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Case 

A 69 year old patient in a state of  coma with hemodynamic 
instability has a poor prognosis with a potential of  brain 
herniation. The patient does not have a living will and the 
family has to decide on the code status of  the patient. Per the 
patient's children, the patient would not want to live with 
assistance from artifiical means (i.e. ventilator, feeding tube, 
etc.). However, the husband wanted to pursue aggressive 
treatment, giving consent for placement of  PEG/Trach 



Case 

. The decision was a great surprise to the doctors, as it was not 
recommended by the care team to continue aggressive 
treatment. The next day, the nursing staff  notified the medical 
care team that the husband secretly told a nurse that the reason 
he wants to continue treatment for his wife is because she was 
the main bread-winner of  the family and that if  she passed away, 
he would not have any money to live/survive. If  she is sick, but 
still alive, he may continue to get some financial assistance from 
the government.  



Summary for Part 1 
Approach to ethical dilemmas 

�  Nature of  Ethical Conflicts 

�  Code of  Ethics 

�  First Steps 

�  Principles 

�  Outcome analysis 

�  Precedents 



Nature of  Clinical Ethics 
�  An ethical dilemma is a situation in which two 

courses of  action are available and completely 
opposite each other, and for which a decision must 
be made.  

�  Each opposing course of  action is equally urgent, 
and each choice carries with it the sense that it 
alone is the right one. 

�  Emergency room Physicians are often on the Front 
lines of  cases in which these dilemmas occur. 



Nursing Code of  Ethics 
�  Duty to Practice with compassion and respect 

�  Primary commitment is to the patient. 

�  Duty to advocate for the patient 

�  Acceptance of  accountability  

�  Duty to preserve integrity, maintain competence 
and continue personal / professional growth 

�  Duty to participate in improving the health care 
environment 



Nursing Code of  Ethics 
�  Duty to advance the profession through 

participation in practice, research and 
administration. 

�  Duty to collaborate with other professionals and the 
public to promote health 

�  The profession has a duty to maintain the integrity 
of  the profession and shape public policy. 

�  American Nurses Association Code of  Ethics for 
Nurses, ANA Website, 2014 



ACEP Code of  Ethics 
�  Emergency Physicians shall:     

 1.  Embrace patient welfare as their primary 
professional responsibility.     

�     2.  Respond promptly and expertly, without 
prejudice or partiality, to the need for emergency 
medical care.     

�     3.  Respect the rights and strive to protect 
the best interests of  their patients, particularly the 
most vulnerable and those unable to make 
treatment choices due to diminished decision-
making capacity.     



ACEP Code of  Ethics 
�  4.  Communicate truthfully with patients and secure their 

informed consent for treatment, unless the urgency of  the 
patient's condition demands an immediate response.  

   

     5.  Respect patient privacy and disclose confidential 
information only with consent of  the patient or when required by 
an overriding duty such as the duty to protect others or to obey 
the law.     

�   6.  Deal fairly and honestly with colleagues and take 
appropriate action to protect patients from health care 
providers who are impaired or incompetent, or who engage in 
fraud or deception.    

�        



ACEP Code of  Ethics 
�   7.  Work cooperatively with others who care for, and 

about, emergency patients.    

�     8.  Engage in continuing study to maintain the 
knowledge and skills necessary to provide high quality care 
for emergency patients.     

�     9.  Act as responsible stewards of  the health care 
resources entrusted to them.     

�     10.  Support societal efforts to improve public health 
and safety, reduce the effects of  injury and illness, and secure 
access to emergency and other basic health care for all. 

Revised 2012, ACEP website 



Challenges of  Practice in 
the ER 

�  First, patients present with emergency situations 

�  Little time to deliberate, gather more data, or consult 
others 

�  Care in many situations is driven by protocol 

�  Second, the patients are often unable to participate in 
decision making or lack DMC 

�  Physician must use implied consent 

�  Third, Emergency Physician typically has had no prior 
relationship with the patient 

�  No knowledge of  the patients wishes regarding treatment 

�  The trust in the relationship is based on the institutional 
reputation more so than a personal bond. 



Challenges of  Practice in 
the ER 

�  Fourth, Emergency physicians practice in an 
institutional setting. 
�  Must have a close working relationship with other 

physicians, nurses, EMT’s and other professionals 
�  Have to work within institutional regulations/ practice 

patterns 

�  Fifth, Unique role in society as the HCP of  last 
resort for patients who have no other access to care 

�  Sixth, Societal duty to render emergency aid 
outside the normal healthcare setting 



Challenges of  Practice in 
the ER 

�  Seventh and final, Emergency physicians are 
expected to be a resource for the community in 
prehospital care, Disaster management, toxicology, 
CPR, public health, and injury control. 
�  Includes teaching EMT and other first responders. 



Approach to Ethical 
Dilemmas 

�  First Steps 

�  Principles to use 

�  Outcome analysis 

�  Consider any legal precedents 

�  Ask for help! 



First Steps 
�  Try to articulate the problem and possible courses 

of  action. 

�  Rate the urgency of  each option 
�  Does one argument carry more moral weight? 

�  Examine your own response 
�  What is your bias in a particular case? 

�  What resources are available to help you solve the 
dilemma? 



Ethical Principles 
�  Autonomy (respect for people) 

�  Beneficence (the duty to do good) 

�  Nonmaleficence (the duty to NOT cause harm) 
�  Primum Non Nocere “first do no harm” 

�  Justice (fair allocation) 

�  Usually your dilemma will come from competing claims 
from different parties regarding these principles, and an 
action which may be “good” for your patient may harm 
one of  their family members 



Outcomes 
�  Utilitarian (do the most good for the most people) 

�  Outcome analysis that helps define which action does 
the most good for the most people. 

�  Sometimes it means looking at how your choice would 
apply to many cases, not just one individual case. 

�  Sometimes you have to look beyond this one decision, 
(such as whether to place a trach and PEG) and follow 
through how the patient’s life will be once they get out of  
the hospital (will they be in an ECF?) 



Legal Precedent 
�  Binding	Precedent	–	a	case	with	the	same	problem	which	

has	previously	been	ruled	upon	in	your	jurisdic:on.	

�  Non-binding	precedent	–	a	case	with	similar	problem	in	a	
different	jurisdic:on.	

�  Persuasive	precedent	–	a	case	with	a	clear	and	forceful	
argument.		May	not	be	Binding,	but	it	preBy	well	seBles	the	
issue.	



So where can you get help? 
�  If  you have a dilemma, call your Ethics Committee 

�  Brief  History of  the development of  Ethics Committees in US: 

�  Ethics committees often started out at bigger institutions as Dialysis committees, 
whose task was to decide which patients were to be given dialysis machines in the 
1960-s and early 70’s. 

�  After the 1976 decision of  the New Jersey Supreme Court in the Karen Quinlan 
case, the movement for hospitals to establish Ethics committees had a Judicial 
guideline to build on. 

�  The Infant Doe case from Bloomington Indiana in 1983 lead to regulations by the 
US Dept of  Health and Human Services that hospitals caring for infants establish 
infant care review committees that function as our modern Ethics Committees. 

�  The Emergence of  Institutional Ethics Committees, Cranford and Doudera, in 
Institutional Ethics Committees and Health Care Decision Making, Health Admin 
Press, Ann Arbor, 1984 



Summary for part 2 
� What does the Ethics committee do? 

�  Ohio DNR law: Patient Self  Determination 
Act. 

�  Establishing Level of  Care orders 

� Who decides when the patient cannot? 

�  Recent advances in End of  Life Care 

 



Bioethics Advisory 
Committee 

�  Provides consultations 
�  Some committees provide Real time help with cases 

�  About 15-20% of  committees in the US are structured 
this way. 

�  Reviews policies 
�  End of  Life care 
�  Brain Death 
�  Withdrawal from life support 

�  Education 

�  Mentoring 



Legal, Financial and Quality 
Issues 

�  Legal protection 
�  If  you follow the policies 

�  Financial – regulatory agency requirements such as 
JCAHO 

�  Quality – quality indicators 
�  Pain management 

�  Organ donation and reporting 
�  Patient and family satisfaction surveys 



Educa:on	on	End	of	Life	Care	
�  Need	for	healthcare	worker	and	public	educa:on	is	s:ll	

great,	as	evidenced	by:	

�  Oregon	experience	that	10	%	of	POLST	forms	are	invalid	due	
to	improperly	completed/	lack	of	physician	signature	or	
date.	

�  Resuscita:on	of	residents	with	DNR	orders	in	LTCFs.	



Resuscitation of  Residents with 
DNR orders in LTCFs 

�  Measured the frequency of  EMS calls to ECFs for 
patients with DNR orders 

�  Calls     392   

�  DNR     139 (35%) 

�  Resus. Attempted   29 (21%) 

�  Becker Yeargen et al. Prehospiital Emergency Care 
2003: 7: 303-6. 



The Ohio Law on DNR-CC 
�  Creates a portable DNR 

� Form   ID bracelet      
� Wallet card 

�  Description of  Components of  CPR 

�  Stipulates what will NOT be done if  pt is DNR 

�  Provides protection from liability  

PSDA passed Nov 1990, in effect Dec 1991. 





Ohio Law on DNR-CC 
�  Living will applies to persistent vegetative state. 
�  New version (1999) has provision for establishing 

DNR arrest or DNR Comfort Care only. 

�  DNR-CC-A 
�  DNR-CC 



Definitions 

�  DNR 
�  Old terminology, means Do not Resuscitate. 

�  DNR-CC-Arrest 
�  New Terminology, means do not resuscitate: Provide 

comfort care when the end comes, continue all other 
treatment until then. 

�  This gets recorded immediately, but the comfort care 
provisions don’t  go into effect until the the heart 
stops etc. 



Definitions 

�  Old terminology : CMO (comfort measures only) 

�  DNR – CC  
�  New terminology 
�  Means Comfort Care measures only are to be given, 

and generally is instituted immediately/ do not wait 
till the heart stops etc.   

�  Discuss with pt/family as to whether any ongoing 
measures could be STOPPED, such as dialysis, Lab 
draws, pressors, antibiotics, etc. 

�  Withdrawal from life support is a separate matter 
with its own rules/ requirements 



Ohio	Pa:ent	Self	Determina:on	
–  National PSDA Law passed 1990 
–  Went into effect Dec 1991 
–  Ohio DNR rules went into effect 1999 

•  A person, in consultation with a physician, certified nurse 
practitioner or clinical nurse specialist, may seek a DNR order. 
There are currently two types of  DNR orders: 1) "DNR Comfort 
Care," and 2) "DNR Comfort Care - Arrest." Upon the issuance of  
either order, standard forms of  identification are provided for in 
OAC rule 3701-62-04. 

•  Supported by Ohio Revised Code Sections 2133.21 through 
2133.26. 

–  Is not clear on use of  intubation and mechanical ventilation. 
–  Required hospitals to come up with policies and procedures to 

operationalize how they would honor patients wishes at the 
end of  life. 



Level of  Care Orders 
�  Procedure for placing limits on resuscitative efforts in 

institutions (hospitals and ECF’s etc) 
�  Progress note  

�  Orders 
�  Copy of  Ohio DNR – CC form 

�  End of  each daily PN should state 
�  “Pt is DNR “ or 
�  “Pt is Jehovah’s Witness” or other limitations. 

�  Add notice to patients PMHx and Problem list 
       



Iden:fica:on	of	Pa:ent	wishes	to	be	DNR	in	EPIC	
Premier	Hospital	Network	



Iden:fica:on	of	Pa:ent	wishes	to	be	DNR	in	EPIC	
KeBering	Health	Network	



Process	for	establishing	DNR	in	EPIC	
Order	Set	or	enter	DNR	or	“level	of	care”	in	new	order	sec:on.	



Process	for	establishing	DNR	status	in	EPIC	

Importance	of	adding	the	DNR	status	to	the	Problem	list	and	PMHx	



How I approach the patient 
�  Intro:  one last thing We are supposed to talk 

about, with anyone who is sick enough to be 
admitted to the hospital,  is whether you have a 
Living will or DPOA-HC.  I  am not expecting any 
problems, but its best to talk about it when there 
isn’t an emergency and you can tell me what you 
want or don’t want. 

�  So, do you have a living will or Durable Power of  
Attorney? (DPOA-HC) 



How I approach the patient 
�  Discussion: if  the patient has a LW or DPOA-HC, 

they will usually let you know, and will be open to 
further discussion and frequently will want DNR.  If  
they don’t have any paperwork, I still go on to the 
next step: 



How I approach the patient 
�  Action Phase: “the piece of  paper is not 

that important. What is more important is 
have you discussed your wishes with your 
family? Like I said, I am not expecting any 
problems, but if  your heart stopped beating 
or you stopped breathing, would you want 
Chest compressions and electric shocks and 
having the tube put in so a machine can 
breath for you? 



How I approach the patient 
�  Action Phase:  This usually reveals the 

patients wishes, or reveals that they haven’t 
thought or talked about it with their family. 

�  I have never had a family or patient react 
negatively when the discussion was raised 
this way. 

�  Often, the patients who haven’t talked with 
the family will have a discussion later, and 
the next time I bring it up they will have a 
decision. 



Order of  Principles 

�  Who Decides? 

�  Patient’s wishes always come first 
�  Patient’s spokesperson if  one is identified 

�  Caregiver  

�  2 Physicians on case may invoke Medical necessity 
or futility 

�  Ethics committee or consultant 



Who Decides? 
�  By law and by convention / tradition, the spouse is 

spokesperson, unless there is a compelling reason 
to suspect they do not have best interest of  pt at 
heart. 

�  Adult Children are next in line. 

�  Parents are next 



Order of  Priority by State 



Recent Updates on  
End of  Life Care 

�  Affordable Healthcare Act would have 
included payment for physicians who take 
the time to discuss EoL issues with their 
patients. Now Funded  

�  Ohio has Bill in progress that would update 
the Patient Self  Determination Act with 
MOLST- Medical Order on Life Sustaining 
Treatment. Have been waiting for debate on 
the floor since 2010.. 



MOLST	
�  POLST				Physicians	Order	regarding	Life	Sustaining	

Treatment	

�  MOLST		Medical	order	regarding	Life	Sustaining	Treatment	

�  MOST		Medical	Order	for	Scope	of	Treatment	

�  POST		Physician	Order	for	Scope	of	Treatment.	



MOLST	
•  Doctors order regarding patients wishes to have or 

to forego resuscitation in the event of  a cardiac or 
respiratory arrest. 

•  Guides healthcare providers and families on what 
treatments the patient wants to have, or wishes 
NOT to have 

•  Can include other life sustaining treatment 
directives such as feeding tubes, dialysis, organ 
donation, and donation of  remains for medical 
education/study 



Sample	Ohio	MOLST	form	

No:ce	the	red	print.	The	Ohio	DNR	form	is	the	officially	recognized	form.	



National POLST Paradigm 
Programs  March 2012 

POLST.org	



Back to the Case 

A 69 year old patient in a state of  coma with hemodynamic 
instability has a poor prognosis with a potential of  brain 
herniation. The patient does not have a living will and the 
family has to decide on the code status of  the patient. Per the 
patient's children, the patient would not want to live with 
assistance from artifiical means (i.e. ventilator, feeding tube, 
etc.). However, the husband wanted to pursue aggressive 
treatment, giving consent for placement of  PEG/Trach 
 
the husband secretly told a nurse that the reason he wants to 
continue treatment for his wife is because she was the main 
bread-winner of  the family and that if  she passed away, he 
would not have any money to live/survive 



Back to the Case 
�  You have to maintain your relationship with the 

family, but need help evaluating the 
appropriateness of  the decision by the husband. 

�  Is the husband the proper spokesperson? 

�  How would you go about changing his mind if  you 
didn’t agree with the rationale he is giving for the 
decision he is making? 



Back to the Case 
�  In a similar case, I discussed with the family to think 

about what their mother would want, not what they 
want. Affirm that it is hard to let their loved one go, but 
that is the right thing to do. Then we gave them time to 
think it over, and ultimately did not do the trach/PEG. 

�  One case we were able to get the patient’s longtime 
physician to come in, and when he said “she told me 
she’d put a hex on me if  I ever put her on machines”, 
they heard her voice, and immediately turned to comfort 
care only. 

�  One case we called the sons, who were picking up the 
father, and they were able to change his mind by the 
time they arrived at the hospital. 



Who to Contact 
�  Each hospital has an Ethics Committee 

�  Nursing supervisor, risk manager 

�  Program Chairperson 

�  Write an order 

�  Discuss with attending if  appropriate 

�  Attend a committee meeting to learn more! 



Resources	
�  WWW.POLST.ORG	

�  Youtube	has	educa:onal	videos	for	healthcare	workers,	as	
well	as	pa:ent	informa:on.	(just	type	POLST	in	the	search)	

�  Ohio	Hospice	and	Pallia:ve	Care	organiza:on	OHPCO.org	

�  www.je`auaold.com	has	ethics	lectures	and	literature	



EMTALA Rules and Regs. 
�  Emergency Medical Treatment and Active 

Labor Act of  1985 

�  Congressional action in response to 
perceived patient Dumping based on ability 
to pay. 

�  Intent of this legislation is not to punish 
physicians or hospitals but to protect patients 
and health care providers from economic, 
institutional, and political pressures that might 
compromise health care providers' ability to 
evaluate and treat patients who are seeking 
emergency care 



University of  Chicago 
Medical Center Case - 2010 
�  Dontae Adams 10 year old boy covered by 

medicaid presents with facial injuries after 
bit by Pit Bull. 

�  Triaged, given Tetanus shot, pain med, basic 
wound care. 

�  Referred to surgery clinic. 

� Mother took son to another Chicago hospital 
(hour bus ride). 

�  Second hospital takes pt to surgery. 



University of  Chicago case 
�  statement made by medical center spokesperson John Easton:  

"sending Dontae into surgery too quickly would have created a 
risk for infection” 

�  U of C is part of an Urban Health Initiative: 

�  The goal is to free up beds for people facing true 
emergencies and to help patients--many of them poor 
and uninsured--connect with primary-care doctors who 
can help keep them healthy and out of the hospital 

�  American College of Emergency Physicians cites case as a 
violation of EMTALA 



Hospitals have three main obligations under 
EMTALA: 

 
�  a medical screening examination to determine 

whether an emergency medical condition exists.  

�  If  an emergency medical condition exists, 
treatment must be provided until the emergency 
medical condition is resolved or stabilized 

�  Hospitals with specialized capabilities are obligated 
to accept transfers from hospitals who lack them 



Obligations under EMTALA 
�  A hospital must report to CMS or the state survey 

agency any time it has reason to believe it may have 
received an individual who has been transferred in 
an unstable emergency medical condition from 
another hospital in violation of  EMTALA. 

�  The law also includes a provision to protect the 
whistleblower, who reports the possible violation, 
from retaliation by the hospital 



EMTALA Mandates 
The ten mandates of EMTALA
1. A medical screening examination must be performed for all patients who come to the emergency 
department.

2. The medical screening examination must not be delayed in order to determine payment.

3. The medical screening examination must be performed in a nondiscriminatory manner for all patients.

4. Using all available services, the hospital must stabilize the patient before transfer.

5. The referring hospital must transfer the patient appropriately.

6. The receiving hospital must accept the patient if it has special capabilities.

7. The patient has the right to refuse treatment and to refuse transfer.

8. The hospital must log and document the emergency evaluation and treatment of every patient.

9. The receiving hospital must report an EMTALA violation to CMS within 72 hours.

10. Whistleblower protection is provided.



Recommended components of a psychiatric screening 
examination
Check for abnormal vital signs

Screen for:

Suicidal ideation, homicidal ideation

Delusions, hallucinations, impaired reality testing

Severe agitation

Grave passive neglect or "grave disability"

Substance intoxication or withdrawal

Severe decompensation of any psychiatric disorder

Decreased consciousness suggestive of drug overdose or head injury

Lacerations or other self-inflicted injury

Refer to a medical emergency department for:

Chest pain

Breathing difficulties

Seizures

Any other serious medical problem



The transferring physician must contact the receiving physician before the transfer.

The transferring physician must accurately relate the patient's medical status.

The patient or the patient's representative must consent to the transfer.

If the patient or the patient's representative refuses transfer, the transferring physician must 
document that the benefits of transfer outweigh the risks.

The transferring physician believes that no further harm will occur during transport.

The transferring physician believes that the receiving hospital can manage the patient.

The receiving physician must accept transfer of the patient.

The transferring hospital must provide appropriate transport.

The transferring hospital must send all necessary medical records to the receiving hospital.

The transferring hospital must provide the name of any on-call physician who failed to appear.

Requirements for an appropriate transfer



The Emergency Medical Treatment and Active 
Labor Act of 1985 and the Practice of 

Psychiatry 

�  Psychiatr Serv 53:1301-1307, October 2002ｩ  

�  American Psychiatric Association  

�  Diana K. Quinn, M.D., Cynthia M. A. 
Geppert, M.D., Ph.D. and W. Ann Maggiore, 
J.D., E.M.T.-P. 


