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Editorial Notes from Joseph Breault, MD
Welcome to the fall issue of the Ochsner Bioethics Newsletter. 
Providing medical ethics consults when requested is one of the charges 
given to the Bioethics Committee under the Medical Staff Bylaws. Dr. David 

Taylor is and has been the lead physician for this aspect 
of the committee’s work for many years, with the chaplains 
coordinating and organizing the consults. Committee 
members are called on to staff the consults. The annual 
Clinical Ethics Symposium on the second Saturday in May is 
one opportunity for committee members and others to learn 
about key ethical issues by participating in and observing 
mock medical ethics consults. The first article in this 
newsletter reports on the presentation at the last symposium 
prior to the mock panels.

 
Other institutions also have medical ethics consult systems, and we welcome 
the interim chair of Cleveland Clinic’s bioethics group as this year’s Bioethics 
Grand Rounds speaker. On Tuesday, Nov. 21, in Monroe Hall, Dr. Paul Ford will 
speak on Ethics Consults at Cleveland Clinic – Lessons Learned. Please put his 
presentation on your calendars and join us to learn how our sister organization 
handles medical ethics consults. We hope insights learned can improve the 
system for medical ethics consults at Ochsner.

Shelley Thibeau, who recently became the Director of the Mother’s Milk Bank 
of Louisiana at Ochsner Baptist, discusses the ethics of donor milk in this 
newsletter. Many people we work with or interact with in the community may 
have questions—not just about the practical aspects, but also about the ethical 
issues involved. Shelley explores these in her article. 

The last page of the newsletter—Bioethics Resources for You—has a handy 
listing of bioethics education and services at Ochsner you can post on your 
office wall. Please note the reminder requesting you to designate part of your 
annual giving for the Bioethics Educational Fund to support national speakers 
coming to Ochsner for our bioethics educational programs. 

The bioethics committee is a medical staff committee whose chair is 
appointed by the SEC. I am retiring from the committee at the end of this 
year. I’d like to thank everyone for their support the past 8 years as I’ve 
chaired the committee. It has been a privilege to serve in this role. 

Annual Bioethics Grand Rounds

Tuesday, November 21, 2017
12:00-1:00 pm • Monroe Hall
Teleconferenced to all available sites
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I N S I D E

“Ethics Consults at Cleveland Clinic – 
Lessons Learned”

Paul J. Ford, PhD is currently 
the Director of the NeuroEthics 
Program, which conducts 
cutting-edge scholarly and 
empirical neuroethics research 
and develops and promulgates 
best ethical practices in the 
diagnosis and treatment of 
neurological diseases. He is also 

a member of the Department of Bioethics and has 
secondary appointments in Neurology and the 
Center for Neurological Restoration.

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

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

Disclosure
I, Paul J. Ford, PhD, my spouse or partner has no actual or potential 
conflict of interest in relation to this program or presentation.

CNE Designation Statement
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.
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Difficult Discharges the Focus of Seventh Annual Clinical Ethics Symposium
Meredith M. Miceli, Esq., Associate General Counsel, Legal Affairs and Risk Management, Ochsner Health System

Consider the challenges of discharging a homeless patient with no family or monetary support, of an elderly patient whose son 
refuses to accept our intended placements at local nursing homes, or of a patient with a history of IV drug abuse who needs to leave us with 
a PICC line for antibiotics. What are the ethical issues surrounding such discharges? The Seventh Annual Clinical Ethics Symposium, held 
in the Conference Center at Ochsner Medical Center’s New Orleans Campus on May 13, 2017, featured a multidisciplinary presentation on 
the Ethics of Difficult Discharges. Meredith Miceli, Associate General Counsel for Ochsner Health System, moderated a panel of speakers 
with extensive experience in handling discharges under these trying circumstances: Kevin Conrad, MD, a hospitalist and Medical Director 
of Community Affairs at OMC-NO and member of The University of Queensland faculty; Jane Semere, RN, BSN, MSHSA, Chief Nursing 
Officer for Ochsner Bayou; and Rebecca Zickler, OHS Assistant Vice President of Case Management.

Each member of the panel brought his/her own perspective on the topic, illustrating how difficult discharges implicate the following ethical principles:            
(1) autonomy—does patient autonomy include the right to remain in the hospital beyond medical need? (2) beneficence—what constitutes the “best” 
discharge in these complex situations? (3) nonmaleficence—what if there is harm to the patient in a “reasonable, safe” discharge? (4) justice—is allowing a 
patient to remain in an acute care setting beyond medical need a fair allocation of this very scarce resource and what are our ethical obligations to the more 
acutely ill patient awaiting the bed?

Dr. Conrad discussed how difficult discharges are becoming an ever larger portion of a hospitalist’s day, as well as a significant cause of physician burnout. 
Often, physicians may feel that they are treating the family, rather than the patient, in cases where weeks go by in attempting to convince the family of the 
infeasibility of their desired placement options and the reality of the limited options available for their loved one. Other multifactorial situations involve, for 
instance, a pregnant, homeless patient with a history of drug abuse and nowhere to go upon discharge. The healthcare team must use community resources to 
embark on the often lengthy road of finding a safe discharge plan for both the patient and unborn child. Dr. Conrad queried, “What is the physician’s role in the 
care of this patient, pending discharge?”

Semere focused on disruptive patients and the formal policy and processes that one of her Bayou facilities has put in place to address when and how 
discharge is appropriate for such patients. Semere discussed the ethical parameters involved in caring for patients who threaten staff and exhibit various self-
injurious behaviors. How do these behaviors affect the ethical imperatives surrounding treatment of the patient? She discussed proactive solutions that she 
and her team have settled upon in addressing these concerns: crafting and implementing formal policy; instituting a behavioral contract; providing enhanced 
debriefing and coping skills for staff; reinforcing CPI education and signs of escalation; rotating staff assignments and placement on different units if the patient 
is readmitted; and increasing security involvement and presence.

Next, Zickler discussed the several responsibilities the case management team has in ensuring appropriate discharge in challenging cases. Her team resides 
at the intersection of patient care and utilization management and must be not only the guardian, in many ways, of patient rights, but also the financial steward 
for both patient and institution. She discussed how patients with capacity are allowed to make bad choices and the ethical implications of allowing them to 
do so. Zickler also discussed our need to engage and sometimes rely on third parties for assistance with difficult discharges. Governmental agencies, to 
which our providers and staff are mandatory reporters for suspected abuse or neglect, and advocacy agencies, which can help with postacute and outpatient 
providers, are essential.

Last, Miceli discussed resources that the Office of Legal Affairs can offer at various points of the care continuum, as well as when the healthcare and case 
management teams have seemingly hit the end of the road in discharge planning. 

Didactic discussion with the numerous attendees, the vast majority of whom share the challenges discussed by the speakers in their own practices and 
work, was lively and solution-oriented, all while mindful of the ethical responsibilities at play.
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Donor Human Milk Ethics
Shelley Thibeau, PhD, RNC-NIC, Director of the Mothers’ Milk Bank of Louisiana-
Ochsner Baptist, New Orleans, LA

Harley G. Ginsberg, MD, Section Head Neonatology, Medical Director of the Mothers’ 
Milk Bank of Louisiana-Ochsner Baptist, New Orleans, LA

Donor milk is the recommended next best feeding option for preterm infant growth and development if a mother’s own milk is not available.1,2 Healthcare 
providers have used donor milk since the 1900s.3 As early as 1910, mother milk donors were screened for communicable diseases, but the majority of 
milk distribution at that time was via wet nursing in which an infant was breastfed by a lactating woman who was not the infant’s mother. In the 1970s, 
the United States and Canada had 53 formalized milk banks, but that number rapidly declined to less than 10 in the 1980s because of concerns about 
human immunodeficiency virus transmission. In 1986, the Human Milk Banking Association of North America (HMBANA) was officially named a nonprofit 
organization to standardize donor screening and donor milk processing/distribution.3 The first standardized guidelines for donor milk banking were 
available in 1990 and have been revised using current evidence as it emerges. Today, 26 HMBANA milk banks are operating across the United States and 
Canada with several more under development. Mothers’ Milk Bank of Louisiana at Ochsner Baptist is one of the 5 developing HMBANA milk banks. In the 
commercial market, several for-profit milk banking companies have emerged in the United States such as Prolacta and Medolac. These 2 companies use 
different criteria than HMBANA milk banks for milk processing and distribution and for compensating donor mothers.4 Numerous ethical debates about 
donor milk banking processes have emerged regarding respect for human dignity, beneficence, and justice for donor mothers and infants receiving donor 
milk.

Respect for Human Dignity
The Centers for Disease Control and Prevention (CDC) considers human milk a body fluid.5 Donors of human body parts and fluids have the right to 
know and understand specifically what their donation will be used for and that their ownership of the donated body part/fluids ceases upon signed 
consent for the donation.6 The Conventions for the Protection of Human Rights and Dignity of the Human Being with Regard to the Application of Biology 
and Medicine is the foundational document that guides the ethical use of body parts and fluids. The body part/fluids should only be reused upon full 
disclosure and consent of the person donating and receiving the product and should not be used for financial gain.7 Underpinning these declarations is 
the ethical principle of respect for persons. HMBANA nonprofit milk banks require the donor mother to consent to her donor milk being processed and to 
its distribution being prioritized to preterm infants and infants with medical need. HMBANA milk banks do not compensate donor mothers for their milk 
but charge a processing fee to recipients, thus operating under the ethical domain of protection of human body rights and dignity. Both Prolacta and 
Medolac have numerous patents that protect their right to commercial sales of the milk products.6 Both companies also compensate mothers for their 
milk donations, a practice that has generated much discussion among healthcare professionals and breastfeeding advocates regarding the ethics of 
solicitation for biologic product donation.4 In 2015, the Detroit-based Black Mothers’ Breastfeeding Association voiced concerns about a campaign to 
compensate low-income mothers for their milk donations that Medolac launched on Mothers’ Day.8 The company declined that the Detroit mothers were 
targeted, stating that mother-to-mother word of mouth drives participation in milk donations. The company defended compensating mothers for milk 
donations because the money would allow some mothers to avoid going back to work and stay home with their infants for a longer period of time. On 
average, women who donate to Medolac are compensated $600-$800 per month, an amount that could influence lower income mothers to donate. In 
sum, no regulated ethical standards for milk donations are currently in place. 
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Another aspect of respect for persons is the right of donor milk recipients to receive safe, quality donor milk. No central authority oversees 
milk processing standards in the United States, but HMBANA milk banks have a long history of safely processed donor milk.9 Three milk 

pasteurization processes are currently used for donor milk: (1) holder pasteurization in which milk is heated to 62.5°C for 30 minutes and then 
rapidly cooled to 4°C (the process used by HMBANA milk banks), (2) vat pasteurization in which milk is heated to 63°C for at least 30 minutes (the 

process used by Prolacta), and (3) sterilization in which milk is heated to 121°C for 5 minutes at a pressure of 15 pounds per square inch (the process 
used by Medolac).10 The holder and vat pasteurization processes retain 50%-90% of the bioactive components of human milk. The difference lies in 
the number of mothers per batch; HMBANA milk batch pools contain fewer mothers per batch (an average of 2-3 mothers) compared to Prolacta vat 
batches (an average of 250 mothers). Meredith-Dennis et al analyzed the milk composition from the 3 processes described above. Although the sample 
size for each group was small (n=3 in each group), milk processed using sterilization, also known as retort, had significantly less concentrations of protein, 
fat, immune components, and human milk oligosaccharides than milk pasteurized via the holder or vat processes. Sterilized milk has a longer shelf life yet 
appears to yield less of the species-specific properties of human milk so important to infant health and development. More research is clearly needed, but 
the ultimate decision of which processed donor milk to purchase is not always driven by the scientific evidence of milk quality but rather the decision of 
healthcare teams (administrators, providers) and parents trying to contain costs, a factor that leads to a discussion of the ethical principle of beneficence. 

Beneficence
Beneficence, to do good, is a guiding principle in healthcare to promote the best interest of a patient, especially when the patient, such as a preterm infant, 
does not have an individual voice but relies on parental and healthcare team decisions.11 Parents and healthcare teams approach what is in the best interest 
of the infant from different perspectives as recently highlighted by the case of Charlie Gard in the United Kingdom.12 The healthcare team may not consider 
parental wishes for experimental treatment to be in the best interest of the child. Another consideration is the cost of treatment. Is the parent-desired 
experimental treatment cost prohibitive to society as a whole and should parents who have raised donations be able to seek experimental treatments that 
the healthcare team does not consider to be in the child’s best interest? The essential difference between Charlie’s case and infant recipients of donor milk 
is that strong evidence supports the benefits of human donor milk feedings, so donor milk is considered to be best practice and not experimental treatment. 
Another difference is that in the United States, parental authority trumps decision making in healthcare, meaning that parental decision making only has to 
avoid violating the best interest of the child.11 The healthcare team is responsible for informing parents of the benefits of donor milk for infant growth and 
development when the mother’s milk is not available. The healthcare team must also provide support for the mother’s own lactation efforts. In a systematic 
review, the majority of neonatal intensive care units that provided donor milk supplementation reported improved breastfeeding rates at discharge.13 More 
research is needed; however, this finding opens an important dialog for healthcare team decision makers to discuss. By providing donor milk feedings, 
lactation rates may be improved through increased awareness of the value of human milk. We should also address the economic aspect of donor milk 
utilization. The longer shelf life of the sterilized donor milk product makes it appear to be more economical, but the sterilized milk contains significantly fewer 
human species-specific components vs the evidence-based pasteurized human milk product.10 By choosing a more economical version of donor milk, the 
best interest of the infant may become a secondary consideration. 

Justice
Justice is relevant because not all distribution of human donor milk is equitable. Medicaid reimbursement and insurance coverage for donor milk are 
limited, leaving vulnerable infants at risk of not receiving donor milk because of an organizational or parental commitment to limit expenses. To date, 
only 6 states in the United States provide Medicaid coverage for donor milk reimbursement, and Louisiana is not one of them. An estimated 50% of 
families who have a premature baby in the United States are recipients of Medicaid funding.14,15 The national preterm birth rate of 9.6% raises the 
potential of inequitable distribution of human donor milk to vulnerable infants at risk for necrotizing enterocolitis if they do not receive a diet of human 
milk.16,17 HMBANA milk banks prioritize distribution to preterm infants and then to older infants with medical need. The healthcare teams caring for these 
vulnerable infants and their families make the ultimate decision of which infant actually consumes donor milk. Costs should be equitable so that any 
infant should have equal access to mother’s milk supported by lactation programs, and if needed, by donor milk. Every infant has the basic human right 
to receive human milk; thus, donor milk is in the infant’s best interest if mother’s own milk is unavailable.18,19 This basic human right is supported by 
strong evidence of improved infant health associated with the consumption of human milk.1,2 
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Conclusion
The donor human milk ethical principles of respect for human dignity, beneficence, and justice should be formally addressed to ensure all infants 

receive safe, high-quality milk, but by whom? The HMBANA organization has worked collaboratively with the US Food and Drug Administration, the 
CDC, and the American Academy of Pediatrics to develop the standardized guidelines for HMBANA milk banking operations. However, the for-profit milk 
banks are free to choose alternative milk banking procedures that could potentially impact donor milk quality and equitable distribution. Many international 
and national forums support breastfeeding and the use of donor milk when medically necessary, yet the lack of standardization of optimum milk banking 
processes could ultimately impact infant health. Our concerted efforts should be allocated to equitable maternal lactation support and the use of human 
donor milk as needed to improve infant health.
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• Request a consult online  -
https://www.ochsner.org/health-resources/medical-ethics-at-
ochsner/request-a-medical-ethics-consultation

• 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
OMC-Elmwood
OMC-Slidell
Chabert MC
St. Charles Hospital

Aderonke Akingbola, MD
Frank Wharton, MD
Ralph Dauterive, MD
Jana Semere, CNO

James Newcomb, MD
Jana Semere, CNO
Lillian Agnelly, RN

Bioethics Education Program
• Clinical Ethics Symposium
• Bioethics Grand Rounds
• Schwartz Rounds
• Bioethics Website: Consults & Resources http://www.ochsner.org/bioethics
• Quarterly Bioethics Newsletter http://www.ochsner.org/bioethics
• Ochsner Journal Bioethics Column http://www.ochsnerjournal.org/

What is a bioethics consult?
• 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
• Having a discussion with Risk Management

https://ochsnerhealth.sharepoint.com/system/corporate/Pages/
Legal-Affairs-and-Risk-Management.aspx 

Bioethics Education Fund
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. Click 
to https://giving.ochsner.org/Views/dp/donate/controller.cfm?CAMPAIGN=Bioethics to donate. 
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
• Advance Directives, Living Wills, & Healthcare Power of Attorney – English & Spanish

https://ochsnerhealth.sharepoint.com/resources/forms/pages/miscellaneousforms.aspx  
(                scroll down the page to the  Advance Directives heading)

• LAPost: Handbook for Health Care Professionals
http://lhcqf.org/images/stories/LaPOST/LaPOST-Handbook-for-Health-Care-Professionals-2013.pdf

• LAPost: State Website
https://www.lhcqf.org/lapost

• State End-of-Life Registry Programs
 http://www.sos.la.gov/OurOffice/EndOfLifeRegistries/Pages/defau lt.aspx

• Palliative Care at Ochsner
 https://www.ochsner.org/services/palliative-care/ 

• UpToDate: Ethical Issues in Palliative Care
https://www.uptodate.com/contents/ethical-issues-in-palliative-care

• Katy Butler: Slow Medicine
http://katybutler.com/site/slow-medicine/

• Dr. Atul Gawande: Letting Go
http://www.newyorker.com/magazine/2010/08/02/letting-go-2

• Respecting Choices Training
https://respectingchoices.org 

How to Request a Bioethics 
Consult at Any Ochsner Facility

Bioethics Resources for You
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