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How an Anesthesiologist Can Use the Etbics

Consultation Service
David B. Waisel, M.D.,” Robert D. Truog, M.D.t

ANESTHESIOLOGISTS have a tendency to frame con-
flicts in terms of either medical or legal judgments, with-
out fully appreciating the ethical dimensions of the is-
sues. The goal of the previous papers in this series was
to heighten the sensitivity of anesthesiologists to these
ethical dimensions and to discuss potential avenues for
resolving these conflicts. Many of the ideas presented
can be difficult to implement in practice, however, par-
ticularly if an anesthesiologist is not experienced in
these matters. For example, determining if a patient
retains sufficient decision-making capacity after receiv-
ing midazolam is not easy. Nor is it always clear how
to delineate the obligations owed to the patient who
wishes to retain do-not-resuscitate (DNR) status during
surgery. Matters that involve other professionals may
be more complex. How does one resolve an operating
room disagreement about when to transfuse blood?
Although education in ethics may help anesthesiolo-
gists recognize ethical dilemmas, they may still be un-
able to define and articulate the issues authoritatively.
Ethics consultants help resolve dilemmas by providing
a structured way of thinking about problems, clarifying
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the positions of individuals with a moral interest in the
decision, and simplifying communication. After consul-
tations, clinicians feel greater satisfaction in managing
cases with ethical conflicts, not only because of their
awareness of the expert consulting services available
but also because of their increased knowledge and com-
fort in dealing with these issues.'* One study found
that after the conclusion of an ethics consultation, more
than 95% of physicians would request another."

There are at least two levels of ethics consultations
available for anesthesiologists: institutional ethics com-
mittees and national professional ethics committees,
such as the American Society of Anesthesiologists Com-
mittee on Ethics.

Institutional Ethics Committees

During the earliest years after the introduction of ethics
committees into hospital practice, they were sometimes
considered the vehicle for ensuring that the physician’s
choice of clinical options was the one offering the least
legal risk. These ethics committees tended to be bureau-
cratic organizations with “all the right answers.”” In recent
years, however, ethics committees and the process of
ethical consultations have evolved into a constructive ser-
vice that benefits the clinician and patient. An ethics ser-
vice should not view itself as the sole arbiter of right and
wrong. Rather, the goals of the ethics consultation should
be, simply, to “assist the primary physician, the patient
and the family to reach a right and good clinical deci-
sion.”” The usefulness of such a process has been recog-
nized by The Joint Commission on Accreditation for
Healthcare Organization, whose guidelines require hospi-
tals to have “a functioning process to address ethical is-
sues.”'f Ethics committees and their consultation services
fulfill this requirement.

Institutional ethics committees are usually hospital-
based and can help with ethical dilemmas involving
individuals, departments, and third-parties such as man-
aged care organizations. Traditionally, cases presented
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for consultation centered on individual patients and
physicians and involved questions about resuscitation
status, informed consent, decision-making capacity,
confidentiality, and withdrawing and withholding
care.**” Given the dramatic way health care and reim-
bursement changes have intruded on the patient - physi-
cian relationship, ethics committees have started to take
a broader role in participating in difficulties involving
institutions. Anesthesiologists may find ethics consulta-
tion useful in any of these situations.

Take, for example, the patient with early Alzheimer’s
disease who arrives in the preoperative holding area and
needs to give informed consent. The anesthesiologist
recognizes that the patient’s decision-making capacity
is not at a usual level, but may not feel adept in de-
termining if it is adequate. The ethics consultant estab-
lishes the necessary framework for resolving this prob-
lem, beginning, perhaps, by establishing the needed
extent of the patient’s decision-making capacity. For
example, a patient may need more capacity when mak-
ing one decision (thoracic epidural) compared with an-
other decision (arterial pressure monitoring). The con-
sultant then helps ascertain the patient’s decision-mak-
ing capacity, in part by looking for articulation of a
cohesive expression of preferences using consistent
and rational logic. After a decision about the patient’s
capacity is made, it is natural for the anesthesiologist
to feel some discomfort. This may be a result of limited
experience with ethical dilemmas, the lack of absolute
certainty in making these determinations, or the recog-
nition that he or she may be intentionally or uninten-
tionally influenced by production pressures. The con-
sultant’s support allows the anesthesiologist to feel
more confident in his or her decision to proceed or,
alternately, to provide an anchor for the anesthesiolo-
gist battling internal or external production pressures.®

This consultant is acting mostly in the role of an ex-
pert, similar to the manner of a traditional medical con-
sultant who interviews and examines the patient, re-
searches the situation and options, and supplies a spe-
cific recommendation supported by ethical and legal
opinions.”'” This role presumes the ethics consultant
has extensive knowledge in bioethics, institutional re-
quirements, and proper documentation. This role also
appreciates the consultant’s greater experience in re-
solving ethical dilemmas. For example, a consultant
who frequently helps patients reevaluate their desires
for resuscitation in the operating room is more likely
to be aware of potential pitfalls and to navigate a more
successful course. Ethics consultants also act as facilita-
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tors. The use of facilitation presupposes that if the parti-
cipants in the case can communicate, most issues can
be resolved. Conventional wisdom suggests that the
majority of ethics consultations are more about improv-
ing communications than about abstract theoretical
concepts. Most of the work of those who do clinical
ethics “‘turns on trying to get the facts straight, clearing
up misconceptions and misunderstandings, [and] trying
to overcome emotional confusion . . .”"" The consul-
tant clarifies considerations and therapeutic goals and
brings together those who have a moral interest in the
case. Successful facilitations seek to attain an ethically
acceptable resolution consistent with the patient’s well-
considered goals rather than a specific solution. The
consultant can usually achieve such because he or she
is usually perceived as an unbiased newcomer to the
disagreement who is unaffected by rancor or prejudice.

For the most part, ethics consultants function as an
expert and as a facilitator. Consider a surrogate who
insists on general anesthesia for the débridement of leg
ulcers for her father who has severe chronic obstructive
pulmonary disease. The anesthesiologist believes the
patient would be better served with a spinal anesthetic.
The ethics consultant can assist in resolving this di-
lemma by helping the anesthesiologist clarify his or her
concerns about general anesthesia for this patient. For
example, is the harm to the patient substantial, minor,
or unclear?'” On what kind of information is this opin-
ion based?"*""> The consultant then facilitates discus-
sion between the surrogate and the anesthesiologist.
For example, the consultant may find that the patient
had always expressed disdain for spinal anesthetics after
his brother received one during World War II and re-
turned home paraplegic. The consultant and anesthesi-
ologist can then address the differences between spinal
anesthesia then and now and elucidate for the surrogate
the true risks and benefits of each procedure. This ex-
planation gives the surrogate psychological permission
to go against her father’s previous statements by under-
standing that her father was rejecting an uninformed
view of spinal anesthesia. The consultant may ask the
surrogate to imagine what her father would do with
the new information. If the surrogate chooses in the
end to act contrary to the anesthesiologist’s advice, the
consultant can help the anesthesiologist clarify where
the choice lies on the continuum from choices that
are acceptable but undesirable to those that constitute
abuse. If there is a need to pursue other channels, the
consultant can provide direction.

Ethics consultants can help facilitate disagreements
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within professional relationships, too. Consider the
problem of a surgeon who demands the administration
of a blood transfusion when the anesthesiologist does
not believe one is indicated. It is difficult to fruitfully
address this disagreement in the middle of an operation
if a working relationship is not already established. As
such, the ethics consultant may use preventative ethics,
which centers on resolving conflicts before they hap-
pen, particularly if they can be identified as being repeti-
tive."*"” In this case, the ethics consultant’s goals are
to clarify and evaluate blood transfusion practices and
to maintain professional relationships.

To accomplish the first goal, the consultant would
encourage the participants to discuss each physician’s
transfusion practices in light of published recommenda-
tions and the practices of trusted colleagues. Equally
important is the second goal, which is for the anesthesi-
ologist and surgeon to develop a working relationship
capable of successfully addressing differences of opin-
ion. Preserving or developing this kind of relationship
benefits patients who deserve to receive the expertise
of both physicians. The consultant may also be able to
recognize that common ground cannot be reached and
that the participants should seek to work with col-
leagues who have more similar transfusion practices.

Similarly, “turf battles” between departments can be
addressed. For instance, the departments of anesthesiol-
ogy and emergency medicine may bicker about who
manages the trauma patient’s airway. Several advan-
tages may allow the ethics consultant to broker a suc-
cessful compromise. The consultant is presumably free
from financial considerations, peer pressures, and the
antagonism that has developed between the physicians
in the two departments. This fresh view allows the
ethics consultant to separate and define the individual
issues, often a first and necessary step toward resolu-
tion. In this case, issues may include residency training
needs, financial considerations, and hubris, all of which
may have resulted in a failure to communicate. The
consultant can refocus the discussion toward the prior-
ity of patient care, while acknowledging substantial an-
cillary issues of finances and resident training. He or
she may also be able to temper the discussion. This
alone may allow the principals to communicate with
each other to the point of amicably devising an agree-
ment that satisfies both departments.

Ethics consultation and hospital ethics committees
can also assist departments and hospitals in establishing
workable policies for complex issues.'® Consider an ob-
stetric department that wants to provide increased ser-

Anesthesiology, V 87, No 5, Nov 1997

vices to Jehovah’s Witnesses. Part of their preparation
would include gaining support with the department of
anesthesiology. Up to this point, only a few of the 20
anesthesiologists have been providing anesthesia for
Jehovah’s Witnesses, and this care has been primarily
for elective procedures. The ethics consultant can edu-
cate the caregivers about the pertinent issues, and in
doing so can help them clarify their beliefs and their
ability to deliver agreed-on care. The ethics consultant
may identify two mechanisms that are necessary to
honor the patients’ treatment preferences while also
protecting the integrity of the caregivers. The first is
to design a preoperative consultation that sufficiently
discusses and clearly documents the desires of patients
to the satisfaction of the caregivers. The second is to
develop a system to allow certain anesthesiologists not
to provide care. This may be a difficult task for the
mostly unscheduled and occasionally emergent needs
of an obstetric service, particularly in a department in
which all the anesthesiologists usually provide obstetric
anesthesia at night and on weekends. The ethics consul-
tant would, like other consultants, follow the implemen-
tation of the proposals and suggest adjustments and
help resolve differences as needed.

This is just one example of how ethics committees
fulfill an obligation to coordinate continuing education
in ethics. Many ethics committees invite speakers, hold
conferences, and even present didactic sessions to ac-
quaint colleagues with significant issues. Some ethics
committees organize educational programs to inform
the community about relevant ethical issues such as
completing advance directives. Anesthesiologists
should be aware that most ethics committees are
pleased to provide focused education to any group,
such as a department, that requests it.

Ethics consultations involving difficulties with admin-
istrators and third-party payers are likely to become
more prominent given that 90% of privately insured
Americans undergo some sort of utilization review for
their medical care.'” “Significant anecdotal evidence
suggests that doctors perceive managed care regula-
tions as preventing them from behaving in an ethical
manner.” * Concerns about third-party payers may cen-
ter on policies for patients and policies pitting patient
care against physician finances.”' ** Caregivers are often
frustrated by health care plans that appear to be penny
wise and pound foolish.*"**

Prominent disputes between physicians and third-
party payers have included pressure on physicians to
discharge patients from the hospital quickly and to limit
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consultations.”” Anesthesiologists are not unaffected by
these disagreements. For example, anesthesiologists
may be faced with pressure to perform anesthesia for
a postpartum tubal ligation several hours after delivery
instead of the next day. If an anesthesiologist’s normal
practice is to wait until the next day, should he or she
provide care earlier? Such a delay may cause the patient
to stay in the hospital an additional day. This is particu-
larly difficult because there is no clear consensus in the
literature on this situation, and the anesthesiologist may
have difficulty responding to an administrator’s request
to show that this practice is unsafe.”” *” Or, consider a
child with multiple congenital anomalies who needs
bilateral myringotomy and tubes and tonsillectomy. Be-
cause it is only ‘“‘tubes and tonsils,” the managed care
organization refuses to authorize the otolaryngologist
to do the procedure at the more expensive children’s
hospital and requires the procedure to be done at the
local community hospital. The anesthesiologist may be-
lieve such a case is “‘slightly”” out of his or her reach.
How does an anesthesiologist determine if a case is too
difficult? And how should an anesthesiologist approach
such an issue, particularly if the hospital administration
is not sympathetic?

Other questions may arise as anesthesiologists are
held more accountable for costs.'”***® How should an
anesthesia group respond to a health plan that refuses
to authorize postoperative epidural analgesia? Should
an anesthesiology group not use more expensive and
possibly more effective drugs in the patient with capi-
tated reimbursement?”® Such policies may be danger-
ous. Consider a third-party payer that will not authorize
anesthesia for gastrointestinal endoscopies. Anesthesiol-
ogists may then be placed in the undesirable position of
having to provide otherwise avoidable emergent airway
management for oversedation, for example, and such
emergencies may cause patients harm.

An ethics consultation can provide a sounding board
for the appropriateness of the anesthesiologist’s discom-
fort with the system and can help determine whether to
appeal the third-party’s position.'* The same experience
that benefits the ethics consultant when dealing with
difficult situations involving patients and physicians can
help in dealing with third parties. Ethics committees
may be able to give a voice to the anesthesiologists so
that they can “‘participate in political give-and-take with
nonphysicians.”*” This may allow anesthesiologists to
put research in the proper light and not let it be used
in an inappropriate way to limit the therapeutic options
of anesthesiologists.”” Because chairs of ethics commit-
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tees often command respect, they tend to have signifi-
cant unofficial authority with hospital administrations
and other third parties and thus may be more successful
in addressing certain policy issues. Third-party payers
may also have their own ethics committees that may
provide another avenue toward affecting policy.

Practicalities of Ethics Consultation

A colleague is easier to call for a consultation than a
stranger. As such, we suggest anesthesiologists become
familiar with their institutional ethics committee before
needing help in a crisis. Requesting an ethics consulta-
tion is somewhat different than requesting a medical
one. Anesthesiologists are taught to ask a specific ques-
tion when requesting a clinical consultation, such as
“Can this patient’s pulmonary status be better opti-
mized before this 8-h general anesthetic and upper ab-
dominal surgery’’ rather than “‘Please clear this patient
for surgery.” Anesthesiologists may not have the back-
ground necessary to ask for a specific recommendation
from an ethics consultation. Fortunately, ethics consul-
tants are comfortable with vague requests. Part of their
job is to help define the question.

Origination of ethics consultations can vary. Some
hospitals allow any person involved with the patient,
including physicians, nurses, dietitians, physical thera-
pists, technicians, family members, and loved ones to
initiate an ethics consultation. Others require the at-
tending physician to initiate the consultation, and most
require the attending physician to at least agree to the
consultation. Assent of the attending physician is prag-
matic. The physician- patient relationship is the hall-
mark of medical care, and this relationship should not
be intruded without the attending physician’s concur-
rence. Further, ethics committees are for the most part
advisory, and beginning the consultation with an adver-
sarial relationship with the attending physician is count-
erproductive. It is important for the anesthesiologist to
remember that by virtue of caring for a patient perioper-
atively, he or she is one of the patient’s attending physi-
cians and has the right and responsibility to obtain eth-
ics consultations when appropriate.

In many cases the consultant will be a physician who
is familiar with medical problems and the hospital mi-
lieu. A physician also has a greater likelihood of being
acknowledged as an authority by other physicians. For
these reasons, some argue all consultants should be
physicians. Because the skills of recognizing dilemmas
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and helping patients and clinicians think through these
concerns are not limited to physicians, others hold that
clinical consultation should be open to other profes-
sionals such as nurses, clergy, and philosophers.*® For
example, nurses may have closer relationships with
their patients than do physicians. Moreover, not all eth-
ics consultations originate at the physician level, and
some cthical dilemmas center primarily on nursing con-
cerns. Philosophers and clergy also have become effec-
tive ethics consultants, perhaps because of their ability
to critically analyze issues from a perspective outside
of the medical profession. A number of different models
exist for ethics consultation.” Ethics consultation may
be performed by an individual or by small groups who
may interact with a larger group providing some over-
sight.”' Some institutions have formalized these differ-
ences by having an overall more inclusive ethics com-
mittee and a smaller, more specialized, ethics consulta-
tion service to provide clinical consultations.

Ethics consultation has developed in a manner similar
to new clinical specialties as consultants interested in
medical ethics take courses and self-educate themselves
in bioethics. As a result, no formal credentialling pro-
cess for ethics consultants exists, and patients are not
protected from “practitioners who lack expertise in
clinical ethics but who may promote themselves as qual-
ified.””** However, leading individual consultation ser-
vices have their own certification processes, and mech-
anisms to define certification are actively discussed in
the literature.”** It is reasonable to expect a more uni-
form certification process in the near future.

Ethics committees and ethics consultation services
should include a cross-section of hospital personnel
such as physicians, nurses, social workers, clergy, and
nonhospital personnel with either an interest or some
expertise in bioethics. Former patients often bring a
useful and interesting perspective to the committee.
Lawyers with a special interest in bioethics may be more
helpful to the committee than perhaps an institutional
lawyer whose responsibility is to the institution. This
paradigm presumes that ethical views are heavily influ-
enced by societal constructs, and thus committees
should include individuals from a broad cross-section
of society. It is unusual for this pluralism to be fully
achieved, even with attempts to include lay people in
the group.

Committees may be subject to standard committee
problems: the dogma of one forceful member, the de-
sire to cooperate and avoid controversy, the inability
to pursue different perspectives, or tendencies leading

Anesthesiology, V 87, No 5, Nov 1997

to premature agreement.’* Studies have shown, for ex-
ample, that sometimes groups will arrive at a consensus
decision that no individual in a group would support,
such as when subgroups who advocate extreme posi-
tions agree to a middle-ground compromise.*” Because
committees work closely together, long-time members
may easily and uncritically accept the views of their
colleagues. Sometimes committees strive for ‘‘the brass
ring of consensus,”’ believing that consensus itself is
proof that the decision is morally good.*® This consen-
sus may be unintentionally contrived. Recognition of
these issues may help committees avoid such pitfalls.
Other ways of preventing these oversights are to pub-
lish the results so others can examine them, to have
the full ethics committee evaluate pertinent issues, or
to have an outside ethicist evaluate the proceedings and
provide critical review. One problem with having the
ethics committee review the consultant’s work is that
as one of the more senior members of the committee,
the consultant usually has a great deal of unofficial au-
thority that may render the review impotent. Outsiders
reviewing ethics consultants and committees may pro-
vide less biased feedback. One major risk is the acquies-
cence to authoritative power, frequently as a result of
seniority or profession.”’

Ethics committees are nearly always advisory bodies
with no formal authority beyond the ability to make
recommendations. This respects the primacy of the rela-
tionship between the attending physician and the pa-
tient and is analogous to the recommendations made
by other consultants. This, however, does not mean the
suggestions are without weight. An opinion from an
effective ethics committee with respected leadership
carries a fair amount of moral authority that is difficult
to ignore. If members of the ethics committee believe
something so egregious is happening that they are com-
pelled to intervene, then the committee notifies the
proper administrative body. Although ethics commit-
tees can provide an alternative to the judicial system,
they do not replace the courts. The courts have ignored,
considered, or embraced various ethics committee rec-
ommendations, and the use of an ethics committee does
not preclude further legal appeal.”’ The lack of a uni-
form due process in the ability of committees to notify
and subpoena witnesses or in the mechanism of appeal-
ing decisions does not permit ethics committees to
function on the level of the courts.”" Some have argued
that ethics committees need to pay greater attention to
the requirements of due process.” For example, not all
ethics committees require that the patient or family be
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notified of the consult and not all ensure that the patient
or surrogate has the opportunity to speak with the com-
mittee. Consultations that involve only the opinions and
perspectives of the caregivers run the risk of being prej-
udiced and biased. Therefore, even though ethics com-
mittees should not be perceived as “‘minicourts,” atten-
tion to certain features of “due process’ is necessary
for them to perform fair and impartial consultations.
Documentation for an ethics consultation varies. Ethics
committees should record their efforts in the chart for
several reasons: to communicate, to educate, to facilitate
public review, and, perhaps most importantly, to force
the consultant to be precise in his or her thoughts. Public
documentation enhances the reception of the consulta-
tion and may increase the confidence of clinicians in the
validity of the recommendations. The inclusiveness of the
consultation may vary. An ethics consultation may either
mimic a standard clinical consultation, including physical
examination findings and laboratory values, or provide a
brief introduction to the clinical situation followed by
a more thorough discussion of the ethical issues.” This
discussion should include questions asked by the origina-
tor of the consultation, pertinent issues, ethical analysis
of the issues, recommendations, and references to the
literature, if appropriate. Because ethical dilemmas are
typically complex, it may be difficult to always apply the
same components and reasoning to every case. In any
given case, ‘‘intuition, metaphor, common sense, religious
tradition, hospital policy or state law could be the crucial
factor.”*” Outcome studies documenting the benefits of
ethics consultation are lacking, in part because of the ill-
defined goals of ethics consultations.””***" Although this
paper defined the goals of ethics consultation as to “‘assist
the primary physician, the patient and the family to reach
a right and good clinical decision,”” this definition is not
as easy to quantify as many clinical endpoints. One prob-
lem may be that the definition of a “‘successful consult”
varies by participant, situation, and institution. How is the

§ American Society of Anesthesiologists: Ethical Guidelines for the
Anesthesia Care of Patients with Do-Not-Resuscitate Orders or Other
Directives that Limit care, American Society of Anesthesiologists 1997
Directory of Members. Park Ridge, IL, American Society of Anesthesi-
ologists, 1997, pp 400-1.

| Fine PG: DNR in the O.R. — Anesthesiologists, medical ethics and
guidelines. American Society of Anesthesiologists Newsletter 1994;
58(8):10-4.

# American Society of Anesthesiologists: Guidelines for the Ethical
Practice of Anesthesiology, American Society of Anesthesiologists
1997 Directory of Members. Park Ridge, IL, American Society of
Anesthesiologists, 1997, pp 401 -3.
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determination of ‘“‘assistance’” or of a ‘“‘right and good
clinical decision”” made?** Most studies focus on clinician
satisfaction and knowledge that are, at best, a mediocre
indication of quality and indicate little about outcome.
Further, rightness is difficult to define.” Is rightness the
happiness of the patient, family, or clinician? An equitable
distribution of resources? The avoidance of litigation? Or
based on a more ethereal concept such as ethical correct-
ness? Assuredly, it is hoped that these definitions will tend
to merge into a single process and solution, but that is
not always so. Befitting a specialty in its infancy, a great
deal of attention has been devoted recently to promoting
and designing outcome studies to begin to remedy this
undesirable situation.****

The American Society of Anesthesiologists
Committee on the Ethics

An often overlooked resource for the anesthesiologist
is the American Society of Anesthesiologists Committee
on Ethics. The committee on ethics performs three pri-
mary functions. The first is policy and statement devel-
opment, which most prominently has included a for-
ward-looking policy on DNR orders in the operating
room and an update of the Guidelines for the Ethical
Practice of Anesthesiology. These policies provide a
substantial touchstone for anesthesiologists to refer to
when faced with ethical dilemmas.

The Ethical Guidelines for the Anesthesia Care of Pa-
tients with Do-Not-Resuscitate Orders or Other Direc-
tives that Limit Treatment was approved by the Ameri-
can Society of Anesthesiologists House of Delegates in
October of 1993.§ This was the first statement of a
professional body to embrace the now well-accepted
practice of having patients reevaluate instead of with-
draw their desire to limit resuscitation when receiving
anesthesia and surgery. After Society approval, the Com-
mittee on Ethics coordinated with the American College
of Surgeons to have them endorse a similar statement.||
This unified effort advanced patient care by providing
a common basis of practice for anesthesiologists, sur-
geons, and other caregivers.

The most recent update of the Guidelines for the
Ethical Practice of Anesthesiology was approved by the
House of Delegates in October of 1995. It reflected
modern principles of bioethics, especially in its formal
recognition that ““There may be specific circumstances
in which the following guidelines may not apply and
wherein individualized decisions may be appropriate.”#
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Whole sections were added addressing the ethical re-
sponsibilities of anesthesiologists to themselves and to
society. Other additions urged anesthesiologists to par-
ticipate in the management of their health care facility
and to be honorable in financial dealings.

The second function of the Committee on Ethics is
education. The committee sponsors yearly educational
events at the annual meeting discussing such issues as
the ethics of geriatric care, pediatric care, physician-
assisted death, pharmaceutical company-sponsored re-
search, and what to do with the HIV-positive anesthesi-
ologist. The members of the committee participate in
other educational efforts such as problem-based learn-
ing discussions and regional refresher courses.

The third, and perhaps most important, function for
the clinician is to respond to questions and problems
posed by anesthesiologists or other professionals in-
volved in the delivery of health care. The Chair of the
committee receives one or two calls each week. Ques-
tions have included the appropriateness of a married
surgeon and anesthesiologist working together, of anes-
thesiologists leaving the operating room under certain
circumstances, and, more frequently, of certain billing
practices. The Committee on Ethics may choose to in-
vestigate more thoroughly concerns brought to their
attention. For example, the committee is currently ex-
amining the intersection of business practices, business
cthics, and medical ethics, particularly as it pertains to
hiring practices. For example, at what point is a partner
in an anesthesiology group taking advantage of a pro-
spective employee because of an overabundance of an-
esthesiologists? Or, is the market by definition fair as
long as participants are forthright with terms? Anesthe-
siologists should view the committee as an appropriate
forum to bring forth any concerns relating to the prac-
tice of anesthesiology.

Conclusion

With our heterogeneous society,” increased health
care costs, and massive growth in technology, “‘physi-
cians find it more difficult than ever to make clinical
ethical decisions.”® Identifying patients’ preferences is
even more difficult when choices seem contrary to
those of providers. Patients may communicate in a man-
ner different from their care providers, resulting in mis-
understandings. Caregivers who are required to con-
sider societal uses of resources when determining pa-
tient treatment may have difficulty balancing various

Anesthesiology, V 87, No 5, Nov 1997

obligations.* With more economic upheaval and tech-
nologic advances in health care anticipated for the near
future, and especially in the milieu of a steadily increas-
ing population of critically ill patients occupying hospi-
tal beds, ethics committees assuredly will continue to
have an important role in the daily life of the hospital.
In these confusing and stressful times, anesthesiologists
would be well advised to master the use of ethics con-
sultation to provide the care they want to give and their
patients want to receive.
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