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Introduction

This course forms the foundation teaching in medical ethics. We will introduce you to core concepts in medical ethics and examine how these can be applied in clinical practice. The course should also been seen as part of a vertical theme for ethics and law that runs throughout your undergraduate course:

Year 1: 
The ethical status of the human body

Consent and confidentiality issues in FCA and clinical communications

Year 3:
Medical Law. Medical ethics significant analyses from your year 3 clinical attachment
Year 4:
Part C BSc Special Study Module: Death, Autopsy and the Law (optional)

Year 5: 
Ethics and law assignments within your clinical rotations

Year 6:
Practical Medicine: Law and Leadership for the Foundation Years

The General Medical Council requires all medical students to study medical ethics and law. This is firstly, to ensure that doctors are able to fulfil their professional and legal obligations in medical practice. Equally important is a sound understanding of the values that underpin good medical practice e.g. justice, respect, dignity, honesty. It is these values that allow you to translate the medical sciences into the practice of medicine. 

The Institute of Medical Ethics has drawn up a core content of learning in consultation with the GMC, Medical Schools Council, PMETB (post graduate medical education board) and Royal Colleges, outlining the necessary skills, knowledge and behaviour for tomorrow’s doctors. The topics are as follows:
1. Foundations of medical law and ethics – ethical reasoning and legal frameworks

2. Professionalism and Good Medical Practice

3. Patients: their values, narratives, rights and responsibilities

4. Informed decision making,  valid consent and refusal

5. Capacity and incapacity

6. Confidentiality

7. Justice and public health

8. Children and young people

9. Mental Health

10. Beginning of life

11. Towards the end of life

12. Medical research and audit

The full document is available on Blackboard. Your medical ethics and law learning and assessment is mapped to this core content of learning.
Wing May Kong MA, PhD, FRCP
Course Leader

Vertical Theme Head Ethics, Professionalism and Leadership
The Course 

The Year 2 course is given through a combination of lectures and small group ethics tutorials. The summative assessment is in the Spring term of Year 3. You must pass this paper to go on to Year 4.
Small Group Ethics Tutorials

The small group ethics tutorials are compulsory.  Your tutor will take a register at the beginning of each tutorial. As a doctor you will be part of a team and you must therefore develop your skills of discussion, reflection and analysis in a group setting. Such skills cannot be developed by private study alone. 

Attendance and punctuality are important aspects of professional behaviour and we take these very seriously. Students who are unavoidably absent should complete the on-line Faculty of Medicine absence form (available on the intranet) and email Dr Wing May Kong and Kate Woodhouse at the earliest opportunity (preferably before the tutorial itself). All absent students will have a note placed in their FEO files.
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You are expected to have completed the background reading and preparation prior to each tutorial (see course guide under the relevant sessions). Tutorial notes summarising the key ethical arguments for each session will be released on Blackboard following each tutorial.  

Reflective Evaluation

Reflection is core professional skill in medical practice and like all skills must be developed,  At the end of each tutorial you will be asked to spend 2 minutes to complete a reflective evaluation (in this guide) identifying your learning from the session and your learning needs. You should expand on this on PebblePad in the Year 2 medical ethics reflective evaluation asset after each tutorial. This process is intended to embed your learning and help structure you self-directed learning.
Learning resources – Blackboard learning

The tutor guide, lectures, and tutorial notes together with links to additional resources are available on Blackboard (http://learn.imperial.ac.uk/) in the Year 2 medical ethics area. This virtual learning platform can be accessed from any PC/laptop with internet access. 
A discussion board has been set up on Blackboard for the course. If you have queries about the course content or assignments please post these on the discussion board. This means that the whole year can benefit from any responses and often students can answer a query amongst themselves. Email queries will not be answered unless they are about a specific personal issue. 
Formative Assessment

The formative assessment in ethics is a compulsory part of the course and takes the form of a group Problem Based Learning (PBL) assignment (see session 5). You have been assigned PBL groups for the assignment. Tutors are not expected to help students put together their PBL presentations. Each group must produce an oral presentation with accompanying powerpoint slides. 
The formative assessment work must be submitted via Blackboard. Only PBL group leads will be able to submit the formative assessment work. Please see appendix 1 for list of PBL group leads. Any requests to change the PBL group lead must be emailed to Dr Wing May Kong no later than 0900 on Friday 18 May 2012.

By midnight Sunday 10 June 2012 each PBL group lead (see appendix 2) must submit their PBL group’s PowerPoint presentation via Blackboard.

Summative Assessment

In the summer term of year 3 you will sit the summative assessment for medical and law as part of the year 3 FCP paper. Students must pass this paper to proceed on the medical course.  

The year 3 FOCP summative assessment is a 1 hour 45 minute paper comprising a 30 minute Law single best answer  paper and a 75 minute modified essay question covering, Ethics, Personal and Professional Development and Clinical Communications. The exam format will be discussed at the end of session 5. 
The exam aims to assess reasoning and understanding rather than recall and knowledge and you will be allowed to bring in up to 20 single sided A4 pages of notes to the exam. The ethics questions comprise 30 minutes of the 75 minute paper.  An example modified essay question with model answers is available on Blackboard.

SOLE Feedback

The student on-line evaluation (SOLE) is an invaluable way for us get your feedback on our teaching material, teaching methods and tutors. We take your feedback very seriously and we are continually looking at ways in which to improve the teaching and teaching materials. SOLE will be open during the course, so please fill it in as you go along, not at the end.
Reading List
Core Text
Jonathan Herring Medical Law and Ethics: 3rd edition, Oxford University Press 2010
All lecture notes will be on Blackboard.  We’ll also post a list of useful references and links for each lecture.  You will need the core text to support the material in the lectures, tutorials and Blackboard self-directed learning.
Additional Reading

Hope RA, Savulescu J, Hendrick J Medical Ethics and Law – the Core Curriculum: (2003) Churchill Livingstone 

Tony Hope Medical Ethics A very short introduction: Oxford University Press, 1st edition 2004. A very accessible and short introduction to medical ethics

L Schwartz, PE Preece, RA Hendry Medical Ethics a Case Based Approach: Edinburgh, WB Saunders, 2003 

C Baxter, M Brennan, Y Coldicott, M Moller Medical Ethics and Law: PasTest, 2nd Edition 2005

H. Kuhse and P Singer (eds) Bioethics An Anthology: Blackwell 2001

Supplementary reading

The following books provide accessible but more in depth philosophical analysis

P Benn Ethics: Routledge, 2002

R Gillon Philosophical Medical Ethics: John Wiley, 1985

J Harris The Value of Life: Routledge,1991

J Jackson Ethics in Medicine: Polity Press, 2006

B Jennet The Vegetative State: Cambridge University Press 2002

Websites
The Institute of Medical Ethics (IME) has a teaching and learning area on its website : http://www.instituteofmedicalethics.org . This contains the core content of learning for undergraduate medical students with a wide range of multimedia resources including legal and professional guidance and patient interviews linked to specific learning areas in medical ethics and law. If you are interested in ethical discussion there is also a link to the BMJ’s Doc2Doc ethics forum in the Resource Centre. See also: http://www.bma.org.uk/  (The BMA website, which has most BMA guidance downloadable free), http://www.gmc-uk.org/  (The GMC website, which has most of the General Medical Council’s official guidelines), http://jme.bmjjournals.com (the website of the Journal of Medical Ethics). If you’re searching the net remember that much information on the net is American in origin, and may be misleading about UK law, and have somewhat different emphases, as US medicine is largely in the private sector. Nonetheless, we can recommend the useful “Virtual Mentor” site run by the American Medical Association: http://www.virtualmentor.org/ 
Session 1 – Autonomy and consent
Monday 9 January 2012 
South Kensington campus

	Time
	Location
	
	
	Topic

	14:00-14:45
	SAFB G16
	All year group
	Lecture
	Introduction to medical ethics

Autonomy, best interests and paternalism (WMK)

	14:45-16:00
	See intranet
	Groups E + F
	Autonomy Tutorial
	Case study: Autonomy vs paternalism

Assign roles for session 2, bone marrow harvesting debate 

	
	SAFB G16
	Groups G + H
	Lecture
	Introduction to ethical theory  and constructing an ethical argument (WMK)

	16:00-17:00
	SAFB G16
	Groups E + F
	Lecture
	Introduction to ethical theory  and constructing an ethical argument (WMK)

	
	See intranet
	Groups G + H
	Autonomy Tutorial
	Case study: Autonomy vs paternalism

Assign roles for session 2, bone marrow transplantation debate


Learning Outcomes
Following this session you should be able to:

· To recognise the distinction between ‘fact’ and ‘value’ in ethical analysis

· Discuss what is meant by autonomy and how it translates into clinical practice
· Explain the key features of the consequentialist, deontological, principles and virtue approaches to ethical reasoning. 

· Identify the key features of a sound ethical argument

· Suggest an appropriate way forward when there is disagreement between patients and health professionals

Essential Reading

Lecture reading
‘Consent to treatment’ in Medical Law and Ethics. J.Herring, 3rd Ed.  2010, Oxford University Press. Chapter 4: section 11 ‘Ethics and autonomy’ :pp192-200.
Ethics and Medical Law in Medical Law and Ethics. J.Herring, 3rd Ed.  2010, Oxford University Press. Chapter 1: section 6 ‘General Ethical Principles’: pp11-19, sections 9-13: pp 24-33.

Autonomy tutorial notes – released on Blackboard after today’s session

Tutorial Reading 

‘Physician recommendations and patient autonomy; finding a balance between physician power and patient choice’ T.E.Quill and H. Brody. Annals of Internal Medicine1996;125(9):pp763-769 http://www.annals.org/cgi/content/full/125/9/763  (p76 of this guide)

‘Pressuring Mrs Thomas to accept treatment: a case history’ B.Hurwitz. Journal of Medical Ethics 1998;24:pp320-321 (p84 of this guide)
Additional reading

‘The Value of Life. An introduction to medical ethics’ J.Harris 1985 Routledge. Chapter 10 ‘Respect for Persons I’;pp192-205. (p86 of this guide)
‘African American patients’ perspectives on medical decision making’ A.M.Torke, G.M. Coprbie-Smith, W.T.Branch Jr Archives of Internal Medicine. 2004;164(5):pp525-530 http://archinte.ama-assn.org/cgi/content/full/164/5/525 

A Companion to Bioethics, Kuhse & Singer, John Wiley and Sons, 2001, pp432-440,  Higgs R. ‘Truth Telling’ (p93 of this guide)
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Monday 9 January 2012
Lecture: Autonomy, Best Interests and Paternalism 

Dr Wing May Kong

Learning Outcomes
By the end of this session you should be able to:

· Discuss what is meant by autonomy and how it translates into clinical practice

· Explain the key features of the consequentialist, deontological, principles and virtue approaches to ethical reasoning. 

· Identify the key features of a sound ethical argument

· Suggest an appropriate way forward when there is disagreement between patients and health professionals

Ms B

43 year old social worker

Suffered haemorrhage within the spinal cord, leaving her permanently paralysed from the neck down

Dependent on artificial ventilation to stay alive

Told the staff in ITU that she did not want to continue living in this state and requested 

that the ventilator be switched off

ITU staff refused

Ms B agreed to course of antidepressants

6 months later still requesting that ventilator be switched off

Assessed by 2 independent psychiatrists. 

Mentally competent and not depressed.

Staff argued that Ms B could not make a properly informed decision until she had spent some time in a specialist rehabilitation unit 

Question 1
Do you think in the circumstances that the ITU doctors should have switched off the ventilator? 

Yes

No

Don’t Know

Explain your decision
Ms B – The decision

President of the Family Division ruled that continuing to ventilate Ms B in the face of her competent refusal was unlawful and the ventilator must be switched off even if this would result in her inevitable death

Was the decision ethically acceptable?

Why Study Medical Ethics?

To practise medicine better

To make medical practice better 

Ethics is an integral part of all clinical encounters and medical interventions 

Sound ethical reasoning are fundamental to the ongoing evolution of medical law, professional values and health policy

Autonomy

‘The right to determine what shall be done to one’s own body is a fundamental right in our society. The concepts inherent in this right are the bedrock upon which the principles of self-determination and individual autonomy are based’

Ms B and an NHS Hospital Trust (2002) quoted from Re T (Adult refusal of treatment) [1992] 4 ALL ER (CA)
What is autonomy?

Autonomy

Why is autonomy important?

What if I make bad choices?

Drop out of medical school 

Marry the ‘wrong’ person

Can a ‘bad choice’ sometimes be the right choice?

Yes, because….

What if I make bad health related choice?

What about

Smoking?

Eating cream cakes?

Base jumping?

Health v Well-being

A bad health choice may still be in my overall best interests because:

What if I make REALLY bad choices?

Demand that my ventilator be switched off

How can death be in my best interests?

The experience machine

"Suppose there were an experience machine that would give you any experience you desired. Superduper neuropsychologists could stimulate your brain so that you would think and feel you were writing a great novel, or making a friend, or reading an interesting book. All the time you would be floating in a tank, with electrodes attached to your brain. ….Would you plug in? What else can matter to us, other than how our lives feel from the inside?"  Robert Nozick ‘Anarchy,State and Utopia’ 

Would you plug in?

What else can matter to us, other than how our lives feel from the inside?"  

Robert Nozick ‘Anarchy,State and Utopia
The intrinsic value of autonomy

Autonomy has intrinsic value because:

1.

2.

3.

The value of autonomy

Autonomy has instrumental value:

Because: 



Autonomy has intrinsic value:
Because:

Respecting autonomy in medical practice
Respecting autonomy does not simply mean handing over decision making to the patient

Autonomous choices require:

1.

2.

3.

Respecting autonomy means enabling patients to make autonomous choices through: 

1.

2.

3.

4.

5.

Respecting autonomy requires us to provide a reasonable range of choices

Autonomy and Medical Care

Respecting autonomy is likely to improve medical care by:

1.

2.

3.

4.

5.

Are there any limits to autonomy?

Justice and limits to autonomy
We live in a society that values autonomy highly

Treating others as equals requires us to respect autonomy equally

Therefore… 

Limits to Autonomy
‘the only purpose for which power can be rightfully exercised over any member of a civilised community, against his will, is to prevent harm to others. His own good either physical or moral is not sufficient warrant’



J.S. Mill, ‘Utilitarianism, On Liberty and Considerations on 



Representative Government’

What constitutes harm to others?
Drink Driving

Passive smoking
What about:
Excessive burdens on family members?

Excessive use of health care resources because of lifestyle choices?

Forcing doctors to act against their moral conscience?

If you were Ms B’s physician could YOU have turned off her ventilator?

Explain your position:

Going against moral instincts
What if a doctor feels morally compelled to act paternalistically?

Moral instincts are important because…

1.

2.

Moral instincts cannot be completely relied on because

1.

2.

Paternalism and truth telling

What is paternalism?

Arguments sometimes used to justify paternalistic dishonesty

Technical information is difficult to put across – patients may not understand or may put undue weight on rare complications of treatment

But…

Doctors face uncertainty – life expectancy or outcome of a treatment may be unpredictable

But…

The patient might not be able to handle the information – might make him worse ‘what you don’t know can’t hurt you’

But…

Is lying worse than withholding the truth?

Yes, because:

1.

2.

3.

4.

5.

No, because:

1.

2

3.

4.

Withholding information is rarely justified

Because:

1.

2.

3.

4.

Summary

Respecting autonomy promotes best interests and is essential to human flourishing

Respecting autonomy is likely to improve outcomes in medicine

Respecting patient autonomy does not mean simply transferring decision making to patients

Respecting autonomy is inherently linked to truthfulness, but judgment may need to be exercised

Ethics Tutorial Autonomy



Monday 9 January 2012
Author: Dr Wing May Kong 
Tutorial time: 
60 minutes
Groups E+F: 14:45-16:00 (including 15 minutes for background reading) 
Groups G+H: 16:00-17:00 (plus 15 minutes for background reading after lecture on ethical theory)

Reading list for this tutorial on p7
Tutorial Learning Outcomes:

· Following this tutorial you should be able to:

· Identify reasons why respect for autonomy is important

· Discuss whether respect for autonomy should override best interests when the two appear to conflict

· Present and defend an ethical viewpoint to peers
· Listen and feedback constructively to the ethical arguments made by peers

For this session, students should divide into 4 groups consisting of 2-3 students and each group assigned their question. For the first session we have allowed an extra 15 minutes for the students to cover the background reading and case scenario. For the second session students will have had 15 minutes at the end of their lecture to do this reading prior to starting the session. Tutors will facilitate the discussion. Time is relatively limited and the following format is suggested: 

5 minutes:
Ice breaking, nominate time keeper and scribe and assign groups
10 minutes:
Discuss case, consider questions below, make notes, 

30 minutes:
Re-form tutorial group, each group to briefly present its arguments/points. Then as a group discuss whether, on the basis of this, it is reasonable for Dr Ross to lie to Maureen to keep her in hospital for a social services assessment.

2 minutes:
Students complete reflective evaluation form (see appendix), Tutors please complete tutor feedback form (provided in tutorial rooms)

10 minutes: Feedback 

Case Scenario

Maureen is an 80 year old retired music teacher. Until a year ago she was still giving private piano lessons in her home. She has osteoarthritis which has become much worse over the past year and now causes severe mobility problems. Maureen lives alone and struggles to maintain her independence. Her daughter, Jean lives 10 miles away in Ilford and comes every evening with the shopping and to help her wash and get into bed. Maureen has refused home help and meals on wheels by social services as she does not want to accept help from strangers. She has recently had several falls resulting in minor injuries and attendances at A+E. Jean is finding it difficult to manage and wants her mother to move in with her. Maureen says doesn’t want to move to Ilford; she has lived in her house for 60 years and has many friends nearby. 

2 months later Maureen is in A+E following another fall. The A+E registrar, Dr Ross examines her. She needs stitches to her head but is otherwise well and can go home after the stitches. Maureen says that she would like to get back to her own home as soon as possible. Soon after, Jean telephones. Jean tells Dr Ross that her mother has been falling a lot and that it is not safe for her mother to go back to her own home. She explains that she wants her mother to move in with her but that her mother has always been very stubborn and will not listen to her. She asks if Dr Ross can arrange for social services to assess her mother as Jean is certain that they will agree that it is unsafe for Maureen to continue living on her own. Jean thinks that they may be able to change Maureen’s mind if social services and the hospital staff put pressure on her together. Dr Ross says that he has some concerns about Maureen’s safety at home. However, Maureen is clearly competent to make her own decisions and there are no medical grounds for keeping Maureen in hospital and she is adamant that she does not want any extra help. He thinks it unlikely that Maureen would agree to stay in hospital just for a social services assessment. Jean suggests that Dr Ross tells Maureen that she needs to stay in for observations and further tests and then get social services to assess her. 

Questions

Assuming that Maureen is mentally competent:

Group 1

Discuss the arguments why it would be in Maureen’s best interests to move in with Jean

Group 2

Discuss the arguments why it would not be in Maureen’s best interests to move in with Jean
Group 3

Discuss the arguments in favour of limiting the weight given to Maureen’s autonomy

Group 4

Discuss the arguments against limiting the weight given to Maureen’s autonomy .

Reflective Evaluation

Please take 2 minutes to respond to the following questions:

1. What have I learnt from today’s tutorial?

2. What learning needs have I identified from today’s tutorial?

3. How will I address those learning needs?

Session 2 – Children

Wednesday 11 January 2012
Charing Cross campus

	Time
	Location
	
	
	Topic

	09:00-10:00
	Drewe lecture theatre
	All year group
	Lecture
	Children (WMK)



	10:30-12:00
	See intranet
	All year group
	Children Tutorial
	Bone marrow harvesting debates


Learning Outcomes
Following this session you should be able to:

· Discuss the arguments for and against respecting children’s choices

· Identify key factors in determining best interests in children

· Explain a way to consider autonomy interests as part of a broader conception of best interests in children

· Explain how value diversity can lead to differing conceptions of best interests in children

· Discuss when non-therapeutic interventions might be ethically acceptable in children too young to give consent

· Propose a way forward when there is major disagreement between parents, children and health professionals

Essential Reading

Lecture Reading

‘Consent to Treatment’ in Medical Law and Ethics. J. Hering 3rd ed. 2010, Oxford University Press, Chapter 4, section 15 ‘The ethics of child treatment’ (pp 207-211)
Children tutorial notes – released on Blackboard after today’s session

Tutorial Reading (to be completed BEFORE today’s tutorial)
(Articles and weblinks are available on Blackboard under session 2)
All groups

A Child’s guide to be a bone marrow donor: 

http://www.cclg.org.uk/our-publications/all-publications/jess-s-bone-marrow-donation
Betty Lovejoy: Zeno’s mother

Delaney L. 1996 ‘Protecting children from forced altruism: the legal approach’.  BMJ; 312:240 http://www.bmj.com/cgi/content/full/312/7025/240/a
Savulescu J. 1996 ‘Substantial harm but substantial benefit’. BMJ; 312: 241-242. http://www.bmj.com/cgi/content/full/312/7025/241
MacLeod KD, Whitsett SF, Mash EJ, Pelletier MSW. 2003. ‘Pediatric sibling donors of successful and unsuccessful haemopoietic stem cell transplants (HSTC): a qualitative study of their psychosocial experience’. Journal of Pediatric Psychology; 28(4):223-231. http://jpepsy.oxfordjournals.org/cgi/content/full/28/4/223 
Barney Lovejoy: Zeno’s father

Month S. 1996 ‘Preventing children from donating may not be in their interests’ BMJ; 312:240-241. http://www.bmj.com/cgi/content/full/312/7025/240/b
Browett P. 1996. ‘Legal barriers might have catastrophic effects’. BMJ;312:242-243. http://www.bmj.com/cgi/content/full/312/7025/242 
Savulescu J. 1996 ‘Substantial harm but substantial benefit’. BMJ; 312: 241-242. http://www.bmj.com/cgi/content/full/312/7025/241
Wilma Mountcastle: Enya’s Mother

Taylor B. ‘Parental autonomy and consent to treatment’ 1999. Journal of Advanced Nursing; 29(3):570-576
http://www.blackwell-synergy.com/doi/full/10.1046/j.1365-2648.1999.00924.x
Forinder U et al. 2006 ‘Quality of life following allogeneic stem cell transplantation, comparing parents’ and children’s perspectives’ ; Pediatric Transplantation;10:491-496
http://www.blackwell-synergy.com/doi/full/10.1111/j.1399-3046.2006.00507.x 
Enya Mountcastle
www.anthonynolan.org.uk
MacLeod KD, Whitsett SF, Mash EJ, Pelletier MSW. 2003. ‘Pediatric sibling donors of successful and unsuccessful haemopoietic stem cell transplants (HSTC): a qualitative study of their psychosocial experience’. Journal of Pediatric Psychology; 28(4):223-231. http://jpepsy.oxfordjournals.org/cgi/content/full/28/4/223 

Additional reading
Pentz RD, Chan KW, Neumann JL at al. 2004. ‘Designing an ethical policy for bone marrow donation by minors and others lacking capacity’. Cambridge Quarterly of Healthcare Ethics’ ; 13:149-155 


Session 2 
Wednesday 11 January 2012
Lecture – Children

Dr Wing May Kong

Children- Who decides?
The child?

The parent(s)?

The health care professional?

It is helpful to consider two groups of children when thinking about decision making:

1.

2.

Children and autonomous decisions

For a decision to be autonomous a child needs to be able to: 

1.

2.

3.

Respecting children’s choices

There are important reasons for respecting children’s choices:

1.

2.

3.

Problems with children’s choices

Autonomous children

Teenagers and older children may meet the criteria for autonomous decision making but may make unwise decisions e.g.

15 year old wanting to continue a pregnancy against her parents advice

15 year old refusing a heart transplant for end stage heart failure

Problems with children’s choices

Deciding the weight that should be given to a child’s decision is difficult in part because they are developing physically, cognitively and psychologically 

Thus:

1.

2.

3.

4.

Unstable values

At any one time a child/teenager may have the understanding and value system relevant to the decision being made

But:

Autonomous or not quite?

Does this provide grounds for overriding what would otherwise be considered autonomous decisions in teenagers or older children?

What do you think?

Children’s rights v paternalism

Arguments in favour of an autonomous  child’s rights to decide:

1.

2.

3.

Defining Best Interests

John Eekelaar proposed subdividing children’s best interests into:

1.

2.

3.

Basic Interests

Promotion of physical and emotional care and well-being

Ensuring health, security, housing, feeding, clothing

Developmental Interests

Promoting development of child as a person:

Education

Socialisation

Confidence

Emotional maturity

Autonomy Interests

Promoting development of autonomy

Respecting autonomous choices

Balancing Interests

John Eekelaar proposed an approach to balancing the basic, developmental and autonomy interests in children as they grow up:

Basic, developmental and autonomy interests are the interests necessary to ensure current well being and development into an autonomous adult

Respecting autonomous choices will usually be crucial to this development

But:

If there is a risk of death or serious harm…

As a child matures…

Teenage refusal

S, a 15 year old boy with leukaemia

Devout Jehovah’s witness since the age 9

Accepted autologous bone marrow transplant but refused blood product support

Court ruled that he should receive blood transfusion necessary to save his life

Bone marrow transplant was successful

Did the Court make the right decision?

Children who lack autonomy
Babies, infants and younger children

Decisions made on behalf of children should promote their best interests

Children and best interests

How do we decide what is in a child’s best interests?

Who decides what is in a child’s best interests?

Best interests – who decides?

What constitutes best interests is a question of value not fact

So:
Baby T

14 month old boy with biliary atresia

Will die within 1-2 years without a liver transplant

Parents do not want T to have a transplant 

Doctors place T on the transplant list

Parents move abroad and refuse to come back for transplant

Question 1 

Should the doctors have put baby T on the transplant list against his parents’ wishes?

Yes, because…

No, because…

Parental Autonomy

Do parents have a right to decide what should be done to their child?

OR

Do parents have a responsibility to do what is best for their child?

Parental Autonomy- the best interests argument

1.

2.

3.

So, 

Parental Autonomy- the best interests argument

1.

2.

Parental Autonomy- the parental rights argument

1.

2.

Therefore. 

Parental Autonomy- the parental rights argument

Problems with the parental autonomy argument:

1.

2.

3.

Therefore, 

Baby T 

Baby T had had surgery when a few weeks old. This had been unsuccessful and had resulted in considerable pain and distress for T

Parents did not want T to go through another major operation which would cause pain and distress  with no guarantee of success

Question 2

Should the doctors have put baby T on the transplant list against his parents’ wishes?

Baby T

Baby T’s parents thought that inevitable death was better than the pain and distress of a liver transplant even if this was the only prospect of long term survival

Burdensome Treatment

Can the pain and distress caused by a treatment be worse than inevitable death if treatment is withheld?

Whether a treatment is ‘too burdensome’ is a question of value not fact

Burdensome Treatment

Adults can value their lives present and future

Adults can determine the significance to them of the discomfort or pain of treatment 

With very young children and babies, parents and doctors will bring their own perspectives in weighing up these values to make decisions 

When parents and doctors disagree

Generally parents and doctors share the same primary concern: the child’s welfare

However, differing values and beliefs lead to differing assessments of welfare, harm and benefit

Good communication and reflection is likely to improve trust and mutual understanding making it easier to reach an agreed way forward
Non-therapeutic medical interventions in children

Best interests and non-therapeutic medical interventions

Can it be in a young child’s best interests to undergo a non-therapeutic medical procedure?

e.g.

1.

2.

Non-therapeutic medical research

Inevitably carries some risk

No direct medical benefit

Non-therapeutic medical research

Children should be able to participate in non therapeutic research because it allows them to be altruistic

But…

1.

2.

Non-therapeutic medical research

Children should be able to participate in non-therapeutic research even if it is not in their best interests because: 

1.

2.

3. 

Medical Research

But…

1.

2.

3.

Summary

There are potential conflicts between autonomy and best interests. In children it has been suggested that a child’s autonomy interests requires us to ensure that children reach autonomous adulthood

Best interests is a question of value. Mutual respect and good communication is essential if conflict is to be minimised

Tutorial:  Children



Wednesday 11 Jan 2012
Author:  Dr Wing May Kong 

Tutorial time:  90 minutes (10:30-12:00)

Reading list for this tutorial on p20
Tutorial Learning Outcomes
Following this tutorial you should be able to: 

· Discuss the arguments for and against respecting the choices of older children
· Explain how value diversity can lead to differing conceptions of best interests in children

· Discuss when non-therapeutic interventions might be ethically acceptable in children too young to give consent

· Propose a way forward when there is major disagreement between parents, children and health professionals

The Clinical Ethics Committee

An increasing number of hospitals have clinical ethics committee. These committees provide a forum for reviewing ethical dilemmas in everyday practice to aid clinical decision making. You have been assigned a role for today’s session according to you tutorial subgroup. As a group you must prepare a witness statement for this role prior to today’s session. You will have 15 minutes today to finalise your witness statements.

	Groups (E/F/G/H)
	Sub group (a or b)
	Role

	E(1–7)
	a
	Enya’s mother – Wilma Mountcastle

	E (1–7)
	b
	Zeno’s father – Barney Lovejoy

	F (1–7)
	a
	Enya’s mother – Wilma Mountcastle

	F (1–7)
	b
	Zeno’s father – Barney Lovejoy

	G (1–7)
	a
	Zeno’s mother – Betty Lovejoy

	G (1–7)
	b
	Enya Mountcastle

	H (1–7)
	a
	Zeno’s mother – Betty Lovejoy

	H (1–7)
	b
	Enya Mountcastle


Your tutor(s) will represent the clinical ethics committee. Each group must defend its assigned position (whether or not they personally agree with it). Today’s session is based on a real life case although the names have been changed. Essential reading (available on Blackboard) has been provided to help you prepare for the session.  Tutorial notes for this tutorial will be available on Blackboard following today’s medical ethics and law session.

Tutorial Schedule

10:30-10:35
Ice breaking, then vote for or against harvesting bone marrow from Zeno

10:35-10:45
Finalise witness statements 

10:45-11:45 
Each group presents its statement (5 mins) then cross examined by the ethics committee and then the whole group (10 mins) 

11:45
Students complete 2 minute reflective evaluation form, tutors please complete tutor feedback form


Tutor Feedback to group

The Case

Enya is a 12-year-old girl was diagnosed with chronic myeloid leukaemia 18 months previously when she presented severely ill with sepsis and gum bleeding.  She is now in remission following a course of chemotherapy. She is back at school and appears fully recovered. However, her haematologist, Dr R, has explained to Enya and her mother that the remission is only temporary and that within a few years her leukaemia will transform into a much more aggressive form, for which the only possible cure would be a bone marrow transplant. Dr R says that it would be helpful to test all immediate relatives now to look for a suitable bone marrow match. If there is a good match then Dr R advises performing a bone marrow transplant now, whilst Enya is well and in remission. Dr R says that if they wait until Enya relapses the transplant is much riskier and less likely to succeed. 

Enya’s parents divorced acrimoniously 5 years ago. Enya’s father remarried 3 years ago and has a 2½ year old son, Zeno. They live a few miles away and Enya sees her half brother every other weekend. Neither of Enya’s parents turn out to be a suitable match. Enya’s older brother, Xatos died 4 years ago following a heart lung transplant for cystic fibrosis, having had multiple hospital admissions and interventions. However, Zeno turns out to be a good match. Zeno’s mother says she Zeno is too young to be a bone marrow donor. Zeno’s father disagrees and thinks they must go ahead with the harvesting and transplant now. Enya says she remembers what her brother went through and that the thought of a transplant frightens her.Enya’s mother says that the treatment for a transplant will make Enya ill again. She has read that the risk of severe Graft versus Host Disease is over 50%. Dr R explains that this can be treated and that there is a70-80% chance that the transplant will cure Enya.  Her mother, a devout Christian, believes God’s wisdom should be trusted and is adamant that a bone marrow transplant now is the wrong thing to do.  

Reflective Evaluation

Please take 2 minutes to respond to the following questions:

1. What have I learnt from today’s tutorial?

2. What learning needs have I identified from today’s tutorial?

3. How will I address those learning needs?

Session 3 – Mental Incapacity and Justice
Monday 23 January 2012
South Kensington campus

	Time
	Location
	
	
	Topic

	14:00-15:00
	SAFB G16
	All year group
	Lecture
	Mental incapacity, disability and justice (WMK)

	15:00-16:00
	See intranet
	Groups E + F
	Tutorial
	Journal presentation: mental incapacity

	
	SAFBG16
	Groups G + H
	Lecture
	Confidentiality (WMK)

	16:00-17:00
	SAFB G16
	Groups E + F
	Lecture
	Confidentiality (WMK)

	
	See intranet
	Groups G + H
	Tutorial
	Journal presentation: mental incapacity


Learning Objectives

Following this session you should be able to:

· Discuss whether and why human life is of special moral value

· Discuss the importance of justice in relation to healthcare for those with mental disability

· Reflect on the ethical issues raised in trying to determine ‘best interests’
· Identify the ethical arguments for and against respecting advance directives
· Discuss the ethical issues raised by abortion on the grounds of disability

· Outline the ethical arguments for and against respecting confidentiality in healthcare settings
Essential Reading 

Lecture reading

‘Confidentiality’ in Medical Law and Ethics. J.Herring 3rd ed. 2010, Oxford University Press. Chapter 5: Introduction (pp213-215), section 8 ‘ethical issues’ (pp255-260)

Lecture notes: abortion and disability – available on Blackboard following today’s session

Tutorial notes for dementia – available on Blackboard following today’s session

Tutorial reading (to be completed BEFORE today’s tutorial)

All groups: 

‘Margo’s Logo’ A.D. Firlik. 1991, JAMA;256(2):p201 (p101 of this guide)

‘Views of the person with dementia’2001, JME;27:pp86-91(p102 of this guide)

Groups E(1-7)a, F(1-7)a, G(1-7)a and H(1-7)a:
Life’s Dominion, R.Dworkin 1993, vintage Books, New York, Chapter 8; pp218-241: ‘Life past reason’. (p108 of this guide)

Groups E(1-7)b, F(1-7)b, G(1-7)b and H(1-7)b
Bioethics an Anthology, Kuhse and Singer (eds) Part IV, Chapter 35, pp312-320. R.Dresser ‘Dworkin on dementia: elegant theory, questionable policy‘(p119 of this guide)


Session 3





Monday 23 January 2012

Lecture: Mental incapacity, disability and justice 

Dr Wing May Kong

Learning outcomes
Following this session you should be able to:

Discuss whether and why human life is of special moral value

Discuss what is meant by a ‘right to life’ and who this right applies to

Reflect on the ethical issues raised in trying to determine ‘best interests’

Mr A and Mr Z version 1
Mr A is a 19 year old British student of Vietnamese origin with cardiomyopathy. 

Mr Z is a 19 year old British student of English origin with cardiomyopathy. 

Both will die in 3 months without a heart transplant. Both have a life expectancy of at least 10 years with a heart transplant

One heart is available.  Who should receive the transplant and why?

Mr A and Mr Z version 2
Mr A is a 19 year old with Down’s syndrome and cardiomyopathy. 

Mr Z is a 19 year old British student with cardiomyopathy. 

Both will die in 3 months without a heart transplant. Both have a life expectancy of at least 10 years with a heart transplant

One heart is available.  Who should receive the transplant and why?

What do we mean by a ‘right’?

Rights are a special form of moral claim

Legal right vs moral right

Who has rights ?

…

…

…

What counts as a right?

What counts as a moral right? 

Negative and positive rights

Many rights are about what others may not do to us, e.g. 

However, positive rights dictate…

e.g.
Do we have positive rights?

What about?

Right to housing?

Right to welfare?

Right to fertility treatment?

What do you think?

Or are they simply…..

Is there a ‘Right to life’ ?

Does a right not to be killed imply a right to life?

e.g. 
Is the right absolute?

e.g.

Who can claim this right?

Do some individuals have…

Healthcare - right or rhetoric?
If healthcare is a moral right, this imposes an obligation on others to ensure adequate  healthcare is provided to all humans

However, at a global level, who are these others with whom the obligation rests?

Without the institutions to deliver these obligations, a right to healthcare is…

Equal respect: Ms Y

Ms Y is a 46 year old woman with severe learning disability and a mental age of 2. She has lived in residential care since the age of 15. She cannot speak and needs assistance with all aspects of self care. She has 3 sisters. She seems particularly close to her eldest sister whom she is always happy to see 

In 2000 Ms Y’s oldest sister developed acute leukaemia. Her prognosis was extremely poor unless a suitable bone marrow donor could be found. Of her 3 sisters, only Ms Y was a suitable match.

Should Ms Y be a bone marrow donor for her sister?

YES:  A Consequentialist approach

1)

2)

Therefore 

NO: Y has certain rights

Ms Y has the same rights as her sister

Right to

Right to 

Respecting an individual rights entails only acting in ways that benefit the individual

Therefore harvesting bone marrow is only acceptable… 

Best interests

Ms Y has a close relationship to her sister that is very valuable to Ms Y

In this situation the benefit to Ms Y of saving her sister’s life through a bone marrow transplant would mean that Ms Y was not simply being ‘used’ to save her sister’s life 

In which case bone marrow should be harvested from Ms Y

Best interests

Who decides best interests?

How do we decide best interests? 

Best interests - Who decides? 
 1)

2)

3)
How do we decide best interests?

1) Wishes and values of the individual

2)

3)

4) 

5)

6)

Rights at the beginning of life 
Abortion is a criminal offence unless:

A) the pregnancy is less than 24 weeks and that the risks to the physical and mental health of the woman or any children in her family are greater if the pregnancy were continued

OR
At any stage of pregnancy if:

B) It is necessary to prevent grave and permanent injury to the mother   OR

C) Continuing pregnancy would involve a greater risk to the life of the pregnant woman than termination             OR

D) Substantial risk of serious physical or mental handicap

An abortion can be performed at ANY stage on the grounds of serious disability

Few conditions are so awful that the baby could be said to be ‘better off dead’

Down’s syndrome accounts for… 

Does current law imply that those with disability …

Is terminating a pregnancy on the grounds of disability any different …
Do these grounds imply that the lives of those with disability …

Do these grounds reinforce …

Disability – a social construct?

Disability is only a problem because society fails …
Parents of disabled children are often more worried about the …

Parents worry about who will look after their child when they die

Disability and maternal rights

Having a severely disabled child can put immense physical, emotional and financial strain on parents

Other children …

Therefore, a woman should be able to …

Rights of the mother v rights of the unborn child

Is talk of rights helpful?

Should we focus instead on the moral agent?

Disability, choice and Autonomy

As moral agents mothers should …

Autonomous decisions should be …

Autonomous choice requires that we are …

If society fails to ensure justice and provide an adequate level of support for those with disability does a woman have a reasonable range of options? 

Has the law got it right?
Is the law regarding abortion on the grounds of disability discriminatory?

Should the law provide clearer guidance on what constitutes ‘serious handicap’? 

Public opinion

Most people in the UK think abortion beyond 24 weeks on the grounds of serious disability should be lawful

But if this is discriminatory does public opinion and consensus provide….

Policy implications

If the law was more prescriptive as to what constituted a ‘serious handicap’ in terms of grounds for abortion could this …

But does failing to do so leave the way open …?

Summary

Rights are a strong moral claim that ….
But ….

There is no consensus on whether rights exist or whether they are simply rhetorical tools8
Nonetheless a rights based approach helps highlight …
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Monday 23 January 2012

Lecture: Confidentiality
Dr Wing May Kong

Learning Outcomes
By the end of this session you should be able to:

· Discuss the ethical basis of confidentiality 

· Describe the key features of consequentialist, autonomy based and duty based ethical approaches to confidentiality

· Critically reflect on situations where it may be ethically justified to breach confidentiality

· Discuss GMC guidance on confidentiality with respect to the sharing and storage of verbal, written and electronic personal  information, including the use of such information teaching purposes

Question 1

A 42 year old Somalian is admitted with pneumonia. Tests show that he also has diabetes He does not speak any english. Inconsistencies in his story lead you to suspect that he is not a UK resident

What do you do?

Why should doctors keep a patient’s personal information confidential? 

Three ethical approaches for justifying confidentiality:

1.

2.

3.

Confidentiality and Consequences

Whether or not an action is morally acceptable is solely determined by its consequences

Confidentiality and Consequences

Patients are generally happy to disclose personal information because they trust doctors to keep their information confidential

It is essential that patients disclose personal information for doctors to treat them appropriately

If doctors frequently breached confidentiality, patients would lose trust.

As a consequence patients would be unwilling to disclose personal information

Consequentialist arguments for telling the authorities

1.

2.

3.

Weaknesses of the consequentialist arguments (counter arguments)

1.

2.

Scenario 2

A GP sees Ms R, a young woman with recurrent genital warts. During the consultation she mentions that she is trainee solicitor. It turns out that she is working for his wife.

That evening, the GP tells his wife about Ms R. His wife tells no one else.

Is this ethically acceptable?

Confidentiality and Autonomy

Respecting autonomy should be seen as a fundamental principle in medical ethics. Therefore an action that does not respect autonomy is not morally acceptable whatever the outcome (unless there is a justifiable reason for limiting autonomy)

An autonomy based argument for respecting confidentiality

1.

2.

3.

However it may be ethically justified to breach confidentiality if…


An autonomy based argument for breaching confidentiality for our Somalian gentleman

1. 

2.

3.

However…

Problems with a autonomy based approach

This approach does not help us in situations involving:

1.

2.

3.

Scenario 3

Mr K, the former head of surgery, is brought into hospital following a car crash. He is wearing lacy knickers and a suspender belt. He dies in A+E soon after arriving.

The next day you bump into a surgeon who used to work with him and tell him about Mr K’s choice of underwear. Is this ethically acceptable?
Confidentiality and Duty

Certain actions are morally required and others are morally impermissible whatever the outcome ie we have certain moral duties.

When a doctor gains personal information about a patient there is an implied promise that this information will be kept confidential 

There is a moral duty not to break promises 

The duty is owed to ALL your patients

Therefore it is wrong to breach confidentiality unless we are given permission to disclose

A duty based approach for not telling the authorities…
1. 

2.

3. 

Problems with the duty based approach

1.

2.

3.

Serious crime  – the duty argument refined

The 2 parties to the promise of confidentiality are the doctor and patient

The doctor is a public servant

The patient is a public citizen

The patient has a moral duty not to commit serious crime

If the patient commits a serious crime has he breached the terms of the promise?

Patients who lack capacity – the duty argument refined

The implied promise to maintain confidentiality operates for ALL patients

However, with children and adults lacking capacity the doctor has an overriding duty to act in their best interests

Therefore …

But…

Breaching confidentiality

Breaching confidentiality may be ethically justified if:

1.

2.

3.

4.

5.

But…

1.

2.

3.

4.

5.

What about?

Protecting individuals from harm to themselves e.g. 

Arguments for and against

Disclosures that may damage the doctor patient relationship e.g.

Arguments for and against

Preventing crime in general e.g.

Arguments for and against

Shared health information e.g.
Arguments for and against

Confidentiality in Practice

Most breaches are inadvertent:

e.g.

1.

Safeguards:

2.

Safeguards:

3.

Safeguards:

4.

Safeguards:

5.

Safeguards:

Summary

The ethical duty to maintain confidences can be defended on consequentialist, autonomy and duty grounds

Each approach permits breaching confidentiality in certain situations

When considering whether it is appropriate to disclose confidential information you should reflect on the ethical arguments for and against breaching confidentiality

Session 3        




Monday 23 January 2012

Tutorial:  Dementia and mental incapacity 

Author: Dr Wing May Kong 
Tutorial time 1 hour 
Session 1, Groups E+F: 1500-1600; Session 2, Groups G+H: 1600-1700

Learning Outcomes

By the end of this tutorial students should be able to:

· Describe the relationship between autonomy and best interests with respect to decision making involving individuals with acquired mental incapacity

· Identify and concisely summarise the ethical arguments in the reading material

· Discuss the ethical arguments in the reading material

· Reflect on their own views on the ethical challenges raised by dementia in the light of this reading

Reading list for this tutorial on p35
The Tutorial

This tutorial is designed to run as a journal club. The group has been divides into 2 with allocated reading (see p35). Students should have completed the allocated reading prior to this tutorial. Each group will have one article specific to their group (either the Rachel Dresser essay or the Richard Dworkin essay) and 2 articles common to both groups (the paper by Hughes and the short essay by A.D. Firlik). 

Each student should have prepared a 5 minute oral summary and a single A4 written summary of their articles. Tutors will act as facilitators, as far as possible, encouraging all students to present their analysis of the papers and reflect on each other’s comments.

Suggested Session Schedule

5 mins
Ice breaking and intro:  Explanation of aim of tutorial. Nominate time keeper. 

15 mins
Ask one student from the Dworkin group to give a summary of the Dworkin article and another student to reflect on this article in the light of the papers by Hughes and Firlik. that they read. 

15 mins
Ask one student from the Dresser group to give a summary of the Dresser article and another student to reflect on this article in the light of the papers by Hughes and Firlik. that they read. 

20 mins
General discussion and feedback – How has reading informed/changed perspectives on dementia? Difficulties encountered in preparing for today’s session. Strengths and weaknesses of different groups.

5 mins
Students: please complete the reflective evaluation form for this session (in this guide)


Tutors: please complete the feedback forms (provided in tutorial rooms)

Reflective Evaluation
Please take 2 minutes to respond to the following questions:

1. What have I learnt from today’s tutorial?

2. What learning needs have I identified from today’s tutorial?

3. How will I address those learning needs?

Session 4 – End of Life and Professionalism

Monday 5 March 2012
South Kensington campus

	Time
	Location
	
	
	Topic

	1400-1515
	See intranet
	Groups E+F
	Tutorial
	How to be a good doctor - professionalism and the GMC and cultural diversity

	
	SAFB G16
	Groups G+H
	Seminar
	Ethical decision making at the end of life (AR)

	1515-1630
	SAFB G16
	Groups E+F
	Seminar
	Ethical decision making at the end of life (AR)

	
	See intranet
	Groups G+H
	Tutorial
	How to be a good doctor - professionalism and the GMC and cultural diversity


Learning Outcomes

Following this session you should be able to:

· Outline the ethical debate around act and omissions in terms of ‘killing’ and ‘letting die’, 'sanctity of life' and 'quality of life' arguments

· Discuss the key ethical arguments around euthanasia and physician assisted suicide

· Explain the legal position in the UK regarding euthanasia and physician assisted suicide

· Describe your legal and professional obligations in terms of withdrawing and withholding treatment

· Demonstrate knowledge of the GMC guidelines relating to care at the end of life

· Be aware of the relevant articles of the Human Rights Act in end of life cases


Essential Reading 

Lecture

‘Dying and Death’ in Medical Law and Ethics. J.Herring 2008 3rd Ed., Oxford University Press. Chapter 9: Section 1What is death?  (pp462-469), section 4 Ethical issues: euthanasia (pp496-522) 

Tutorial (to be completed BEFORE today’s tutorial)

Personal Beliefs and Medical Practice – GMC March 2008 (p128 of this guide)

http://www.gmc-uk.org/guidance/ethical_guidance/personal_beliefs.asp
(pdf available on Blackboard) 

The role of doctors' religious faith and ethnicity in taking ethically controversial decisions during end-of-life care J Med Ethics 2010;36:677 (p129 of this guide)
BBC News 26 Aug 2010

‘Religion may alter doctors end of life care’

http://www.bbc.co.uk/news/health-11083891 (link available on Blackboard)

Additional Reading 
Bioethics an Anthology, Kuhse and Singer (eds) Part IV, Chapter 24, pp227-230. J.Rachels ‘Active and Passive Euthanasia’. (p135 of this guide)

Bioethics an Anthology, Kuhse and Singer (eds) Part IV, Chapter 37, pp327-331. D.Callahan ‘When self determination runs amok’. (p143 of this guide)

	Lecture: Ethics at the end of life

Dr Adrian Raby


	

	Objectives

Understand the ethical arguments relating to:

Withdrawing life sustaining treatment

Assisted suicide

Euthanasia

Advance Directives

The relevant articles of the Human Rights Act

Acts/Omissions distinction

The Sanctity of Life 

The Doctrine of Double Effect
	

	Richard Rudd

How do we define death?

Is Richard alive?
	

	How do we go about making a decision?

What do we mean by best interests in this situation?
	

	Who makes the decision?

To what extent should the family’s wishes be determinative?

How much weight should be put on Richard’s previously expressed views?
	

	What is meant by sanctity of life?

Is being alive sometimes worse than death?

Is it ever permissible to withdraw treatment based on a patient’s poor quality of life?
	

	How do we address uncertainty?
	

	Should others be able to override an advance directive?
	

	EUROPEAN CONVENTION 
ON HUMAN RIGHTS

ECHR

Some rights are qualified, and need to be prescribed under domestic law eg Article 10 (freedom of expression)

Some rights are limited eg Article 5 (right to liberty and security)

Article 3 (prohibition of torture and inhumane or degrading treatment or punishment) is absolute
	

	The doctrine of 
double effect

Used to justify action that has a negative consequence

Rests on difference between what is intended and what is foreseen
	

	If an action has a morally bad consequence we are justified in carrying it out as long as the bad consequence is not intended – AND the good effect is not brought about by the bad  AND the good effect must be sufficiently good to warrant the bad effect
	

	The trolley problem


	

	The doctrine of double effect: the example of pain relief


	

	Acts v Omissions

Is there an ethical distinction between administering a lethal injection

AND

Withdrawing treatment

When both will result in the patients death?
	

	James Rachels 

2 evil cousins Smith and Jones

Both will gain a large inheritance from their 6 year old cousin

One evening Smith sneaks into the bathroom and drowns him

Jones sneaks into the bathroom and intends to drown him, but before he can do the child slips and falls unconscious under water – he leaves him to die
	

	Anthony Bland

Aged 17

1989 Hillsborough Stadium Disaster

Suffered pneumothorax, hypoxic brain injury

‘catastrophic and irreversible brain damage’

Entered into a Persistent Vegetative State (PVS)
	

	PVS

Cerebral Cortex loses function and activity

Patients retain brain stem function

Able to breathe unassisted

Normal sleep-wake cycles

Periods of wakeful eye opening

Irreversible

No evidence of awareness

Swallowing reflex may be preserved

May survive for many years
	

	Anthony Bland

Fed through nasogastric tube (ANH – Artificial Nutrition and Hydration)

Frequent infections treated with antibiotics

Urinary catheter

After 4 months parents requested treatment be discontinued

Hospital trust applied to the High Court for a declaration that it would not be unlawful to withdraw treatment

3 years later case went to the House of Lords
	

	QUESTIONS

Definitions of death

Permanent loss of conscious awareness

End of breathing and heart beat 

Brain stem death

Death as a process

Desoulment


	

	Is Bland Alive?

Defining death

Practical relevance – e.g organ removal

Agreement from 3 of the Lords that death equates to brain stem death
	

	Anthony Bland
Is ANH Medical Treatment

Artificial nutrition and hydration

Medical Treatment or Basic Care?
	

	Best Interests 

All decisions must be made in the best interests of the person who lacks capacity

Any best interests decisions relating to life-sustaining treatment must not be motivated by a desire to bring about the person’s death

The decision maker must consider all relevant circumstances


	

	Anthony Bland – 
best interests

Is treatment in his best interests?

Does he have any interests
	

	Ronald Dworkin:

Experiential Interests

Critical Interests

Can it be in a person’s best interests to die?
	

	Best interests 
– The Lords

Question is whether it is in his best interests to be kept alive

Different cases

Where treatment may be invasive, hazardous, prolong poor quality of life – may be judged not to be in the patients interests

Where there is no benefit, because patient is unconscious and no prospect of recovery

Where treatment is futile there is no duty to initiate or continue treatment
	

	Sanctity of Life

Vitalism 

Sanctity of life

Differs from vitalism – can allow for the DDE

May be permissible to withdraw treatment if it offers no hope of benefit
	

	Quality of life 

Life is not just good in itself

Life can lose it’s ‘goodness’
	

	Sanctity of life

Sanctity of life ‘fundamental as it is…not absolute’

‘it does no violence to the principle to hold that it is lawful to cease to give medical treatment…considering that to do so involves invasive manipulation of the patients body to which he has not consented and which confers no benefit on him’
	

	Who should decide?

In the PVS case application should be made to the courts
	

	You the Jury!
R v Cox

Lillian Boyes 

Rheumatoid Arthritis, terminally ill

Severe pain, had asked him to end her life on several occasions

Injected her with 2 ampoules KCl

Mrs Boyes died about 1 minute after the injection

Dr Cox mentioned to nursing staff that he required KCl and recorded it in the notes

Reported by member of nursing staff
	

	R v Cox

If a course of treatment is beneficial, even if there is a risk to life he is entitled to pursue it

Dr Cox has a duty to relieve pain and suffering, even if there is a risk that as a side effect her death may be likely

If the primary purpose was to hasten death then he is guilty

In defence argued that pain may have been relieved in the few minutes before the lethal effect of the injection
	

	R v Cox


The verdict


	


	Diane Pretty

Advanced Motor Neurone Disease. 

Dependent on husband and carers for all personal and care needs

Likely to die in the near future

Most likely mode of death: asphyxiation on own saliva 
	

	Assisted Suicide

At one time attempted suicide was punishable by capital punishment!

Suicide Act 1961 

Suicide and attempted suicide not crimes

However an offence to ‘aid, abet, counsel or procure’ – includes giving encouragement or support

Offence only of the person actually does commit suicide
	

	Should Mr Pretty be immune from prosecution if he assists with his wife’s death at her request?

Diane Pretty and the Human Rights Act

European Court of Human Rights

Article 2 – The right to life

Includes a right to control the manner of her death, therefore a right to commit suicide

Article 3 – The right not to suffer torture or inhumane or degrading treatment
	

	Diane Pretty – her case

Article 8 The right to respect for family and private life

The law on suicide interferes with her right to respect for her family life

Article 9 Freedom of thought, conscience and religion

Moral conviction that her life should end

Article 14 Discrimination

Able bodied people are able to commit suicide, but the legislation prevents the same being true of disabled people
	


	The Judgement

Article 2 – The right to life

Obligation on the state to protect life

Could not be taken to include a right to die

Article 3 – The right not to suffer inhumane or degrading treatment

Even if her condition did amount to the above, it could not be said to have been inflicted by the state
	

	The judgment

Article 8 The right to respect for private and family life

This article does apply

Essence is the respect for human dignity and human freedom

However under article 8(2) interference is justified as necessary 
	

	The judgement

Article 9 – Freedom of thought, conscience and religion 

Rejected – not being prevented from thinking or believing what he wished

Article 14 – discrimination

Accepted that she is being discriminated against, however justified on the basis of protection vulnerable people 
	

	Debbie Purdy

R (on the application of Purdy) v DPP July 2009

Multiple sclerosis since 1995, confined to electric wheelchair

Wanted to go to a country where assisted suicide is legal, accompanied by her husband

Right under Artilce 8 HRA

Sough clarification as to what factors might be considered by the DPP in assessing whether to bring a prosecution 
	

	More recently 

Debbie Purdy Question

Debbie Purdy Ruling

Article 8(1) is engaged

Require the DPP to produce an ‘offence specific policy’ identifying the facts and circumstances that he will take into account
	

	Requesting treatment not be discontinued - Leslie Burke

Cerebellar ataxia

At some point in the future would require ANH

Did not want ANH to be withdrawn should he become incompetent

Question

Discontinuation of 
treatment - the ruling
	

	Euthanasia

Definitions

‘The killing of a person in his/her own interests’

‘A quiet and easy death’

Active 


Voluntary

Passive 


Non voluntary 

 



Involuntary
	

	Legal position is clear on acts that result in death

Bland established that omissions do not count as intentional killing – ethical debate 
	

	Ethical arguments – 
autonomy

Autonomy

Dworkin ‘Making someone die in a way that others approve, but he believes a horrifying contradiction of his life, is a devastating odious form of tyranny’
	

	Against – 

Counterbalance against rights and interests of society

Autonomy does not apply to some aspects of life/death
	

	Arguments – 
sanctity of life


	

	Against - ‘value cannot be poured into a life from the outside  - it must be generated by the person whose life it is’ Dworkin

Arguments - Dignity

Many commentators supporting euthanasia argue in terms of protecting dignity
	

	Counterarguments

Need to respect the dignity of those doing the killing/ society

Dignity poorly defined

Benefits of palliative care
	


Tutorial:  Professionalism



How to be a good doctor – professionalism, cultural diversity and the GMC

Monday 5 March 2012

Author: Dr Adrian Raby
Tutorial time: 75 minute

Session 1, groups E+F: 14:00-15:15, Session 2, groups G+H: 15:15-16:30


Reading list for this tutorial on p52
Learning Outcomes:

By the end of this tutorial students should be able to

· Discuss what it is to be a ‘good doctor’ considering:

· Legal standards

· Professional standards

· Ethical standards

· Explain the role of the GMC

· Reflect on the relationship between ethics and professional guidelines

· Recognise clinical situations where they may be particular challenges to professional practice and identify and apply relevant GMC guidance relating to such challenges

· Discuss the ways in which religious and cultural beliefs of doctors and patients may impact on clinical practice

Introduction

In this session students use a number of case studies devised by the GMC, a research paper on doctors’ end of life decision making and a BBC news article discussion this article. The role of the facilitator is to guide students though a discussion of the cases and highlight the key issues that arise in the case, along with the sources of information. Students are also encouraged to take reflect on professional guidance and relate guidance back to key ethical principles that they will have encountered during the course.

The cases

There will be IT facilities available in each room, which should allow you to present the GMC in action cases. 

To access the cases you have to enter the relevant ‘waiting room’ on the GMC in action page:

http://www.gmc-uk.org/guidance/case_studies/gmp_module1.asp
Waiting Room 1 Katy [image: image1.png]Katy is a 20 year old student who's been going out
clubbing a lot, experimenting with illegal drugs and casual
sex.

Dr Newell has strongly-held views based on her faith (she’s
Catholic) and personally disapproves of Katy's lifestyle.




Scenario 1

Katy and Dr Newell

Katy has come to see Dr Newell because she’s been having panic attacks ever since she “took too many pills two or three weekends ago”. These attacks have stopped her sleeping at night and her health is suffering as a result.

Katy: I just lie awake with my heart racing and my breathing getting shallower and shallower. Like I’m going to die. I can’t relax – I’m a million miles from relaxing. I’m terrified that I’m not going to get any sleep and that it’s going to get worse and worse…

Dr Newell: Yes it does sound like your having anxiety attacks. They may well have been brought about by taking too many drugs. Katy you really need to think carefully about your lifestyle. If you’re serious about your exams…

Katy: Of course I’m serious about them! I’m only doing what every other student my age is doing. Except sleeping that is. Are you going to help me doctor Newell? My sister had panic attacks and she was given some dizie-..diaz…

Dr Newell:  Your sister was probably given diazepam, its a tranquiliser, a very addictive drug.

Discussion points;

1. What are the challenges raised when a doctor’s personal values and beliefs differ from those of their patient?

2. How should Dr Newell respond to Katy’s request?

Scenario 2

[image: image2.png]11

aty and Dr N

Katy didn't attend the follow-up appointment. Two months later
Katy comes to the surgery. She's been seeing a counsellor butis
stillengaging i risky behaviour,

She hasjust discovered shes pregnant and thinks it could be
over three months since her last period. Sheis distraught and
feels there’s no way she could cope with a baby in her lfe and

shemight'do something stupic’ She wants to be referred for a
termination as soon s possible.

Dr Newell has a conscientious objection to abortion and does
notwant to refer Katy, as she feels she would be complicitin the
termination if she did.




Discussion points

1. Is conscientious objection ethically acceptable in medical practice?

2. Are there other situations where a doctor’s personal beliefs might affect their clinical practice?

3. Does the GMC guidance on personal beliefs strike a fair balance between the needs of patients and the rights of the doctor?

Reflective Evaluation

Please take 2 minutes to respond to the following questions:

1. What have I learnt from today’s tutorial?

2. What learning needs have I identified from today’s tutorial?

3. How will I address those learning needs?

Session 5 – Resource allocation

Monday 11 June 2012, 0900-1200

South Kensington campus

	Time
	Location
	
	
	Topic

	0900-0930
	G16
	All year group
	Lecture
	Justice and resource allocation (AR)

	0930-1045
	See intranet
	Groups E+F
	Group PBL Presentations to tutors
	8 groups of 3 and 2 groups of 2: 10 minute presentations + 10 min Q+A

	1045-1200
	See intranet
	Groups G+H
	Group PBL Presentations to tutors
	8 groups of 3 and 2 groups of 2: 10 minute presentations + 10 min Q+A


Learning outcomes

Following this session you should be able to:

· Explain the key ethical arguments around resource allocation including ageism, social worth and personal responsibility in resource allocation decisions

· Outline different ways of choosing which medical conditions to treat

· Discuss the relationship between justice and healthcare in resource allocation decisions

· Reflect and respond to feedback on your ethical arguments

· Listen and respond constructively to the ethical arguments of your colleagues

Essential reading

‘The Structure of the NHS’ in Medical Law and Ethics. J.Herring 3rd ed. 2010, Oxford University Press. Chapter 2: Section 9.5-9.6 ‘How should healthcare be rationed?’ and ‘Controversies over rationing’ (pp 75-87) 

Resource allocation e-module – to be released on Blackboard following today’s session

 Group assignment









You will be work in your tutorial subgroups (e.g. E1a, E1b) to prepare and deliver this compulsory formative assessment. Only your PBL group lead can submit the presentation. If your group wishes to request a different group lead you must inform Dr Wing May Kong by email (w.kong@imperial.ac.uk) no later than 0900 on Fri 18 May.

If you are unable to attend this session for any reason you must inform the FEO using the on-line absence procedure and return a completed agreed contribution form (available under session 5 on  Blackboard) signed by the rest of your group no later than 1700h on Friday 15 June 2012

Aims

The aims of the presentation are:

1. To develop your skills in ethical and legal reasoning.

2. To develop your ethical and legal analysis through group discussion.

3. To learn how to present your ethical and legal arguments in a clear and persuasive manner.

4. To learn how to use your ethical and legal analysis in clinical decision making.

Each presentation should last no longer than 10 minutes. This will be followed by 10 minutes of Q+A. Your mark sheets will be returned at the end of the session. You will be marked according to your presentation, your ethical analysis and your performance in the Q+A session.

PBL group leads (please see appendix 1) must bring a mark sheet with their group’s name (eg E1a) and the names of the individual group members to the tutorial. You can find the marking sheet on Blackboard under session 5 in the year 2. The assessment and feedback sheet below gives you guidance as to what we will be looking for in your presentation.

Your presentation should address:

a) An outline of the case, defining the relevant medical indications and ethical issues

b) Patient factors including preferences and quality of life where relevant

c) A range of ethical arguments that have been proposed for rationing decisions that are relevant to the specific case
d) The strengths and weaknesses of these arguments

e) Weighing up and balancing the relevant arguments

f) Formulating a conclusion

The presentation should cover a case or issue that has been presented in the media in recent months or years, where a key theme in the case is the allocation of health care resources. The presentation should outline the case, the relevant ethical considerations, and present arguments as to how any ethical dilemmas might be resolved. There will be between 2-3 PBL groups presenting in your allocated session. You will need to ensure that each group within a particular session chooses a different case or topic.

Recent examples include:

‘Mum denied cancer drug funding has to sell her house’

http://www.dailymail.co.uk/news/article-464101/Mum-denied-cancer-drug-funding-sell-house.html
NICE rejects lapatinib for advanced breast cancer

http://info.cancerresearchuk.org/news/archive/cancernews/2010-06-09-NICE-rejects-lapatinib-for-advanced-breast-cancer
Obese patients denied operations

http://news.bbc.co.uk/1/hi/england/suffolk/4462310.stm
Q&A: US healthcare reform 

http://news.bbc.co.uk/1/hi/8160058.stm
NHS cancer drug fund available 'as soon as possible' 

http://www.nursingtimes.net/whats-new-in-nursing/acute-care/nhs-cancer-drug-fund-available-as-soon-as-possible/5016048.article
Group PBL Presentation Assessment Form
Group members:





Group No. ...........
	
	Below

Expectations


	Borderline


	Meets

Expectations


	Above

Expectations



	1. Identifying a suitable case

The case that was chosen allowed arguments relating to resource allocation to be explored            
	
	
	
	

	2. Medical context of case
There was clear understanding of the impact of the condition on those affected or on society as a whole
	
	
	
	

	3. Identification of ethical arguments
The group identified different perspectives as to how the resource allocation problem should be resolved 
	
	
	
	

	4. Balancing of arguments

The persuasiveness of different arguments was considered in relation to the case. The reasons for accepting or rejecting arguments was made clear
	
	
	
	

	5. Conclusion

The group made their choice based on a logical and robustly defended conclusion of their ethical analysis  
	
	
	
	

	6. Clarity and Style of presentation

The presentation was clear and easy to follow and was engaging and interesting
	
	
	
	

	7. Group participation

The group has listened and reflected on the views of their peers

The group has responded coherently to questions

The group has worked effective together  in writing and giving this presentation
	
	
	
	


	Particular Strengths
	Suggestions for development



	
	


Tutor Name .........................................................................................................

(please print and sign)  
Date:………………
Assessment Guidance
Groups will be assessed on both their presentation and discussion. The assessment sheet has 7 domains. Within each domain guidance is provided, showing the areas that we expect students to cover. Use the full range of the rating scale. 

1. Identification of a suitable case. Students should have identified a real-life case covered in the media in recent months or years that raises resource allocation issues. 

2. Holistic medical context of the case. Students are expected to demonstrate an understanding of the medical, personal and social context of the case, identifying those features that are relevant to the ethical analysis. This should include demonstrating familiarity with relevant empirical evidence.  A ‘meets expectations’ group would provide a succinct overview of the key medical, psychosocial, societal aspects of the condition relevant to ethical argument including some empirical evidence to support their overview. 

3. Identification of Ethical arguments: Students are expected to demonstrate that they identified a range of ethical approaches relevant to the analysis of their case. A meets expectations group should have identified and succinctly described at least 2 ethical approaches and explained how these approaches would be applied to their specific case

4. Balancing of arguments: In their presentation should reflect on the ethical arguments/approaches that they have identified, discussing the strengths and weaknesses of the different approaches. A ‘meets expectations’ group would provide a persuasive and coherent discussion of the strengths and weaknesses which follows a logical progression.

5. Conclusion: The group is expected to present a conclusion that follows logically from their ethical argument and reflection. There should therefore be a robust defence of their final decision and clear argument as to why the counter arguments were unsatisfactory. A ‘meets expectations group would be one that presented a clear and persuasive conclusion that addressed the resource allocation dilemma and followed logically from their ethical analysis. A borderline group would be one with conclusion that showed ethical reasoning but that did not follow on from the rest of their presentation. A group that was below expectations would be one that ended with their personal opinion and no attempt to defend their position

6. Clarity and style: Students should be assessed on their slides and their accompanying oral presentation. A ‘meets expectations’ group would be one that engaged the audience throughout most of the presentation with clear arguments and explanations that required little clarification and kept to time. 

7. Discussion and group participation: The Q+A session provides an opportunity for the tutor to get clarification on arguments put forward in the presentation and to encourage the students to reflect more deeply on their position. The group is expected to demonstrate a clear understanding of the arguments and counter arguments that they have put forward in their presentations and to be able to reflect on and defend their position in response to questioning. The overall performance of the group during the presentation and discussion is expected to demonstrate that the students have worked together as a team on the assignment and in the Q+A. A borderline group would be one that one that had difficulties defending their position when questioned or where it appeared that not all the members had made a substantial contribution to the assignment
Appendix 1:  Reading 

Session 1:  Tutorial Reading

Physician Recommendations and Patient Autonomy: Finding a Balance between Physician Power and Patient Choice 





 HYPERLINK "http://www.annals.org/cgi/content/full/125/9/763" \l "FN#FN" Timothy E. Quill, MD, and Howard Brody, MD, PhD 
Annals of Internal Medicine, 1 November 1996 | Volume 125 Issue 9 | Pages 763-769 

Medical care in the United States has rapidly moved away from a paternalistic approach to patients and toward an emphasis on patient autonomy At one extreme end of this spectrum is the "independent choice" model of decision making, in which physicians objectively present patients with options and odds but withhold their own experience and recommendations to avoid overly influencing patients. This model confuses the concepts of independence and autonomy and assumes that the physician's exercise of power and influence inevitably diminishes the patient's ability to choose freely. It sacrifices competence for control, and it discourages active persuasion when differences of opinion exist between physician and patient. This paper proposes an "enhanced autonomy" model, which encourages patients and physicians to actively exchange ideas, explicitly negotiate differences, and share power and influence to serve the patient's best interests. Recommendations are offered that promote an intense collaboration between patient and physician so that patients can autonomously make choices that are informed by both the medical facts and the physician's experience. 


Patients faced with serious medical decisions are subject to being over- or under-influenced by physicians. Imagine a patient who is admitted to an intensive care unit with a chronic, progressive illness and has a small but real chance of leaving the hospital alive if he submits to invasive treatment. The patient feels that he has suffered enough, and he requests supportive care only. By the luck of the draw, he has been assigned one of three hypothetical physicians. Dr. Able minimizes the patient's request for supportive care, heavily emphasizes the patient's small chance of recovery and her own strong belief that the patient should not "give up," and convinces the patient to continue receiving aggressive therapy. Dr. Baker makes sure that the patient understands his options and the statistics associated with them and then accedes to the patient's request for supportive care without sharing his own opinion, which is that the patient is making a serious mistake. Dr. Charlie enters into an extended dialogue with the patient, explores various alternatives, and recommends that the patient try aggressive therapy. When the patient continues to request a palliative approach, Dr. Charlie struggles openly with the patient about her concern that he is making this transition prematurely. Through conversation, Dr. Charlie learns the rationale behind the patient's decision and assures herself that the patient is well informed. She then initiates a palliative care plan. 
Data from SUPPORT (Study to Understand Prognoses and Preferences for Outcomes and Risks of Treatment [1]) suggest that the dominant mode of decision making in acute care hospitals may still be the paternalism evidenced by Dr. Able. However, recognition of the value of patient autonomy has gained strength in the United States, and a new generation of physicians has been trained in a "patient-centered" approach [2]. Some "patient-centered" physicians have gone beyond encouraging patients to participate in medical decisions, forcing them to make decisions almost independently. Dr. Baker allowed the patient in the above scenario to take full control of a critical decision, but he avoided the intense interaction that would have resulted if he had shared his own reservations. He tried to respect his patient's autonomy, but he did so at the cost of withholding his recommendations. On the other hand, Dr. Charlie allowed her patient to have a central role in the final decision but only after fully exploring the implications of that decision and sharing her belief that palliative care was not the patient's best choice. Such intense interactions between patient and physician may allow patients to exercise autonomy more powerfully by making choices that fully integrate the physician's experience with their own. 

The Shift from Paternalism to Autonomy 

[image: image4.png]



Twenty-five years ago, most major medical decisions were left exclusively in the hands of physicians. They were usually made with beneficent intent but without open discussion, much less the full participation of the patient [3-6]. This paternalistic approach had some benefits. Physicians struggled to make the best possible decisions on behalf of patients, and they spared patients and their families from agonizing about interventions that had little chance of working. Practitioners also had much more control over the way that medical technology, with its increasing potential to help as well as to harm, was used. In retrospect, physicians now see obvious problems with excessive paternalism: It can be difficult to determine what a patient's best interests are [7]; inappropriate biases caused by sex, race, and socioeconomic status can affect decision making [8, 9]; and patients can be deprived of the opportunity to make decisions that reflect the reality of their conditions. However, some of the truly beneficent potential of medical paternalism has been lost. 
In the United States in the late 20th century, the pendulum has swung away from paternalism and toward patient autonomy [10, 11]. Too often, "autonomous" patients and families are asked to make critical medical decisions on the basis of neutrally presented statistics, as free as possible from the contaminating influences of physicians. The causes of this trend are multifactorial. The consumer movement has taught patients to be more assertive, to question physicians' recommendations, and to demand interventions that might otherwise be withheld [12, 13]. Many physicians feel that giving patients the full range of choices and withholding their own recommendations are safeguards against lawsuits [14, 15]. The probabilistic nature of medical decision making in real life is in unnerving contrast to the grand successes and simplistic solutions suggested in the mass media [16, 17]. The information explosion within the field of medicine has left physicians and their patients uncertain about whether the limitations they encounter are inherent in medicine or are a reflection of deficits in the physician's expertise [18, 19]. Furthermore, when a bad outcome results from a good clinical decision, the chagrin that a physician feels is more emotionally painful—and the risk for being sued is higher—if that decision was recommended to the patient [16, 20]. Many physicians have come to believe that the safest course is to withhold their recommendations and give patients the "choice" of any treatment they might "want." 
We intend to show that physicians fail to use their power appropriately when they withhold their guidance. This failure reflects a misunderstanding about the moral requirements of respecting patient autonomy. We compare an "independent choice" model of medical decision making with an "enhanced autonomy" approach Table 1 and suggest ways to achieve a more effective, respectful balance between physician recommendations and patient choice. 

Table 1. Characteristics of Two Medical Decision Making Models

[image: image5]

Independent Choice 
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According to the independent choice model, the physician's primary role in medical decision making is to inform patients about their options and the odds of success. Patients should be free to make choices unencumbered by the contaminating influence of the physician's experience or other social forces [19]. The independent choice model is literally "patient-centered" and requires that physicians withhold their recommendations because they might bias the patient [21]. The physician should objectively answer questions but should avoid influencing the patient to take one path or another, even if the physician has strong opinions or if the patient asks for advice. After the patient makes the decision, the physician's duty is to implement the medical aspects of that decision. As evidence of the force and pervasiveness of the independent choice model, debates rage about whether patients have the right to choose futile treatment [22, 23] and continue it indefinitely [24]. 
A generation of physicians has now been trained under the independent choice model, and this has created new problems as serious as those posed by medical paternalism. The physician as a person, with values and experience, has become an impediment to rather than a resource for decision making. More objective treatment algorithms could better be presented by using interactive computer systems. Physicians may gradually regress from refusing to express their recommendations to not valuing them or to not even formulating them. Too often, the intense exchanges on medical rounds about what should be done have been replaced by a bland recitation of statistics. The primary intellectual exercise is to cover all of the possibilities, the odds associated with them, and their implications for treatment. The central clinical tasks are to inform patients about their medical options and then to carry out patients' decisions. Patients in this situation often navigate treacherous medical terrain without adequate medical guidance. 
Enhanced Autonomy 
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The independent choice model reflects a limited conceptualization of autonomy [25-27]. Under this model, it is thought that an independent choice is best made with no external influence, even when one's competence to make the choice is limited. However, autonomous medical choices are usually enhanced rather than undermined by the input and support of a well-informed physician. Only after a dialogue in which physician and patient aim to influence each other might the patient fully appreciate the medical possibilities [28-31]. Consider, by analogy, the decision to select medicine as a career. Few potential physicians made this decision by wandering alone in the desert to avoid being influenced by the biases of others. Most engaged both peers and senior mentors in extended conversations, confident that they could correct for any biases. The absence of valuable advice that would result if they did not engage experienced persons outweighed the danger that the final choice would be made as a result of inappropriate influence. It is patronizing to imagine that our patients cannot make decisions in a similar manner, especially when many are desperately asking for guidance. 
Enhancing patient autonomy requires that the physician engage in open dialogue, inform patients about therapeutic possibilities and their odds for success, explore both the patient's values and their own, and then offer recommendations that consider both sets of values and experiences. This model is "relationship-centered" (both patient and physician, and sometimes family members and others, are included in the decision making process) rather than exclusively patient-centered [32]. It denies neither the potential imbalance of power in the relationship nor the fact that some patients might be inappropriately manipulated or coerced by an overzealous physician. It assumes that an open dialogue, in which the physician frankly admits his or her biases, is ultimately a better protector of the patient's right to autonomous choice than artificial neutrality would be. Because the biases of a physician will probably subtly infiltrate the conversation even if he or she tries hard to remain neutral, it may be better to explicitly label these values than to leave them outside of the conscious control of either participant. Empirical studies have shown that enhanced support of patient autonomy has been associated with better outcomes in substance abuse treatment, weight reduction, and adherence to treatment regimens [29-31]. 
The physician-patient dialogue that characterizes the enhanced autonomy model includes active listening, honest sharing of perspectives, suspension of judgment, and genuine concern about the patient's best interests [33]. In contrast, discussions typical of the independent choice model are often restricted by concern over the potential for domination and control and therefore fail to fully explore positions and perspectives. In these discussions, physicians objectively share medical information but refrain from expressing their personal experiences and recommendations, ostensibly to enhance the patient's power to make an independent choice. Dialogues that enhance autonomy engender a different dynamic between physician and patient; their primary objective is to achieve as full an understanding of the meaning of the problem as possible. The assumptions, values, and perspectives of both participants are fully explored. Sometimes, this process of mutual exploration leads to the invention of new solutions; at other times, the meaning of an intervention changes for one or both participants. 
The enhanced autonomy model allows the physician to support and guide the patient's decision making without surrendering the medical power on which the patient depends. The independent choice model assumes that if the patient is to gain power to make autonomous choices, the physician must correspondingly lose power. The enhanced autonomy model understands that power in the physician-patient relationship is not a zero-sum quantity [34]. Accepting the physician's power to offer recommendations—while obligating the physician to fully understand the patient's reasoning when those recommendations are rejected—enhances rather than reduces the patient's power and competence. 
Although the enhanced autonomy model discourages physicians from underusing their personal influence, the potential for the abuse of physician power should not be minimized. A trainee, by analogy, might unconsciously select medicine as a career to appease a dominating parent, only to find him or herself conflicted and unhappy with the choice. Similarly, a dying patient made vulnerable by disease may agree to continue receiving aggressive life-sustaining treatment to appease a physician who cannot "give up." The obvious risks associated with the overuse of physician power and control mirror the risks associated with their underuse. A more nuanced balancing of risks and benefits is needed, in which neither the patient nor the physician acts in isolation from the other. Patients want physicians who are not afraid to use their power, but they also want to trust them to use that power to assist them through a crisis and not to control or coerce them. 
Implementing Enhanced Autonomy: Tailoring Power to the Person 
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An 84-year-old man presented to the emergency department with acute abdominal pain that was probably the result of a ruptured diverticulum. When he refused to have surgery, his primary care physician and his family were summoned to convince him to consent. They confirmed that the patient's refusal of treatment was consistent with his long-stated and deeply held beliefs. The patient had previously completed an advance directive, which stated that he wanted no medical intervention other than morphine for pain no matter what the problem or situation. 
The physician had difficulty in accepting the patient's decision because the patient's condition was relatively easy to treat and the patient's quality of life seemed to be excellent. The physician tried to persuade the patient to accept treatment, promising that the treatment could be stopped if the suffering became too great. In addition to explaining the clinical reasoning behind her recommendation for surgery, the physician also explored the patient's reasons for refusal. The patient spoke movingly about watching his spouse and many friends die "in pieces" from the gradual deterioration of their bodies and minds. He feared ending up in a nursing home, dependent on strangers, or a burden to his children. He spoke about the loneliness of outliving his wife and most of his friends and about his limited quality of life even before this illness. He felt that he would be joining his wife in the next life, and he was emotionally and existentially prepared for death. After hearing his entire story, ensuring that he understood his alternatives, and discussing the situation with his family, the physician agreed to provide comfort measures only. The patient was put on a morphine drip and died quietly and comfortably within 24 hours. 
To use medicine's power in a personalized way, physicians must become expert not only in the science of clinical medicine but also at learning about patients as unique human beings with life histories and values that must be used to guide treatment [35-38]. Treating a ruptured diverticulum only with morphine makes no sense from a purely medical point of view. However, given this patient's values and views about quality of life, an appropriately expanded notion of the "medical viewpoint" might concur with the conservative treatment plan. 
One might have resolved this clinical situation by resorting to simple ethical principles. For example, our obligation to fight for life might have driven us to question this patient's competence to refuse treatment. If he had been delirious when he arrived at the hospital, he would probably have had surgery despite his advance directive and his physician's and family's knowledge of his wishes. Doubt could easily have been created about whether the advance directive covered this particular situation. On the other hand, one might appeal to the autonomy-based maxim that states that all competent patients have the right to refuse treatment. According to this principle, the morphine drip should have been started as soon as the patient's ability to make an informed decision could be confirmed. Instead of taking either of these approaches, the physician struggled through the issues with the patient, fully exploring his wishes until they were more comprehensible and making sure he fully appreciated what he was giving up. The physician actively tried to persuade the patient to consent to surgery. However, as the physician explored the patient's story of loneliness, his diminished quality of life, and his fears of the future, a more meaningful conceptualization of the problem began to emerge. This potentially divisive decision became part of a process during which patient, physician, and family all felt connected. 
The central philosophical point of autonomy is respect for the patient as a person [39]. It is not respectful to spare persons from advice or counsel just to maintain neutrality, nor is it respectful to treat persons according to rigid protocols, whether for "aggressive treatment" or "palliative care." Respecting a person means taking the time to listen to that person's unique story and ensuring that medical decisions are integrated into the current chapter of the patient's biography [35-39]. If a patient's decision does not make sense in the context of his or her unique story, physicians must explore and come to understand discrepancies by asking detailed questions and openly sharing discomfort. Although the final decisions belong to patients, the decisions that result from the intense exchange of medical information, values, and experiences between physician and patient are generally more informed and autonomous than are those made simply on the basis of patient requests. 
Patients and surrogate decision makers need their physicians' recommendations, as long as they have the freedom to accept or reject them. Because patients ultimately reap the benefits and burdens of medical decisions, we must end by respecting patient autonomy unless there is a very compelling reason not to do so. Yet to accept a patient's choice when it flies in the face of strong recommendations, without a full exploration and vigorous exchange of ideas and perspectives, can be tantamount to abandonment [40]. This exchange between two persons who disagree but who both care deeply about what happens to the patient often yields better decisions than those that would have been made by either the physician or the patient independently. Sometimes the decision itself does not change, but the meaning of the decision to both participants is more fully appreciated. At other times, exploration leads to a better decision, one that can embrace the best of both positions. 

Recommendations for Enhancing Patient Autonomy 
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1. Share your medical expertise fully while listening carefully to the patient's perspective. Medical information should be transmitted in digestible pieces in language the patient can understand, and sufficient time should be allowed for questions. Physicians must also learn about the personal meaning that the decision being made has in the context of the patient's values and experience. Significant discrepancies between the patient's values and experiences and those of the physician require careful exploration to look for common ground. These exchanges take time. 
2. Recommendations must consider both clinical facts and personal experience. Most patients want to hear their physician's perspective, but the patient's values and experience, as perceived by the physician, should be integrated into any recommendation. If the physician has strong personal views about the dilemma that the patient faces, he or she should openly acknowledge those views and give the patient some understanding about where they come from. Biases and relevant experiences should not be hidden but should be an integral, explicit part of the discussion. 
3. Focus first on general goals, not technical options. Negotiating with the patient about the technical aspects of management without articulating the general goals of therapy often leads to the "choosing" of treatments that are not in the patient's best interests [41, 42]. "Advance directive" questions, such as "Would you want to be put on a machine to clean your blood in case your kidneys stop working?" should be replaced by questions that focus on overarching goals ("If, in the future, you become severely ill and lose the ability to speak for yourself, would you want medical treatments used to prolong life or to keep you comfortable?") [43, 44]. Of course, requests by patients for more details about the technicalities should be fully answered. 
4. Disagreements should initiate a process of mutual exchange. When the physician's recommendations and the patient's wishes differ seriously, careful exploration should determine areas of agreement as well as differences [11, 41, 42]. Agreement about the methods of treatment is unlikely when patient and physician disagree about the nature of the problem, the prognosis, or the goals of treatment. Dissecting the problem into its component parts and exploring each aspect usually leads to a more meaningful conceptualization and the opportunity for creative problem solving. 
5. Final choices belong to fully informed patients. It is hoped that during the process of informing one another, physician and patient will reach a common understanding of the clinical dilemma, the underlying values, and the best course. However, if serious disagreements persist, the final decision belongs to the patient. If the chosen course violates the physician's fundamental values, he should inform the patient of that fact and perhaps help the patient find another physician. It is hoped that such transfers will be rare. 
6. Physicians must work to refine and express their own voices. We must do a better job of training medical students, residents, and practitioners to articulate their values and opinions in an open and modulated way. Recommendations are often the beginning rather than the end of an exchange that will ultimately determine the course the patient chooses. Deciding what and how to recommend, learning how to negotiate without dominating, and taking the risk of sharing responsibility for the bad outcomes that can result from good decisions requires practice and improves with experience. Being direct and honest with patients without over- or under-influencing them is a skill that should be developed during clinical training by integrating negotiation and power sharing skills with training in medical interviewing, clinical reasoning, and self-awareness. 
Discussion 
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If these recommendations are to work, some of the sociocultural factors that make it risky for physicians to share recommendations also need to be addressed [12-20]. Educational efforts directed exclusively toward physicians are likely to have limited effectiveness unless there is a simultaneous increase in public understanding of the consequences of two trends: 1) the increasing "medicalization" of our lives [12, 13] and 2) the overuse of medical technology in a futile attempt to eliminate uncertainty [45]. Because these trends reflect complex sociologic phenomena, finding the middle ground between physician recommendations and patient choice is not simple. 
Other moral considerations may override an individual patient's right to autonomous choice or even to participation in a decision. Justice may demand that one patient is not given what is individually optimal because another patient has a greater moral entitlement to a scarce resource. Thus, if the hospital's intensive care unit is full and no patient is stable enough to be transferred from it, the relatively stable patient may be sent to a more distant intensive care unit. Professional integrity may also require that the physician refuse to provide requested treatments that have been established to be either futile or harmful [46]. Furthermore, mental competence must be assured before patients can be allowed to make decisions that appear to be against their own best interests (for example, a suicidal patient who wants to be discharged probably should not be). These limitations can make the process of shared decision making more complex; however, they do not detract from the physician's primary duty, which is to support and enhance patients' abilities to make autonomous choices about health care. 
By taking the risk of informing patients about their own feelings, values, and recommendations, physicians can deepen and enrich medical decisions so that they are both personal and professional. All medical decisions have value-laden consequences and thus should be made in the context of a multidimensional exchange of ideas, values, feelings, and experiences between physicians and patients. The physician is as much guide and fellow traveler as technician and medical expert. The spirited exchange that characterizes joint decision making by persons who care deeply about the patient's outcome, described in the enhanced autonomy model, is a far cry from both the coerciveness of paternalism and the remoteness of the independent choice model. Final choices belong to patients, but these choices gain meaning, richness, and accuracy if they are the result of a process of mutual influence and understanding between physician and patient. 
Author and Article Information 

[image: image11.png]



From University of Rochester School of Medicine and Dentistry and Genesee Hospital, Rochester, New York; and Michigan State University, East Lansing, Michigan.
Acknowledgments: The authors thank Geof Williams, Richard Ryan, and Ed Deci of the Rochester Motivation Group for helping conceptualize the distinction between autonomy and independence.
Requests for Reprints: Timothy E. Quill, MD, Department of Medicine, The Genesee Hospital, 224 Alexander Street, Rochester, NY 14607.
Current Author Addresses: Dr. Quill: Department of Medicine, The Genesee Hospital, 224 Alexander Street, Rochester, NY 14607. Dr. Brody: Department of Family Practice, B-100 Clinical Center, Michigan State University, East Lansing, MI 48824. 

References 

[image: image12.png]



1. A controlled trial to improve care for seriously ill hospitalized patients. The study to understand prognoses and preferences for outcomes and risks of treatments (SUPPORT). The SUPPORT Principal Investigators. JAMA. 1995; 274:1591-8. 

2. Laine C, Davidoff F. Patient-centered medicine. A professional evolution. JAMA. 1996; 275:152-6. 

3. Emanuel EJ, Emanuel LL. Four models of the physician-patient relationship. JAMA. 1992; 267; 2221-6. 

4. Szasz TS, Hollender MH. The basic models of the doctor-patient relationship. Arch Intern Med. 1956; 97:585-92. 

5. Perry CB, Applegate WB. Medical paternalism and patient self-determination. J Am Geriatric Soc. 1985; 33:353-9. 

6. United States. President's Commission for the Study of Ethical Problems in Medicine and Biomedical and Behavioral Research. Making Health Care Decisions: A Report on the Ethical and Legal Implications of Informed Consent in the Patient-Practitioner Relationship. Washington, DC: President's Commission for the Study of Ethical Problems in Medicine and Biomedical and Behavioral Research; 1982. 

7. Schneiderman LJ, Kaplan RM, Pearlman RA, Teetzel H. Do physicians' own preferences for life-sustaining treatment influence their perceptions of patients' preferences? J Clin Ethics. 1993; 4:28-33. 

8. Burstin H, Lipsitz SR, Brennan TA. Socioeconomic status and risk for substandard medical care. JAMA. 1992; 268:2383-7. 

9. Blendon RJ, Aiken LH, Freeman HE, Corey CR. Access to medical care for black and white Americans. A matter of continuing concern. JAMA. 1989; 261:278-81. 

10. Lazare A, Eisenthal S, Wasserman L. The customer approach to patienthood. Attending to patient requests in a walk-in clinic. Arch Gen Psychiatry. 1975; 32:553-8. 

11. Quill TE. Partnerships in patient care: a contractual approach. Ann Intern Med. 1983; 98:228-34. 

12. Barsky AJ. Worried Sick: Our Troubled Quest for Wellness. Boston: Little, Brown; 1988. 

13. Illich I. Medical Nemesis. New York: Bantam Books; 1976. 

14. Gutheil TG, Burszstajn H, Brodsky A. Malpractice prevention through the sharing of uncertainty. Informed consent and the therapeutic alliance. N Engl J Med. 1984; 311:49-51. 

15. Green JA. Minimizing malpractice risks by role clarification. The confusing transition from tort to contract. Ann Intern Med. 1988; 109:234-41. 

16. Katz J. Why doctors don't disclose uncertainty. Hastings Cent Rep. 1984; 14:35-44. 

17. Kassirer JP. Our stubborn quest for diagnostic certainty. A cause of excessive testing. N Engl J Med. 1989; 320:1489-91. 

18. Fox RC. Experiment Perilous: Physicians and Patients Facing the Unknown. Glencoe, IL: Free Pr; 1959. 

19. Light D Jr. Uncertainty and control in professional training. J Health Soc Behav. 1979; 20:310-22. 

20. Feinstein AR. The "chagrin factor" and qualitative decision analysis. Arch Intern Med. 1985; 145:1257-9. 

21. Brody H. Autonomy revisited: progress in medical ethics: discussion paper. J R Soc Med. 1985; 78:380-7. 

22. Schneiderman LJ, Jecker NS, Jonsen AR. Medical futility: its meaning and ethical implications. Ann Intern Med. 1990; 112:949-51. 

23. Troug RD, Brett AS, Frader J. The problem with futility. N Engl J Med. 1992; 326:1560-4. 

24. Angell M. The case of Helga Wanglie. A new kind of "right to die" case. N Engl J Med. 1991; 325:511-2. 

25. Marzuk PM. The right kind of paternalism. N Engl J Med. 1985; 313:1474-6. 

26. Ryan RM, Deci EL, Grolnick WS. Autonomy, relatedness and the self: their relation to development and psychopathology. In: Cicchetti D, Cohen DJ, eds. Developmental Psychopathology. New York: J Wiley; 1995:618-55. 

27. Ryan RM. Agency and organization: intrinsic motivation, autonomy and the self in psychological development. Nebraska Symposium on Motivation: Current Theory and Research in Motivation. Lincoln, NE: Univ of Nebraska Pr; 1993:1-56. 

28. Siegler M. The physician-patient accommodation: a central event in clinical medicine. Arch Intern Med. 1982; 142:1899-902. 

29. Ryan RM, Plant RW, O'Malley S. Initial motivations for alcohol treatment: relations with patient characteristics, treatment involvement and dropout. Addict Behav. 1995; 20:279-97. 

30. Williams GC, Grow VM, Freedman Z, Ryan RM, Deci EL. Motivational predictors of weight loss and weight-loss maintenance. J Pers Soc Psychol. 1996; 70:115-26. 

31. Kaplan SH, Greenfield S, Ware JE Jr. Assessing the effects of physician-patient interactions on the outcomes of chronic disease. Med Care. 1989; 27(3 Suppl):S110-27. 

32. Pew-Fetzer Task Force on Advancing Psychosocial Health Education. Health Professions Education and Relationship-Centered Care: Report of the Pew-Fetzer Task Force on Advancing Psychosocial Health Education. San Francisco: Pew Health Professions Commission; 1994. 

33. Senge PM. The Fifth Discipline: The Art and Practice of the Learning Organization. New York: Doubleday; 1990:238-43. 

34. Brody H. The Healer's Power. New Haven: Yale Univ Pr; 1992:12-43. 

35. Brody H. Stories of Sickness. New Haven: Yale Univ Pr; 1987:161-70. 

36. Kleinman A. The Illness Narratives: Suffering, Healing, and the Human Condition. New York: Basic Books; 1988. 

37. Hunter KM. Doctors' Stories: The Narrative Structure of Medical Knowledge. Princeton: Princeton Univ Pr; 1991. 

38. Smith RC, Hoppe RB. The patient's story: integrating the patient- and physician-centered approaches to interviewing. Ann Intern Med. 1991; 115:470-7. 

39. Cassell EJ. The nature of suffering and the goals of medicine. N Engl J Med. 1982; 306:639-45. 

40. Quill TE, Cassel CK. Nonabandonment: a central obligation for physicians. Ann Intern Med. 1995; 122:368-74. 

41. Fisher R, Ury W. Getting to Yes: Negotiating Agreement without Giving In. Boston: Houghton-Mifflin; 1981. 

42. Lazare A, Eisenthal S, Frank A. Clinician/Patient Relations II: Conflict and Negotiation. In: Lazare A, ed. Outpatient Psychiatry: Diagnosis and Treatment. 2d ed. Baltimore: Williams & Wilkins; 1989. 

43. Brett AS. Limitations of listing specific medical interventions in advance directives. JAMA. 1991; 266:825-8. 

44. Gordon GH, Tolle SW. Discussing life-sustaining treatment: a teaching program for residents. Arch Intern Med. 1991; 151:567-70. 

45. Quill TE, Suchman AL. Uncertainty and control: learning to live with medicine's limitations. Humane Medicine. 1993; 9:109-20. 

46. Brody H. The physician's role in determining futility. J Am Geriatr Soc. 1994; 42:875-8. 

Session 4: Tutorial Reading

GMC: Good Medical Practice:

Personal Beliefs and Medical Practice (March 2008)

Paragraphs 17-19:

Your first duty as a doctor is to make the care of your patient your first concern. Patients are entitled to expect that you will offer them good quality care based on your clinical knowledge and professional judgement.

You must not allow any personal views that you hold about patients to prejudice your assessment of their clinical needs or delay or restrict their access to care. This includes your view about a patient’s age, colour, culture, disability, ethnic or national origin, gender, lifestyle, marital or parental status, race, religion or beliefs, sex, sexual orientation, or social or economic status.

You should not normally discuss your personal beliefs with patients unless those beliefs are directly relevant to the patient’s care. You must not impose your beliefs on patients, or cause distress by the inappropriate or insensitive expression of religious, political or other beliefs or views. Equally, you must not put pressure on patients to discuss or justify their beliefs (or the absence of them).

Paragraphs 21-23:

Patients may ask you to perform, advise on, or refer them for a treatment or procedure which is not prohibited by law or statutory code of practice in the country where you work, but to which you have a conscientious objection2. In such cases you must tell patients of their right to see another doctor with whom they can discuss their situation and ensure that they have sufficient information3 to exercise that right. In deciding whether the patient has sufficient information, you must explore with the patient what information they might already have, or need.

In the circumstances described [above], if the patient cannot readily make their own arrangements to see another doctor you must ensure that arrangements are made, without delay, for another doctor to take over their care. You must not obstruct patients from accessing services or leave them with nowhere to turn. Whatever your personal beliefs may be about the procedure in question, you must be respectful of the patient’s dignity and views.

You must be open with patients – both in person and in printed materials such as practice leaflets – about any treatments or procedures which you choose not to provide or arrange because of a conscientious objection, but which are not otherwise prohibited
Session 4: Additional reading

Killing and Letting Die. Steinbock B and Norcross A. 2nd Ed Ch 5 pp112-119

Rachels J, 

‘Active and Passive Euthanasia’

Appendix 2:  PBL group leads

The PBL group leads are responsible for 

i) Submission of their groups PBL presentation via Blackboard before midnight Sunday 10 June 2012
ii) bringing a copy of the PBL assessment sheet to the session 5 tutorial and ensuring that the rest of the group have a copy of the completed assessment sheet for their records

If your group wishes to request a different group lead you must inform Dr Wing May Kong by email (w.kong@imperial.ac.uk) no later than 0900 on Friday 18 May 2012.
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Aims


Raise awareness of ethics in clinical practice


Recognise and learn to critically analyse value judgements in clinical practice


Learn to reflect on personal values and attitudes


Learn how to present arguments in a logical and coherent way


Develop group working skills


Learn the importance of group discussion in developing you reasoning and resolving ethical dilemmas


Learn how ethical reasoning complements clinical knowledge in medical practice








!! Course work to be completed before Wednesday 11 January 2012 !!


Reading for session 2 tutorial (see session 2 reading list, p� PAGEREF _Ref308544388 \h ��20�)


Prepare witness statement for session 2 tutorial (see session 2, p� PAGEREF _Ref308548315 \h ��32� for roles)





Witness statements should be prepared from the perspective of the assigned roles and not from a personal perspective





!! Course work to be completed before Wednesday 11 January !!


Reading for session 2 tutorial (see session 2 reading list, p� PAGEREF _Ref308544388 \h ��20�)


Prepare witness statement for session 2 tutorial (see session 2, p� PAGEREF _Ref308548315 \h ��32�, �for roles)





Witness statements should be prepared from the perspective of the assigned roles and not from a personal perspective





!!Course work to be completed before Session 3, Mon 23 Jan 2012 !!


Tutorial reading for the session 3 tutorial ‘Dementia and Mental Incapacity’. 





Students must and prepare their allocated journal presentation and summary before the session 3 tutorial (see session 3 tutorial, p� PAGEREF _Ref308551663 \h ��50� for full details):








!!Course work to be completed before Session 3, Mon 23 Jan 2012 !!


Tutorial reading for the session 3 tutorial ‘Dementia and Mental Incapacity’. 





Students must and prepare their allocated journal presentation and summary before the session 3 tutorial (see session 3 tutorial, p� PAGEREF _Ref308551683 \h ��50� for full details):








!! Course work to be completed before Monday 5 March 2012 !!


Reading for session 4 tutorial (see session 4 reading list, p� PAGEREF _Ref308551768 \h ��52�)





!! Course work to be completed before Monday 5 March 2012 !!


Reading for session 4 tutorial (see session 4 reading list, p� PAGEREF _Ref308551827 \h ��52�)





!Course work to be completed!


The deadline for submission of your formative assessment (see session 5 for details) is midnight Sunday 10 June 2012. 


Your PBL group lead must submit your PBL presentation via Blackboard if you wish to be signed off for this course








!Course work to be completed!


The deadline for submission of your formative assessment (see session 5 for details) is midnight Sunday 10 June 2012. 


Your PBL group lead must submit your PBL presentation via Blackboard if you wish to be signed off for this course








!!Formative assessment!!


This group assignment is your formative assessment for this course. The deadline for submission via Blackboard is midnight Sunday 10 June 2012


Your PBL group lead (appendix 2) must submit your PBL presentation via Blackboard if you wish to be signed off for this course
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