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SECTION I - Fundamentals of Clinical Ethics
 
Chapter 4 
Promoting the Patient's Best Interests 
Patients may reject the recommendations of their physicians, refusing beneficial interventions or insisting on interventions that are not indicated. In such cases, physicians are torn between respecting patient autonomy and acting in the patients' best interests. If physicians simply accept unwise patient decisions in the name of respecting patient autonomy, then their role seems morally constricted. This chapter discusses how physicians can protect the well-being of patients, while avoiding the pitfalls of paternalism. 
 
PATIENT REFUSAL OF BENEFICIAL INTERVENTIONS 
The following case illustrates how patients may refuse beneficial interventions. 
 
CASE 4.1 Refusal of surgery for critical aortic stenosis 
Mrs. N is a 76-year-old widow with aortic stenosis. For several years she has been refusing further evaluation, saying that she would not want surgery. After an episode of near-syncope, she agrees to echocardiography, mostly to humor her physician. Critical aortic outflow obstruction is found. Her primary care physician strongly recommends valve replacement. The risks of surgery are unacceptable to her, particularly the risk of prolonged hospitalization or neurologic or cognitive impairment. Having lived a full life, she says she welcomes a sudden death rather than a prolonged decline. In the past she has been reluctant to visit physicians, undergo tests, or take medications. She leads an active life, writing a resource book for senior citizens, leading several volunteer organizations, and enjoying concerts. 
 
Mrs. N's physicians believe that her refusal conflicts with her best interests. With valve replacement she is likely to live longer and avoid debilitating symptoms, such as chest pain and dyspnea. Refusal of surgery might result in what she fears most: progressive decline and loss of independence. 
 
How can physicians respond to Mrs. N's refusal? On the one hand, it would be disrespectful and impractical to override her refusal and operate without her consent. On the other hand, accepting her refusal without further discussion might result in an adverse outcome that could have been averted. What attempts by physicians to persuade Mrs. N to agree to surgery are warranted? To address these issues, physicians need to understand the ethical guidelines of doing no harm and acting in their patients' best interests. 
 
DOING NO HARM TO PATIENTS 
The ethical guideline of nonmaleficence requires people to refrain from inflicting harm on others. Prohibiting harmful actions is the core of morality (1). For instance, the Ten 
Commandments 
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prohibit killing, lying, and stealing. Avoiding harm is generally considered a more stringent ethical obligation than providing benefit. 
 
The widely quoted maxim "Do no harm" has several distinct meanings (2, 3). First, physicians should not provide interventions that are known to be ineffective. Second, physicians should not act maliciously, as by providing substandard care because they dislike the patient's ethnic background or political views. Third, doctors should also act with due care and diligence. Fourth, the maxim sometimes is cited as "Above all, do no harm," or, more impressively in Latin, Primum non nocere. If physicians cannot benefit patients, they should at least not harm them or make the situation worse. Fifth, when benefits and burdens are evenly balanced, physicians should err on the side of not intervening. 
 
The precept "do no harm" provides only limited guidance. Many medical interventions, such as the aortic valve replacement mentioned in Case 4.1, offer both great benefits and serious risks and side effects. Doing no harm would literally preclude such interventions, yet some patients may accept substantial risks to gain medical benefits. Furthermore, as we next discuss, merely doing no harm seems a limited view of the physician's role. 
 
PROMOTING THE PATIENT'S BEST INTERESTS 
The ethical guideline of beneficence requires physicians to promote patients' "important and legitimate interests (4)." This guideline arises from the nature of the doctor–patient relationship and of medical professionalism. 
 
THE FIDUCIARY NATURE OF THE DOCTOR–PATIENT RELATIONSHIP 
Physicians have special responsibilities to act for the well-being of patients because patients are often impaired in significant ways by their illness (5, 6). Furthermore, the stakes are high; poor decisions might place patients' health or lives at risk. 
 
Reasons for the Fiduciary Relationship 
Patients are vulnerable. Because illness might undermine patients' independence and judgment, people might be less able to look after their own interests when they are sick. Because of this vulnerability, patients often depend on physicians for advice and trust their recommendations. 
 
Physicians have expertise that patients lack. Physicians have expert knowledge, as well as the experience and judgment to apply it to the patient's individual circumstances. 
 
Patients rely on their physicians. Even in the Internet era, it is often difficult for patients to obtain information and individualized advice except from physicians. Often, they have no previous experience in making medical decisions. With serious illnesses, patients might have little time to seek second opinions. Similarly, it is hard for laypeople to determine whether a physician's advice is sound or to evaluate a physician's skills. Hence, patients commonly rely on the advice of their physicians. 
 
Definition of a Fiduciary Relationship 
Legally, relationships between professionals and clients are characterized as fiduciary. The term fiduciary is derived from the Latin word fidere, to trust. Fiduciaries hold something in trust for another. They must act in the best interests of their patients or client, subordinating their self-interest. Fiduciaries are held to higher standards than businesspeople, who use their knowledge and skill for their own self-interest, rather than for the benefit of their customers (6). Ordinary business relationships are characterized by the phrase caveat emptor, "let the buyer beware," not by trust and reliance. 
 
Many arrangements in managed care challenge the fiduciary nature of the doctor–patient relationship (see Chapter 34). Financial incentives under managed care encourage physicians to act in their own self-interest or in the interest of third parties such as hospitals, physician groups, or managed care plans, rather than in the best interests of patients. Utilization review and practice 
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guidelines might limit physicians' freedom to act on behalf of their patients. Patients might fear that physicians no longer exercise independent clinical judgment but simply carry out bureaucratic policies set by administrators. 
 
THE NATURE OF PROFESSIONALISM 
In professional codes of ethics, physicians promise to serve the best interests of patients. Literally, physicians "profess" to use their skills to heal and comfort the sick, encouraging patients to rely on them and promising to act in a fiduciary manner (7). In return for physicians acting for the good of their patients, society allows physicians to regulate themselves by, for example, selecting applicants for medical schools and postgraduate training, establishing standards for certification, and disciplining practitioners (8). 
 
PROBLEMS WITH BEST INTERESTS 
The idea that physicians should act in the best interests of patients is indisputable. In any given case, however, determining what actions are in the patient's best interests might be controversial. 
 
DISAGREEMENTS OVER WHAT IS BEST FOR A PATIENT 
People may disagree over the goals of care or the assessment of the benefits and burdens of an intervention. In Case 4.1, the physicians' goal is to increase the patient's likelihood of survival; however, the patient's goal is to avoid physical and mental decline. Furthermore, the physicians and patients may weigh the risks and benefits of surgery differently (9). Physicians tend to focus on the prospect of long-term survival, while Mrs. N. is more concerned about the short-term risks of surgery and her quality of life (10). 
 
QUALITY OF LIFE 
The term quality of life is used in many ways. Factors that might be considered include: 
· The symptoms of the illness and the side effects of treatment 
· The patient's functional ability to perform basic activities of living, such as walking, shopping, and preparing meals 
· The patient's subjective experiences of happiness, pleasure, pain, and suffering     * The patient's independence, privacy, and dignity 
 
Competent patients usually consider their quality of life, as well as the duration of life, when making health care decisions. In some situations, a patient with a serious illness may decide that her quality of life is so poor that interventions are unacceptably burdensome. The principle of autonomy requires respecting judgments about quality of life made by patients who are competent and informed. More controversy exists if other persons are making the judgments. 
 
Quality of Life Judgments by Others Might Be Problematic 
Quality of life judgments by others might be inaccurate and biased unless they reflect the patient's own assessment. Persons with chronic illness, such as coronary artery disease and chronic obstructive lung disease, rate their quality of life higher than do their physicians or other healthy persons (11, 12). Similarly, elderly patients who have survived a hospitalization in the intensive care unit (ICU) view their quality of life higher than their family members do (13). Such discrepancies are not surprising. Many patients learn to cope with chronic illness over time, develop support systems, and continue to find substantial pleasure in life. Furthermore, quality of life might improve substantially if in-home assistance or adaptive devices are provided. In addition, assessments of quality of life made by others might be discriminatory if they are based on the patient's economic value to society or social worth. 
 
Quality of Life in Patients With Severe Neurologic Impairment 
Assessments of quality of life are particularly difficult if the patient cannot comment directly on her current condition. 
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CASE 4.2 Assessing quality of life 
Mrs. A, a 76-year-old widow with Alzheimer disease, lives in a nursing home. She often does not recognize relatives and friends or respond when asked questions. She requires assistance with dressing, bathing, and eating. She usually appears comfortable and smiles when music is played or when someone gives her a back rub. She has catastrophic reactions, however, often shouting and striking people, when asked to take a bath or change her clothes. After visiting a neighbor who was in intensive care, unconscious after a severe stroke, she told her son, "That is not living. I don't want to die plugged into a machine, unable to recognize my family and having to depend on others to take care of me." 
Some writers argue that a patient's quality of life falls below a minimal acceptable level if she lacks qualities that are considered essential to being a person (14, 15). In this view patients in a persistent vegetative state or who cannot survive outside an ICU have an unacceptable quality of life. These authors contend that such lives are "useless" and "not worth living and that it is not a goal of medicine to sustain biological existence in such situations (15)." Mrs. A, however, still interacts with people and experiences happiness in some situations. 
 
Others reject such quality of life considerations because all people deserve respect, regardless of their quality of life. Some fear that such considerations will lead to discrimination against people with disabilities. Proponents of a "right to life" may believe that biologic life should be prolonged, regardless of prognosis or quality of life. This position is often based on fundamentalist religious beliefs about the sacredness of life. 
 
Mrs. A's previous statements do not resolve the issue of her quality of life. Her previous statement does not really apply to her current situation. Furthermore, even if she had previously considered the quality of life in severe dementia to be unacceptable, it is not clear those previous statements should apply to her current situation. Many healthy people underestimate how they might cope and adapt if they actually suffer a serious chronic illness. Often people fail to appreciate that many people with moderate dementia apparently find enjoyment in a number of activities, even though they can no longer carry out activities that previously were important to them. 
 
These disagreements illustrate how determinations of quality of life by others might be problematic unless they are based on the patient's own judgments. 
 
MEDICAL PATERNALISM 
Historically, beneficence rather than respect for persons was the dominant ethical principle for physicians. Doctors made decisions for the patient on the basis of what they believed was the patient's best interest. This approach to decision making has been termed medical paternalism (16), analogous to how parents make decisions for their children. Deferring to the physician's recommendations is reasonable in many acute illnesses or emergencies: when cure is possible, when the benefits of therapy far outweigh the risks, and when treatment must be started promptly. 
 
Definition of Paternalism 
Philosophers define paternalism as intentionally overriding a person's known preferences or actions to benefit that person (16). They further distinguish two types of paternalism. In weak or soft paternalism, the patient's decisions are not informed or are not voluntary. If a patient's autonomy is impaired or in doubt, it is appropriate for physicians to intervene, at least temporarily. The justification is that patients should be protected from harming themselves through nonautonomous decisions and actions. Intervening to determine whether a patient is competent and informed is a minimal imposition on patient autonomy, compared to the possible harms of allowing an incompetent patient to act unwisely. 
 
In strong or hard paternalism, a patient's autonomous choices are overridden. An example is withholding a diagnosis or a test result requested by a patient because the physician believes the 
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information will greatly upset the patient. When writing about paternalism, philosophers generally mean strong or hard paternalism. Strong or hard paternalism has been sharply criticized, as we will discuss in the next section. 
 
Problems With Medical Paternalism 
Critics of (strong) paternalism raise several objections (16). First, value judgments are unavoidable in clinical medicine, and patients, not physicians, should make them. Physicians can define the burdens and benefits of an intervention, but in Case 4.1 only Mrs. N can decide whether the surgical risk and side effects are worth the chance for long-term survival and relief of her symptoms. 
 
Second, the belief that patients cannot make wise medical decisions is a self-fulfilling prophecy. If patients are not informed, then they will not be able to make meaningful choices. Similarly, patients who sense that they have no decision-making power will become passive. In contrast, if patients are empowered to make decisions, they generally ask questions, seek information, and take responsibility for difficult choices. 
 
Third, physicians might seek to override a patient's wishes because of their own psychological and emotional reactions to the case. Some physicians are affronted if patients reject their recommendations. "Refusal of treatment is seen by physicians as a rejection of an offer of help, which in turn may be seen as a rejection of the person making the offer. As a result, physicians may feel angry, frustrated, and unwilling to explore the underlying basis of refusal (17)." 
 
PATIENT REQUESTS FOR INTERVENTIONS 
Patients sometimes insist on medical interventions that physicians consider far more harmful than beneficial. Such insistence might frustrate and anger physicians. Disagreements over patient requests are often framed as conflicting rights: The patient claims the right to decide about his medical care while the physician asserts a 
countervailing right to follow her professional judgment. Framing the issues in this way, however, generally leads to stalemate. A more fruitful approach is to examine the benefits and burdens for the patient. 
 
INTERVENTIONS OUTSIDE APPROPRIATE MEDICAL PRACTICE 
 
CASE 4.3 Request to monitor side effects of a performance-enhancing drug 
A 22-year-old college swimmer is taking oral anabolic steroids, which she obtains through friends at the gym where she lifts weights. She is aware of the long-term side effects but plans to use the drugs only for the next year while she is competing. Some of her competitors are using steroids, and she cannot remain competitive unless she takes them also. She asks her physician to monitor her for side effects, but not to prescribe the drugs. 
 
In this case the patient is using drugs for enhancement, not for the treatment or prevention of illness. Many physicians believe that enhancement of normal function is not an appropriate goal of medicine. In this case the medical risks might be serious. There are additional reasons that the physician might decline this request. Using performance-enhancing drugs is unfair to other competitors and violates rules governing athletic competitions. Even though this patient is not asking the physician to prescribe the steroids, the physician might believe that monitoring for side effects condones the practice. 
 
From another perspective, however, the physician can frame the request as preventing harm to the patient. Patients commonly use other substances that might harm their health, such as cigarettes and alcohol, which they obtain without prescription, and physicians continue to follow patients who use such substances, monitor them for adverse effects, and treat complications, while still urging them to stop. Indeed, by maintaining a supportive doctor–patient relationship, physicians might be better positioned to persuade patients to stop taking harmful substances. 
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INTERVENTIONS WHOSE BENEFIT CAN BE ASSESSED ONLY BY THE PATIENT 
 
CASE 4.4 Request for controlled drug for pain 
A 56-year-old man has been disabled by chronic back pain for 10 years. Extensive evaluations, including a magnetic resonance (MR) scan, have been negative. Exercises and physical therapy have provided only minor improvement. After changing health insurance plans, the patient visits a new physician and requests a refill of a prescription for eight 160-mg tablets of oxycodone (Oxycontin) daily. He says that he has not changed the dosage in several years. His new physician does not prescribe opioids at this strength and dosage for chronic pain. She wants to wean the patient off opioids and to help him live an active life despite the pain. The patient refuses a referral to a pain clinic. "I know that Oxycontin works. Nothing else helps me." 
 
In this case the risks of treatment are significant. Oxycodone has been abused, diverted to illegal sales, and implicated in local outbreaks of opioid abuse. Because only patients can assess the severity of pain, some physicians are uncomfortable prescribing opioids, particularly when the dosage seems high. In this case only the patient can assess the effects of treatment. Physicians might be uncomfortable adjusting the dosage of drugs on the basis of only the subjective report of the patient without objective signs or tests. 
 
The benefits to the patient are also significant. Pain is undertreated by physicians and causes substantial suffering. Many experts in pain management believe that the regular use of opioids for chronic pain syndromes rarely leads to addiction and is effective in relieving pain and enhancing function (18). The fact that pain can be assessed only through the patient's self-report should not lead physicians to downplay the importance of treating it effectively. 
 
The ethical guideline of respecting patient autonomy and the legal doctrine of informed consent give patients the negative right to refuse unwanted treatments (see Chapter 3); however, this patient claims the positive right to receive a specific drug. Some countries allow patients to buy many drugs, including antibiotics, without a physician's prescription. In the United States, however, only physicians are licensed to order tests or prescribe medications. Prescriptions for opioids, such as oxycodone, require special physician registration numbers from the Drug Enforcement Agency and, in some states, special prescription forms. These restrictions address the concern that opioids might be diverted to illegal uses or used to maintain an addiction. In California a physician may prescribe opioids and other controlled substances only if "in good faith he believes" that the patient's medical condition requires it (19). 
 
INTERVENTION WITH SMALL BENEFIT BUT NO RISKS 
 
CASE 4.5 Request for an expensive, low-yield test 
A 41-year-old bus driver has episodes of crampy abdominal pain and alternating diarrhea and constipation. One year ago, after an evaluation that included colonoscopy, she was diagnosed with irritable bowel syndrome (IBS). Dietary manipulations have been ineffective. On the advice of a friend, she asks her doctor to order an abdominal computed tomography (CT) scan because when the cramps are severe she fears something serious has been missed. She also says that "if doctors could only find out what is causing this, they would be able to do something about it." She refuses to discuss psychosocial issues about her illness or to try antidepressants that inhibit serotonin reuptake, saying that "my problems aren't in my head." 
 
P.37 
 
The physician's goal in Case 4.5 is to help the patient cope with a chronic medical condition and live an active life despite her symptoms. The patient's goals, however, are relief of her symptoms and reassurance that her condition is not dangerous. Because of their divergent goals for care, it is understandable that the patient and physician disagree on weighing the benefits and burdens of the CT scan. 
 
To the patient in Case 4.5, a scan has little medical risk and potentially great benefit. She believes that a negative scan would provide reassurance. In the unlikely event that the scan is abnormal, her course of care would be dramatically changed. In contrast, from the physician's perspective, a negative scan result is unlikely to lead to reassurance. Patients who seek "just another test" for reassurance often request further tests in a fruitless quest for a definitive diagnosis. Articles on IBS advise against additional diagnostic tests if a thorough initial work-up is negative and the clinical course is typical (20, 21). In other situations the medical risks of the requested intervention might be serious. If the patient in Case 4.5 had requested exploratory surgery for reassurance or to establish a definitive diagnosis, the physicians should certainly have demurred. 
 
ALLOCATING RESOURCES FAIRLY 
Given the soaring cost of health care, physicians have a duty to allocate health care resources fairly and cannot ignore the costs of patient requests. Expensive high-technology procedures, such as the CT scans noted in Case 4.5, drive up the cost of medical care. In addition, CT scans might reveal lesions that require further costly evaluation, but ultimately prove to be clinically insignificant. 
 
Cost, however, should not be the main reason for refusing patient requests. Under the current health care system, physicians have no explicit societal mandate to limit care to control costs. In managed care systems potential conflicts of interest make it problematic to limit highly beneficial care on the basis of cost (see Chapter 32). 
 
The primary consideration should be the benefits and risks to the patient, rather than costs. If the intervention's medical risks outweigh any benefits for the patient, then the patient's request can be refused without reference to costs. Patients who have financial incentives to control costs—through substantial copayments—are less likely to request such interventions. Thus, when patients and physicians both have financial incentives for cost-effective medicine, situations like Case 4.5 might be easier to resolve. 
 
Cost might determine how much time and effort physicians should spend on trying to dissuade the patient. The physician should spend more time trying to discourage an expensive CT scan than in discouraging inexpensive tests. If the patient with IBS in Case 4.5 wanted a simple blood test that offered little benefit, few physicians would strongly object. 
 
REACHING AGREEMENT ON BEST INTERESTS 
Through continued discussions with patients, physicians can promote the best interests of patients while recognizing patients' ultimate power to decide (Table 4-1). Chapter 14 gives detailed recommendations for such discussions. 
 
TABLE 4-1 Promoting the Patient's Best Interests 
Understand the patient's perspective. 
Address misunderstandings and concerns. 
Try to persuade the patient. 
Negotiate a mutually acceptable plan of care. 
Ultimately let the patient decide. 
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Physicians should recommend what they believe is best for the patient from the perspective of the patient's values and preferences. In shared decision making, physicians should not merely present patients with a list of alternatives and leave them to decide. 
 
Physicians should try to dissuade patients from unwise decisions. Persuasion respects patients and fosters their autonomy. Persuasion might include talking to the patient on several occasions and asking the patient to talk to family members, friends, other physicians, or other patients who have had the intervention. Persuasion needs to be distinguished from deception and threats, which are wrong because they undermine the patient's autonomy. Persuasion must also be distinguished from badgering the patient. Continual attempts to convince patients to change their minds is disrespectful and might also be counterproductive. It might be better to acknowledge that the choices are difficult, allow patients more time to decide, and give them more control over the decision-making process. 
 
SUMMARY 
· Physicians need to respect patient autonomy and act in the patient's best interests simultaneously. 
· Doctors have a fiduciary obligation to act for the well-being of patients as patients would define it. 
· Physicians can satisfy the ethical guidelines of beneficence and autonomy by understanding the patient's perspective, by trying to persuade patients, and by negotiating a mutually acceptable plan. 
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