineandwithhomenursingservice
toadministerantibiotics.Ifheprovesintractable,thenitcanbearguedthateffortstomanage
hisendocarditisbysurgicalmeanswillnotbeeffectiveandthepatientmaybedischarged.
SigningOutAgainstMedicalAdviceMr.R.A.mightsimplywalkoutofthehospital,leavingeven
before
physiciansjudgehistreatmentadequate.Whenpatientschoosetodischargethemselvesinthis
manner,mosthospitalsrequestthem tosignastatementconfirmingthattheyareleaving
againstmedicaladvice
(AMA).Thedocumentmerelyprovideslegalevidencethatthepatient'sdeparturewasvoluntary,
andthatthepatientwaswarnedbythephysicianabouttherisksofleaving.
ConscientiousObjection
Thepreferencesofpatientshavesignificantmoralauthorityandmustbeconsideredinevery
treatmentdecision.Theethicalobligationsofphysiciansaredefinednotonlybythewishesof
theirpatientsbutalso



bythe goalsofmedicine.Physicianshave no obligation to perform actionsbeyond or
contradictorytothegoalsofmedicine,evenwhenrequestedtodosobypatients.Patientshave
norighttodemandthat
physicians provide medicalcare thatis contraindicated,such as unnecessarysurgeryor
medicallyinappropriatedrugregimens.Finally,physiciansmayrefusetoaccedetoapatient's
wisheswhentheybelievethatdoingsowillmakethem complicitinsomethingtheybelieveis
immoral.Traditionally,medicalethicshasrequiredphysicianstoabstainfrom moraljudgments
abouttheirpatientsinregardtomedicalcare.However,despitethisprofessionalneutrality,
physiciansandnurseshavetheirownpersonalmoralvalues.Traditionally,lawspermitting
abortion and laws permitting physician-assisted dying contain explicit exemptions for
conscientiousobjection.Forexample,apharmacistrefusestofillavalid
prescriptionfora"morningafterpill."Physiciansandnursesmayrefusetocooperateinactions
theyjudgeimmoralongroundsofconscience.Itisimportant,informingone'sconscience,to
separatethemoralvaluestowhichoneiscommittedfrom personaldistasteorprejudice.For
example,aphysicianrefusestoundertakethecareofaJehovah'sWitnesswithahemorrhagic
diathesisonmoralgrounds,although,infact,thephysiciandoesnotwanttotaketheriskthat
thepatientmaydiefrom bloodloss.Thetraditionalethicsofconscientiousobjectionrequire
theobjectortomakeclearhisorherpositioninapublicwayandtoaccepttheconsequencesof
objection,suchaslegalliabilityforviolationofalaw.
Withdrawingfrom theCaseandAbandonmentofthePatientAttimes,suchasthecaseofMs.
Cope(seeFailuretoCooperatewithMedicalRecommendations),thephysicianmayservethe
patientbestby
decidingtodissolvethephysician–patientrelationship.Thephysician'sprincipalgoalistohelp
patients in the care oftheirhealth.Ifthis proves impossible,the physician may best
demonstrateethicalresponsibilitybywithdrawingfrom thecase.Physicianswhoterminatea
relationshipwithapatientsometimeswonderwhethertheycanbechargedwithabandonment.
Abandonment,inthelegalsense,meansthataphysician,withoutgivingtimelynotice,ceasesto
providecareforapatientwhoisstillinneedofmedicalattentionorwhenthephysicianis
dilatoryandcareless).Achargeofabandonmentcanusuallybecounteredbyshowingthatthe
patientdidreceivewarninginsufficienttimetoarrangeformedicalcare.A physicianmay
withdrawfrom thecareofapatientwithoutlegalrisk.Thedecisiontodososhouldmeetethical
aswellaslegalstandards.Physiciansinheritanethicaltraditionthatrequiresthem toundertake
difficulttasksandevenrisksforthecareofpersonsinneedofmedicalattention.Inconvenience,
provocation,ordislikearenotsufficientreasonstoexemptaphysicianfrom thatduty.That
obligationis,ofcourse,limitedbyseveralconditions—ifthepatientabsorbsexcessivetimeand
energy,drawingthephysicianawayfrom otherpatients;ifthepatientisactinginwaysto
frustrate the attainable medicalgoals;orifthe patientis endangering others by overt
action—theethicalobligationto
continuetocarewouldbediminished.TheseconditionsappeartobeverifiedinthecaseofMr.
R.A.Finally,aphysicianmaydeclinetoprovidenonbeneficialtreatmentsortreatmentscontrary
toconscience,

asnotedinTheDisruptivePatient.

ALTERNATIVEMEDICINE

Manypersonsseekcarefrom providerswhoarenottrainedin

conventionalscientificmedicine.Theseprovidersapplyphysical,psychological&herbal

remediesthatarecommonlyrecognizedasscientificallyorproveneffectivebyclinical



trials.Themostcommonoftheseprovidersareneuropaths,homeopaths,chiropractors

andacupuncturists.Methodsincludespiritualhealing,physicalmanipulation,special

diets,imagingrelaxationtechniques,massage&vitamintherapy.Thesemethodsare

describedas“alternative”or“complementary”medicine.

CASE:A64-yearsoldmanhasbeenunderthecareofafamilyphysicianfor

increasinglysevereosteoarthritis.Ononevisit,hecomplainsofdizzyspells.Aworkup

revealsnospecificcauseforhisdizziness,Indiscussinghisarthritis,hetellshisdoctor

thathegetssomerelieffrom mushroom tea.Thephysicianhasseenreportsofillness

causedby“Kombuchatea”which,althoughcalled“mushroom tea”,isactuallyacolony

ofbacteriaandyeastfermentedinsweetenedtea.Thephysicianquestionsthepatient,

andthepatientreluctantlyadmitsthathehasbeenseeinga“naturalhealer”whosold

him theconcoction.

COMMENT:Thelargenumberofpeoplewhovisitalternativepractitioners

(estimatedtobeaboutoneofeverythreeadultAmerican,makingsome425million

visitsyearly—morethanaremadetoregularprimarycarepractitioners)commonlydo

soinconjunctionwithcarefrom regularpractitioner,usingunconventionaltherapiesas

adjunctsratherthanreplacementofconventionaltherapy.Themajorityofthese

patientsdonotinform theirregularphysicianabouttheiruseofalternativetreatment.

Preferencesforalternativetreatmentareoftenmotivatedbecausetheyareless

arduousandlesscostlythanconventionaltreatments,orbecausepatientsare

frustratedwiththefailureofconventionaltreatmenttoassureproblemssuchaschronic

backpain,headache,insomnia,anxietyanddepression.Mostconventionalpractitioners

knowlittleaboutalternativemedicine,andmanycommonlydisdainitanddisparageits

claims.

RECOMMENDATION:a)Aconventionalphysicianshouldencouragetheir

patientstorevealtheiruseofalternativemedicine.

b)Conventionalphysiciansshouldtrytoattainabetterunderstandingofthehealingsystem

whichpatientshavefrequentrecourseandtoappreciatetheirbeneficialfeatures.

c)Whenpatientsareusingalternativetherapiesforseriousconditionstotheneglectof

demonstratedeffaicoustherapies,orwhentheyareusingtherapiesthathavetoxiceffects,

physicianshouldcarefullyexplaintheconsequencesofsuchacourse.

d)Thephysicianshouldaskthepatient’spermissiontocontactthealternativeprovider,



explainthesituationandnegotiateaprogram thatwillbeacceptabletothepatientsand

comfortabletotheethicsoftheproviders.

e)Hospitalsshoulddeveloppoliciesthatacknowledgetheprevalenceofalternative

therapiesandestablishguidelinesforacceptablecollaborationbetweenregular

physicianandprovidersofalternativetreatments.


