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          Introduction 

 Bioethical issues often arise when treating emergency 
department (ED) and prehospital care patients. Actual or 
anticipated bioethical dilemmas commonly occur among 
patients with hematological and oncologic diseases, and 
these dilemmas may require slightly different approaches 
than in other ED patients due to people’s attitudes toward 
and the nature of the disease processes. Bioethical dilemmas 
raised by emergency hematological-oncologic patients fall 
into four categories (Table  1 ): decision-making, treatment 
demands and refusals, system problems, and notifi cations.

   Bioethics can be a  nebulous concept  , so the fi rst order 
of business will be to lay the groundwork by describing 
bioethics and discussing how it fi ts into our societal and 
professional value systems. Then, I will briefl y review 
basic ethical (foundational) theories and the methods used 
to think through ethical dilemmas, followed by a discus-
sion of the mid-level ethical principles with which clini-
cians may be more familiar. While they may appear 
superfi cial or oversimplifi ed, these mid-level principles 
provide an easy way to think about the issues posed in bio-
ethical dilemmas and policy development. Therefore, 
when treating emergency patients with hematological and 
oncologic illnesses, we use them to convey common moral 
themes, such as decision- making, demands for and refus-
als of treatment, and system constraints. Finally, I will 
move into the area of virtues to discuss notifi cations to 
patients and survivors.  

    How Bioethics Fits into Our Societal 
and Professional Value Systems 

 Bioethics, or clinical ethics, describes how we apply  profes-
sional and societal values   in an organized way to fi nd rea-
soned and defensible solutions for moral dilemmas. Moral 
dilemmas are those situations in which an individual must 
make a decision between confl icting or competing values. 
The resolutions to such dilemmas, however, do not always 
hinge on determining right versus wrong or good versus evil. 
Rather, moral dilemmas more often deal with “gray areas,” 
where the situations or resolutions initially seem to be equiv-
alent, i.e., situations with seemingly equal merit or appar-
ently equal injury. In these more ambiguous situations, we 
use ethical values to help determine a morally acceptable 
course of action. 

 In a pluralistic society, we derive these values from a vari-
ety of sources, including the general cultural, philosophical, 
and religious moral traditions, the social norms embodied in 
law, and our professional oaths and ethical codes. Each of 
these sources claims moral superiority. The goal of bioethics 
is to help us understand, interpret, and weigh these compet-
ing moral values [ 1 ]. 

    Values in Emergency Medicine 

 Values describe the standards that individuals, institutions, 
   professions, and societies use to judge human behavior. We 
learn values, usually at an early age, through indoctrination 
into the birth culture, from observing behavior and through 
secular (including professional) and religious education. 
They are moral rules derived from ethical principles that pro-
mote those things we think of as good and minimize or avoid 
those things we think of as bad. Societal institutions incorpo-
rate and promulgate values, often attempting to retain old 
values even in a changing society. 

 In pluralistic societies, clinicians must be sensitive to 
alternative beliefs and traditions, since they treat people with 
multiple and differing value systems. Not only religious but 
also family, cultural, and other values contribute to patients’ 
decisions about their medical care; without asking the 
patient, there is no way to know what decision they will 
make [ 2 ]. 

 Although many people cannot answer the question “What 
are your values?”, physicians can get concrete expressions of 
patients’ uncoerced values by asking what they see as their goal 
of medical therapy and why they want specifi c interventions. In 
patients who are too young or who are deemed incompetent to 
express their values, physicians may need either to make gen-
eral assumptions about what a normal person would want done 
or to rely on surrogate decision-makers [ 2 ]. 

   Table 1    Categories of bioethical issues encountered when working with 
patients with hematological-oncologic diseases and their families   

 Decision-making ( autonomy ) 

 1. Dying. Surrogates and advance directives (PHAD, also) 

 2. Decision-making capacity 
 Treatment demands/refusals (Benefi cence; Nonmalefi cence) 

 1. Demands to “do everything” 
 2. Palliative care decisions (demand to do “nothing”—care only) 

 3. Refusal of analgesia 

 4. Refusal of possibly benefi cial treatment (including decisions 
based on religious beliefs) 

 System dilemmas ( distributive justice, confi dentiality ) 

 1. System problems (inability to pay, intentional/unintentional 
release of patient information, undocumented alien, 
“wrong” insurance or medical system/group) 

 2. Collegial problems (refusal to see patient, abandonment, etc.) 

 3. Research protocols 
 Notifi cation ( honesty with sensitivity ) 

 1. Notifying patient/family of diagnosis 

 2. Died. Notifying survivors 
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 Institutions, including healthcare facilities and profes-
sional organizations, have their own value systems. 
Healthcare facilities often have specifi c value-related mis-
sions. Religiously oriented or affi liated institutions may be 
the most obvious of these, but charitable, for-profi t, and aca-
demic institutions also have specifi c role-related values. 
Professional organizations’ values often appear in their ethi-
cal codes [ 3 ]. 

 Clinicians also have their own ethical values, based on 
religious, philosophical, or professional convictions. While 
conscience clauses permit clinicians to “opt out” when they 
feel that they have a moral confl ict with professionally, insti-
tutionally, or legally required actions, they are generally 
required to provide timely and adequate medical care for the 
patient—which may be particularly diffi cult to achieve in 
emergency medicine [ 3 ].  

    Virtues in Emergency Medicine 

  Virtues   describe admirable personal behavior that Aristotle 
and other philosophers claim is derived from natural inter-
nal tendencies [ 4 ]. The virtuous person concept can be 
summed up with the ancient saying: “In a place where 
there are no men, strive to be a man” [ 5 ]. Virtuous behav-
ior stems from a sense of duty and the perception that it is 
the right thing to do, rather than from a desire to garner 
personal benefi ts. These ideal, morally praiseworthy char-
acter traits (e.g., showing kindness) are evident across 
many situations throughout the person’s lifetime. Virtues 
that may be inherent in emergency medicine clinicians 
include courage, safety, impartiality, personal integrity, 
trustworthiness, and fi delity [ 1 ]. 

  Courage  allows one to fulfi ll an obligation despite rea-
sonable personal risk. The courageous clinician also advo-
cates for patients against incompetent practitioners and 
those who attempt to deny them care, autonomy, or confi -
dentiality.  Safety  balances unreasoned courage.  Impartiality  
prompts the emergency physician to provide unbiased, 
unprejudiced, and equitable treatment to all patients, with-
out regard to their race, creeds, customs, habits, or lifestyle 
preferences.  Personal integrity  incorporates  trustworthi-
ness , which prompts clinicians to protect their sick and, 
often, vulnerable emergency patients’ interests by exercis-
ing ethical principles.  Truth telling  (fi delity, honesty) 
prompts clinicians to provide patients with the known 
facts, but tempered with humility and sensitivity.  

    Bioethics, Religion, and Law 

  Religion.  Organized  religions   have long been recognized as 
the guardians of a society’s values. Religious values have 

therefore been an important component of ethical delibera-
tions in medicine, as elsewhere in society. Modern secular 
bioethics incorporates many religion-originated decision- 
making methods, arguments, and ideals [ 6 ]. Although vari-
ous religions may appear to be dissimilar, most have as a 
basic tenet (no matter how it is stated) the Golden Rule: “Do 
unto others as you would have them do unto you.” Religious 
values are important from two perspectives: the patient’s in 
the exercise of autonomy and the practitioner’s in placing 
limitations on what he or she can morally do. Given the over-
whelming importance of patient autonomy in modern 
Western bioethics and law, however, a practitioner’s reli-
gious convictions can only guide his or her actions. If their 
values differ, clinicians must follow the patient’s wishes, as 
long as they are legal and practicable, and they do not violate 
medicine’s basic ethical precepts. 

  Law.   Laws   are rules of conduct established by legisla-
tures, administrative agencies, courts, or other governing 
bodies. They often vary from locale to locale and are 
enforceable only in the jurisdiction where they prevail. 
Law and bioethics both provide rules of conduct to follow 
based on societal values. But, while good ethics often 
makes good law, good law does not necessarily make good 
ethics [ 6 ]. 

 So, how does bioethics differ from law? The law, unlike 
bioethics, is relatively rigid and, particularly in the case of 
scientifi c and medical issues, can lag years or even decades 
behind modern developments. Societal values are incorpo-
rated both within the law and within ethical principles and 
decisions. By contrast, ethics is more inclusive within a cul-
ture, incorporating the broad values and beliefs of correct 
conduct. The primary differences between law and bioethics 
are shown in Table  2  [ 3 ].

   Emergency physicians often look to the law for answers 
to thorny dilemmas. Yet, except for the rare cases of 

   Table 2    Relationship between the law and  bioethics     

 Bioethics  Function  Law 

 ✓  Case based (casuistic)  ✓ 
 ✓  Has existed since ancient times  ✓ 
 ✓  Mutates over time  ✓ 
 ✓  Strives for internal consistency  ✓ 
 ✓  Incorporates societal values  ✓ 
 ✓  Healthcare policy source  ✓ 
 –  Some unchangeable directives  ✓ 
 –  Formal process rules  ✓ 
 –  Adversarial  ✓ 
 ✓  Relies heavily on individual values  ✓ 
 ✓  Interpretable by medical personnel  – 
 ✓  Ability to respond relatively rapidly 

to changing environment 
 – 

  Reprinted from  The Emergency Clinics of North America:  17(2):283-
306 Iserson KV. Principles of biomedical ethics Copyright 1999 with 
permission from Elsevier  

Ethics of Emergency Department Cancer Care



46

“black- letter law” wherein very specifi c actions are man-
dated, clinicians can best resolve these issues by turning 
to bioethical reasoning, using bioethics consultations, or 
applying previously developed institutional bioethics 
policies. 

 Modern bioethics developed because the law often has 
remained silent or inconsistent on matters vital to the bio-
medical community. The rapid increase in biotechnology, 
the failure of both the legal system and legislatures to deal 
with new and pressing issues, and the increasing liability cri-
sis drove the medical community to seek answers to the dif-
fi cult questions that practitioners have to work through on a 
daily basis [ 3 ].  

    Oaths/Codes 

 Medical ethics, or bioethics, differs from ethics in other 
fi elds just as medicine differs from other professions. This is 
because physicians treat  ill   people who are dependent on 
them and vulnerable to exploitation. For this reason, physi-

cians have used ethical codes since ancient times to guide 
their behavior. Modern physicians who deliver critical hema-
tologic and oncologic emergency medical services still rely 
on this guidance to help resolve dilemmas. 

 Many healthcare professional organizations, including 
most involved with emergency care, have developed their 
own values statements, which they often incorporate into 
their ethical codes. These codes (and the associated oaths) 
promote moral standards that their members presumably 
agree with and are expected to follow. The interpretation of 
those principles often evolves, albeit sometimes slowly, as 
the larger society changes. For example, although the 
American Medical Association’s Code of Ethics was fi rst 
published in 1847, it was not until 2001 that it stated that the 
physician’s primary responsibility should be to their patient. 
While existing medical professional codes differ markedly 
(Table  3 ), all try to provide a “bottom line”—that is, a mini-
mally acceptable course of action [ 2 ].

   Some professional oaths and codes confl ate bioethics and 
professional etiquette. However, these two areas differ mark-
edly: professional etiquette deals with standards governing 

   Table 3    Comparing ethics  codes   of EM organizations   

 AAEM/AMA  SAEM  AOA/AOCEP  ACEP 

 Protect patient confi dentiality  ×  –  ×  × 
 Professional excellence through CME  ×  ×  ×  × 
 Be a good citizen  ×  ×  –  – 
 Change laws to be in patients’ best interests  ×  –  ×  × 
 Obtain consultation when necessary  ×  –  ×  – 
 Choose whom to serve except in emergencies  ×  –  ×  – 
 Avoid discriminatory practices  ×  ×  ×  × 
 Promote highest quality of healthcare  ×  ×  –  × 
 Protect patient welfare  ×  ×  –  × 
 Honesty  ×  ×  –  × 
 Respect the law  ×  –  ×  × 
 Respect patient autonomy  ×  –  ×  × 
 Report clinical research honestly  ×  ×  ×  – 
 Prevent patient exploitation  –  ×  –  × 
 Encourage public health thru education  ×  ×  –  – 
 Protect patient dignity  ×  ×  –  – 
 Full disclosure to patients  ×  –  ×  × 
 Expose incompetent/dishonest physician  ×  –  –  × 
 Patient free choice of physician  ×  –  ×  – 
 Do not abandon patients  ×  –  ×  – 
 Perform duties objectively/accurately  ×  –  –  – 
 Promote harmony with other health professionals  ×  –  –  × 
 Assure death with dignity  ×  –  –  – 
 Transplant/donation conduct  ×  –  –  – 
 No participation in torture/inhumane practices  ×  –  –  – 

  The following is a comparison of fi ve ethical codes used by emergency medicine professional organizations: the American Medical Association 
(AMA) used by the American Academy of Emergency Medicine, the Society for Academic Emergency Medicine (SAEM), the American 
Osteopathic Association (AOA) used by the American Osteopathic College of Emergency Physicians, and the American College of Emergency 
Physicians (ACEP) 
 Reprinted from  The Emergency Clinics of North America:  17(2):283-306 Iserson KV. Principles of biomedical ethics Copyright 1999 with permis-
sion from Elsevier  
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the relationships and interactions between practitioners, 
while bioethics is concerned with basic moral values and 
patient-centered issues [ 7 ]. Specifi cally, bioethics deals with 
relationships between providers and their patients, providers 
and society, and society and patients.   

    Review of Basic Ethical (Foundational) 
Theories 

  Foundational   ethical theories embody grand philosophical 
ideas that attempt to coherently and systematically answer 
two fundamental questions: What ought I do? How ought I 
live? Philosophers continue to elaborate or reconstruct fun-
damental ethical theories based on ancient ethical systems. 
Many were developed in India and China or within the 
Jewish, Christian, Islamic, and Buddhist religions. Clinicians 
generally have diffi culty directly applying these theories to 
individual situations. Rather, they rely on “casuistry,” a case- 
based application of bioethical values (described later in this 
chapter). 

 There are two main “foundational” theories of ethics: 
utilitarianism and deontology. 

   Utilitarianism         , sometimes called consequentialism or 
teleology, is one of the more functional and commonly used 
ethical theories. Based on writings by John Stuart Mill and 
Jeremy Bentham, it focuses on getting good or valued results 
rather than using the right means to achieve those results. 
This theory promotes achieving outcomes that benefi t the 
majority in the most impartial way possible. In its simplest 
form, this theory proposes achieving the greatest good (or 
the greatest sum of pleasure or the least amount of pain) for 
the greatest number of people. It is often advocated as the 
basis for broad social policies. Health planners often employ 
concepts of utility to develop more equitable health delivery 
systems. Such systems attempt to encourage and maximize 
the use of treatment that results in the most benefi cial out-
come for the least resource expenditure. Nevertheless, trying 
to defi ne what is “good” or who comprises the affected com-
munity exposes the major problems with this theory [ 8 ]. 

 Utilitarian principles apply to ED triage systems that reg-
ulate the resources given to each patient to maximize overall 
benefi t. However, physicians should not use the utility con-
cept as an excuse to deny an individual patient needed and 
available resources merely to add to society’s greater good. 
In doing this, the physician would be abandoning the tradi-
tional healer’s role and violating the bioethical principle of 
benefi cence. 

   Deontology       ( rule-based ethics ) is based on moral abso-
lutes—something is either right or wrong. Adherents hold 
that certain unbreakable moral rules govern the most impor-
tant aspects of our lives,    even if following the rule leads to 
results that may not be “good.” One example of a list of 

“unbreakable” rules is the Ten Commandments. The philos-
opher Immanuel Kant is often identifi ed with this theory. 

 However, major problems can arise in applying rule- 
based ethics. The fi rst is that moral rules may vary depending 
on one’s culture or subculture. This can lead to great divi-
siveness over the interpretation of what might seem, at fi rst 
glance, to be an obvious and straightforward rule. For exam-
ple, does the common stricture “Do not kill” prohibit passive 
euthanasia (allowing death without intervening) or physician- 
assisted suicide (providing a patient with a lethal medication 
prescription)? The rigidity inherent in rule-based ethics 
causes diffi culties when confronted with real-life situations. 
For some individuals, however, such a system provides nec-
essary guidelines on how to conduct oneself in life. 

 Other commonly cited ethical theories include:

    Natural Law . This system, often attributed to Aristotle, sug-
gests that man should live life according to his inherent 
human nature, in contrast to man-made or judicial law. 
 Natural law   is often associated with particular religious 
beliefs, especially Catholicism. The claim that the medi-
cal profession has an inherent morality mirrors natural 
law.  

    Virtue Theory   . This theory asks what a “good person” would 
do in specifi c real-life situations. It stems from the writ-
ings of Aristotle, Plato, and Thomas Aquinas in which 
they discuss such timeless and cross-cultural character 
traits as courage, temperance, wisdom, justice, faith, and 
charity. The Society for Academic Emergency Medicine 
adopted a virtue-based Code of Conduct.     

    Mid-level Ethical Principles 

 “ Mid-level principles  ” that guide clinical practice and bio-
ethical thought are derived from ethical theories, but are 
more specifi c and less abstract. Instead, these ethical princi-
ples are “action-guides,” basically role-specifi c duties that 
physicians owe to patients, consisting of various “moral 
rules” that comprise a society’s values [ 9 ]. 

 By melding medicine’s goals with societal morality, law, 
religious values, and societal expectations for the profession, 
Beauchamp and Childress popularized the most commonly 
cited mid-level principles: autonomy, benefi cence, nonma-
lefi cence, and distributive justice. These four principles pro-
vide a handy medical ethics template and a practical, 
although often diffi cult to apply, checklist to use when con-
sidering the moral implications of specifi c cases [ 8 ,  9 ]. 

 A question that naturally arises is whether ethical princi-
ples are universal. For individual clinicians, the bioethical 
principles they follow, and the values that stem from them, 
do not change because of geography. Clinicians practicing or 
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teaching within cultures other than their own have a respon-
sibility to continue applying their core ethical principles 
while being sensitive to the local population’s values [ 10 ]. 

 I will discuss autonomy in more depth (below), since it 
directly affects many decisions and ethical dilemmas that 
emergency clinicians face when caring for patients with 
hematological-oncologic problems. These include whether a 
patient has the capacity to make his or her own decisions, 
who can act as surrogate decision-makers, and what is the 
role of advance directives. The other principles—and vir-
tues—will be discussed in relationship to specifi c ethical 
dilemmas, such as demanding and refusing treatment, con-
straints imposed by healthcare systems, and patient/survivor 
notifi cations.  

   Decision-Making Capacity 

  Autonomy   means, as Justice Cardozo said, “Every human 
being of adult years and sound mind has a right to  deter-
mine   what shall be done with his own body” [ 11 ]. Physician 
adoption of patient autonomy has been a major change 
from the millennia-old tradition of medical paternalism (or 
parentalism), that is, doing what the physician thinks is 
good for the patient regardless of what the patient desires. 
Grounded in the moral principle of respect for persons, 
autonomy recognizes the right of adults with decision-mak-
ing capacity to accept or reject recommended healthcare 
interventions, even to the extent of refusing potentially life-
saving care. Physicians have a concomitant duty to respect 
their choices. Over the past several decades, autonomy has 
become the predominant value in US medicine and society, 
although paternalism is still the prevailing attitude in most 
of the world. 

 One important, and often misunderstood, aspect of auton-
omy is that individuals who retain decision-making capacity 
can voluntarily and verbally assign decision-making author-
ity to other people (e.g., family) for a specifi c decision or 
time period, such as when they are in the emergency depart-
ment. Since patients may exercise their autonomy only if 
they have decision-making capacity, emergency clinicians 
must be able to determine this at the bedside so that if neces-
sary, surrogate decision-makers may become involved. 

 While autonomy has become ingrained in US medical pro-
fessionals, clinicians need to be sensitive to  communitarianism , 
which is a counterbalance to autonomy. Communitarianism 
considers the larger picture of the patient’s life, including his or 
her family and community, when puzzling through a bioethics 
case or developing public policy. This principle generally holds 
that the community’s welfare outweighs an individual’s rights 
or good and thus requires that deliberations involve communal 
(e.g., family, elders) discussions [ 8 ]. Many cultures rely on 

communitarian deliberations when making medical choices 
and use this pattern for public policy decisions. When making 
bedside ethical decisions, physicians should determine, when-
ever possible, not only their patient’s individual values but also 
whether the patient subscribes to an individualistic or commu-
nitarian ethic [ 6 ]. 

    Evaluating Decision-Making Capacity 

 Many ethical dilemmas in emergency medical care revolve 
around ascertaining a patient’s decision-making capacity. In 
clinical settings,    the question of decisional capacity is most 
often linked with consent to (or, more often, refusal of) a 
medical procedure. 

 Capacity refers to a patient’s decision-making ability 
that, in the ED, emergency physicians determine at the bed-
side rather than by the courts, a psychiatrist or a lawyer. 
(“Competence” is a legal term and can only be determined 
by the court.) Decisional capacity is always related to the 
type of decision involved, although it is unclear whether it 
should be based on the potential seriousness or irreversibil-
ity of the outcome of a patient’s decision (e.g., refusing 
lifesaving intubation) or on the complexity of the informa-
tion needed to make the decision (e.g., whether to enter an 
experimental cancer treatment protocol). In current prac-
tice, most clinicians and ethicists use the seriousness or 
irreversibility of the outcome as the key to determining 
decisional capacity. 

 To have adequate decision-making capacity in any cir-
cumstance, an individual must understand (a) the options, (b) 
the consequences of acting on the various options, and (c) 
the personal costs and benefi ts of these consequences related 
to a relatively stable framework of personal values and pri-
orities (Table  4 ) [ 12 ]. Assessing this last criterion can be 
especially diffi cult when clinicians have poor verbal skills in 
the patient’s language. An easier, albeit incomplete, method 
of assessing this criterion is to ask the patient “why” a par-
ticular decision was made. This often provides an approxi-
mation of the last (and most important) criterion for assessing 
decisional capacity.

   Table 4    Components of  decision-making   capacity   

 1. Knowledge of the options 

 2. Awareness of consequences of each option 

 3. Appreciation of personal costs and benefi ts of options in relation 
to relatively stable values and preferences 

  From Buchanan AE. The question of competence. In Iserson KV, 
Sanders AB, Mathieu DR (eds).  Ethics in Emergency Medicine , 2 ed., 
Tucson, AZ: Galen Press, Ltd,. 1995, pp 51–56. © 1995 by Galen 
Press, Ltd., Tucson, AZ. Used with permission  
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   Disagreement with the physician’s recommendation is 
not in itself grounds for determining that the patient is inca-
pable of making his own decisions. In fact, even refusal of 
lifesaving medical care may not prove that the person is inca-
pable of making valid decisions if he or she makes it on the 
basis of fi rmly held religious beliefs, as when a Jehovah’s 
Witness patient refuses a blood transfusion.  

    Patient Consent 

 If a patient has decision-making capacity, a clinician who 
respects a patient’s autonomy must get the patient’s consent 
for any intervention. The consent need not be associated with 
a formal document, although an appropriate level of explana-
tion is always required. 

 There are three general types of consent: presumed, 
implied, and informed. Presumed consent, sometimes called 
emergency consent, covers the necessary lifesaving proce-
dures that reasonable people would usually wish to have per-
formed on them.   Presumed  consent   conjoins a patient’s “best 
interest” with physician benefi cence. Stopping hemorrhage 
and securing an airway in an unconscious, unknown patient 
are common examples of procedures performed under this 
type of consent.   Implied  consent   occurs when a patient with 
decision-making capacity simply cooperates with a proce-
dure, such as holding out their arm to give blood or to allow 
placement of an intravenous line. Indeed, this is the most 
common type of consent in medical practice [ 13 ]. 

   Informed  consent   occurs when a patient who retains 
decision- making capacity is given all the pertinent facts 
regarding a particular procedure’s risks and benefi ts, under-
stands them, and voluntarily agrees to undergo the proce-
dure. The requirement for informed consent varies in practice 
and law from area to area and even among practitioners and 

institutions in the same area. If a patient lacks decision- 
making capacity, get a surrogate decision-maker involved.  

    Advance Directives and Surrogate 
Decision-Makers 

  Advance directives   loosely include durable powers of attor-
ney for healthcare, living wills, prehospital advance direc-
tives [ 14 ], and similar documents initiated or approved by 
physicians, such as prehospital DNAR, inpatient DNAR 
forms, and Physician Orders for Life-Sustaining Treatment 
(POLST). They do not, however, include nonstandard and 
indecipherable directives [ 15 ]. The standard and generally 
recognized documents often express the patient’s autono-
mous wishes about the treatment he or she will receive. 
However, they only go into effect if the patient lacks decision- 
making capacity. Otherwise, ask the patient what he or she 
wants done. 

 When patients do not have the capacity to make medical 
decisions for themselves, someone must make the decision 
for them. Four major classes of decision-makers have been 
proposed, and actually used, in these situations: family, bio-
ethics committees, physicians, and courts. 

 Traditionally, and usually in practice, the family, espe-
cially the spouse, makes medical decisions when a patient 
does not have decision-making capacity. A typical prioritiza-
tion list of those empowered to act as surrogate decision- 
makers is often stipulated in state statutes, similar to 
Arizona’s landmark law (Table  5 ) or in a hospital’s policy. 
When no surrogates exist, all potential surrogates refuse to 
act in that capacity, or an irresolvable confl ict exists between 
surrogates at the same level (such as siblings), the court will 
intervene.

   Table 5    Statutory  surrogate   decision-maker list: an example   

 Arizona Revised Statute: Living Wills and Health Care Directives Act, Title 36, Chap 32. 1992. Revised 2005 

 1. The patient’s  spouse , unless the patient and spouse are legally separated 

 2. An  adult child  of the patient. If the patient has more than one adult child, the healthcare provider shall seek the consent of a majority 
of the adult children who are reasonably available for consultation 

 3. A  parent  of the patient 

 4. If the patient is unmarried, the patient’s  domestic partner  if no other person has assumed any fi nancial responsibility for the patient 

 5. A  brother or sister  of the patient 

 6. A  close friend  of the patient. For the purposes of this paragraph, “close friend” means an adult who has exhibited special care and concern 
for the patient, who is familiar with the patient’s healthcare views and desires and who is willing and able to become involved in the 
patient’s healthcare and to act in the patient’s best interest 

 7. If the healthcare provider cannot locate any of the people listed [above], the patient’s  attending physician  may make healthcare treatment 
decisions for the patient after the physician consults with and obtains the recommendations of an  institutional ethics committee . If this is 
not possible, the physician may make these decisions after consulting with a second physician who concurs with the physician’s decision. 
For the purposes of this subsection, “institutional ethics committee” means a standing committee of a licensed healthcare institution 
appointed or elected to render advice concerning ethical issues involving medical treatment 
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    Surrogates   make decisions in one of two ways. The fi rst is 
 substituted judgment , which is used when the surrogate is 
not certain what the patient would want done in a particular 
situation. The second is absent advance directives or other 
explicit direction, which attempts to determine and act in 
accordance with the patient’s values based on the patient’s 
prior statements and behavior. This is the most worrisome 
type of surrogate decision-making, because it is based on the 
most ambiguous grounds. The second way is used when the 
patient has never had adequate decision-making capacity, 
and the surrogate must simply act in the patient’s best inter-
est. Unless there is already a court-appointed guardian, these 
cases often end up being resolved in a courtroom. 

 Children pose a special situation. Individuals less than the 
age of majority (and unemancipated) are usually deemed 
incapable of making medical decisions for themselves, 
although clinicians normally explain the situation to the 
child and ask for his or her assent. In most cases, the same 
rules for decision-making capacity that apply to adults also 
apply to children. The more serious the consequences, the 
more important it is that the child understands the options 
and consequences and can articulate the values involved in 
making their decision. Especially in cases involving 
 religiously or culturally based refusal of potentially lifesav-
ing treatment or when the parents disagree, the court or child 
protective services may intervene on the child’s behalf.   

    Methods of Applying Bioethics Principals 

 To apply bioethical principles to a  clinical situation  , one 
fi rst must recognize that a bioethical dilemma exists, which 
is not always an easy task. Once identifi ed, addressing the 
problem brings its own challenges. Clinicians adhere not 
only to basic bioethical principles but also, at least tacitly, to 
a number of professional, religious, and social organiza-
tions’ ethical oaths, codes, and statements. This complexity 
can produce a confusing array of potentially confl icting bio-
ethical imperatives. 

 When dealing with bioethics cases, clinicians need to use 
ethical reasoning, which includes the application of founda-
tional theories, mid-level principles, and case-based reason-
ing. This helps us systematically identify elements within 
moral problems that we otherwise might overlook. 

 Casuistry, or case-based ethics, attempts to defi ne prob-
lems and correct courses of action based on the intricacies 
of a particular case. It puts an emphasis on what Aristotle 
called   phronesis   , or “practical wisdom,” and is the basis for 
the emergency rapid decision-making model, described 
below. To use this method, examine each case for its simi-
larities and differences with select previous cases para-
digms, for which you have determined a suitable course of 
action. Where the present case is similar enough to the para-

digm, use the same course of action. When signifi cant dif-
ferences exist, clinicians must apply the broader mid-level 
principles derived from rule based, utilitarian, and other 
ethical systems, usually giving the most weight to patients’ 
autonomy and values. 

 In practice it can be diffi cult to identify and extract the 
most appropriate and useful principles to apply to a particu-
lar case. Some principles may appear too vague, or perhaps 
several confl icting principles appear to apply to a given case. 
The key is to prepare for bioethical problems as one would 
for critical medical events, by reading about, refl ecting on, 
and discussing how to approach these issues. This leads not 
only to increased personal preparation but also to more gen-
eral policies that provide guidance for dealing with diffi cult 
bioethical issues [ 2 ]. 

    Prioritizing Confl icting Principles: 
The Bioethical Dilemma 

 Applying bioethical principles can be confusing. When two 
or more seemingly equivalent principles or values appear to 
compel the clinician to act in different ways, a bioethical 
 dilemma   exists. This situation is often described as being 
“damned if you do and damned if you don’t,” where any 
potential action appears, on fi rst refl ection, to be an option 
between two seemingly equivalent “goods” or “evils.” In 
bioethics, although there may be disagreements regarding 
the optimal course of action using a specifi c set of values, 
there is often general agreement as to what constitutes ethi-
cally wrong actions. While we theoretically have a duty to 
uphold each bioethical principle, none routinely “trumps” 
another. 

 Working through bioethical dilemmas generally 
requires a case-based approach. The key is to use para-
digm and analogy (the fi rst step in the rapid decision-
making model, described below). Thus, when faced with a 
troubling case, fi rst identify relevant mid-level principles 
and alternative courses of action. Then, compare it to sim-
ilar but much clearer paradigms, that is, cases having res-
olutions with which virtually any “reasonable person” 
will agree. Identifying such cases may be diffi cult; it takes 
experience and a signifi cant knowledge base. Using bio-
ethics committees and bioethical or legal case databases 
may help.  

    Application to Emergency Medicine: The  Rapid 
Decision-Making Model   [ 16 ,  17 ] 

 When faced with bioethical dilemmas, emergency clinicians 
often must make ethical decisions with little time for refl ec-
tion or consultation. Ethical problems, like clinical prob-
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lems, require action for resolution. For that reason, a rapid 
decision-making model was developed, based on accepted 
bioethical theories and techniques (Fig.  1 ). It provides guid-
ance for emergency  medicine   practitioners who are under 
severe time pressures and wish to make ethically appropriate 
decisions [ 16 ,  17 ].

   When using this approach, the clinician must fi rst ask: 
“Is this an instance of a type of ethical problem for which I 
have already worked out a rule?” Or, at least, is it similar 
enough to such cases that the rule could be reasonably 
extended to cover it? In other words, if there had been time 
in the past to think coolly about the issues, read about them, 
discuss them with colleagues, and develop some rough 
guidelines, could they be used in this case? Just as with the 
indications for any clinical emergency procedure, emer-
gency physicians should be prepared with a course of action 
for at least the most common ethical dilemmas likely to 
occur in the ED. If the case in question does fi t under one of 
those guidelines arrived at through critical refl ection, and 
there is not time to further analyze the situation, then the 
most reasonable step would be to follow that rule—if it is 
still appropriate. In ethics, this step follows from casuistry 
or case-based reasoning. 

 If the case does not fi t under any previously generated 
ethical rule, the practitioner should consider if there is an 
option that will buy time for deliberation. If there is such an 
option, and it does not involve unacceptable patient risks, 
then it would be the reasonable course to take. Using a delay-
ing tactic may afford time to consult with other profession-
als, the bioethics committee, and the family. 

 If there is no acceptable delaying tactic, the clinician 
should weigh what she considers the best option using a set 
of three tests, drawn from three different philosophical theo-
ries, to help make a decision:

     Impartiality Test   . “Would you be willing to have this action 
performed if you were in the other person’s (the patient’s) 
place?” A version of the Golden Rule, it helps correct one 
obvious source of moral error—partiality or self- 
interested bias.  

    Universalizability Test    .  “Would you be comfortable if all cli-
nicians with your background and in the same circum-
stances act as you are proposing to do?” This generalizes 
the action and asks whether developing a universal rule 
for the contemplated behavior is reasonable—an applica-
tion of Kant’s categorical imperative. This helps eliminate 
not only bias and partiality but also short-sightedness.  

    Interpersonal Justifi ability Test   . “Can you give reasons that 
you would be willing to state publicly? Will peers, supe-
riors, or the public be satisfi ed with the answers?” This 
uses a theory of consensus values as a fi nal screen.    

 When ethical situations arise in cases for which no time 
exists for further deliberation, it is probably best to go ahead 
and act on the previously determined ethical rule or take the 
course of action for which the clinician was able to answer 
all three tests in the affi rmative with some degree of confi -
dence. Once the crisis has subsided, clinicians can hone their 
ethical decision-making abilities by reviewing the decision 
with colleagues and bioethicists.  

Yes
Follow the rule

Yes
Take that option

No
Is there an option which will buy you

time for deliberation without
excessive risk to the patient?

No
1.Apply Impartiality Test
2.Apply Universalizability Test
3.Apply the Interpersonal Justifiability

Test

Is this a type of ethical problem for which you have already worked out a
rule or is it at least similar enough so that the rule could reasonably be
extended to cover it?

Rapid Approach to Emergency Ethical Problems
  Fig. 1     Rapid decision-making 
model  . From Iserson KV. An 
approach to ethical problems in 
emergency medicine. In: Iserson 
KV, Sanders AB, Mathieu D 
(eds.).  Ethics in Emergency 
Medicine, 2nd ed ., Figure 2, pg 
45. © 1995 by Galen Press, Ltd. 
All rights reserved. Used with 
permission of Galen Press, Ltd., 
Tucson, AZ       
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    Bioethics Committees and Consultants 

 Another resource for  complicated   ethical dilemmas is to 
use your institution’s bioethics committee. Most US hos-
pitals now have multidisciplinary committees or bioethics 
consultants to help resolve bioethical dilemmas. Bioethics 
committees and consultants have four roles: (a) education, 
(b) policy development (proactive ethics), (c) retrospec-
tive case review, and (d) concurrent case review (ongoing 
clinical cases in which they often mediate between dis-
senting parties) [ 18 ]. Some experienced committees and 
consultants also perform “stat” consultations that can 
assist in emergency department cases.   

    Other Principles and Virtues 

 Other mid-level bioethics  principles and virtues   often guide 
clinician behavior. They also may confl ict with the principle 
of autonomy or with each other, posing a bioethical dilemma. 
In their practice, emergency clinicians commonly use the 
principles of benefi cence and nonmalefi cence, as well as the 
virtue of truth telling. When developing policy, they often 
use the principle of distributive justice. Therefore, it is 
instructive to examine how these principles relate to specifi c 
clinical scenarios with ED patients, including those with 
hematological or oncologic illnesses. 

 Benefi cence is the principle of doing good or producing 
benefi ts. This principle is one of the medical profession’s 
universal tenets. Society’s view of physicians as altruistic 
refl ects the profession’s long history of benefi cence. In addi-
tion, all medical students are taught the basic tenet of nonma-
lefi cence:  primum non nocere  (fi rst, do no harm). This stems 
from recognizing that physicians can harm, as well as help, 
their patients. 

 Clinicians use the principle of distributive justice to 
develop policies, including triage protocols, affecting 
patient groups and healthcare systems. Truth telling is the 
virtue that guides clinicians in what and how they commu-
nicate with patients and families, rather than the decisions 
they must make.  

    Benefi cence 

 Clinicians enter the  healthcare   fi eld to help others—to be 
benefi cent or to do good. While ED interventions for 
hematology- oncology patients will not provide a long-term 
solution, they often relieve symptoms or provide time to 
begin more defi nitive treatments. However, when opportuni-
ties to clearly benefi t a patient present themselves, clinicians 
feel intense anguish when a patient or surrogate decision- 
maker refuses the interventions. This sets up a struggle 

between patient autonomy and physician benefi cence. 
Probably the most common ethical dilemma in modern US 
medical practice, it exemplifi es physician paternalism, that 
is, the desire to do what he or she thinks is best for the patient 
no matter what the patient (or surrogate decision-maker) 
wants. 

 Yet, when made by patients with decision-making capac-
ity, clinicians should respect these refusals. That does not 
mean that the clinician should not clearly explain the options, 
potential outcomes, and costs involved. If the patient holds 
fi rm to the decision, the clinician must follow the patient’s 
wishes, even if they confl ict with his or her own values. This 
is the most diffi cult part of adhering to patient autonomy. 

 The only exceptions to this are when a surrogate makes a 
decision that the clinician believes is contrary to the patient’s 
expressed wishes or is masking (possibly illegal) ulterior 
motives, or when a child is involved. In any of these situa-
tions, obtain legal assistance immediately. In the case of a 
child, including religion-based refusals of treatment, most 
courts will order clinicians to institute therapy if any reason-
able chance of benefi t exists. 

    Benefi cence: Withholding and Withdrawing 
Treatment 

 As noted above, resuscitating patients who present to the ED 
with unknown illnesses and injuries is both ethically appro-
priate and virtuous behavior. A common fear, and unfortu-
nate misunderstanding, is that once treatment is initiated, it 
cannot be withdrawn. Actually, there is a much higher ethi-
cal and legal bar to withholding treatment in uncertain cases 
than there is to withdrawing treatment once complete infor-
mation is known [ 19 ]. 

   Withholding treatment .   Not infrequently, a patient is 
brought into the ED in extremis, unable to interact with cli-
nicians, and without any history or direction about care. For 
example, the patient may be in cardiorespiratory failure or 
the patient may have metastatic cancer and now be suffer-
ing from hypercalcemia, a frequent terminal event. While 
some have advocated that allowing the patient with hyper-
calcemia to have a “good death” may be humane and medi-
cally appropriate [ 20 ], emergency physicians do not have 
this option. Without knowing the patient, the disease prog-
nosis, or any prior wishes, they are obligated to intervene to 
preserve life. This obligation is based on the principles of 
benefi cence and nonmalefi cence, which are societal values 
placed on emergency physicians. Our society sees the entire 
emergency medical care system as being the caregivers of 
last resort. Arbitrary decisions to do less than everything 
reasonable to preserve a life signal a lapse in this entrusted 
function. Unknown and unknowing patients deserve the 
presumption of life. 
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   Withdrawing treatment .   Contrary to popular myth, if the 
emergency physician (or inpatient physician) later learns 
that, given the patient’s condition or wishes, lifesaving inter-
ventions such as ventilation and vasopressors are not appro-
priate, it is both ethical and legal to withdraw them. This 
follows the dicta to use only benefi cial interventions and to 
preserve a patient’s autonomous wishes. Morally, withdraw-
ing treatment is identical to initially withholding it. That is, 
withdrawing an IV drip or stopping a ventilator is equivalent 
to withholding the next drop of medication or the next venti-
lation. The problems that generally arise with withdrawal 
under these circumstances are emotional, not ethical [ 19 ]. 

 Even though treatment has been withdrawn, clinicians 
must continue to provide analgesia and any other appropriate 
care. Healthcare professionals never cease providing care.  

    Benefi cence vs. Patient Autonomy: Refusing 
Lifesaving Treatment 

 The following common case demonstrates  the   ethical 
dilemma produced by the tension between the physician’s 
motivation of benefi cence and the patient’s (or surrogate’s) 
desire to determine which treatments to authorize based on 
his or her values. In the case, the decision is religiously 
based. 

 An exsanguinating adult leukemic patient, awake and still 
with medical decision-making capacity, arrived in the ED 
and explicitly stated that, owing to long-standing religious 
beliefs, she wanted no blood or blood products. The physi-
cian, with a professional duty and moral commitment to pre-
serve life, did not personally agree with the patient’s decision. 
Yet, society (through the benchmark of court decisions) has 
repeatedly sided with the patient’s right to refuse such 
treatment. 

 In this case, the patient’s autonomy and right to practice 
her religion are recognized as the overriding values. The case 
becomes somewhat less clear when the patient lacks 
decision- making capacity, is a minor, or appears to be under 
external pressures (such as from relatives) to make what is a 
life-threatening decision. In my experience, however, when 
clinicians truthfully tell patients that they will die quickly 
without the transfusion, most consent. Some clinicians, 
steeped in the idea of patient autonomy, forget that informed 
consent includes informing the patient of all the relevant 
benefi ts and risks—including death.  

    Benefi cence vs. Patient Autonomy: Refusing 
Analgesia 

 Physicians are expected to follow the medical maxim “cure 
sometimes, relieve often, comfort always” [ 21 ]. In some 

cases,    patients or their surrogates may refuse analgesics to 
relieve acute pain. This may be due to misguided concepts of 
drug abuse and addiction or to a fear that taking analgesics 
will hasten death. Rarely, refusal may stem from religious or 
cultural values. 

 The fi nal decision may come down to a balance between 
autonomy and benefi cence. While there may be unique 
instances when analgesics should be withheld, at least in the 
short term (e.g., so that the patient can be awake when relatives 
arrive), benefi cence generally outweighs any countervailing 
argument and the patient should receive analgesia.   

    Nonmalefi cence 

 The principle of  nonmalefi cence   includes not doing inten-
tional harm to patients, preventing harm, and removing 
harmful conditions.  Nonmalefi cence   is the profession’s pro-
tective shield for patients. The following two situations dem-
onstrate how this may not only confl ict with other principles, 
such as autonomy, but also how it forms the basis for the 
rules regarding clinical research. 

    Nonmalefi cence: Demands to “Do Everything” 

 No one gets every possible medical intervention. Yet, ED 
clinicians commonly hear surrogates demand that they “ do 
everything     ,” even for terminally ill hematology-oncology 
patients for whom further intervention will not change the 
disease course and may prolong an unpleasant dying pro-
cess. This request, often coming from distraught and guilt- 
stricken relatives, poses diffi cult ethical dilemmas for 
clinicians. While patient autonomy plays a key role in any 
decision, surrogates may be unaware that clinicians’ inter-
ventions must not harm the patient without providing them 
with a countervailing benefi t (nonmalefi cence). 

 The “do everything” request usually presents as one of 
three scenarios: where a patient knowingly requests inter-
vention, where a patient asked for intervention via an advance 
directive, or where surrogates ask for the intervention. 

 The fi rst situation occurs when a patient with decisional 
capacity who is informed of the options selects a probably 
non-benefi cial and defi nitely painful course of therapy. In the 
ED, that may mean intubating and ventilating a terminal can-
cer patient in severe pain. These decisions fall under the 
question of patient autonomy, and even if the physician 
thinks she would not make the same decision herself, she 
should help the patient implement this choice. 

 The second scenario occurs when a patient has left instruc-
tions via an advance directive to “do everything.” This direc-
tive carries much less weight than the patient’s actual informed 
decision, described above, because the exact situation with 
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which the medical team is presented could not have been 
anticipated. Nevertheless, clinicians should make all reason-
able efforts to comply with the patient’s wishes. 

 The third situation occurs when families of a terminally 
ill patient demand non-benefi cial care for their relative. 
Emergency physicians are usually reluctant to provide this, 
since it only prolongs the predictable dying process. On the 
other hand, to be benefi cent, clinicians frequently admit end- 
stage cancer patients if they come for pain relief that cannot 
be provided at home, to temporarily relieve a family of the 
stress of caring for the patient (respite care), as an interlude 
to get a patient into a hospice or nursing facility, or who are 
in the terminal stage of the disease presaging death. However, 
interventions which simply prolong dying usually violate the 
ethical principle of nonmalefi cence. 

 Legally, the representative for a patient lacking decisional 
capacity can make any informed decision that the patient 
could make about healthcare. After explaining the options 
and that the interventions will not be benefi cial, physicians 
should abide by these surrogates’ requests, even if they seem 
unreasonable. Note, however, that a physician is never 
required to offer any treatment through a surrogate that they 
would not offer directly to a patient, such as cardiopulmo-
nary resuscitation in an imminently dying metastatic cancer 
patient. This is a struggle between autonomy and nonmalefi -
cence, and the medical team’s responsibility is to follow the 
legal surrogate’s instructions to the extent that they would 
follow a patient’s instructions. The assumption is that in 
most cases, the patient believed that this individual would 
best represent his or her wishes. When clinicians question 
whether the agent is acting in the patient’s best interest, they 
can ask a court intervene.  

    Nonmalefi cence and Autonomy: Research 
Protocols 

 The horrors infl icted under the guise of scientifi c research 
during World War II led to the Nuremburg Code and subse-
quently the Helsinki Declaration, enumerating basic ethical 
principles for research studies [ 22 ]. With a basis in auton-
omy,    the respect for persons as individuals, these research 
principles arose from the desire to no longer harm  research   
subjects, as had been done both during WWII and subse-
quently in the civilian sector. 

 Research is vital to medicine. In the past, most medical 
care, including that in emergency medicine, has relied on 
experience that was unsupported by investigation, so-called 
nonvalidated practice. Recently, however, clinicians have 
begun to use evidence-based medicine, which requires 
research. Over the past three decades, research done within 
emergency medicine and that done elsewhere but applied to 
emergency medical practice has improved the elegance of 

patient encounters, signifi cantly benefi ting ED patients. In 
hematology-oncology, research has driven diagnostic and 
treatment breakthroughs, and emergency physicians can 
often assist in these projects. 

 Yet some aspects of clinical research and research over-
sight fall short of meeting the ethical standards of safety 
and patient benefi t. Overall, emergency medicine research 
has been and continues to be a moral endeavor. Even more 
important than the institutional safeguards, such as the 
institutional review boards (IRBs), is the individual 
researcher’s moral compass, which must serve to protect 
the subject- patients of clinical research. Perhaps the great-
est moral lapse has been the lack of attention to key popula-
tions, such as women and children, within emergency 
medicine research, with the result that patients most need-
ing acute intervention are the ones who suffer [ 23 ]. 

 Funding availability, both from private industry and from 
government agencies, still drives research agendas. This 
raises questions about clinical researchers’ fi duciary respon-
sibility to their subject-patients. 

 Finally, the moral responsibility to ensure that any 
research protocol and its execution are ethical extends to the 
journals in which the research is published [ 24 ]. While emer-
gency medicine has an excellent record of ethical research, a 
large percentage of human research studies published in the 
major EM journals fail to mention either IRB review or 
informed consent [ 23 ,  25 ].   

    System Constraints: Distributive Justice 
and Confi dentiality 

  Distributive or comparative justice   suggests that comparable 
individuals and groups should share similarly in the society’s 
benefi ts and burdens. In contrast to the judicial system’s 
retributive and compensatory justice, this basic bioethical 
principle does not apply to individual practitioners for ad hoc 
use in limiting healthcare resources for individual patients 
[ 26 ]. Rather, it is meant to be used at the policy-making level 
to allocate limited healthcare resources. 

 For example, triage decisions conform to this principle 
when they are applied uniformly and impartially to all 
patients [ 27 ]. Other typical issues in emergency medicine for 
which distributive justice plays a part in designing policies 
and protocols include admission prioritization; how to work 
with patients who cannot pay for treatment; patients who 
have the “wrong” insurance, or belong to the “wrong” medi-
cal system or group for the particular hospital or clinic; 
intentional or unintentional release of patient information; 
and how to work with patients who are undocumented aliens. 

 Other principles have also had long-standing importance 
to medical practice, one of the most important being confi -
dentiality, that is, the nondisclosure of patient information. 
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Based on a respect for persons (as is autonomy), patient con-
fi dentiality has been a cornerstone principle of the medical 
profession since antiquity. The   Hippocratic Oath   , for exam-
ple, states, “Whatever, in the course of my practice, I may see 
or hear (even when not invited), whatever I may happen to 
obtain knowledge of, if it be not proper to repeat it, I will keep 
sacred and secret within my own breast.” Confi dentiality pre-
sumes that, unless they fi rst obtain the patient’s permission, 
physicians will not reveal to any other person or institution 
what patients tell them during the medical encounter. Various 
US federal and state laws have both emphasized (e.g., HIPAA) 
and carved out exceptions (mandatory reporting) to this stric-
ture. With the advent of minimally secure electronic medical 
records, the ability to maintain patient confi dentiality has 
become even more diffi cult. 

 Note that privacy, often confused with but related to con-
fi dentiality, is a patient’s right to suffi cient physical and audi-
tory isolation such that he or she cannot be seen or heard by 
others during interactions with medical personnel.  

    Truth Telling 

  Truth telling      remains a somewhat controversial virtue within 
the medical community. While many champion absolute hon-
esty to the patient, honesty must be tempered with sensitivity 
and compassion; it should not equate to brutality. In recent 
years, poor role models, a lack of training in  interpersonal 
interactions, and bad experiences may have diminished the 
perception of truth telling as a physician virtue. There are 
multiple tales of the champions of absolute fi delity who, nev-
ertheless, were appalled by their own physician’s lack of sen-
sitivity when relating unfavorable medical news to them [ 28 ]. 

 The degree to which physicians fail to disclose the truth 
varies with the circumstances. When failure to disclose the 
truth will do physical harm to the patient, such as in the infa-
mous Tuskegee experiments on patients known to have syph-
ilis, it is not only immoral but also probably illegal to 
withhold the information. Likewise, if failure to disclose 
information is strictly for the physician’s benefi t, such as 
telling a patient who calls in the middle of the night to “take 
two aspirins and call in the morning,” although there is a 
strong suspicion of serious disease, there are serious ethical 
and legal defi cits in the clinician’s behavior. The issues 
become somewhat murkier when truth telling involves a 
third party, such as a sex partner who the patient has exposed 
to an infectious disease [ 29 ]. 

 The following cases demonstrate two scenarios involving 
this principle that commonly occurs with ED hematology- 
oncology patients. The fi rst deals with relating a probable 
diagnosis to a woman in a strong communitarian culture. The 
second deals with death notifi cation, emphasizing the need 
for strong communication skills and sensitivity. 

    Truth Telling (Fidelity) and Communitarianism: 
Diagnosis Notifi cation 

 A 54-year-old Hispanic woman came to the ED with her 
family because of a persistent cough and poor health for at 
least several weeks.    Before the patient could be examined or 
any tests  could   be done, the patient’s husband intercepted the 
emergency physician and told him that if the patient had a 
life threatening disease, she was not to be told because “she 
didn’t want to know.” The adult children agreed. The evalua-
tion showed that the woman had a hard new breast lump, 
honeycomb lesions, and multiple pulmonary nodules consis-
tent with cancer. The physician had a policy to tell the truth 
to all his patients but believed that the family might be accu-
rate in their assessment. 

 Many patients come from cultures that embrace commu-
nitarianism, rather than autonomy. Communitarianism 
stresses the interactions between group members, which may 
be just the family, but may also include elders, religious fi g-
ures, or the entire tribe, group, or community. In this case, 
the family implied that the patient was part of such a 
culture. 

 Doing good in these cases often means respecting the 
patient’s personal or cultural desire not to be explicitly 
informed about a serious disease. This is the norm for many 
Asians (particularly Japanese), Hispanics, and Native 
Americans. The enormity of this information (and slight pos-
sibility of error in this case), coupled with the minimal 
physician- patient relationship established in the ED, might 
also suggest that, at least at this stage, stating the presumed 
“diagnosis” could be avoided. 

 The question for the physician is, how much does the 
patient want to know? The best way to fi nd out is to ask her 
both what she wants to know and, if she does not want to 
know anything, with whom does she want the physician to 
speak. If she wants the information, the physician is obli-
gated to gently tell her what he knows about her illness, 
including the next steps in the diagnostic process. If she des-
ignates someone else to receive this information, this fully 
complies with the patient autonomy principle and should be 
followed.  

    Truth Telling (Fidelity): Survivor Notifi cation 

 Nowhere in emergency medicine is truth telling with sensi-
tivity more important than when the clinician must deliver 
the  news   of a death, which is often an emotional blow, pre-
cipitating life crises, and forever altering the survivors’ 
world. Emergency physicians must repeatedly do death noti-
fi cation as part of their daily work. 

 Excellent  communication   skills represent the basis for 
correctly delivering tragic news to survivors. Directness, 
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truth, consistency, and clarity are the key factors in deliver-
ing information about a sudden, unexpected death—and 
complying with the virtue of fi delity. Perceptive survivors 
can easily tell which notifi ers care and which are only “going 
through the motions” [ 30 ,  31 ]. 

 Poor clinician-patient communication disappoints both the 
patients and clinicians. Often, this failure is due to clinicians:

•    Using highly technical language.  
•   Not showing appropriate concern for problems voiced by 

patients.  
•   Not pausing suffi ciently to listen.  
•   Not verifying that the listener has gotten the information 

presented.  
•   A generally impersonal approach to the interaction, 

including their manner of speech [ 32 ].    

 Delivering the news about sudden unexpected death pro-
vokes strong emotions in both the notifi er and survivors. 
Communication is improved if the notifi er acknowledges 
those emotions, being prepared to vocalize and demonstrate 
their sadness and to recognize and acknowledge it in the sur-
vivors. Using the voice to communicate does not always 
mean talking. In some instances, para-verbal behavior is 
what is called for. These sounds, such as mmmmm, ahhhh, 
or mhmmm, are often suffi cient to show that a person is lis-
tening and understands, particularly if they are accompanied 
by appropriate nonverbal cues, such as nodding the head. 

 It often takes imagination to put oneself in the position of 
a grieving survivor, especially when wide cultural or age dif-
ferences exist. Even if you cannot learn to empathize with 
survivors, you can learn to behave appropriately, speak cor-
rectly, and assist them in their time of grief. Imagination, 
studying people, advance planning, or taking the lead from 
experienced mentors is the only way to successfully perform 
this necessary, but tragic task [ 30 ,  31 ].      
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