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INSIDE Don McKinney’s article asks the question: Who 
owns my tissue? This review of the ethics and law 
regarding tissue provided to biobanks and tissue 
repositories is timely due to Ochsner’s emphasis 
on developing clinical research. The rapidly 
expanding role of these resources in the future of 
understanding disease processes and developing 
treatment strategies cannot be denied. The 
importance of understanding the ethical issues 

surrounding the initial acquisition of these tissues is critical in order 
to avoid future ethical and legal questions that could taint any new 
therapy that might arise from the use of these resources.

The 3 remaining articles focus on end-of-life issues. Dr. Breault 
reviews the importance of advance directives and one community’s 
positive experience as advance directives were integrated 
successfully into the local medical culture. Dr. Fish presents the 
ethical issues confronted by caregivers who are asked to provide 
for the immediate surgical needs of a patient who may have 
advance directives including DNR orders but may benefit from 
procedures requiring what some might interpret as “extraordinary 
measures” such as intubation, cardioversion, or limited 
pharmacological support. And finally, Cathy Green, a palliative 
care nurse, presents the need for nurse mentoring in managing 
end-of-life care by providing 2 vignettes emphasizing the difficulty 
nurses at the bedside face when the instinct to provide medical 
intervention to those patients who have requested DNR status is 
transformed by dying and death.

In toto, the authors have provided small pieces of the puzzle that 
will help us all to assemble the image of good ethical practice for 
our patients’ needs.
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Saturday, May 10, 2014

7:30am: Breakfast
8am–12pm: Program
Noon: Adjourn

Brent House Conference Center

Speaker: Dr. David Taylor – Overview of Bioethics 
Consults

Training Activity: Bioethics Consult Team in 
Action
Two physicians will present bioethics cases to a 
bioethics consult team who will discuss the cases 
and make recommendations.

Presenters: Dr. Michael White (pediatric case) Dr. 
Christopher Blais (adult case) 

Bioethics consult team: Dr. Taylor, Shelley Sullivan, 
Deryck Durston, Debbie Bourgeois, Kim Black 

Application of Training: Symposium attendees will 
be invited to present cases they have encountered to 
the panel.

CME, CNE, SW, and TM (previously known as 
OD&T) credit will be available.

Save the date on your calendar and click to 
www.ochnser.org/cme to register now!

4th Annual Clinical 
Ethics Symposium
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Use of Discarded or Excess Tissue in Research: 
An Opinion About Informed Consent

Don S. McKinney, 
JD, PhD
Adams and 
Reese LLP

When Henrietta 
Lacks was 
diagnosed with 
cervical cancer in 

1951, she had no idea that cells from 
her tumor were given to scientists 
working on ways to grow tissues in 
culture. She had no idea that her cells 
would be the fountain of cell lines that 
would be used for the polio vaccine, 
gene mapping, and other uses. (See 
Zielinski,“Henrietta Lacks’ Immortal 
Cells,” Smithsonian.com, January 
22, 2010.) She didn’t know, because 
she wasn’t told. She wasn’t told, most 
likely, because her doctors had no 
appreciation of any right she would 
have to such knowledge. After all, this 
was tissue that was of no direct benefit 
to her, carried no features to permit her 
identification with it, and was otherwise 
headed for destruction as discarded or 
excess tissue.

Since the late 1970s and the 
Belmont Report, the requirement 
to obtain informed consent from 
research subjects has become 
ingrained in the medical research 

community. Rooted in the fundamental ethical 
principle of autonomy and the patient’s inherent 
right to control what is done to and with her body, 
informed consent resonates with the most basic 
understandings of human dignity that animate 
Western culture and its most valued institutions.

When the question shifts from obtaining consent 
for medical treatment or research involving 
the patient to the issue of obtaining consent to 
use a patient’s discarded or excess tissue for 
medical research unrelated to the patient, the 
ethical obligation becomes less clear. Do basic 
principles of human dignity and autonomy create 
an obligation to obtain consent to use a patient’s 
discarded or excess tissue for research when the 
intended research will have no positive or negative 
effect on a patient and when the patient’s identity 
will remain unknown to the researcher and the 
research community?

Some courts have recognized the professional 
responsibility of physicians to obtain informed 
consent to use their patients’ tissue for research 
or commercial application. In Moore v. Regents 
of the University of California, 793 P.2d 479 (Cal. 
1990), the court held that Mr. Moore’s physician 
had violated the doctor-patient relationship by 
failing to obtain informed consent to research 
using leukemia cells removed from Mr. Moore 
during treatment. Courts have also held that once 
specimens are donated by a patient, the patient 
retains no ownership interest in the tissue and 
cannot complain if she does not benefit from any 
commercial application that might result from the 

use of her tissue, absent an agreement to the 
contrary. (See, eg, Greenberg v. Miami Children’s 
Hospital Research Institution, Inc., 264 F. Supp. 
2d 1064 [S.D. Fla. 2003] holding that donors 
of genetic material for research retained no 
ownership interest in their donated tissues.)

Professional responsibility and legal rights do not 
always fit hand in glove. Regardless of the legal 
status of a patient’s property rights and ownership 
interests in her bodily tissue, the ethical obligation 
to obtain a patient’s informed consent to the use 
of her bodily tissue for research is well settled. 
Whether the tissue is collected prospectively for 
research, is excess tissue resulting from treatment 
or diagnostic tests, or is tissue with reproductive 
potential, the principle of patient autonomy means 
that bodily tissue, even after removal, remains 
within the zone of control of the patient unless and 
until that control is relinquished through informed 
consent.

Such a conclusion might appear to place 
unreasonable weight on patients’ rights compared 
with the potential benefits to society that might 
accrue from a more unfettered use of tissue—
especially excess or otherwise discarded tissue—
for research. It is true in bioethics that the principle 
of autonomy must be considered along with other 
principles—in this case, most notably, the principle 
of social justice or social welfare. However, the 
speculative and theoretical social benefit of the 
unfettered use of discarded or excess tissue is an 
inadequate counterweight to a patient’s concrete 
interest in controlling what is done with her body.
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STORIES FROM THE ICU: PART 3
How are we preparing new nurses to cope with the dying patient? 

Cathryn E. Green, BSN, RN, CCRN
Palliative Care Nurse Coordinator, Ochsner 
Medical Center West Bank

Many of us have been the beneficiary of 
mentoring at some point in our careers. 
Even if we did not recognize it at the time, 
we can look back and remember one or 
more special individuals who helped shape, 

or even change, the direction of our nursing practice—someone 
who made a difference in our mindset. According to the Merriam-
Webster Dictionary, a mentor is “a trusted guide or counselor.” 
Mentoring is more than helping a new colleague learn a skill, 
more than being an instructor or preceptor. Mentoring is an art. 
The mentor is a role model who incorporates the ideals of respect, 
compassion, empathy, trust, guidance, and support. And mentors 
inspire us. 

Mentoring is especially beneficial for novice nurses involved in end-
of-life (EOL) care. New nurses face several challenges in their care 
of the dying patient—from the initial efforts of providing acute care 
to the last efforts of giving comfort care. Many formalized training 
programs and workshops are available on mentoring and EOL 
care. Online tools are available through organizations such as the 
Center to Advance Palliative Care and the American Association of 
Critical Care Nurses. Some of these resources are costly; others 
are free. However, an underutilized and cost-efficient resource 
already exists and deserves some consideration: the many 
untrained, unsung mentors who are working among us. 

It is established practice to pair an experienced preceptor with 
a novice nurse. However, once orientation has ended, the 
novice and preceptor may no longer share the same shifts, 
and the novice nurse builds work relationships with peers. 
Consequently, given the right circumstances, the coworker may 

be the one who makes a lasting impact. Finding a work buddy one respects 
and trusts helps the novice nurse get through many difficult shifts during the 
early months and years of nursing in the intense environment of the ICU. 

Mentor training is a worthy investment for hospitals to include in training 
protocols for EOL care. Trained peer mentors can provide valuable lessons for 
the new nurse. But the stories of these 2 nurses illustrate how bedside peer 
mentoring can also come from an untrained, natural mentor in a spontaneous, 
genuine, and memorable way—from the heart and not the textbook. These 
mentors are truly an untapped resource and one that deserves more attention.

NURSE K.B. Did I Advocate Enough? 
My first death experience happened on the night shift. My 
patient had a do not resuscitate (DNR) order, but he was 
not actively dying. He had some heart issues, but wasn’t 
really sick. I was bathing him and called out to another 
nurse (K.S.) to help turn him. After we cleaned him and 
turned him over, his eyes rolled back in his head. He went 
into ventricular tachycardia on the monitor and had no 
pulse. I was so shocked. “What do I do?” I wanted to do 

something. “Try some medications! Thump his chest!” I wanted to stop “it” 
(death). But K.S. said, “No. This was his wish. Just stand here with him; hold 
his hand; have someone call his wife to come to the hospital.” I was upset and 
felt helpless, like I had let him down. It was very helpful to me that she was 
there; otherwise I would have been even more upset. I needed that support. I 
needed someone I could trust to guide me. She probably doesn’t remember 
any of it, but I will always remember it was K.S. in that room with me. I cried 
with fear and the emotion of it all. The patient was someone I was supposed 
to be keeping alive—and I didn’t. I felt responsible. It was very difficult. I knew 
logically he was a DNR, but the emotions of it were different thing. You hear 
nurses say, “People die. You get used to it.” But, that’s just not true. It still 
bothers me. Even after all this time, it still bothers me. I still sometimes feel 
responsible like I did the first time. Also things are different on the day and 

Continue to the next page
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night shifts. Typically, withdrawal 
of life support is not initiated 
on night shift, so young nurses 
do not get used to having those 
end-of-life conversations. Since 
then, I’ve taught myself how to talk 
to the families. I don’t specifically 
remember learning anything about 
that aspect of nursing in nursing 
school. I did have a geriatric nursing 
course, so if we had a course on 
dying, it didn’t make an impression 
on me. What is still the hardest thing 
is when there is not a DNR on the 
chart, and the MD is saying we are 
“doing everything” but we are not 
going to do “more.” I am thinking, “No 
more fluid? No more bicarb? No more 
vasopressors?” And I still feel that if it 
could work, we should try it, especially 
if the patient is young, or if they were 
healthy before. I wonder about the 
ethics of that situation for me—am I 
advocating enough for my patient? It 
is difficult to have to tell the family we 
are doing everything we can when I 
am not even sure I believe that myself. 
Internally it is very hard to let go of the 
dying patient. 

Nurse C.G. An 
Everyday Mentor 
My memory of the 
clinical diagnosis and 
history of my first patient 
who died has faded 
a little bit after many 

years of nursing and witnessing many deaths. 
But I can still see her face and small frail body, 
her dark curly hair. And I still remember my last 
moments with her during postmortem care. This 
is mostly because of Marie, an elderly CNA who 
worked night shifts. She was very deliberate and 
slow at carrying out her duties. Her willingness to 
spend extra time provided a unique and powerful 
experience in mentoring for me. I was very upset 
that my patient did not survive. She was a DNR 
so it was not unexpected, but it was still a shock to 
me because I didn’t realize she was going to die 
on my shift. I was too new to nursing to recognize 
the signs of impending death. And my patient 
was so young, maybe about 40. The other nurses 
helped me at the bedside when she took her last 
breaths. The loud beeping of the telemetry alarms 
was like the sense of alarm I was feeling inside 
myself. Everyone else seemed to take her death 
in stride, but I was scared. And I felt responsible 
even though I knew I wasn’t. I felt so awkward and 
unsure of what to do, what to feel. And now my 
patient’s family was coming and I would have to 
face them. What would I say to them? Would they 
blame me? As Marie started to prepare everything 
for my patient’s last bath, she began talking to her. 
She was explaining everything we were going to 
do beforehand: remove the lines, the catheter, 
and clothing. And she comforted her by saying 
kind things: “Your earthly suffering is over. Your 
struggle is done. You are going home to rest your 
weary spirit.” I will never forget Marie saying those 
words. And then she began to sing—some rich, 
old spiritual songs. The more she sang, the more I 
cried. We bathed my patient and washed her hair—
“To make her pretty for her family.” We changed her 
gown and all the bed linens—as though she were 

still alive. We cleaned the whole room. We never 
rushed. Marie had such presence and gave to this 
patient so much respect, dignity, and love. I was 
amazed and also humbled. And when everything 
was done, Marie comforted me. She hugged me 
and let me know my fears and tears were normal 
and that it wasn’t my fault. She reminded me that 
everyone dies and that it is special to be with 
a patient during their last moments. Marie had 
obviously performed postmortem care many times 
in her long career. I don’t remember being worried 
about the ethics of what religion this patient was, 
or that she might be of a different culture, or if this 
singing was right. It felt ethical. All I felt in that room 
was love and respect. I thought, “When it is my 
time to die; I want someone like Marie to care for 
me.” I am so fortunate to have worked with her. I 
know she did not have any formal bioethics or EOL 
training. She probably never thought of herself as 
mentor. I don’t think any book, lecture, or workshop 
on dying would have been able to transform the 
death experience like Marie did. She taught me 
that beneficence doesn’t end with death. While the 
patient’s body is still in our care, it should be treated 
with the same level of respect as when alive. 
Marie was one of our unsung treasures. She was 
a natural mentor: teaching with grace, modeling 
dignity and compassion, and planting seeds of 
wisdom. 

Reference

Ferrell B. Nurse mentors may improve palliative care. 
Medscape. April 16, 2008. http://www.medscape.com/
viewarticle/572769_1 (You must sign up for a free account at 
Medscape to access this article.)

Spring 2014

STORIES FROM THE ICU: PART 3 (Continued)

4

http://www.medscape.com/viewarticle/572769_1
http://www.medscape.com/viewarticle/572769_1


4Winter 2013Winter 2013 5Spring 2014

Do Not Resuscitate Order in the Operating Room 
Brian J. Fish, MD
Department of 
Anesthesiology

What do our 
patients value? 
Comfort, Dignity, 
Communication, 
Control. When 

patients come 
to the operating room, they 
experience the sudden loss of 
these conditions. They enter a 
busy place filled with strangers 
and are asked to exchange their 
clothes for a hospital gown, thus 
losing some Comfort and Dignity. 
They do not speak the foreign 
language of medicine used by the 
doctors, nurses, and technicians, 
thus making Communication and 
understanding more difficult. 
Finally, they are asked to give 
informed consent, giving Control 
to the surgical team to perform a 
procedure for which we cannot 
guarantee a certain outcome. 
We encounter these challenges 
every day in the operating room.

Perhaps there is no more 
solemn duty we have to our 
patients than preserving 
Control over how they have 

chosen to die. The do not resuscitate 
(DNR) order comes from a patient’s 
autonomous right to refuse treatment (eg, 
CPR) that could prolong suffering in an 
illness with a poor prognosis. The Patient 
Self-Determination Act of 1990 is a federal 
law that requires healthcare organizations 
to recognize advance directives. 
Consequently, the principle of self-
determination (autonomy) has become the 
highest standard in medical ethics, taking 
precedence over physician beneficence. 

A conflict may arise, however, when a 
patient with a DNR order presents for 
anesthesia and surgery. The patient or 
surrogate has made an informed decision 
to refuse treatments such as intubation 
and mechanical ventilation, medications 
that support cardiovascular function, 
defibrillation, and chest compressions. 
However, the nature of the surgical 
procedure and the choice of anesthesia 
may necessitate some of these treatments 
to maintain the standard of care. 

For example, a patient with severe COPD 
on home oxygen and heart failure develops 
abdominal pain, nausea, and vomiting 
caused by acute cholecystitis requiring 
cholecystectomy. She has a DNR order 
stating she does not wish to be intubated 
or given inotropes and vasopressors 
because of the potential for prolonged 

suffering and poor prognosis. However, the 
standard of care for a patient undergoing 
cholecystectomy is to be intubated with 
general anesthesia. This patient may 
develop hypotension intraoperatively 
that requires, among other interventions, 
inotropic support for heart failure—also 
the standard of care. Moreover, if the 
patient were unable to be extubated 
at the end of the surgery because of 
severe comorbidities or an anesthetic/
surgical complication, the standard of 
care is to continue mechanical ventilation 
postoperatively until she can be safely 
extubated. This treatment scenario is 
obviously counter to her expressed wishes.

To address this problem, several 
organizations, such as the American 
Society of Anesthesiologists (ASA), 
the American College of Surgeons, the 
Association of Operating Room Nurses, and 
the Joint Commission on Accreditation of 
Healthcare Organizations, have published 
practice guidelines for reconsideration of 
DNR during the perioperative period. The 
ASA guidelines suggest that reconsideration 
is best achieved by a multidisciplinary 
approach involving the anesthesiologist, 
surgeon, primary care doctor, and patient 
or surrogate because each can contribute 
unique knowledge to the decision. 

Continue to the next page



The anesthesiologist and surgeon must explain the 
risks and benefits of the procedure in the context 
of the patient’s goals and values. The primary care 
physician often has the additional knowledge about 
the patient’s goals and values gained from his/her 
relationship with the patient.

A reconsideration conversation with the patient or 
surrogate should typically result in 1 of 3 alternatives. 

First is full suspension of DNR during the anesthetic 
and immediate postoperative period. The patient who 
chooses this alternative consents to the use of any 
resuscitation procedures the physician judges to be 
appropriate. 

The second alternative is to impose limitations with 
regard to specific procedures (eg, allowing intubation 
and vasopressors but not performing chest compression 
or defibrillation). The patient should be fully informed 
about the interventions essential to the success of 
the procedure and the increased risk of refusing the 
interventions. Although a patient always maintains the 
right to refuse treatment, he or she cannot demand 
a treatment but refuse certain aspects that would 
compromise safety or the standard of care (eg, 
laparoscopic cholecystectomy without endotracheal 
intubation). 

The third alternative imposes limitations with regard 
to the patient’s goals and values. The patient or 
surrogate may delegate authority to the surgeon or 
anesthesiologist to use their judgment as to which 

interventions are appropriate. For example, many patients may 
want full resuscitation procedures to manage adverse clinical 
events that the physicians believe to be quickly and easily 
reversible but may decline treatment for conditions that are likely 
to result in permanent sequelae, such as neurologic impairment 
or unwanted dependence upon life-sustaining technology. A time 
frame needs to be discussed for when to resume the original DNR 
status (eg, on discharge from PACU, 24 hours postoperatively). 
The attending physician should conduct and thoroughly document 
this conversation.

In summary, patients who are approaching the end of life may 
experience a sense of loss of Control. It is our duty to allow them 
to maintain control by honoring their wishes to forego interventions 
that may prolong suffering. Communication among the patient, 
family, anesthesiologist, surgeon, and primary care doctor allows 
for better understanding among the parties and for bringing 
into agreement the goals and values of the patient with the 
requirements of the surgery. 
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Advance Directives
Joseph Breault, MD

Ochsner’s Bioethics 
Portal has an End 
of Life section that 
includes a link to Atul 
Gawande’s article 
from the New Yorker: 
LETTING GO: What 

should medicine do 
when it can’t save your life? Gawande 
highlights the importance of doctors 
talking with their patients about their end-
of-life preferences:

“…people who had substantive 
discussions with their doctor about their 
end-of-life preferences were far more 
likely to die at peace and in control of 
their situation, and to spare their family 
anguish.”

Can mere discussions really do so much? 
Consider La Crosse, Wisconsin. The 
town’s elderly residents have unusually 
low end-of-life hospital costs. During 
their last 6 months of life, according to 
Medicare data, they spend half as many 
days in the hospital as the national 
average, and there’s no sign that doctors 
or patients are halting care prematurely. 
Despite average rates of obesity and 
smoking, their life expectancy outpaces 
the national mean by a year.

I spoke to Dr. Gregory Thompson, a 
critical-care specialist at Gundersen 

Lutheran Hospital, while he was on ICU duty 
one recent evening, and he ran through his list of 
patients with me. In most respects, the patients 
were like those found in any ICU—terribly sick 
and living through the most perilous days of their 
lives: a young woman with multiple organ failure 
and a man in his mid-60s with a ruptured colon. 
Yet these patients were completely different from 
those in other ICUs I’d seen: none had a terminal 
disease, none battled the final stages of metastatic 
cancer, and none had untreatable heart failure or 
dementia.

To understand La Crosse, Thompson said, you 
have to go back to 1991 when local medical 
leaders headed a systematic campaign to get 
physicians and patients to discuss end-of-life 
wishes. Within a few years, it became routine for 
all patients admitted to a hospital, nursing home, or 
assisted-living facility to complete a multiple-choice 
form that boiled down to 4 crucial questions. At this 
moment in your life, the form asked,

1. Do you want to be resuscitated if your heart 
stops?

2. Do you want aggressive treatments such as 
intubation and mechanical ventilation?

3. Do you want antibiotics?
4. Do you want tube or intravenous feeding if you 

can’t eat on your own?

By 1996, 85% of La Crosse residents who died 
had written advance directives, up from 15%. This 
system, Thompson said, has made his job vastly 
easier, but not simply because the specifics are 
spelled out.

Whatever the yes/no answers people may put 
on a piece of paper, one will find nuances and 
complexities in what they mean. “But, instead of 
having the discussion when they get to the ICU, 
we find many times it has already taken place,” 
Thompson explained.

Ochsner’s advance directives EPIC section is 
now highlighted in yellow on each patient’s home 
screen toolbar and when clicked displays his/her 
advance directives. It is a reminder that at clinic 
visits, at least for those 65 and older, we should 
incorporate end-of-life preferences discussions 
until the patient provides something in writing. 
Suggestions for improving the EPIC advance 
directives page is welcome, as it is currently 
designed to simply upload written advance 
directives, LaPOST orders, and health care power 
of attorney documents. It might also be useful to 
have a text box where we can document end-of-
life preferences discussions with patients.

During hospital admissions, everyone is routinely 
queried about advance directives and end-of-life 
preferences. However, many times this discussion 
occurs in the context of a busy admission process 
and may not be much more than the question, 
“Do you have advance directives?” What patients 
need is substantial discussion with their doctors 
about their preferences. How can we improve this 
process at Ochsner? 

While the percentage of patients admitted with 
advance directives clarified is a useful metric on 
a quality toolbar, the life-changing impact occurs 
during the doctor’s substantive discussion of end-
of-life preferences with the patient. 
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Saturday, May 10, 2014 • 7:30 am – 12:00 pm
Brent House Conference Center

 

4th Annual Clinical Ethics Symposium

Bioethics Consult Team:
Dr. Taylor, Shelley Sullivan, 
Deryck Durston, Debbie Bourgeois, 
Kim Black

Presenters: 
Dr. Michael White (pediatric case)
Dr. Christopher Blais (adult case)

7:30 am:    Breakfast

8 am – 12 pm:  Program

Overview of Bioethics Consults
Speaker: Dr. David Taylor

Training Activity: Bioethics Consult Team in Action
Two physicians will present bioethics cases to a bioethics consult 
team who will discuss the cases and make recommendations.

Application of Training
Symposium attendees will be invited to present cases they have 
encountered to the panel.

12 pm:    Adjourn

You may register online at www.ochsner.org/cme. 
There is no fee for Ochsner employees. There is a 
$40 fee for non-Ochsner employees.

CME Accreditation Statement
The Ochsner Clinic Foundation is accredited by 
the Accreditation Council for Continuing Medical 
Education to provide continuing medical education 
for physicians.

CME Designation Statement
The Ochsner Clinic Foundation designates 
this live activity for a maximum of 4 AMA PRA 
Category 1 Credits™. Physicians should claim 
only credit commensurate with the extent of their 
participation in the activity.

Ochsner Health System Nursing Professional 
Development is an approved provider of 
continuing nursing education by Louisiana State 
Nurses Association, an accredited approver by 
the American Nurses Credentialing Center’s 
Commission on Accreditation.



•  Request a consult online  - 
http://academics.ochsner.org/bioethicsform.aspx

•  Call an Ochsner Chaplain 504-842-3286
•  Call Risk Management 504-842-4003
•  Contact your OMC local bioethics coordinator

Any Clinic
OMC-Eastbank 
OMC-Westbank
OMC-Kenner
OMC-Baptist
OMC-BR
OMC-St. Anne’s
OMC-Elmwood
OMC-Slidell

Contact Chaplain’s Office
Contact Chaplain’s Office
Contact Chaplain’s Office
Dawn Puente, MD
Gretchen Ulfers, MD
Ralph Dauterive, MD
Marsha Arabie, RN
Contact Chaplain’s Office
James Newcomb, MD

Bioethics Education 
Program

•  Annual Clinical Ethics Symposium - 
Saturday, May 10, 2014

•  Bioethics Website (consults) - 
http://academics.ochsner.org/bioethics.aspx

•  Bioethics Website (resources) - 
http://ochsner.org/bioethics

•  Quarterly Bioethics Newsletter - 
http://ochsner.org/bioethics

•  The Ochsner Journal Bioethics column - 
http://www.ochsnerjournal.org

•  Schwartz Rounds

What is a bioethics consult?
• Medical Ethics Website http://academics.
ochsner.org/bioethics.aspx

• Bioethics Consultations and Resources http://
www.ochsnerjournal.org/doi/pdf/10.1043/1524-
5012-11.4.357

What is sometimes helpful prior to a 
bioethics consult?

•  Asking the chaplain to come visit 

•  Holding a family conference
http://www.atsjournals.org/doi/pdf/10.1164/
rccm.2501004

•  Requesting a palliative care consult
http://ochweb/page.cfm?id=2429

•  Having a discussion with Risk Management
http://ochweb/page.cfm?id=3325

Bioethics Q&A

When a bioethics consult is called, the 
expectation is that those providing services are 
well trained, not just people of good will. This 
training is the responsibility of the Bioethics 
Committee. Please support the committee’s 
educational work by donating to the Bioethics 
Education Fund - Endowed, managed by the 
Philanthropy Department as fund #3804126. 
In Lawson, employees can select the Bioethics 
Education Fund in the dropdown box during 
the annual giving campaign, and anyone can 
click the Donate Now button at www.ochsner.
org/lp/bioethics_fund/.Every donation, however 
small, does great good and is used to build an 
endowment fund to permanently support bioethics 
educational programs at Ochsner. 

“...most hospitals in the USA provide clinical ethics 
consultation that is mainly due to the requirement of The Joint 
Commission for Accreditation of Healthcare Organizations—in 
2007 renamed the Joint Commission—that accredited hospitals 
must have a method for addressing ethical issues that arise.” 

From http://www.iep.utm.edu/bioethic/

End-of-Life Resources
• 5 Wishes http://academics.ochsner.org/bioethicsdyn.aspx?id=54656
• Advance Directives, Living Wills, & Healthcare Power of Attorney http://ochweb/page.cfm?id=3919  scroll down to   
  Miscellaneous Forms
• Palliative Care http://ochweb/page.cfm?id=2429
• State Living Will Declarations http://www.sos.la.gov/OurOffice/EndOfLifeRegistries/Pages/default.aspx
• UpToDate: Ethical Issues Near the End of Life http://www.uptodate.com/contents/ethical-issues-near-the-end-of-life
• Katy Butler: Slow Medicine http://katybutler.com/site/slow-medicine/
• Dr. Atul Gawande: Letting Go http://www.newyorker.com/reporting/2010/08/02/100802fa_fact_gawande?currentPage=all
• LaPOST: Handbook for Health Care Professionals http://lhcqf.org/images/stories/LaPOST/LaPOST-Handbook-for-
Health-Care-Professionals-2013.pdf
• LaPOST: State Website https://lhcqf.org/lapost-home
• LaPOST video: Using the LaPOST Document to Improve Advance Care Planning (intranet only) http://mediasite.
ochsner.org/mediasite50/Viewer/?peid=b54700807b474e1e8fe96113ca985e4b
• Respecting Choices Training http://respectingchoices.org/training_certification

Bioethics Resources for You
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How to Request a Bioethics 
Consult at any Ochsner Facility
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