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GOALS IN BIOETHICS EDUCATION
The goal of teaching bioethics to medical students and of providing continuing bioethical training to physicians is not an end in itself, it is an essential instrument for quality improve-ment and quality assessment in medical treatment, in clinical research, and in good trust based physician-patient relationships. The modern world of technology and value pluralism needs higher degrees of expertise and training in research ethics, bioethics, regulation ethics, and business ethics for at least three reasons: (a) progress of development and application of technology allows for choices between options of different sets of value preferences; (b) the plurality of world views and ideational orientations in an open society requires individual and social communication and cooperation in regard to determining the best course of action in a given case or scenario; (c) role model authority in professional conduct has lost its dominant place in setting rules and guidelines for good professional conduct
. Therefore, training in professional ethics and other forms of applied ethics has to become an essential and integrated part in professional training and in general public education. Professional ethical training is an indispensable part of quality control and risk management in technology based open societies and in cross-cultural global technology assessment and technology application. Ethics and expertise belong together. 
Education in differential ethics is a general form of moral quality assurance in professional technology assess-ment; education in bioethics is the more specific form of moral quality assessment in biomedical research, in patient care, in environment protection, in allocational and in regulatory issues. Following a survey of Codes of Conduct of professional organizations, the American Association for the Advancement of Science (AAAS) has developed a blueprint for specific professional ethics scenario development in technology based and expert service oriented postmodern societies, which can be used in bioethics education as it makes the multiple layers of responsiblities of the medical profession clear. 

----------------

table 1


CLASSIFICATION SCHEME FOR ETHICAL STATEMENTS 


OF PROFESSIONAL ORGANIZATIONS


American Association for the Advancement of the Sciences

1. MEMBER DIRECTED

conduct and comportment as professionals.

rights and privileges of members

2. PROFESSION DIRECTED

towards individual colleagues and the profession

3. EMPLOYER/SPONSOR DIRECTED

towards employers or sponsors

4. CLIENT DIRECTED

towards clients, employees, patients, research subjects, 

students

5. SOCIETY DIRECTED

towards neighborhood, workplace, society in general

6. OTHER DIRECTED

third parties affected or concerned, environment etc

7. GENERAL

right and responsibility to self-regulation.

question, amend and revise professional conduct 

statements

---------------

Given the magnitude of technical medical expertise and the fact that citizens as prospective patients predominantly are lay persons in medicine as in nearly every area of modern technology except in their own small field of expertise, the future of technology based medicine will depend on the integration expertise with ethics and the protection and improvement of trust based physician-patient and physician-team, and physician-society relationships. Medical ethics education therefore has to become part of medical education. 

  
Education in professional ethics has proven to be quite successful, but in other ways than some might expect. A study involving medical students who attended classes in medical ethics and medical humanities from 1974 through 1978 in the United States revealed that only 3% of the participants actually changed their belief system and ethics concept as a result of attending classes; while 94% declared that their value system was already developed prior to attending classes in ethics; for 68% it was further developed by clinical experience, for 63% by role model in clinical practice, for 58% by family tradition, for 53% by peer discussion. However, the profit of education in bioethics or medical humanities was for 83% better communication with the patient, for 81% better results in issues of informed consent, for 52% in palliative medicine, for 68% in including the patient in decision making, for 56% in protecting the patient's privacy; results were low in issues of public controversy such as abortion (12%), definition of death (16%), withholding treatment for severely handicapped newborns (7%), and organ donation (5%).
 These results demonstrate that education in differential ethics is the essential tool in developing ethical expertise for moral quality assurance and moral quality control.

EDUCATION IN VALUE MANAGEMENT

During the recent progress of medical technology emphasis in education has been laid in technical education while the protection and teaching medical ethics has been neglected and needs to become an integral part of medical training on all levels of teaching. Education in bioethics does not intend and never should intend to introduce a uniform ideology or religion into the medical profession; this is not possible in societies based on freedom of belief and individual responsibility. Rather, education in bioethics has to use the same tools of analysis, differentiation, risk prognosis and assessment as we use in differential diagnosis; there fore eduction in bioethics cann be understood as training in differential ethics. Teaching bioethics, also, may not be confused with a revival of the old guild system of paternalism and elitist privileges for elitist brotherhood networks. Specialized responsibilities, not special privileges, are the reason for integrating ethical expertise into technical expertise and education in moral management into education in professional expertise, because the realization of personal ethics and social ethics cannot be achieved without its integration into expert knowledge and social responsibility on the professional level.

The successful management of values will play a as important role in the next century as the management of technology played during the last one; therefore good education in medical ethics will play an as important roel in the next century as the good teaching of medical technology played during the last 100 years. This will require a leading role of the humanities, particularly philosophy and ethics, in medical education. Again, the introduction of ethics into the workplace may not be confused with a revival of the old dogmatic system of a closed society. There are two different ways of doing philosophy and ethics, one is directed towards production of 'deep think', the other towards the recognition of values inherent in a particular case or scenario, moral risk assessment and cooperation based on common sense and the recognition of mid-level moral principles. 

---------------

table 2


GOALS IN REAL LIFE APPLICATION OF ETHICS

1. BELLICOSE MORALISM

1. Orientational paternalism 

2. Restoration of mandatory values and a closed society 

3. Political power by means of indoctrination

2. DIFFERENTIAL ETHICS

1. Differential analysis of basic values, mid-level  
    
        principles, and moral micro- and mix-allocation

2. Moral cost-benefit and risk-reward analysis 

3. Scenario analysis and case management 

3. QUALITY CONTROL

1. Ethical review by boards or experts

2. Integration of ethical expertise into management

3. Long-term compatibility of agenda with societal setup. ---------------

There is no need to re- establish common onto-theological, ideological or other epistemological foundations of basic moral principles; rather, what we need is the analysis, assessment and application of mid-level moral principles which can be micro-allocated and mix-allocated in concrete situations or scenarios in technically complex and ideationally pluralistic societies. The first set of philosophy and ethics can be described as moral enarmement, the second as differential ethics and the third as moral quality control. As to moral enarmement, there certainly is no need for a re-introduction of the dark ages of controlled and uniform ideologies. Wherever ideologies are re-introduced in form of old metaphysics or in form of new metascience generalizing the data of certain forms of science such as in sociodarwinism or socioeconomy, the result is not a stronger value based fabric of society, rather a weakening of society because of heteronomous indoctrination and weakening the powers of responsibility and competence of the individual. The moral and political and economical collapse of marxism-leninism, one of the most prominent and powerful recent metascience, demonstrates the deficiencies of moral re-armament strategies clearly enough. Also, ideological generalization of scientific data into a world view is too clumsy, too undifferentiated for a precise and clear analysis and assessment of technical, social and value realities. The last thing we need is a resurrection of uniform doctrines; bioethical education will not only be deficient, it will be totally mistaken, if it is targeted towards indoctrination of heteronomously prescribed worldviews. 

Complex situations require differentiated actions, including differentiated ethics. Moral acts or principles are neither genuinely good nor bad. There has to be a moral assessment whether they fit into a particular scenario or case and how they should be applied and in which priority. As St. Thomas Aquinas puts it, "actionas humanae secundum circumstantias sunt bonae vel male" [S.Th.8 I, II, qu 18, art 3]. Differential ethics requires the precise analysis of a particular case or scenario, the micro- allocation and mix-allocation of moral principles, and good and prudent risk analysis and moral benefit-cost assessment. 
Differential ethics can be used in deveoping policy options for public policy, in developing scenario evaluation schemes in situations of professional activity, and in anticipatory assessment of new technology and of introducing old technology into new social and cultural contexts.  

General ethical principles such as autonomy, justice, trust, responsibility, and  have to be micro-allocated and mix-allocated into specific cases and scenarios. General ethical principles can be understood as value commodities, which will become useful only in semi-finished or finished versions. Semi-finished moral principles are mid-level principles such as codes of professional conduct (semi-finished form of responsibility), free speech ( semi-finished form of autonomy); amalgamated value products include informed consent (professional responsibility plus client autonomy), the patient's best interest (nil nocere plus bonum facere], most guidelines, regulations, legal, organizational, technical and political instruments and procedures. In scenario analysis we deal with the scenario adequate mix and balance of semifinished value components, which we may call maxims. Value end products appear in single case situations of adequate micro- and mix-application of mid-level principles; they form the fabric of case assessment and patient care ethics in medicine, of good client-provider relations in professional services. We may disagree on the 'commodity' level, but such an disagreement might be totally irrelevant for consensus formation or at least trust based cooperation formation on the 'end product' level. 

The general value commodity 'autonomy' for example appears in semi-finished versions such as human rights, informed consent,
civil rights, informed decision-making, legal competence, decision under uncertainty, limited legal competence, irrational decision,
majority (full age), proxy decision, coming of age, non-informed consent, religious freedom, free choice, freedom of speech, consumer protection, freedom of expression, market regulation, free trade, protection of proprietorship, trade license, industrial self-regulation, right to be heard, autonomy protecting regulation, etc. In patient care, a specialized area of biomedicine, we have to differentiate between micro-allocated forms of harm such as discomfort, various forms of pain, various forms of stress, injury, temporary harm, permanent harm, loss of function, various forms of infringement (mobility, information, social contact,) multiple conflicts with personal concepts of "quality of life", benefit such as protections, restorations or improvements of functions, wellfeeling, wellbeing, elimination or reduction of risks, causes, symptoms, side-effects, prolongation of life, reduction of suffering, and forms of consent such as informed, uniformed, partly informed, uneducated, presumed, proxy consent, living will, forced consent.

Systems of law, codes of professional conduct, regulations,
 contracts, market rules are typical scenarios for mix allocation of different principles. Special mix-value scenarios can be described for the physician-patient scenario ( patient's autonomy, physician's responsibility, nil nocere, bonum facere), for the producer-consumer scenario ( consumer's need, demand, stimulate demand, producers interest ( cash flow, market share, product), safety, efficiency, stability of the product, additional issues of justice, environment, and regulation), in the government-citizen scenario ( civil protection and social redistribution conflicts with some civil rights, regulation weakens market forces, paternalism weakens personal risk competence). 

 There are different methodological and foundational approaches for the moral management of individual cases or scenario assessment.

---------------

table 3


BASIC FOUNDATIONS OF ETHICAL REASONING

1. WORLDVIEW BASED

Moral rules are based on interpretation of basic 

ideational conceptions

2. PRINCIPLE BASED

Moral rules are based on selected basic and mid-level 

principles

3. VIRTUE BASED

Role model and character formation are preconditional for 

acting morally

4. SCENARIO BASED

Analysis and assessment of differentiated scenarios 

determine the optimal course of good case management

5. CASE BASED

Casuistry of moral risk analysis and micro- and mix-

allocation of mid-level principles justify intervention

---------------

 While worldview based reasoning and virtue oriented teaching and education is only successful in ideationally very homogeneous closed societies or in professional organizations with a coherent and strong fabric of professional ethos, rules of conduct and professional self-regulation, the other three approaches are more efficient in pluralistic societies. Mid-level moral principles form the fabric of existing pluralistic societies; therefore their differential assessment in form of case analysis or scenario analysis is the most productive in education for moral quality control. Education has to prepare for three different forms of moral quality control: moral review, moral consultation, integration of moral expertise into professional activity. The benefits of teaching differential ethics and not indoctrinating systems of belief will be beneficial (a) in precisely shaping the moral issues on a professional level, (b) in improving value and trust based physician-patient partnership, and (c) in improving leadership and quality control towards the medical team and towards the public. In order to avoid generalizations in ethics teaching, the case analysis oder scenario assessment method should be the preferred method of teaching, particularily as physicians are used to analyze cases and theologians and ethicists need to be trained in it in oder to be competent partners in committees assessing issues of highly technical and proefessional matter.

---------------

table 4


MODELS OF MORAL MANAGEMENT

1. REVIEW

1. Peer Review Boards

2. Ethics Committees including "lay persons"

3. Ethics Expert Review

2. CONSULTATION

1. ad hoc Consulting on Request

2. Contract Consultation, periodically or thematically 

3. Coordinated Consultation between parties 

3. INTEGRATION


1. Ethics Expert in the Team on the Production Side

2. Ethics Expert in the Team on the User Side

3. Ethics Modules or Metalanguages in Expert Systems
Moral Management Services can be provided by experts or teams, in-house and by contract, fee based or free of charge

---------------

While review procedures are well known and widespread, particularly in the biomedical sciences, even required in therapeutical or non-therapeutical research involving humans, the two other forms of quaLity control are less known and less developed: (2) consultation on an ad hoc or continuous basis and (3) integration of ethical expertise into interdisciplinary expertise in academia, industry, administration, and the media. 

Moral design review is essential for the improvement of designs of products or processes, but the review process, often in form of an arm-length and arm-chair approach, is not capable of recognizing, assessing, and managing unanticipated ethical issues during the process itself or unanticipated moral hazards in product use. Phase One cytostatic research or motor vehicle safety, for example, cannot effectively be guaranteed by design review prior to clinical trial or car production. Both have to apply additional forms of moral quality control such as integrating an bioethicist into the research team the same way a biostatistician is integrated clinical research or by means of monitoring driving attitudes and driving education. 

Long term moral management may use more productive forms of consultation  and of integrating moral management into the technical aspects of management. Consultation, periodically or ad-hoc, is valuable in finely tuning the moral quality assurance process and for reducing unnecessary conflicts in society or among parties or individuals resulting from a lack in differentiated ethical analysis or a lack in communicating risks and rewards associated with particular options for action. 

The integration of ethical expertise, however, into technical expertise is the most efficient way to control product safety and process safety in moral and cultural and social terms. Ethical expertise can be integrated into production or management teams on the producer/provider side as well as on the user side; ethics expertise can also be put to work in expert systems, in form of an ethical semantic network or metalanguage or in the form of special ethical modules within or next to technical expert systems.
 

The identification of the purpose of teaching bioethics alsways has to be very targeted in order to address the audience correctly and efficiently. THis is particularily true when teaching members of ethics committees.

---------------

table 5


EDUCATION IN BIOETHICS AND THE ROLES OF ETHICS COMMITTEES

PURPOSE

1. Education and Training

2. Emotional and professional Support

3. Formal and informal, directive and nondirective Consulting

4. Legal, moral or de facto Decision Making

5. Drafting Questionnaires, Setting Guidelines, Establishing Moral     Corporate Identity

AUTHORITY

1. moral

2. legal

3. religious

4. medical

5. political

6. de facto

REPRESENTATION

1. Peer group

2. Health care professionals

3. Pluralistic, including lay

4. Hospital Ethics Committee

5. Community representation
---------------

As most educational goals in bioethics are targeted towards consensus formation and towards the differentiated assesment of technical and ethical challenges, teaching in bioethics has to include the identification and assessment of technical and ethical risk. Again, this should proimarily be done by anayzing cases or by assessing scenarios. In educating physicians, it is always helpful to refer to their knowledge in eliminating and managing risk of uncertainty and prognosis in differential diagnosis, in educating ethicists, it is important to introduce basic elelments of risk theory and to explain the software of analysis in differential diagnosis.

---------------

TABLE 6


RISK RECOGNITION AND COMPETENCE TRAINING

RISKS AND GOALS

technical

moral

cultural

economical

social

political 

CONSENSUS FORMATION COMPETENCE TRAINING

1. Technical expert risk and goal projection  

a. super-essential

     b. essential

     c. valuable

2. Non-technical expert and group risk and goal projection

3. Individual expert communication skills

4. Group communication and cooperation skill

5. Assessment Competence                                          

a. Team

b. Leader

c. Other entity  

---------------

In teaching physicians and in educating ethics committe members it is important to reflect on and to analyze the different roles of responsibility of physicians in any give case or scenario.

---------------

table 7


MORAL VALUES AND PHYSICIAN'S OTHER ROLES 

PHYSICIAN'S ROLE TOWARDS TEAM     PRIME VALUE    SITUATION

1. Dr. Boss                       Control   

2. Dr. Teach                      Education

3. Dr. Partner                    Dialogue

PHYSICIAN'S ROLE TOWARDS PEERS   PRIME VALUE    SITUATION

1. Dr. Partner                   Cooperation

2. Dr. Special                   Skills

3. Dr. Example                   Character

PHYSICIAN'S ROLE TOWARDS PUBLIC  PRIME VALUE   SITUATION

1. Dr. Consult                   Advice

2. Dr. Educate                   Education

3. Dr. Citizen                   Cooperation    

---------------

SOFTWARE OF EDUCATION IN MORAL ASSESSMENT

Quite often ethics is confused with emotion. This might be one of the reasons that cruelty and moral malpractice has occurred in the name of 'ethics'. Aiken has described four levels of improving moral discourses: the 'emotional level', the 'moral level', the 'ethical level', and the 'post-ethical level'.
 Ethics is based on emotion, but has to transgress the realm of sympathy and emotional attachment, preferences and dislikes.  Aiken's level two and three deal with differentiating ethics in case analysis and scenario assessment, while the fourth level deals with implementory issues such as organizational, economical, and political ones. Ethical analysis and management has to strive for highest degrees of rational, clear, and distinct argumentation. This has to be taught in professional ethics education.  

Ethics and expertise in technology belong together, particularly in risk assessment. Technical risk expertise without ethics is blind; ethics without technical differentiation is clumsy. Both have to integrated as closely as possible in professional education and in professional service. Students and physicians should be trained in precisely assessning and managing ethical risks together with technical risks.

---------------

table 8

ACTION GUIDE FOR MORAL RISK MANAGEMENT

1. Integrate Moral Assessment [MA] into Technology Assessment [TA]

2. Precisely micro- and mix allocate moral principles

3. Use "Points to Consider" lists in scenario and case assessment

4. Always follow 4 steps: analysis, assessment, review, management

5. Have a comfortable margin of moral benefits over costs and risks

6. Choose, if possible,

a. anticipatory management over crisis intervention

b. self-regulation over government regulation

c. partial solution over no solution

d. moratorium over damnation

---------------
Moral reasoning in scenario development and case analysis follows four steps: analysis, assessment, review, and management. More precisely, we can differentiate between 10 steps: (1) detailed analysis of single risk components, (2) assessment and grouping of single risk components, (3) development of risk reduction and risk avoidance strategies, (4) definition and discussion of options for action, (5) selection of one option, (6) assessment of arguments against the selected option, (7) modification and confirmation of decision, (8) managing moral risk, (9) periodic re-assessment of scenario or case, (10) ad hoc re-assessment of scenario or case.

In moral risk assessment we discuss simple cases first, complicated or extreme cases later. It would be moral malpractice to start with ethically extreme or worst cases. In human fertility treatment, for example, we discuss IVF first in cases of infertile couples, thereafter in cases of single mothers or sperm-, egg-, and embryo-damnation, only thereafter extreme cases such as zygote splicing or special demands for lesbian insemination by homoerotic donor, which might have, in the worst case, highest moral costs over benefits. Often we try to keep ethics simple, even at higher technical and economic costs. 

---------------

table 9


INSTRUMENTS FOR ETHICS TRANSFER IN TECHNOLOGY 

1. ETHICS EXPERT

integrated in team

consulting

reviewing

2. ETHICS COMMITTEE

anticipatory scenario analysis

single case consultation

single case management

development of moral policy options

setting of moral identity standards

3. CHECKLISTS

4. GUIDELINES AND RECOMMENDATIONS

5. SELF-REGULATION

6. GOVERNMENT REGULATION

7. LEGISLATION

8. MORATORIUM
---------------

Moral quality control for products and processes employs different instruments for moral assessment such as Institutional Review Boards, Ethics Committees or Ethics Consultants for a one-time review of ethical aspects of product design or process design. 

ACTION GUIDES FOR USE IN BIOETHICS EDUCATION
In professional ethics teaching, the analysis of action guides or codes of professional conduct are helpful instruments for developing expertise in value recognition and application competence for mid-level principles. 

Action Guides can be used as instruments in establishing 'prima facie' maxims and principles for a quick orientation in specific scenarios of professional activity; the will have to be implemented by specific differentiated scenario evaluating checklists or other additional instruments. 

---------------

table 10


ACTION GUIDE IN PHYSICIAN-PATIENT RELATIONSHIP

1. NIL NOCERE  

do not harm!

2. BONUM FACERE 

be beneficent!

3. PATIENT'S AUTONOMY / CONSENT 

respect human dignity!

4. PHYSICIAN'S / RESEARCH'S RESPONSIBILITY 

accept final responsibility!

5. THE COVENANT CONCEPT 

beneficence in trust!

communication in trust!

cooperation in trust!
---------------

Developing, evaluating and differentiating action guides for specific scenarios and individual cases has been proven to be one of the most successful instruments in teaching differential ethics. An action guide for ethics in government service in the US
 discusses the scenario for integrating ethical service competence into technical governmental services; major mid-level principles include impartial service, efficient service, whistle-blowing, fraud, and bribery.

An Action Guide in good physician-patient relations has to be centered around the principles of no harm, beneficence, patient's autonomy, and professional responsibility; these principles will be bound together in what has been described as a covenant or contract.
 

An Action Guide for moral management of clinical research would have to consider points specific for human experimentation.  ---------------

table 11


ACTION GUIDE FOR MORAL MANAGEMENT IN CLINICAL RESEARCH

1. Medical Diagnosis of Patient

2. Value Diagnosis of Patient

3. Integration of Axioscopic Results and Medical Facts

4. Sharing Medical and Moral Risk Assessment with Patient

5. Consent of Research Subjects

6. Selection of Research Subjects

7. Establishing Trust based Communication and Cooperation

8. Continuous Monitoring of Moral Design within Research Design

9. Protection of Rights and Opportunities to withdraw

---------------

Such an action guide can be developed into a scenario specific checklist or questionnaire. The scenario of clinical research than has to be further differentiated, if special technical or moral risks cannot be excluded. Also, special features have to be discussed for the establishment of trust based and patient oriented selection of subjects in research. Case studies should emphazise the assessment of quality of life parameters for subjects in research and patients in general.

---------------

table 12


BIOETHICAL ISSUES IN  RESEARCH FOLLOWING BOCHUM QUESTIONNAIRE 

1.
Is the trial design optimal in medical-ethical perspective?

2.
Is this particular trial necessary?

3.
Did the patient give his or her informed consent?

4.
Was the information incomplete or incompletely understood?

5.
Could there be reasons that consent was not fully voluntary?

6.
What principles of justice/fairness were used in selecting patients?

7.
Does the patient know about his/her right to terminate participation at any time? Is such termination technically possible?

8.
Will there be an ongoing communication with the patient during the trial? Who is personally responsible for continued communication with the patient?

9.
Define conflicts between the interest of research,  the presumed interest of the patient and interest of the patient as expressed by himself/herself!

    10.
How do you handle these conflicts of interest?  How do you discuss these conflicts with the patient?

---------------


The more specific and concrete the anticipatory scenario discussion, the more acceptable the moral management will be. Following is a proposal for a checklist to be used in chemtherapewutic cancer research. It is recommended that students are chellenged to develop and test their own questionnaires for specific areas or research or for recurring scenarios in clinical wards. 

---------------

table 13


FOUR QUESTIONS IN PHASE I ONCOLOGICAL TRIALS

1.Is your definition of efficacy as expressed in terms of remission or no-change in conflict with the patient's definitions of quality of life?

2. Is the patient aware of a possibly scanty prognosis for full recovery? What does the patient expect from the trial? What does the researcher expect? 

3. Has the patient been offered the best available palliative care? Has he/she been made aware that best palliative care will continue even if he/she withdraws from participating in the trial?

4. Which health index profiles or checklists did you use in communicating with the patient? Have you made your own 'points to consider' list for this particular trial?

---------------
In phase I cytostatic clinical trials, for example, special technical risks of harm and non-efficacy and special moral risks of harm to the quality of life as expressed by the patient have to be monitored.

MORAL SCENARIO ANALYSIS EDUCATION
The examples from clinical research scenario evaluation already demonstrate, that the 'worst case scenario' discussion, which makes the course of action primarily depend on the worst possible outcome, rather than the 'differentiated scenario' debate will be able to develop highest standards for reducing technical and moral risk and for anticipatory education for new situations and the introduction of new technology. Scenario evaluation is exploratory and anticipatory, while cases require immediate and concrete actual intervention. Scenario assessment may be used in education as well as in anticipatory technology assessment prior to introducing or developing new technology or procedures. The most prominent of scenario evaluation in the Federal Republic was the 'four paths' scenario for evaluating technical feasibility and social acceptability of nuclear energy
; in the US the most recent scenario evaluation in biomedicine is the development of a 'Points to Consider...' list for human gene therapy by a group of experts at the National Institute of Health in 1988
. 

---------------

table 14


SCENARIO DEVELOPMENT PROCEDURE

1. PROBLEM IDENTIFICATION

a. collect technical data

b. collect significant human data

c. identify value elements

d. discuss relations between technical and human values 
2. ANALYSE ALTERNATIVE SCENARIOS FOR ACTION

a. establish reasonable possibilities for each scenario

b. identify ethical principals in each scenario

c. determine ethical costs and risks in each scenario

d. discuss ethical and technical cost-benefit assessments 
3. EVALUATE A SET OF ALTERNATIVE SCENARIOS

a. discuss uncertainty in each scenario prognosis

b. present technical cost-benefit-risk assessments

c. present ethical cost-benefit-risk assessments

d. discuss differences in benefit-cost-risk balances  

4. FORMULATE A JUSTIFICATION FOR YOUR SELECTION

a. specify your reasons for the selected course of action

b. clearly present the ethical basis for your action

c. understand ethical shortcomings of your justification

d. anticipate and discuss objections to your selection 

---------------


Most 'workups' for case analysis, which we will discuss later, can also be used for scenario evaluation. But scenario discussion is not primarily targeted at handling individual cases, rather at comparing different scenarios and their particular balance of moral advantages and disadvantages, and its risks in long-term and short-term prognosis of value impact. 

It is morally - and politically as well as professionally - mandatory that they be used in developing policy options, self regulation of professional organizations, anticipatory moral scenario assessment, and individual case management; otherwise responsible moral management will be reduced to confrontative, often irrational emotionalisation and politization. 

Scenario development and discussion in bioethical education improves the skills of differentiating principles and of allocating and assessing the adequate principles and maxims into the different scenarios. 

In general, technical classification guides describing specific technical parameters for specific scenarios have to be implemented by introducing moral parameters into the descriptive scheme. The classification scheme of the World Health Organization on 'Mental Disorders. Glossary and Guide to their Classification', for example, would make a good candidate for introducing ethical criteria into the set of technical criteria
. The ICD lists [W.H.O.: International Classification of Diseases] should be completed by introducing patient-oriented moral maxims, principles into the technical scenario description; to achieve this on a global scale would require intensive cross-cultural studies in attitudes towards health risks, pain, disease, and quality of life issues.

Technical expert systems could be made morally compatible with ethical experts or, at least, could become ethically more acceptable, if either modules of moral software, maxims, and principles, or a moral metalanguage were integrated into the expert system.
 In professional education, anticipatory scenario evaluation education serves long-term to increase moral risk competence for yet unknown challenges to new technology or new use of old technology. 

In moral scenario assessment ethical crisis management can be replaced by prudent scenario selection, scenario design, scenario orientation education.
 

BIOETHICS AS QUALITY CONTROL IN CASE MANAGEMENT AND EDUCATION
Education in ethical case management starts with (a) collecting technical and ethical data in questionnaires or checklists, (b) assessing and allocating adequate mid-level principles to the case, (c) deciding a course of action, (d) reviewing the decision and carefully collecting and discussing arguments against the selected option, (e) re-affirmation or re-formulation of the decision, then (f) management including flexible moral review of action. The structure of 'Points to Consider...' lists follows methodological and contextual predecisions regarding value or principle priority.  

 ---------------

table 15


BOCHUM WORKING PAPER FOR MEDICAL ETHICAL PRACTICE

Hans-Martin Sass, Herbert Viefhues

1. MEDICAL TECHNICAL DIAGNOSIS

a. general medical facts and reflections

b. special medical facts and reflections

c. medical challenge: competence, knowledge, risk

2. MEDICAL ETHICAL DIAGNOSIS

a. patient's wellbeing and wellfeeling

b. patient's self-determination

c. professional responsibility: risk and conflict 
       
   management

3. CASE MANAGEMENT

a. identify the optimal course of action

b. identify specific obligations of parties involved

c. discuss arguments against your decision, keep the

        patient involved in moral risk assessment and 

 
              management

4. DIFFERENTIATING SPECIAL SCENARIO QUESTIONNAIRES

a. identify and assess specific moral issues 

b. micro-allocate and mix-allocate principles

c. create, amend and revise special scenario

   checklists
---------------

 
The Bochum Questionnaire
 for ethical case management follows the three plus one step approach: medical technical and medical ethical diagnosis are separated, a third step combines the analysis 22of the first two and chooses and re-affirms a course of action. A fourth step discusses specific ethical parameters crucial for this particular case or scenario, such as issues of social justice, long term care, assisting in the process of dying, or clinical research issues. The fourth step will have to be special for the case or class of cases, following specific scenario evaluation.           

Spicker has developed and widely tested a questionnaire developed for the Hospital Ethics Committee case review. The questionnaire, which is subdivided into four sections - preliminary considerations, information gathering, recommendations and plan of action, documentation to be provided - can also be used in clinical ethics education.

John Fletcher
 differentiates between two stages of factual analysis and ethical analysis; his workup has been developed for both, review board use as well as ad hoc formal and informal consultation in patient care. 

Fletcher's clinical workup aims at developing and confirming maxims for action. Maxims according to his concept are 'guidelines' not 'absolutes'; they depend on (a) personal perception, fallibility, self-interest, (b) socio-economic, legal, technical or other contexts, (c) experience and "good face" effort to follow them, (d) good and prudent reasoning in complex situations, (e) cultural traditions.

---------------

table 16


CASE WORKUP IN CLINICAL ETHICS


John C. Fletcher
STAGE I
FACTUAL ANALYSIS

1. Medical Facts and Indications for Treatment

2. Patient Preferences

3. Contextual Factors

STAGE II
ETHICAL ANALYSIS

1. Identification of Ethical Problems

2. Selecting Maxims for Major Ethical Problems

3. Analysis of a Case on the Ethical Level

   (Acts and Consequences, Ethical Principals)

---------------
Thomasma's 
 workup has had particular influence on clinical case evaluation education and has been widely used in bioethics courses.

---------------

table 17


WORKUP FOR MEDICAL ETHICS


David C. Thomasma
1. DESCRIBE THE MEDICAL FACTS

2. DESCRIBE THE VALUES OF ALL PERSONS INVOLVED

physicians, patients, house staff, hospital society

3. DETERMINE PRINCIPAL VALUE CLASHES

4. DETERMINE OPTIONS FOR ACTION

5. CHOOSE ONE OPTION

choose the option which protects as many values as 

possible

6. DEFEND YOUR COURSE OF ACTION
--------------

A workup for physicians, developed by Drane
, transforms technical risk assessment steps used in business and industry into a checklist for single case moral assessment in the clinical setting. It also allows for intuitive flexibility in moral management. Micro-allocation and mix-allocation of moral principles in single case situations as well as in scenario analysis, according to Hare, will have to 'include an account of the critical as well as of the intuitive level. The critical level is that at which we select the principles to be used at the intuitive level, and adjudicate between them in cases where they conflict.'
 

---------------

table 18


CHECKLIST FOR PHYSICIANS


James F. Drane

1. EXPOSITORY PHASE

identify relevant facts

1. Medical factors

2. Ethical factors

3. Socio-economic factors

2. RATIONAL PHASE

reason about the relevant data

1. Medical-ethical categories

2. Principles and maxims

3. Legal decisions and professional codes

3. VOLITIONAL PHASE

Move from fact and reflection to decision

1. Ordering the goods

2. Ordering principles

3. Making decisions

4. PUBLIC PHASE

Prepare for public scrutiny and defence of decisions

1. discuss assumptions and subjective factors

2. Correlate reasons and feelings, maxims and rules

3. Organize arguments for public discourse

---------------

Both, scenario assessment and case analysis are most effective forms of education in professional ethics expertise and for simulating and anticipating real-life challenges to ethical expertise in the work place and in personal life. They are of particular importance in pluralistic societies for developing expertise in complex and consensus oriented value assessment in concrete situations and for determining the course of action in applying, developing and stewarding new technology. Highest standards of methodology in differential ethics have to be introduced into (a) consulting on public policy options, (b) professional scenario assessment, (c) anticipatory risk analysis, and (d) single case evaluation. Therefore differential ethics will have to become an integral part in professional education and in professional performance.

APPENDIX

         BOCHUM WORKING PAPER ON THE PRACTICE OF MEDICAL ETHICS

Hans-Martin Sass


Herbert Viefhues


Medical-Scientific Diagnosis
l.
General considerations:

What is the diagnosis of the patient, and what is the prognosis?  What type of treatment is suggested from the standpoint of medicine given the diagnosis and prognosis? What alternative methods of treatment can be offered?  What are the general prospects of these various treatment options? What is the prognosis, if the suggested treatments are not offered or accepted?

2.
Special considerations:

Will the preferred medical treatment be of use to the patient? 

Will the proposed treatment have a favorable influence on the general prognosis in any special case, or only to a certain point? Could the treatment harm the patient with regard to his/her cure or well-being? To what degree? How do usefulness and harm balance against one another?

3.
Medical intervention:
 Are there other adequate treatments? Personnel? Team? Technical appliances? What consideration should be given to recent medical research and medical experience? What relevant facts are unknown? Are the medical terms employed exactly and sufficiently?

Summary:  What kind of treatment would be optimal given the scientific and medical considerations?


Medical-Ethical Diagnosis
l. Health and well-being of the patient:

   What kind of harm can arise as a result of single alternative methods of treatment? (Worsening of the patient's well-being, pain, shortening of life? Physical or mental degeneration of the patient? Fear?)

2. Self-determination of the patient:

What is known about the patient's values? How does the patient construe intensive or palliative care, or resuscitation? Is the patient well informed about the diagnosis, prognosis, and the various methods of treatment? Is it possible to include the patient in the treatment plan? How far can the physician leave it up to the patient to decide? Who else could make a decision on behalf of a patient? Does the patient agree with the therapy?

3. Medical responsibility:

Are there any conflicts between the ethical judgment of the physician, the patient, the staff, or the family? Is it possible to reduce or to reconcile such conflicts by employing a special treatment option? How can one guarantee that the following principles will be applied: 

   (l) the mutual trust between patient and physician; 

   (2) the principle of truthfulness and credibility; and 

   (3) medical confidentiality? 

What relevant facts are unknown? Are the ethical terms and their relation to each other sufficient and clear? 

Summary:  What kind of treatment would be optimal given the medical-ethical considerations?


Treatment of the Case:
What kind of options (alternative possible solutions) can be provided in the face of a possible conflict between medical-scientific and medical-ethical consequences? Which of the aforementioned scientific and ethical criteria are affected by these alternative options? 

Which options would be appropriate for the good of the patient? Who could or should be consulted as an advisor? Is referral of the case necessary for medical or ethical reasons? 

What are the concrete obligations of the physician with regard to the chosen treatment?  What are the obligations of patients, staff, family, and health care institutions? 

Are there arguments against this decision? How does one respond to these arguments? Is the decision open to ethical consensus? For whom? Why? Was the decision discussed with the patient and did he/she agree? Should the decision be revised?

Summary:  What decision was made in the face of the connection between the medical-scientific and the medical-ethical consequence and the intended balancing of goods? How can one summarize exactly the medical-ethical decision and the balancing of goods?


Additional questions for ethical judgment:
l. In cases of long-term treatment:

Will the chosen medical treatment and its ethical judgment be routinely considered? Is the treatment flexible enough to bring it into line with changing medical-scientific and medical-ethical consequences? What must be changed given the unforeseen appearance of completely new medical-scientific or medical-ethical factors during ongoing treatment? How do patients react to changes in the treatment strategy? In cases of terminal prognosis, how does one balance between intensive care and palliative care? Is it guaranteed that the explicit or presumed intention of the patient will be considered?

2. In cases of considerable social importance:

   Which future costs will arise? Costs to family? Emotional? Life-style-relevant? Professional? Economic? Are the patients, the relatives, or the community able to bear these costs? Is the social integration of the patient, his/her zest for life, and personality development supported? What meaning do the answers to these questions have for the medical-scientific and the medical-ethical balancing of goods?

3. In cases of therapeutic and non-therapeutic research:

   Is the experimental design optimal in terms of the medical-ethical aspects? Is this research necessary? Did the patient give his/her informed consent? What could be responsible for the fact that information was incomplete, or was not completely understood? What reasons could be given for the patient not having given his/her completely voluntary consent? Is it guaranteed that in the selection of patients for research protocols they were not discriminated against? Does the patient have the right to terminate his/her participation in an experiment at any time?  Was the experiment explained to him/her in clear and readily comprehensible language?

4. In cases of caring for the dying:
 Does the patient request palliative care, even if this might be harmful or reduce his life expectancy? Does the patient request or has he or she been offered medical relief from symptoms of the process of dying? Are wishes or requests of the patient clear and distinct? How does he/she express the wishes? How can the physician morally justify not following a patient's requests? What options does the physician have?

5. Treatment assessment in psychiatry:

 Is medical intervention indicated regarding the classification scheme of mental disorders? What are the ethical indications? Are concepts of quality of life, as expressed by the patient, known? Can they be used for medical intervention decisions? Has the personal profile of the patient been harmed or changed by previous interventions? Can it be restored or supported? What are risks, harm and advantages of institutionalization? How can institutionalization be avoided? Is paternalistic treatment warranted or unavoidable? Who decides? Who reviews the decision? Have you integrated moral maxims and principles into the ICD classification scheme for this particular disorder? Have you reviewed your/the classification regarding the particularity of this individual patient? How are your decisions for treatment periodically and ad hoc reviewed? 

These five special scenario questionnaires just serve as examples for how different moral scenarios for education, assessment, and actual handling of individual cases and public policy issues will have to be developed, differentiated, and implemented.  
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BASIC TOPICS IN BIOETHICS EDUCATION

A CURRICULUM FOR TEACHING BIOETHICS EDUCATORS AND CLINICIANS
I. INTRODUCTION TO BIOETHICS EDUCATION

1.1. Goals and limits in teaching values and ethics

1.2. Medical facts, professional acts, obligations

1.3. Manipulation and ethical consensus formation

II. TEACHING ETHICS AND APPLIED ETHICS

2.1. Teaching ethics in the professional setting

2.2. Teaching ethics in the pluralistic setting

2.3. Moral a priori and global cultural diversity

III. TEACHING DIFFERENTIAL ETHICS

3.1. Pellegrino's approach

3.2. Drane's model of evaluation

3.3. The Bochum questionnaire

IV. TRAINING IN DIFFERENTIAL ETHICS

4.1. Micro-allocation and mix-allocation of values

4.2. Elements in Case assessment

4.3. The sociodrama approach 

V. OTHER METHODS OF MEDICAL-ETHICAL EDUCATION

5.1. Classical texts

5.2. Oaths, guidelines, questionnaires

5.3. Scenario Assessment

VI OTHER METHODS OF TRAINING IN CONSENSUS FORMATION

6.1. Physician patient cooperation

6.2. Teamwork and consensus formation

6.3. National and international consensus formation

VII. REVIEW COMMITTEES AND ETHICS COMMITTEES

7.1. Educational and supportive functions

7.2. Consulting functions

7.3. Decisionmaking functions

VIII OBJECTIVES IN BIOETHICAL TRAINING

8.1. Medical Humanities

8.2. Bioethics 

8.3. Clinical Ethics

8.4. Health Ethics

IX. CURRICULUM DEVELOPMENT 

9.1. Nursing, administration, and business ethics

9.2. Preclinical, clinical, continuous medical education

9.3. Research Ethics

X. EDUCATIONAL MATERIAL AND EVALUATION

10.1. Teaching objectives

10.2. Educational material and programs

10.3. Evaluation

OTHER PROPOSALS AND MODELS FOR BIOETHICS TEACHING:

Kennedy Institute of Ethics, Sample Syllabus, 1991
1. Introduction to Ethical Theory

2. Physician-Patient Relationship

3. Informed Consent

4. Professional Responsibility

5. Euthansia, Killing and Letting Die,

6. Right to refuse Life-sustaining Treatment

7. Reproductive Issues: Abortion and Reproductive Technologies

8. Human Experimentation

9. Genetics

10.Resource Allocation

BEAUCHAMP/CHILDRESS Contemp.Issues in Bioethics, Wadsworth 1982

1. Moral and conceptual Foundations

  a. Ethical theories

  b. Concepts of Health and Disease

  c. Concepts of personhood

2.Patient-professional relationship

  a. Rights and responsibilities

  b.Disclosure of information

3. Life and death

  a. Abortion

  b. Death

  c. Euthanasia

4. Allocation

5. Biomedical research

BARUCH BRODY Life and Death Decision Making, Oxofrd U Press 1988
1. The Need for a Moral Theory

2. Major Ethical Appeals

3. Contractual and Status Model

4. The Conflicting Appeals Model

5. Cases involving Competent Adults

6. Cases involving Incompetent Adults

7. Cases involving Children

H M SASS Medizin und Ethik, Reclam 1989
1. Medical Ethics and Pluralistic Society

2. Medical Virtue Ethics

3. Structure of Medical Intervention

4. Principles based Bioethics

5. Embryo Research And Abortion

6. Brainlife and Braindeath

7. Physician Patient Relationships

8. Genome Diagnosis and Genome Therapy

9. Human Experimentation

10. Euthanasia

11. Allocation and Lifestyle

12. Oaths, Guidelines, Questionnaires


CASES FOR BIOETHICS EDUCATION
CASE 1

Otto (57), a clochard, walks barefoot into the local hospital with severe frostbites in both feet. As he develops fever and gangrene, the physicians recommend the amputation of three toes of the left foot and 2 of the right one, because otherwise the situation might become 'life threatening'. Otto refuses vehemently: "No one comes close to me with a knife!" The hospital ties to get a court order, but the judge declares Otto mentally competent and affirms his right to refuse surgery. For 8 weeks Otto gets heavy and very expensive antibiotic treatment, part of the left foot rots and decays, also two toes of the right foot; he walks out on crutches and the hospital is stuck with the high cost of treatment. Where are the ethical problems; how should they have been resolved?

CASE 2

After having been married to Herbert (31, teacher) for eight years Gerda (33, lawyer) becomes pregnant and gives birth to their long awaited first child Peter. During delivery the child suffers hypoxic brain damage from a cord accident from nuchal cord. Additionally, the newborn is affected with multiple malformations: an esophagal atresia requiring intravenous feeding, possibly additional duodenal atresia and small bowl conglomeration, and a coarctation of the aorta requiring surgery in the not too distant future. Early neurological tests indicate severe brain damage which will most likely prohibit Peter from communicating in a meaningful way or even to feed himself later. The attending physician requests parental consent for esophagal surgery to allow for normal feeding. The parents do not give consent because they "don't want Peter suffer from surgery". necessary and that heart surgery will be unavoidable. After lengthy discussions the parents refuse consent arguing they don't want Peter to 'suffer from surgery'. What is the physician's obligation? What is responsible parenthood? 

CASE 3

Maria (27), is an insulin dependent diabetic since 10 years and had always been very unreliable in monitoring her bloodsugar. Now she is pregnant in her third month and is admitted to the hospital in order to re-regulate her insulin dosage. The physician explains to her that it is extreme important to very carefully monitor her diabetes because of possible severe damage to her unborn child. Her response is " I always forget" and " I don't have money"; she leaves the hospital prematurely without the diabetes properly under control. What are the physician's obligations? Towards whom?

CASE 4

Karin (25) became addicted to marihuana at age 12. Since her parents were preoccupied with business activities and moved frequently, Karin never had a chance to develop good family relations nor to make friends among classmates or neighbors. At age 14, she was brought to court on charges of peddling marihuana. Later she took LSD and tranquilizers. After graduation from high school, she started an apprenticeship as a physical therapy technician. At the age of 18 she was introduced to heroin by her boyfriend and became addicted; they dealt drugs across the German-Netherlands border. Four years later (1985) she started supporting her drug habit by prostituting herself. During the last 3 years she experienced 3 unsuccessful suicide attempts, 13 unsuccessful detoxification programs in different clinics and 4 long term drug rehabilitation treatments. Recently she applied for a new and experimental local methadon treatment program. Should she be accepted? 

CASE 5

Mrs. Berger (78) senile and under infirmity guardianship is admitted to our psychiatric ward because of paranoid hallucinatory psychosis within senile dementia. Physical examination unexpectedly detects a hitherto unnoticed nonmetastasing breast cancer about the size of an orange. Immediate surgical revision is advised in order to forestall imminent ulceration with inflammatory complications; radiotherapy is not indicated because of the size of the tumor and because of an anticipated lack of cooperation on the part of the patient. Mrs. Berger says that she feels well, denies the possibility of 'having cancer' and refuses surgery; the state appointed guardian give his consent. The hospital requests a court decision to perform surgery; the request is denied. What to do?

CASE 6

Karl (43) dies shortly after hospitalization for a myocard infarction. The physicians ask for permission of autopsy  which is granted by the widow. Among the results of the blood test is a HIV positive result. During his lifetime Karl had always refused HIV testing. A month later the widow asks for information regarding the results of the autopsy.

CASE 7

Eva (5), suffering supraventricular tachycardia, by mistake gets an overdose of digitalis with ensuing frequent ventricular beats requiring potassium. After some while she recovers without evidence for permanent harm. Should this episode be told to the parents?

CASE 8

Wilhelm (26), concerned about health risk associated with his bisexual activities, is tested HIV positive but has no symptoms yet. During counseling he tells the doctor about his intentions to marry his fiance Maria (23) soon. The physicians advises strongly to tell his fiance about the HIV test results. Wilhelm responds that he will not inform her because he does not want to ruin hismarriage plans. May the physician break his confidentiality?

CASE 9

Mrs. Stark (78) has osteoporosis, severe chronic asthmatic bronchitis and a failing left hip prothesis. These conditions confine her to a wheelchair. Now she wants to become mobile again and requires surgery replacing her prothesis. She fears, however, to end her life in the ICU or on a ventilator. Therefore she request that the physician or hospital put in writing that she will be removed from the ventilator after a beforehand specified time of 2 to 3 weeks after surgery; she also requests that no resuscitation be done. What are the physicians obligations regarding the Mrs. Stark's quality of life concept?

CASE 10

Prior to admission Mr. Adler (54) had increasing dysphagia and a weight loss of 5 kg over a period of 6 weeks. His general health status appears to be good. Endoscopy finds an extended polypoid tumor (squamous cell carcinoma) of the esophagus (30-38 cm), which can only be passed by a pediatric endoscope; at the same time endoscopic bougienage up to 1.8 cm is performed, this allows the patient to eat solid food again. No metastases are found with investigation by X-ray, ultrasound, computerized tomography, and bone scintigram. Because of the size of the tumor and the tomography findings of large para-esophageal lymph nodes curative surgery does not seem possible. The following options for medical intervention are now discussed: (1) palliative surgery (2) percutaneous radiotherapy, (3) chemotherapy ; (4) endoscopic bougienage; (5) laser coagulation  (6) tube implantation. What shpuld be done? Who should decide? 

CASE 11

Barbara (26) has become pregnant the same month when Huntington disease has been diagnosed in her aunt (43). Now she fears that she or the fetus might have the same Mendelian dominant genetic disorder. New breakthroughs in genetic testing recently have made it possible that the Huntington diesease gene can be diagnosed early on in same families in adults, also in the fetus. Should she have a test for herself or for the unborn? Should the physician perform such a test which might lead to selective abortion? Should the insurance or the state pay for the test? Should HD testing offered actively to all persons at risk?

CASE 12

Nancy (35) has been in a persistent vegetative state ever since she had a severe car accident 7 years ago. The parents request to stop artificial feeding and ventilation and argue that Nancy would not have wanted to live in such a condition; the hospital refuses. The courts hold that Nancy's life support may not be terminated and argues that the state has to protect the right to life unconditionally in the absence of a specific living will.
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