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Executive Summary
Clinical ethics committees in each hospital are an essential part of the HCA Ethics and Compliance Program.  The following document provides a concise, functional guidebook for the operation of an effective hospital clinical ethics committee. 

There are strong reasons for the establishment of clinical ethics committees: (1) An obligation to patients and the protection of patient rights; (2) An increasing number or guidelines from external quality agencies including the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) (3) federal and state privacy regulations; and (4) A mark of professionalism.

The ethical dilemmas of modern health care are a result of many factors.  Such factors include the focus on individual (patient) rights and choice, the development of new technology, the effect of global budgets and global rationing schemes, rising costs, scarcity of resources, the uncertain or conflicting social and religious values, and the changing relationships between payer, provider and patient.  In today’s rapidly changing healthcare industry, ethical issues have come to represent both challenges and opportunities.

Not surprisingly, a subject of importance is how these and other ethical issues are addressed by healthcare organizations.  From the bedside care of patients to the ethical and compliance considerations associated with the operational aspects of a healthcare entity, organizational ethics broadens the understanding of ethical considerations.

In this guidebook, Section 1 covers the reasons for establishing a clinical ethics committee, the history, common threads, and current JCAHO standards regarding clinical ethics.  Section 2 is more extensive, covering committee structure, function and goals, membership, problems and pitfalls.  In sections 1 & 2, selected guidelines were adapted with permission from the Handbook for Hospital Ethics Committees by Judith Wilson Ross with Sister Corrine Bayley, Vicki Michel and Deborah Pugh, published by American Hospital Publishing, 1986 and Health Care Ethics Committees by Judith Wilson Ross, M.A., John W. Glaser, S.T.D., Dorothy Rasinski-Gregory, J.D., M.D., Joan McIver Givson, Ph.D., Corrine Bayley, M.A., published by American Hospital Publishing, 1993.  (All rights are reserved.)  Section 3 lists various educational websites and resources for ethics committee members and facility staff.
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Section 1


Reasons for Developing an Ethics Committee
Clinical ethics committees in each hospital are an essential part of the Ethics and Compliance Program.  The following document provides a concise, functional guidebook for the organization and operation of an effective clinical ethics committee. 

Fundamental Commitment to Patients.  HCA is committed to providing quality care that is sensitive, compassionate, promptly delivered, and cost effective.  The mission of our organization charges us to be committed to the care and improvement of human life. 

JCAHO Accreditation.  Accreditation is also an impetus for maintaining an effective clinical ethics committee. For example, the Joint Commission’s chapter covering the Rights and Responsibilities of the Individual include the following standards:  
· The hospital respects the [patient]'s right to participate in decisions about his or her care, treatment, and services. (JCAHO RI.01.02.01) 

· The hospital respects the patient’s cultural and personal values, beliefs, and preferences. (JCAHO RI.01.01.01)
· The [organization] addresses [patient] decisions about care, treatment, and services received at the end of life. (JCAHO RI.01.05.01)  
By these direct references, JCAHO lends urgency to the organizational protocol for the protection of patient’s rights.  The American Society for Bioethics and Humanities developed a task force to develop standards for health care ethics consultation.  
Health Insurance Portability and Accountability Act (HIPAA)
Recently enacted federal HIPAA Privacy regulations provide for civil monetary penalties for wrongful disclosures of protected health information (“PHI”).  Clinical Ethics committees have a valuable institutional role in propagating the necessary paradigm shift in this highly sensitive area.  Clinical ethics committees must be extremely sensitive to the protected health information that may accompany case reviews and other committee functions.  The federal regulations allow covered entities to use PHI for operations and oversight bodies like ethics committees.  This document is offered in the hope that one recognizes the important and timely initiatives undertaken in the area of clinical ethics.  

Mark of Professionalism.  Organizational protocols that address the protection of patients’ values and preferences evidence not only a commitment to high quality care, but also provide the facility with a mark of professionalism.  

History of Ethics Committees

The clinical ethics movement had its origins in the civil rights movement of the 1960s and early 1970s.  The notion that every individual deserves respect and autonomy quickly spread from racial inequality to demands for civil rights protection for other vulnerable groups: mentally challenged individuals, women, children, and eventually, medical patients.  The doctrine of informed consent to medical care, although rooted in common law tort doctrine and constitutional privacy rights, is deeply indebted to the individualistic spirit of the times.  

Concurrent to the civil rights movement, various institutions in the field of research and medicine began recognizing ethical dilemmas.  The discovery of ethically questionable research practices, the expanding success of organ transplantation, the abortion reform movement, and the use of ventilators with permanently unconscious patients were important factors in the emergence of the field of clinical ethics.  New developments in medicine, such as organ transplantation and hemodialysis, presented ethical concerns such as shortages of and access to required care.  As a result of highly publicized, dubious research projects, a national commission was established to address such ethically questionable issues.  This commission, the National Commission for the Protection of Human Subjection of Biomedical and Behavioral Research, recommended that all institutions receiving research funds from the federal government establish an Institutional Review Board (IRB).  Hence, the IRB became the first form of an organized clinical ethics committee. 

Although distinct multidisciplinary groups in health care are a relatively new idea, clinical ethics committees have some similarities to IRBs.  An important difference is that IRBs are legally mandated and empowered to make formal decisions whereas clinical ethics committees are often advisory in nature.  This is not to limit the role and function of a clinical ethics body; most case consultations involve clinical ethics members.  The IRB is, in many respects, a direct ancestor of the clinical ethics committee, insofar as it requires formation of a committee with both professional and lay representation to address ethical problems of medical activities.  There are many differences between them, however.  For example, IRBs have full veto power over all research because without their approval public funding as well as private funding is unavailable.  

It is not surprising that bioethics is an interdisciplinary field of study.  In the late 1960s, philosophers, theologians, physicians, lawyers, policy makers, and legislators began to ask questions, hold conferences, establish institutes, and publish journals in clinical ethics.  Institutions such as the Institute of Society, Ethics, and the Life Sciences (1969); the Kennedy Institute of Ethics, Georgetown University (1973); the National Science Foundation’s Ethics and Values in Science and Technology; and the National Endowment for the Humanities were created.  In 1978, the President’s Commission for the Study of Ethical Problems in Medicine and Medical and Biobehavioral Research was created, and by 1984, the Commission published nine reports addressing many of the problems then facing the health care system.  These reports are a foundation for the organized and socially-sanctioned study of the ethical implications of high-technology medical care and of ethical regulation of the health care industry itself.
It did not take long for the clinical ethics movement spread to academic and religiously affiliated hospitals.  Institutions began to consider how bioethical concerns affected the patient’s care.  The Massachusetts General Hospital Critical Care Committee published recommendations for treating hopelessly ill patients and for using critical care facilities (1976).  In Roman Catholic Hospitals, committees - often called Medical-Moral Committees - were formed not only to discuss such specific care issues as sterilization, but also to consider how Catholic values should be implemented in Catholic hospitals.  

State legislatures in various states have passed laws that explicitly define roles for clinical ethics committees.  Some state legislatures passed resolutions approving hospital clinical ethics committees.  Maryland has mandated their establishment.  New York has proposed legislation giving them extensive statutory authority; and California has passed legislation requiring the creation of multidisciplinary committees to review treatment decisions for incapacitated patients without surrogates who reside in long-term care facilities.  State hospital associations, state medical associations, and insurance companies have also approved hospital clinical ethics committees.

The New Jersey Supreme Court set a significant direction in 1976.  In overturning the lower court’s decision to disallow the removal of a respirator, the Supreme Court emphasized the important role that could be played by hospital clinical ethics committees in situations like those faced by Karen Ann Quinlan’s parents and her physicians.  Chief Justice C.J. Hughes wrote, concurring with the majority, “they shall consult with the hospital ethics committee or like body of the institution in which Karen is hospitalized.”  The justices were suggesting that hospital clinical ethics committees, not the courts, should oversee decisions regarding withholding and withdrawing treatment.  In addition, Baby Doe cases and legislation often provides more consideration to surrogacy situations that have been reviewed and approved by ethics committees.

At the national level, the American Hospital Association and the Catholic Hospital Association quickly made formal recommendations about hospital clinical ethics committees being an appropriate or potential means for ensuring good decision-making practices.  In 1984, the US Department of Health and Human Services and the American Academy of Pediatrics put forward that each hospital providing newborn care, especially those with neonatal intensive care units, form an infant care review committee.  Eventually, even the American Medical Association endorsed clinical ethics committees, although that organization and the American College of Physicians were concerned about the prospect of the committees intruding upon the doctor-patient relationship.  

In essence, there is a national trend to recognize the importance of clinical ethics committees.  There is no single formula for organizing and maintaining a clinical ethics committee.  Education, policy recommendation, and case consultation are the committee’s primary functions.   It can be utilized as a forum to explore and resolve different values, perceptions, and information about treatment decisions.  It should be a highly visible resource, accessible to patients, their families, and the health care team.

There is no universal standard for ethics consultation or credentialing of consultants.  There is, however, a movement to standardize both.  The American Society for Bioethics and Humanities (ASBH) has established and published standards for health care ethics consultations.  Because there is no national licensure process for clinical ethicists, this work was intended to establish standards for the emerging profession. 

Common Threads of Clinical Ethics Committees

Hospitals have infinite variability.  At one extreme is the organization of the university teaching hospital that is characterized by (1) a full-time salaried chief of service; (2) a large proportion of full-time attending physicians; (3) division into major clinical and subspecialty departments; and (4) an active ongoing schedule of medical staff conferences and educational activities.  At the other extreme is the loosely organized structure characteristic of smaller, rural hospitals that are characterized by: (1) an absence of clinical department subdivisions; (2) an absence of a paid clinical chief of service; and (3) a less active schedule of staff conferences and educational activities.

The experience of hospitals with ethics committees suggests that each institution will handle things differently; each will create a form to fit its situation. There are, however, common threads.  First, the process of developing a functioning committee is slow.  It may take time for members to feel and recognize accomplishments. They may be anxious to see effects on institutional attitudes and behavior, which may be discouraging.  Committees with extensive experience report that it takes a year or two before members see or sense results of their work.  Patience, compassion, and optimism are necessary virtues for ethics committee members.  It is also vital for the members to listen carefully to one another with openness and enthusiasm to learning.   

Second, committees may become bogged down in decisions about committee structure, rules, and procedural operations.  Voting procedures, the number of people needed for consults, type of minutes kept, and attendance requirements are concrete issues, issues that everyone is comfortable with and having concrete clear opinions.  The committee must avoid being overly focused on these concrete matters rather than struggling through uncomfortable discussions about ethical issues.

The third common thread is that the committee will periodically struggle with its purpose, functions, and accountability.  Although a naturally frustrating and evolutionary process, one thing is certain: clinical ethics committees should exist primarily to serve patients and to protect their interests.  The temptation to protect the hospital, hospital employees and physicians will be felt frequently.  In many situations, the interests of the hospitals, healthcare workers and patients and families will be united; in other situations, the patient’s interests may be obscure, and in others the patient’s preferences may lie in sharp contrast with the values of the hospital or healthcare workers.   It may be difficult to keep the patient’s interests paramount.

Joint Commission Standards 

The Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) standards place great emphasis on ethics, rights and responsibilities. These standards require the hospital follow ethical behavior in its care, treatment, services, and business practices, address the wishes of the patient relating to end of life decisions, and recognize that patients have the right to refuse care, treatment, and services in accordance with law and regulations. In essence, the hospital must establish and maintain structures to support patient rights. This must be done in a collaborative manner that involves the hospital’s leaders and others.  The ethical infrastructure is based on policies and practices that reflect a philosophical basis and commitment to patient safety.  This commitment makes up the framework that addresses ethical behavior, patient care and organizational ethics issues.  Although clinical ethics committees have not been specifically mandated by the JCAHO, they have been given significant recognition by these mentions. 

The JCAHO guidance defines a variety of functions and activities that it reviews in its accredited organizations on a regular basis.  For purposes of smooth operation, the JCAHO manual specifies that the hospital staff be organized to accomplish its required functions.  For the most part, many specific committees or groups accomplish these functions.  These groups provide mechan​isms for dealing with issues that are clearly ethical, but beyond the scope of the clinical ethics committee.  The clinical ethics committee should complement these groups, not substitute for them or interfere with their work.  If they are not functioning properly, the clinical ethics committee can play a role in alerting the leadership, making suggestions for possible resolutions.  But the clinical ethics committee should be cognizant of the fact that, despite its name, it is not the only entity in the hospital responsible for and capable of dealing with ethical issues.

Hospital committee membership is primarily representational.  For example, a medical records committee may include representatives from the various sections or services of the medical staff as well as from nursing, pharmacy, and whatever other clinical services are required or permitted to make entries into the patient medical record.  Members of the clinical ethics committee, on the other hand, are multidisciplinary and may not be as representational of a particular service, section, or department but, instead, are selected on individual's interests, abilities, background, education, dedication and willingness to commit substantial time to learning and service. 

The committee, in terms of its definition in bylaws, is critical in determining exactly what its responsibilities are and how it may interpret its role.  For example, if the clinical ethics committee has been established merely because "every other hospital in the city has one" then it’s annual report to the medical staff may consist only of a description of its educational activities, a list of the policies it has reviewed and/or recom​mended for consideration by the medical staff, a brief outline of the number of case reviews it has performed, and a list of its committee members.  However, if the committee's charge is to be the ethical conscience of the institution, the committee's interpretation of its role may be entirely different and would involve relationships with other hospital committees.  It is hoped that when a facility establishes a clinical ethics committee there is specific mention of the committee's responsibilities and role in patient care and in reporting its findings and recommendations.  It is also important to establish and document within the bylaws whether the committee is a Board of Trustees committee with Medical Staff representation or a Medical Staff committee accountable to the Board of Trustees.
Section 2

Committee Structure
Getting Started

Initiating the development of an ethics committee may be a timorous endeavor at first; however, to be successful over time, it must be multidisciplinary and have support from both the physicians and the hospital administration.  To gain support, the initiating group must have some clear sense of what such a committee has to offer the hospital.  The group might want to prepare a list of paradigmatic or actual cases that have provided problems in the past, or to list specific kinds of inconsistencies in treatment decisions that have led to staff morale problems.  In some way, the group should be able to document a genuine set of problems that needs to be addressed.  

With official backing (tacit approval or other), at least three possible directions can be followed.  First, a task force may be appointed to assess the need for an ethics committee.  Second, a clinical ethics study group may be formed to enable the interested parties to increase their understanding of the issues.  And third, a clinical ethics committee may be formed to undertake any or all of the possible functions of the committee.

A committee formed from task force deliberations begins with some inherent structure.  The task force would already have some type of authoritative sanction.  To be successful, it should have a deliberately balanced number of physicians, nurses, etc.  It should have a written statement of its functions and goals.  In addition, it should also have some kind of financial and clerical support.

When a committee begins as a study group or as an ad hoc clinical ethics committee, it will (and should) have much less structure.  Members are often volunteers, terms of office are undetermined, and official support may be uncertain.  Initially, this group should not be overly concerned about developing a particular structure or defining specific procedures.  As it develops, the group will understand how it can best serve the hospital, patients, and the surrounding community.

Defining Goals and Functions

A wide range of ethical issues might be within the committee’s purview, including clinical care issues, patient advocacy concerns, and conflicts of care.  Of course, a committee may choose to address any of these issues that are within its general mandate.

First and foremost, the committee should write a statement of its functions.  The statement of the committee’s function should be detailed rather than perfunctory, and explain both why the committee has chosen these functions and how it intends to carry them out.  This statement will require the committee to consider what can reasonably be done and to establish effective, time-sensitive priorities. Without such a statement, there is a very high probability of dissipation of efforts over too wide a field.  The three standard functions of clinical ethics committees are: (1) education (of the committee members, of physicians and staff members, of patients and families, and of the local community);   (2) policy recommendation (policies and guidelines for health care professionals regarding decision-making processes in problematic cases); and (3) case consultation (active, prospective, and retrospective).

The committee should establish realistic goals and review them regularly (at least once every six months).  Articulating goals and delineating functions means that priorities must be set and limits acknowledged.  

Organizational Placement

An ethics committee can be constituted as a medical staff committee, an administrative committee, or a governing board committee.  Organizational placement may affect several different concerns: 
· Discoverability of committee records

· Specific membership on the committee

· Method of appointing chair and members 
· Availability of peer review protection

· Operational character of the committee
Discoverability

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) allows for protected health information to be used for treatment, payment and healthcare operations.  (45 CFR § 164.501).  “Health care operations” include “[c]onducting quality assessment and improvement activities, including outcomes evaluation and development of clinical guidelines….” (Id.). Utilization review and quality assurance committees are paradigms of this kind of function.  State laws specifically define protections for discovery and should serve as a resource in determination of committee organizational placement. 

Membership Requirements and Selection

Medical staff committees typically require that at least half the members be physicians.  Governing board committees may require that some number of trustees be members of the committee.  Regardless of the committee’s organizational placement, a diverse and multidisciplinary membership is advisable.  The different types of committees differ with respect to who actually appoints the members; namely, a medical executive committee, the administration, or a governing board.  Note that the documentation of important guidelines such as the purpose, meeting frequency, membership and reporting method should be in the Board Bylaws or Medical Staff Bylaws.

The chairman of a medical staff committee is customarily a physician.  Board committees may be chaired by physicians but are sometimes chaired by other professions.  Credibility may be problematic if there are not enough physicians on the committee, but physicians are typically not mandated to chair board committees.  In fact, some committees prefer a non-physician be the chairperson.  Many committees appoint co-chairs; one co-chair a physician, the other a nurse, social worker, or pastoral care representative.

Character of the Committee

The type of clinical ethics committee that a hospital chooses to establish can make various statements about the committee’s role.  A board committee gives the clear message that ethical concerns are not solely or primarily medical questions.  A board committee may also give greater acknowledgment to the equal status of all members of the committee, each drawing upon his or her unique experiences and expertise.  Such a committee is a model of the interdisciplinary collaboration that can occur throughout the hospital.   

Committee Membership

The size of clinical ethics committees varies widely, sometimes as a function of the committee’s origins.  A clear idea of the committee’s function will help to resolve the question of size.  If the committee’s role is primarily education, then a large group may be appropriate and preferable.  If the committee intends to conduct “whole-committee” case reviews, then a large group would not be conducive to serious participation by all members.   If the committee plans to focus on writing policies, then a medium-size group may be best.  If the committee plans to do all three, then it may help to have a larger group to handle the large amount of work, primarily through subcommittees.  Personal qualities - attitudes, temperament, and the capacity for critical thinking - are more important than educational specialty or degree.  To guarantee diversity and fairness, the committee should be representative of the hospital community.

Representatives

To gain credibility within the hospital and to provide accountability outside the hospital, a committee should be a representative body.  A committee composed only of physicians would lack the variety of perspectives necessary to respond to ethical dilemmas.  Likewise, a committee that functioned without physicians would be equally inadequate.  It would lack clinical credibility because the physician’s scientific and technologic knowledge and the relationship between doctor and patient are vital factors in identifying and resolving the medical ethics dilemma.

Lawyers

Committees frequently include a lawyer who is not a hospital employee.  A person familiar with legal requirements and restrictions will be vital to any committee.  The committee will need to keep abreast of legal developments.   Non-hospital lawyers are preferred, not because they are better lawyers or know more about ethics, but because the hospital lawyer is employed to protect the hospital’s interests.  Because the hospital’s interests may not be consistent with the patient’s desires or interest, the hospital lawyer should not be positioned in a of possible conflict of interest situation.  If the hospital is located near a law school, the clinical ethics committee could inquire about any faculty member who has an interest or expertise in healthcare law, policy, or ethics.  

Lay Members

Ethics committees are strongly advised to include lay members.  Lay members provide a ‘community values’ perspective and help facilitate credibility within the community at large.  Institutional Review Boards (IRBs) are required to include lay members and the faint parallel between IRBs and clinical ethics committees may account for the insistence upon lay membership.  An ethics committee that chooses lay members should think about the ethnic and cultural representation of the community served by the hospital.  An ethics committee that chooses to include a lay member should have at least two lay members.  Many persons are intimidated by hospitals, by physicians and strangers.  If isolated as a group of one, a lone lay member may be inclined to defer to the larger group.  Generally, hospitals have great credibility within their communities.  The community is seldom aware of hospital practices unless citizens read about them in the newspapers.  If a hospital has marginal credibility, placing a lay member on the clinical ethics committee will not restore it.  However, the committee would do well to ensure that the lay perspective is protected and heard. 

HIPAA and Confidentiality

Clinical ethics committee discussions should never include unnecessary personal details about patients.  Redacting names and patient information should be standard operating procedure.  However, it may not be possible to remove or redact all identifiable health information.  Because of the extremely sensitive nature of the personal protected health information (“PHI”) that may be discussed in meetings or consultations, anyone who is not a hospital employee must 1) be trained about the hospital’s HIPAA policies as if they were a member of the workforce or 2) sign a Business Associate Agreement that delineates the responsibilities of maintaining confidential any PHI.  

Functions of Ethics Committees
The work of clinical ethics committees ordinarily covers three areas.  The first is education. This includes not only education of the committee itself, but also the training of the hospital community, and the general public.  The second area is policy and guideline recommendations.  The third area is case review, both prospective and retrospective.  The American Medical Association (AMA) lends guidance in its published Code of Medical Ethics Current Opinions (1996-1997 Edition) by AMA’s Council on Ethical and Judicial Affairs (CEJA).  CEJA Opinion 9.11 states that the clinical ethics committee should be “educational and advisory in purpose.” And that the function of a clinical ethics committee should be to consider and assist in resolving unusual complicated ethical problems.  These are issues that affect the care and treatment of patients throughout the healthcare organization. 

Educating the Committee

Each committee should have an orientation session when the committee first begins functioning and again each time new members join the committee.  For the sake of efficiency, it is desirable to bring groups of new members on at the same time so that orientation can be provided as a group, rather than individually.

Qualification, however, is more a matter of willingness to learn something new, rather than of having prior knowledge.  Ethics committee members need to take self-education seriously and be willing to spend time and energy learning about ethics, law, clinical technologies, and the history of clinical ethics.

The committee should think of group orientation, individual self-education, and committee self-education as separate functions, although for new committees, the distinctions may be less obvious.  Orientation for new members should include sessions introducing clinical ethics, ethical decision-making in health care, current topics, and the committee's functions and goals.  Orientation sessions usually take three hours and may be split into two parts.  New members should be given written materials prior to the orientation and should be expected to read them so that they actively participate in the session(s).

The second goal of orientation is to give the new members information about the committee’s previous work and its current goals.  Orientation leaders should ensure that new members understand what the committee does, and does not, do.  

Self-education, which new members should pursue aggressively in the first few months, includes reading relevant books, news articles and journals.  The President’s Commission reports are one starting point (see Section 3 link).  Many conferences on clinical ethics are held throughout the nation and members should be encouraged to attend whenever possible. 

Committee self-education usually focuses on discussions of books such as Clinical Ethics by Jonsen, Siegler, and Winslade, case studies, or audiovisual material.  Many committees have external consultants make presentations to the committee on specific topics or facilitate committee discussions.  This outside expertise helps the members consider different perspectives.  Staff and physicians from the hospital should also be considered important resources in ensuring that all members of the committee possess the necessary medical, nursing, and social work information.  The value of multidisciplinary committees is that the members can learn from one another. 

Members should be familiar with the medical and legal aspects of issues, especially regarding termination of treatment scenarios.  They should know about their state's legislation on the definition of death criteria, living wills, durable powers of attorney, and natural death acts.   They should be cognizant of the differences between various patient directives and the legal, moral, and medical implications.  Withholding CPR and writing do-not-resuscitate orders pose a number of potential issues and mem​bers should be aware that local and national medical and bar associations may have suggestions for withholding treatment. 

Educating the Hospital Community

The committee members need not feel that they must exclusively sup​ply the clinical ethics education for the hospital community.  Outside speakers or hospital staff or physicians with special​ized knowledge can contribute to the education endeavor.  Thus, educating the hospital community can proceed simultaneously with the committee members’ education.

Two customary forms of hospital education used by many clinical ethics committees are ethics rounds and ethics conferences.  Ethics rounds are intended to attract a smaller audience (frequently, members of a department or unit), while ethics conferences usually address the entire hospital community.  Ethics rounds usually address a single case, either actual or hypothetical, and give participants a chance to see how ethical problems can be resolved. 

The development of new policies or guidelines is an important hospital community education exercise.  Some committees use the in-service training associated with newly approved policies as an educational opportunity.  Other committees use draft policies as the focus of staff and physician discussions.  Some clinical ethics committees sponsor an open meeting to discuss its DNR policy draft.  The sessions are multidisciplinary and the dialogue extremely enlightening.  As a result, the guidelines may be significantly revised and additional meetings planned.  Using drafts creates an opportunity to stimulate thinking and to develop, among the staff, some sense of general involvement in policy development.  This can be especially important if there may be some foreseeable resistance to new policies.

Some clinical ethics committees use commercially prepared videotapes for education, arranging to show them on a unit, followed by a discussion led by an ethics committee member.  The video equipment is then left on the unit for a day or two to accommodate additional viewings. The clinical ethics committee member who leads the discussion should be available for further questions, if only by telephone or email.

One of the most important considerations in providing effective education is whether there is any possibility to present follow-up questions and answers.  Frequently, participants have questions only later, either when they have had time to consider the issue, or when the issue arises in a practical context.  Some committees report collecting staff surveys to determine the staffs’ greatest concerns.  Subsequently, the committees focus their educational efforts on topics of concern.  Some hospitals survey staff physicians on attitudes and behaviors regarding informed consent and find several areas in need of discussion and policy-making.  In one facility, a physician survey showed that many physicians were interested in learning more about ethics topics that were not within their specialty.  For example, these physicians expressed interest in information about treatment of seriously ill newborns.

Ethics committees frequently ask how they can ensure physician attendance at educational programs.  This appears to be a problem at many hospitals.  One of the most effective ways to address this issue is to target some programs specifically for medical staff and integrate them into the existing continuing medical education conducted by the medical education department. (Always be sensitive to the Business Courtesies guidelines for providing continuing education for non-employed, referring physicians.) If the director of the education department is particularly interested in ethics issues, he or she can help in providing occasional forums for ethics educa​tion at medical staff or medical education meetings.

When seeking to involve physicians in broader audience programs, it may help to engage some of them as presenters.  Using actual cases, the hospital will involve some as participant-presenters.  Physicians with special expertise might be invited to participate as panelists or as expert resources. 

Educating the Lay Community

The lay community is very interested in clinical ethical issues.  By targeting the general public for educational activities, the clinical ethics committee can reach future patients.  This group is probably most interested in how to control one's decisions in health care.  Therefore, any kind of education about patient directives, durable powers of attorney, natural death acts, living wills, or do-not-resuscitate orders is likely to be well received.  Evening or weekend programs are most likely to attract community audiences.  These can be held at the hospital, but may be more successful in a more neutral setting.  Some towns have community meetings or town hall forums.  If so, the clinical ethics committee may want to propose that a forum be conducted on ethical issues in health care.

Lay audiences are also interested in learning, more about how to talk to their doctor to ensure mutual understanding of treatment goals and outcomes and how to participate in decision making.  In addition, many people are interested in issues such as how and when to call ambulances.  Community awareness and education is especially important in connection with advanced directives.  People who do not want maximum or heroic treatment are often unclear about the relationship between calling for emergency care and asserting patient desires to refuse treatment.  Thus, a program about the ethical dimensions of providing emergency care would be appropriate and useful.  In general, the non-hospital community needs the same education as the clinical ethics committee. However, the education provided in a session for the community audience is likely to be less complex.

Writing Policies and Guidelines

Because thoughtful and carefully written policies have a substantial effect on health care decisions, it is important that clinical ethics committee members take the responsibility of writing policies very seriously. Crafting good policies is often a slow, time-consuming process that can prove very frustrating to health care professionals who are oriented to faster and more definitive results.  Some committees are more likely to recommend advisory guidelines rather than mandate policy. The scope and authority vested in the committee will determine how developed policies or guidelines are propagated.
The committee should recommend policies (rather than guidelines) whenever the committee reaches consensus regarding a standard of ethical practice.  For example, if there is general consensus that a DNR order should not be written for a competent patient unless he or she consents, the issue should be addressed in a policy, not in a guideline.  In areas of uncertainty or disagreement about the appropriate way to approach an ethical issue, guidelines may be more appropriate.  As attitudes evolve, however, it may be necessary to change guidelines to policies to ensure standard ethical practices.

Following are some considerations that the committee can use in developing policies.  It is assumed that, before an ethics committee begins to make policy recommendations, the hospital’s governing body has authorized such activity. 

Elements of Developing Policy

A policy has four elements: a statement of the policy, a statement of principles, a list of definitions, and a list of procedures.


1.  Statement of the Policy

This is a brief statement that summarizes the general topic of the policy, giving the general case and its major exceptions.  This statement may also be a listing of the relevant principles and values that underlie the policy. The principles may, as often seen in religiously affiliated hospitals, include specific theological principles or philosophical discourse. 

Principles should be included so that clinical ethics committee members, members of the hospital community (including patients), and the general public can understand what values the hospital is espousing for these decisions.  Being clear and articulate ensures that there is an ethical foundation for the policies.  Many people make value judgments intuitively, but a specific articulation of the principles ensures that ethical concerns have been thoroughly reviewed and the dilemma addressed in a specific manner.


2.  List of Definitions

Ambiguous policy terms must be clearly defined so that interpretation does not lead to substantially varying, unintended results.  Clear definitions will ensure that different people can reli​ably interpret policies at different times.


3.  List of Procedures:

The following are procedures to be followed when drafting policies:

1.  Determine which topics or issues need to be the subjects of policies;

2.  Gather pertinent information and sample policies used by other hospitals, or similar policies from within the hospital, and appraise them critically or use them as templates;

3.  When writing policies, make sure that it is clear whether actions or decisions are mandatory or discretionary;

4.  Closely assess the languages in all segments of the policy and evaluate for clarity and practical application.  Possibly test the policy on a few persons for ambiguousness, lack of clarity, or possibilities for abuse;

5.  If there are internal sanctions, state them in the policy.  Although administrative policies usually do not include legal sanctions, there is a risk of liability when hospital policies are not followed; and 

6.  Before the institution officially adopts the policy, have it reviewed by legal counsel according to hospital practice.

If the purpose of policy is to demonstrate institutional values, the committee must be clear about what those values are.  Unless clinical ethics committees are willing to help the institution become more specific about what affirming its value means - health care as a moral enterprise makes no headway.  Justice, for example, has to do with treatment decisions, as well as with criteria for leadership.  

The federal Patient Self-Determination Act (PSDA) requires that health care institutions tell patients/ clients in advance about their policies with respect to state laws on consent to and refusal of treatment and execution of advance directions.  This may be a first step in expecting hospitals to tell patients about their values.  As they are urged to find physicians who share their values, in the future patients are likely to be urged to find a hospital that shares their values.  It is worth noting that in several judicial decisions involving health care institutions that were unwilling to stop treatment, the court required that the institution have in place, in advance, a policy stating that it would not carry out certain actions and that the patient needed to be informed of this at admission.

If institutions expect to act on their values, they need to be clear about their values and about how those values will be realized in their actions.  Institutional policies are the locus of information about this realization.  It is in this context that clinical ethics committees are expected to have some special role in policy writing and recommendation.

Clinical ethics committees may be responsible for writing and revising the following policies (not an exhaustive list):

Advance Directives
Brain death

Confidentiality

Consent for HIV testing

Determining appropriate surrogates for patients who lack capacity for decision making

Determining patients’ capacity for decision making

DNR orders

DNR orders in surgery

Donation of anencephalic newborns’ organs by parents

Use of expensive and minimally effective drugs

Forgoing artificially-supplied nutrition and hydration

Forgoing life-sustaining treatment

HIPAA privacy 

Informed consent

Inter-institutional transfer order

In vitro fertilization patient selection

Life sustaining treatment decisions

Maternal-fetal conflicts 

Surrogate motherhood and consent

Pain relief administration

Refusal of blood transfusion by Jehovah’s Witnesses

Sterilization

Treatment decisions for seriously ill newborns

Abuse/ Neglect

Organ procurement/ organ transplant

End of life decision making for patients and providers

Implementation

To implement policies, the clinical ethics committee should clarify the organizational authority and responsibility for approving and revising policies.  Who must approve them?  Who will distribute them?  Who will be responsible for answering questions that arise about their meaning or their interpretation?  The committee should develop a method for educating the hospital community regarding the policies.  It is insufficient to merely distribute a copy of the policy once it has been approved. Periodically evaluating the effectiveness of the policies and reviewing and revising them as necessary constitute good practice.  

Case Consultation

The Role of Case Reviewer

Persons who are skeptical about the value of clinical ethics committees are particularly wary about committees providing case consultation.  The fear is that the committee will, at the very least, intrude upon the doctor - patient relationship and either directly or indirectly take over decision-making authority.  This fear is a realistic one and committees should be very cautious about taking on a case review function.  For an ethics committee to provide an effective case consultation, the members must be comfortable with their understanding of ethical thinking and analysis, and have credibility within the hospital community. 

Who Brings Optional Case Reviews to the Committee?

Some clinical ethics committees accept case review requests only from physicians.  This may be an appropriate way to start if there is substantial physician opposition to clinical ethics committee review of individual cases.  In the long run, however, limiting case reviews to physician-referred only is contrary to the philosophy behind the formation of clinical ethics committees.  Part of the impetus to form clinical ethics committees was the belief of many hospital staff persons, especially nurses that decisions were being made without sufficient consideration of ethical concerns.  To restrict access to the clinical ethics committee exclusively to physicians would certainly exacerbate those tensions.  It might make the clinical ethics committee's position very difficult because its members will inevitably hear about cases involving substantial ethical problems.  If members have no access to these cases other than through exerting peer pressure on their physician colleagues, then the members themselves may begin to be seen as nothing more than an enforcement agency.  Such a result would seriously undermine not only the educational role of the clinical ethics committee, but also the prospect of developing a hospital community through the work of the clinical ethics committee.  All members of the hospital community, including physicians, nurses, social workers, pastoral care representatives, and administrators, should have access to the committee's services. If such a structure is not initially possible, it should be the long-term goal.

Forms of Consultation/Case Consult

Case consultation can take at least three different forms: consultation by the committee as a whole, review by a consultation team, and consultation by a clinical ethics consultant.  These forms are not mutually exclusive, and often the same institution will use a variety of available resources depending on the circumstances.  Each form has its strengths and weaknesses.


1.  Whole Committee Consult

Review by the committee as a whole is the most common form of case review, especially in committees that are just beginning to do case consultation.  Whole committee consults gives all members a chance to engage in ethical reflection and review.  When done effectively, this kind of review gives members a sense of accomplishment and community.  Large group facilitators face significant challenges.  They must create an atmosphere of trust in which the parties can express their positions and underlying interest, while the other parties and participants in the group feel they have been heard and understood.


2.  Core Consultation Team Review

Some committees find whole committee review a cumbersome process for all consultation requests.  Thus, many committees set up a core consultation team consisting of a small number of committee members.  Core committee members are usually more seasoned and experienced and often have already demonstrated their skills and interest in doing case review.  The core team approach has some advantages.  The committee can designate its strongest members to represent it in a manner that can have enormous impact on the committee’s credibility and status in the institutions.  A core committee review is also much more flexible and less intimidating than a whole committee review.  But there are also drawbacks in many instances, including a lost emphasis on multi-disciplinarily (such consult teams are sometimes composed primarily of physicians), as well as the loss of committee unity that is achieved through whole committee case review.  


3.  Clinical Ethicist Review  

Some institutions have individuals with special training in medical ethics who are available for case consultation as needed.  However, ethicists may or may not work with the clinical ethics committee in the course of consultation.  Some commentators have suggested that clinical ethicists should do the consultations and the clinical ethics committee should focus on policy review and writing and on more general education.  These clinical ethicists have training in a variety of fields, usually at the doctoral level.  Some clinical ethicists are health care professionals (nurses, social workers, or physicians) with special training in ethics; others come from philosophy, theology, law or behavioral science, and acquire competence in clinical issues through study and direct experience of hospital life.  A clinical ethics consultant can provide timely, efficient, and consistent responses to ethical problems in patient care.  The consultant can get to know many professionals personally and can develop credibility for clinical ethics within the facility.

Committee Procedures

Record Keeping

Record keeping is of particular concern to clinical ethics committees in three primary areas: the minutes of the meetings, the notes on patients’ charts, and the records of committee consultations.  A fourth area, which requires little discussion, includes records of the committee’s work, such as guidelines and other written materials that are disseminated in the hospitals as a result of committee initiative.

Minutes should accurately report the committee’s agenda items in policy writing, education, and case review.  They should state the options available to the committee, the actions taken, and when appropriate, the reasons that the committee chose a specific course.  Minutes need not and should not be excessively detailed, but they should make clear the issues the committee considered, the conclusions they reached, and the reasons for those conclusions.  If a committee develops good meeting agendas and sticks to the agendas, the minutes should flow easily from agenda, for the minutes are an account of the progress on the agenda items. The minutes should be distributed according to customary hospital policies.  A committee may want to include summaries of case reviews of the minutes or it may prefer to develop separate case review records, noting in the minutes only that a case review was conducted.  Committees must be cognizant of any protected health information that is used and recorded for case review purposes.   The committee must be aware of HIPAA regulations that disfavor allowing any patient-identifiable information to be unsecured or distributed.   Resolution of these concerns should involve the facility’s Ethics and Compliance Officer (ECO) and the Facility Privacy Officer (FPO).

A committee needs to consider whether case review records should include the name of the person who brought the case to the committee’s attention, the name of the attending physician, or the names of any other health care professionals who were involved in the case.  Another method is to provide little specific information about those directly involved in the case and a great deal of information about the committee’s advice and recommendations and reasons for that advice.  Writing notes on a patient’s chart about clinical ethics committee reviews is controversial.  Some have suggested that the attending physician note only that an ethics conference or consultation was conducted.  Others have argued that if any chart note is made, it should accurately and fully describe the results of that conference.

Two principles might be used to guide this decision: (1) Will documenting clinical ethics committee involvement protect and further the patient’s interests?  (2) Will documenting clinical ethics committee involvement increase public accountability for decisions? Clearly, making chart notes is problematic for physicians, nurses, clinical ethics committees, and hospitals in some instances (additionally so when the patient is not aware that his or her situation has been discussed by the clinical ethics committee and the patient has a right to see the records).

Some committees have attempted to ensure that all clinical ethics committee documents are kept in a single notebook on each unit so that they can be easily located.  Others provide documents or forms on request.  Solutions to this problem should be worked out by each hospital.  Committees should at least consciously address the issues of whether the educational and policy material that they generate or introduce are, in fact, accessible to physicians, hospital staff, patients, and patient’s families.

Subcommittees

A large committee frequently makes extensive use of subcommittees of three or four persons to carry out much of the committee’s work.  It is clear that an ethics committee charged with providing education, policy recommendation, and prospective or retrospective case consultations cannot achieve much in a single monthly meeting of one to two hours.  The committee may create either permanent or ad hoc subcommittees to carry out most of the work.  When the committee has decided that a new policy/guideline should be written, a subcommittee should do the actual writing and subsequent revisions of the policy.

A subcommittee also can handle a committee’s education task.  The committee, as a whole, can give the subcommittee general guidance regarding ethics rounds, committee self-education meetings, or other activities, and the subcommittee can then be responsible for making decisions and recommendations.

Committee Evaluation

Formal evaluations should be conducted at least once a year and include self-evaluation by individual members and also evaluation of committee work as a whole.  Self-evaluations solicit the committee members’ perceptions of both their own and the committee’s effectiveness with respect to the members’ expectations.  Individual evaluations should provide for anonymity and should be conducted systematically through the use of evaluation forms that allow open-ended, as well as, yes/no answers.  When members leave the committee, they should also be asked to provide departing evaluations unless anonymity cannot be ensured.  Format evaluations involve a considerable effort, but are essential to serve the hospital community effectively.  Evaluating consults is more difficult.  The committee might want to develop a brief form that is routinely sent to any hospital staff member or physician who brings a case to the committee, focusing on whether or not the committee’s involvement was helpful.  An informal evaluation of the members’ attitudes by noting member attendance is helpful.  Membership attendance provides important indications about the committee’s perceived value.  Even if formal evaluations are not sought from persons outside the committee, the committee itself should regularly take some time to assess the activity.  Are the members comfortable with committee contributions to cases?  Are consult requests increasing, falling off, or remaining constant?  

Problems and Pitfalls for Ethics Committees

Lack of Clarity in Committee Purpose

A committee may serve more than one purpose, of course, but it should have a primary purpose.  When established, the committee should have a written statement of its purpose and overall goals.  The medical executive committee, the administration, the governing board, or the task force may supply the mandate. In some cases, the clinical ethics committee itself may be asked to develop a statement of its purpose and functions.  A committee should establish specific goals at intervals of six months to one year and discuss how these short-term goals meet the committee’s overall goals and serve the committee’s purpose.  The committee will regularly examine and be mindful of its purpose.

Predominance of the Case Review Function

When it takes over a year to write and gain approval of a single policy, committee members may feel that the cost-benefit ratio for their work is poor.  Consultation, on the other hand, is more dramatic, faster, and reflective of general expectations of providing a successful intervention or genuine help.  The health care profession emphasizes active intervention as a common practice.  They are likely to see more passive activities, such as policy writing, meaningless or “bogged down.”  This conflict can create problems.  Many committees gravitate toward case consultation as the primary activity.  Such an emphasis heightens the risk that decision-making will be perceived as usurping the doctor-patient relationship and transferring authority to the clinical ethics committee. 

Insufficient Member Education

Ethics committees cannot expect to educate others until they have first educated themselves.  Educating members of clinical ethics committees is an ongoing process, but members typically have inadequate time to gain a comprehensive understanding of the field.  New may be unfamiliar with the language of ethics and law, relevant legal cases, and current controversies.  To be effective, members will have to be dedicated to self-study.  Com​mittees should, however, provide one or two orienta​tion periods for new members, making sure that everyone understands basic information about the committee's purpose, goals, prior activities, operating rules, and the general nature of ethics in clinical care.  New members should be given adequate written information to help them to understand the committee functions and membership expectations.  Committees may want to create some kind of "buddy system" pairing a new member with an experienced member.  The old member's responsibility would be to help the new member develop competency, to suggest additional resources for edu​cation, and to make sure the new member is effectively integrated into the committee.  After the first few months, new members should be asked if they feel able to participate in meetings or whether they need some further help to become sufficiently educated.

Enthusiasm and Frustration

Committee members often bring to the committee a shortage of time and an abundance of enthusiasm.  This combination can create problems, although it is preferable to an abundance of time and a shortage of enthusiasm.  The enthusiasm may lead to elaborate plans; the time constraints may lead to limited accomplishment.  The result may be frustration. Establishing realistic goals is vital for the committee and should be of special concern to the committee chair.  If the committee has taken on more than it can do, it should acknowledge its limitations and retrench.  Otherwise, many of the committee's enthusiastic plans will simply burn out. 

If attendance begins to be sporadic, members begin to forget about subcommittee meetings, meetings seem to wander over many topics but produce no plans or products (even paper ones), and it is difficult to find volunteers for committee projects; something may have gone awry.  Such situations will probably not improve unless the problem is addressed directly.  A sense of direction and attainable goals are critical. If the goals do not exist, then members will not know why they are attending meetings.

Hierarchy and Domination

The hospital is an institution with a strong sense of hierarchy.  It is difficult to leave that hierarchy outside the committee’s meeting room door.  Hierarchy problems can manifest in the following ways: if only the physicians express disagreement; if the nurses do not offer opinions on anything of importance or if their opinions are never solicited; if the lay members or non-hospital community members never speak or if when they speak they are listened to politely, but effectively ignored; or if disagreements are frequently halted by charges that some persons do not understand the medical situation. 

Inadequate Resources

In many hospitals, clinical ethics committees operate with few or no resources other than the members themselves.  Meetings may be held in off-hours, in which case the members must volunteer their time.  If the hospital believes that the committee should exist, then it has an obligation to provide enough resources (both financial and labor) to meet expectations.  At a minimum, clerical assistance must be provided.  Additionally, there should be discretionary funds for educational purposes (attending ethics conferences; subscribing to ethics journals, newsletters; renting AV materials; producing education programs for the community; and paying for speakers who present special information to the committee). 

Committee Overlap

Committee members need to be sensitive to the potential overlap between clinical ethics committees and other hospital and medical staff committees that also deal with ethical issues in clinical care.  The clinical ethics committee should be cognizant of the fact that, despite its name, it is not the only entity in the hospital responsible for and capable of dealing with ethical issues.  The Ethics committee should complement these groups, not substitute for them or interfere with their work.  If they are not functioning properly, the clinical ethics committee can play a role in alerting hospital leadership, making suggestions for possible resolutions. In addition, the Ethics and Compliance Officer (ECO) and the Facility Privacy Officer (FPO) each have special training and experience that should be utilized by the committee. 

Joint Commission standards mandate only one medical staff committee: the executive committee.  In practice, however, medical staff responsibilities are exercised through an elaborate committee structure.  The functions of the medical staff may be administratively expressed in the following committees:

Medical Records Committee: This committee reviews patient records to assure that complete medical records are maintained for all hospital patients.  The committee may additionally approve patient record forms and policies and procedures relating to the maintenance of medical records.

Tissue or Surgical (or Operative and Invasive) Review Committee: This committee reviews the necessity for all surgical and invasive procedures performed at the hospital.  Its scope of review covers all procedures performed, whether or not human tissue was removed.  The committee is also responsible for developing data about the overall patterns of surgical care in the hospital.

Infection Surveillance and Control Committee: This committee is responsible for assuring that the internal hospital environment minimizes the exposure of both patients and hospital personnel to infectious complications.  Therefore, it recommends policies and procedures relative to infection control and assures accurate reporting of infections occurring in the hospital.

Pharmacy and Therapeutics Committee: This committee recommends policies about the hospital’s utilization and internal distribution of drugs.  It recommends the hospital’s formulary, which lists those drugs authorized for storage in the hospital’s pharmacy and for utilization by the medical staff.

Utilization Review Management Committee: This committee screens medical records for the inappropriate or unnecessary utilization of medical services.  Its existence is mandated as a prerequisite for participation in the Medicare and Medicaid programs and by state hospital licensure regulations.

Quality Management Committee: This committee has broad oversight responsibility for monitoring patient care.  It collects and analyzes data relevant to patient care outcomes, receives referrals from hospital personnel and/or other committees and undertakes patient care evaluation studies as indicated.

Blood Utilization Committee: This committee collects and monitors data relevant to the utilization of blood and blood components within the hospital; evaluates the necessity of all transfusions given within the hospital; and ensures that policies and procedures relevant to storage, and utilization of blood and blood components are appropriate.

Bylaws Committee: This committee develops the medical staff bylaws and recommends revisions to rules, regulations, and bylaws of the medical staff as required.

Investigational Review Board (IRB): The IRB is a board committee that approves all experimental and research therapies rendered to hospital patients.  The IRB also assures that all necessary ethical, moral and legal considerations are fulfilled in the conduct of such experimental activities.  It additionally documents the patient outcomes of such experimental therapies. IRBs are required by federal law to review all research protocols using, or intending to use, any federal funds.  Although IRB review is not legally required for all research, most institutions have policies requiring that all research, regardless of funding sources, be reviewed and approved by the institutional IRB before the project is begun. 


Evaluation Failures

Some committees fail to evaluate the work they have done.  Indeed, given the constraints of time, evaluation may seem an extraordinary luxury.  Nevertheless, both formal and informal evaluations should be con​ducted regularly.  If they are not, the committee can lose track of what it is doing and how well it is doing it.

There are many ways to evaluate the committee's work and its effectiveness.  Evaluation forms are common at conferences and education meetings.  A failure to evaluate the effects of its work may lead to the committee becoming isolated in the hospital community.  A failure to evaluate the committee members' own sense of and satisfaction with their role can be equally destructive to the committee's long-term success.  If the committee becomes known as do-nothing, argumentative, dominating, top-heavy, or intolerant, enthusiastic and knowledgeable new members will be hard to find.  The committee will become the home of those who have nothing better to do.

This section on potential problem areas for committees began with a discussion of the importance of the committee understanding its purpose.  It ends with an insistence upon the importance of regular evaluation.  These two go hand in hand.  Evaluation permits the members to judge whether they are furthering the committee’s purpose and whether they are doing it effectively. 

What is always apparent when clinical ethics committee members are surveyed is how much their membership means to them.  They care about whether the committee succeeds or fails, which is not the case with many other committees.  Moreover, the members care about contributing to the committee’s success.  There is so much goodwill out there, but without taking hold of some kind of project, goodwill cannot be translated into an effective committee - an ethics committee on the move instead of one simply struggling through the mire of uncertainty about its role.  When a committee cares about doing consultation, it develops good skills, goodwill, and good protocols.  It then thinks about finding ways to help those who have ethics questions reach the committee.  When consultation is not what hospital colleagues need from the clinical ethics committee, members should seek out another activity that will help them learn more about what it means to practice in a profession that has a primary commitment to altruism and an ongoing concern for helping others.  That is why most health care professionals went into the field in the first place.  The clinical ethics committee can help itself and its colleagues keep that ideal alive.

Committee Liability

The risk of liability is directly related to the role the committee plays in the hospital.  When the committee is given or takes a decision-making role, there is much greater risk of liability.  For HCA hospitals, committees defined within the bylaws and members performing the defined roles will be protected under the hospital’s Insurance program.

Section 3

Clinical Ethics Resource Links
This site has links to the AMA Code of Medical Ethics, the Virtual Mentor (Ethics Journal of the AMA), an Ethics Resource Center (Educational Resources, Outreach Programs and Products, and End-of-Life Care) and more.
· http://www.ama-assn.org/ama/no-index/physician-resources/2416.shtml
This is the web site for the American Journal of Bioethics. Along with articles (Dartmouth has an online subscription), see features (Bioethics for Beginners, Bioethics and Cloning, etc.) and Weekly News Updates. 

· http://ajobonline.com/

The President’s Council on Bioethics advises the President on ethical issues related to advances in biomedical science and technology, such as: determination of death, human cloning, human dignity and bioethics, newborn screening, stem cell research, alternative sources of stem cells, end-of-life care, the regulation of assisted reproduction, and the uses of biotechnology that go "beyond therapy."
· http://www.bioethics.gov/
Caring Connections, a program of the National Hospice and Palliative Care Organization (NHPCO), is a national consumer and community engagement initiative to improve care at the end of life, supported by a grant from The Robert Wood Johnson Foundation.

· http://www.caringinfo.org/index.cfm?

Developed and produced by the University of Washington School of Medicine, Ethics in Medicine has information on a number of relevant topics (including a summary of the topic, commonly asked questions and case reports), bioethics tools and a resource list.
·  http://depts.washington.edu/bioethx/topics/
An extensive, categorized list of bioethics resources.

·  http://www.asbh.org/resources/links/index.htm
Resources within and beyond the NIH. Includes: Bioethics Within the NIH, Federal Bioethics Resources, General Resources, and Specific Topics.
·  http://bioethics.od.nih.gov/
Global Health Initiative: Ethical Decision-Making at the End of life (video)
· http://www.wilsoncenter.org/index.cfm?topic_id=116811&fuseaction=topics.event_summary&event_id=303954
The Ethics OSCE: Standardized Patient Scenarios for Teaching and Evaluating Bioethics
· http://wings.buffalo.edu/faculty/research/bioethics/osce.html
General Bioethics Links
AMA - CEJA and Code of Medical Ethics 
American Society for Bioethics and Humanities 
American Society of Law Medicine and Ethics 
Bioethics.net 
Bioethics Abstract Service 
Canadian Medical Journal: Bioethics for Clinicians series
The Hastings Center
International Association for Bioethics 
International Society on Priorities in Health Care 
Medical Ethics Resource Network of Michigan
PanAmerican Health Organization Program in Bioethics 
Veterans Affairs National Center for Clinical Ethics
World Health Organization - Ethics and Health 
Academic Centers & Program Links
ACP-ASIM (American College of Physicians-American Society of Internal Medicine)
http://www.acponline.org/ethics/index.html
Albany Medical College/Union College
http://www.bioethics.union.edu
Baylor College of Medicine
http://www.bcm.tmc.edu/ethics
Case Western Reserve University
http://www.case.edu/med/bioethics
The Center for Genetics and Society
http://geneticsandsociety.org
Cleveland Clinic Foundation
http://my.clevelandclinic.org/bioethics/default.aspx
Columbia University
http://www.bioethicscolumbia.org
Creighton University
http://chpe.creighton.edu
 

Dartmouth College
http://www.dartmouth.edu/artsci/ethics-inst/index.html
Georgetown University 
http://clinicalbioethics.georgetown.edu
Institute for Ethics at the AMA
http://www.ama-assn.org/go/ethicsinstitutehttp://www.ama-assn.org/ama/pub/physician-resources/medical-ethics/about-ethics-group/institute-ethics.shtml
Loyola University Chicago Neiswanger Institute for Bioethics & Health Policy
http://bioethics.lumc.edu
Michigan State University
http://www.bioethics.msu.edu
Oregon Health Sciences University
http://www.ohsu.edu/xd/education/continuing-education/center-for-ethics
Phoebe R. Berman Bioethics Institute, Johns Hopkins University
http://www.hopkinsmedicine.org/bioethics
Saint Louis University

http://www.slu.edu/centers/chce/http://hce.slu.edu
Stanford University
http://bioethics.stanford.edu
SUNY Upstate Medical University Hospital at Syracuse, New York 
http://www.upstate.edu/cbh
University at Buffalo
http://wings.buffalo.edu/faculty/research/bioethics
University of Pennsylvania
http://www.bioethics.upenn.edu
University of Pittsburgh
http://www.bioethics.pitt.edu
Vanderbilt University
https://medschool.mc.vanderbilt.edu/cbmes
West Virginia University
http://www.hsc.wvu.edu/chel
Law Links
American Bar Association
ABA Commission on Law & Aging 
*article on Health Care Facility Ethics Committees
http://www.abanet.org/irr/hr/fall07/caulfifall07.html
American Health Lawyers Association
National Bioethics Advisory Commission
http://bioethics.gov
Saint Louis University School of Law Center for Health Law Studies
http://law.slu.edu/healthlaw/research/links/index.html
State/Regional Bioethics Networks

Alabama
Alaska
Arizona
Arkansas
California

http://www.socalbioethics.org/
Connecticut

Colorado

Delaware

District of Columbia

Florida

http://www6.miami.edu/ethics/FBN/index.html
Georgia

http://www.hcecg.org/
Hawaii
Idaho
Illinois
Indiana
Iowa 
Kansas
Kentucky
Louisiana
Maine

http://usm.maine.edu/bioethics/maine.htm
Maryland
Massachusetts
Michigan
http://www.mern.org/index.htm
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina 
North Dakota

Ohio

http://www.beno-ethics.org/
Oklahoma

Oregon

Pennsylvania

Puerto Rico

Rhode Island

South Carolina

South Dakota

Tennessee
Texas

http://www3.utsouthwestern.edu/ethics/NorthTexasBiomedicalEthicsNetwork.htm
Utah

Vermont
Virginia 

Virgin Islands

Washington

West Virginia

http://www.hsc.wvu.edu/chel/wvnec/index.htm
Wisconsin 

Wyoming

