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GUIDELINES FOR THE CHAPLAIN'S ROLE IN HEALTH CARE ETHICS

INTRODUCTION

Advances in medical science and technology, the evolution of integrated delivery systems, and the changing economics of health care present benefits and ethical dilemmas. Ethical conflicts can arise in the clinical setting and at the organizational level. The obligations of health care organizations include provision of a forum for ethical reflection, a deliberate process for ethics consultation, and persons trained in ethics consultation.

Health care ethics committees may serve three functions: (1) education, (2) consultation, and (3) review and recommendation of institutional policies and procedures. Health care organizations that have a formal health care ethics committee often include a certified Chaplain on that committee. As members of health care ethics committees, Chaplains play a crucial role in health care ethics reflection. Chaplains may be of assistance to health care ethics committees as they discuss the questions of philosophy, theology, spirituality, human values, and morals which are integral to ethical questions.

While some Chaplains have education and/or training in ethics, their roles as Chaplains differ from those of ethicists. Chaplains identify and clarify the patient's spiritual and moral perspectives as essential ingredients in the process of health care ethics reflection. Integration of these perspectives with those of other health care disciplines fosters a holistic approach to health care ethics.

These Guidelines provide primary principles for the effective inclusion of pastoral/spiritual care in the process of health care ethics reflection. While each health care institution has a particular context within which ethical reflection is done, these Guidelines are generally applicable to a variety of health care settings. The Guidelines emphasize pastoral/spiritual care's unique perspective as integral to the ethical reflection process of a health care organization.

PRINCIPLE I

THE HEALTH CARE ORGANIZATION INCLUDES A CERTIFIED CHAPLAIN ON ITS HEALTH CARE ETHICS COMMITTEE.

Interpretation - A certified Chaplain can make unique contributions to a health care ethics committee. Certified Chaplains have theological education on at least the master's level or its equivalent that includes formal training in pastoral theology and clinical pastoral education. 

GUIDELINE 1
Chaplains offer pastoral/spiritual care to health care ethics committee members and to medical and health care professionals involved in health care ethics discussion and consultation.

GUIDELINE 2
Chaplains serve as resource persons to religious/faith group leaders and to the health care ethics committee concerning the spiritual and value dimensions and values of illness and health even if patients or their families have no apparent religious affiliation.

PRINCIPLE II

CHAPLAINS DEVELOP A CONTINUING EDUCATION PLAN FOR THEMSELVES AND THEIR COLLEAGUES THAT ADDRESSES HEALTH CARE ETHICS THEORIES AND APPROACHES RELATED TO THE SPIRITUAL, RELIGIOUS, CULTURAL, AND PHILOSOPHICAL VALUES REPRESENTED IN PERSONS SERVED BY THEIR HEALTH CARE INSTITUTIONS, THUS, CONTRIBUTING TO THE INSTITUTION'S EDUCATION PROGRAM.

Interpretation – Certified Chaplains commit to yearly continuing education for themselves in order to maintain certification and serve as resource persons in their organizations’ educational programs in health care ethics.

GUIDELINE 1
The Chaplain seeks continuing education in health care ethics and ethics consultation in order to achieve a working knowledge of basic principles, ethical decision-making, current issues, and developing trends.

GUIDELINE 2
Chaplains participate in and serve as resource persons to the organization's health care ethics education program to patients, staff, and community with the goal of providing a forum for discussion of various spiritual and religious perspectives on health care ethics issues.

GUIDELINE 3
Chaplains are included in peer review as the multi-disciplinary team seeks to teach health care ethics theories, principles, and options that apply in specific situations.

GUIDELINE 4
Chaplains contribute as resource persons and speakers in the organization's education programs for patients, health care professionals, and the community.

GUIDELINE 5
Chaplains bring expertise in spiritual, theological, ethical, and moral values to the multi-disciplinary team in the clinical setting.

GUIDELINE 6
Chaplains bring expertise in spiritual, theological, ethical, and moral values to the multi-disciplinary reflection and discourse on ethical issues, dilemmas, case studies, and retrospective reviews.

PRINCIPLE III

CHAPLAINS PARTICIPATE IN THE HEALTH CARE ETHICS CONSULTATION SERVICES OF THE FACILITY OR ORGANIZATION.

Interpretation - A health care ethics committee may provide the service of consultation to physicians, nurses, administration, patients, and families. Consultation does not take the place of or interfere with the patient-physician relationship. Consultation helps clarify ethical options through reflective discussion in the context of health care ethics principles and good medical practice.

GUIDELINE 1
The Chaplain’s role is to maintain contact with the patient and/or the patient’s decision-maker(s) during the ethics consultation process.

· The Chaplain may serve as a resource to the health care ethics consultation process, helping to interpret the process and facilitate the patient and the patient’s decision-maker’s understanding of and participation in the consultation process. 

GUIDELINE 2
The Chaplain may assist in facilitating group process.

· The Chaplain may facilitate and be a resource in supporting group process, i.e., consultative process, staff and patient decision-makers’ concerns, etc. 

GUIDELINE 3
The Chaplain clarifies theological beliefs and values that influence decision-making.

· The Chaplain’s function is to identify spiritual, moral, religious, cultural, and philosophical values which influence decisions. 

· The Chaplain provides validation and recognition of the importance of personal beliefs, which will help individuals trust the consultation process. 

· The Chaplain serves as an advocate for the spiritual values and religious beliefs held by the patient, even when those values and beliefs are not those of the Chaplain. 

· The Chaplain assures that the religious, cultural, and philosophic values of the patient are considered during discussion of appropriate medical treatment, even when those values and beliefs are other than those of the Chaplain. 

GUIDELINE 4
The Chaplain provides pastoral care to those involved in the health care ethics consultation process.

· Chaplains may provide continuing support to the patient, family, and staff during and following the consultation process. 

GUIDELINE 5
The Chaplain serves as liaison with the patient’s own clergy.

· The Chaplain is the liaison with the religious community. The Chaplain develops programs and strategies to develop positive relationships with community clergy and other designated religious representatives who visit congregants and may be involved in the decision-making process. 

· The Chaplain provides consultations, referrals, professional resources, and educational opportunities for community clergy. 

· The Chaplain facilitates the pastoral ministry and the role of community clergy in the decision-making process for their congregants who are patients. 

PRINCIPLE IV

CHAPLAINS ASSIST THE HEALTH CARE ORGANIZATION IN ITS REVIEW AND RECOMMENDATION OF POLICIES THAT HAVE HEALTH CARE ETHICS IMPLICATIONS IN THE SERVICES PROVIDED BY THE ORGANIZATION.

Interpretation - Health care ethics committees are usually responsible for reviewing existing or proposed policies and procedures for the organization, medical staff, nursing staff, etc. As members of the health care ethics committee, Chaplains offer input from their discipline of pastoral/spiritual care.

GUIDELINE 1
Chaplains serve as resource persons for understanding and interpreting faith communities, religious traditions, and belief systems as they might relate to or be affected by proposed policies and procedures.

GUIDELINE 2
Chaplains serve as resource person to staff who have spiritual and religious concerns which arise in the implementation of policies and procedures with ethical implications.

PRINCIPLE V

CHAPLAINS PROVIDE PASTORAL AND SPIRITUAL CARE TO THOSE INVOLVED IN THE ETHICAL REFLECTION PROCESS.

Interpretation - The ministry of Chaplains includes a wide repertoire of services including pastoral presence, pastoral conversation, pastoral/spiritual care, and pastoral counseling. Experiencing such services, patients, families, health care staff, and employees feel affirmed, understood, and supported in their particular predicament and in their right to have a particular ethical perspective. Those involved in the process can be enabled to explore the relationships of the physical issues of health and illness, psychological dimensions of the situation, i.e., anxiety, fear, trust, etc., and the spiritual issues, i.e., meaning, hope, ultimate concern, and God's presence. Issues vary greatly from person to person depending upon the situation and belief system of the individual. Pastoral/spiritual care offers support for all involved and creates an atmosphere of sensitivity and trust in the context of health care ethics decision-making.

GUIDELINE 1
Chaplains offer religious resources and support from the patient's and family's faith system and community as appropriate.

GUIDELINE 2
Chaplains facilitate the ministry of community clergy and faith group leaders for the purpose of offering support and the opportunity for patients and families to explore the values, beliefs, and meaning inherent in the patient's situation.

PRINCIPLE VI

CHAPLAINS PROVIDE SPECIFIC EVALUATION OF THE PROCESS OF ETHICAL REFLECTION FROM A SPIRITUAL PERSPECTIVE AS WELL AS FROM A CLINICAL PERSPECTIVE.

Interpretation - Evaluation of the health care ethics reflection process utilized in a case consultation, policy review, or educational event is an important part of quality improvement. Each discipline, including pastoral/spiritual care, has its own perspective and responsibility to contribute to the evaluation process.

GUIDELINE 1
Chaplains have the responsibility to be advocates for patients, families, and health care staff in behalf of their particular spiritual values. The role of the Chaplain is to help ensure that the health care ethics reflection process is as attentive, respectful, and inclusive of patients' values and wishes as possible.

GUIDELINE 2
Pastoral intervention in the health care ethics process is evaluated regularly through peer review and input from a clinically trained and experienced ethicist. The health care organization provides opportunities and encouragement for Chaplains to attend and participate in regional and/or national health care ethics workshops, conferences, and other educational events.

PRINCIPLE VII

CHAPLAINS PROVIDE FOR ALTERNATE COVERAGE OF THE CHAPLAIN'S ROLE IN THE HEALTH CARE ETHICS REFLECTION PROCESS WHEN IT IS APPROPRIATE FOR THE CHAPLAIN DESIGNATED TO EXCLUDE HER/HIMSELF.

Interpretation - The Chaplain charged with the responsibility to serve on the health care ethics committee or to participate in the consultation service may withdraw from participation so that objectivity and professionalism can be maintained in the process.

GUIDELINE 1
If the Chaplain does not have adequate knowledge about an issue, particularly a patient's or family's spiritual perspective, the Chaplain seeks consultation or makes an appropriate referral.

GUIDELINE 2
If the Chaplain has a personal relationship with one or more of the significant parties involved in the case being reviewed, designating another certified Chaplain to participate in the ethics process maintains objective and professional integrity.

GUIDELINE 3
Chaplains are familiar with the process for health care ethics consultation in their organizations. When patients with whom they have pastoral relationships are brought to the attention of the health care ethics service for consultation or for education purposes, other pastoral care staff persons or community clergy can be involved when and to the degree appropriate. In this process, confidentiality is maintained.

PRINCIPLE VIII

CHAPLAINS IN ADMINISTRATIVE AND MANAGERIAL ROLES ASSIST IN THE IDENTIFICATION AND CONSIDERATION OF VALUES IN MATTERS OF THE HEALTH CARE ORGANIZATION.

Interpretation - Organizational values and ethics reflect consistency at all levels and in all services of the health care organization. The certified Chaplain who is in an administrative position and/or works at a managerial level has knowledge and experience of health care ethics, organizational ethics, and spiritual values related to the organization.

GUIDELINE 1
Chaplains bring expertise in spiritual dimensions, theological considerations, ethical issues, and moral values to the administrative and managerial teams.

GUIDELINE 2

Chaplains with managerial/administrative responsibilities serve as resource persons to the administrators, board members, owners, etc. concerning the exploration of the spiritual dimensions, theological considerations, ethical issues, and moral values of the health care organization. 

CONCLUSION

Spiritual and religious dimensions of health care ethics issues and dilemmas must be considered and included in the process of health care ethics reflection. The Association of Professional Chaplains provides resources and a Bioethics Committee to assist members of the APC as well as other health care providers to facilitate, promote, enhance, and strengthen the role of Chaplains in this important endeavor.
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"Bioethics Considerations Regarding the Developmental Delayed In-Patient"
Submitted by Rev. William E. Dorman, D.Min., Director of Pastoral Services, Presbyterian Hospital, Albuquerque, NM; Certified Clinical Bioethicist; member of the APC Bioethics Committee
August, 2000
Persons with developmental disabilities receive care in a variety of settings: homes, state institutions, and community living. A person with developmental disabilities is someone having deficits in three or more learning and/or living areas occurring from injury, genetics, or other insult to the brain occurring before birth or before early adulthood.

Today, there is a trend in the United States to end the practice of institutionalizing persons with developmental disabilities, utilizing instead the approach of community living. Community living is deemed to offer the person with developmental disabilities many advantages that are not available in an institutional setting. One clear distinction between institutional care and community living is in the area of medical care. Whereas institutions had on-site personnel and facilities to address some of medical needs of the person with developmental disabilities, persons with developmental disabilities in community living contexts access their medical care from the community at large. Consequently, community hospitals are seeing an increase in the number of patients with developmental disabilities being admitted to their facilities.

When bioethical questions arise during the hospitalization of the patient with developmental disabilities’, there are unique features that come to bear on the bioethical decision-making process. What follows is a brief sketch of a situation intended to help identify some of those unique features.

One afternoon a person with developmental disabilities was rushed from his day program center to the hospital emergency room. He had fallen at the center. Upon examination at the ER, it was discovered that he had experienced a stroke. He was admitted to the ICU, and placed on a ventilator. Subsequently, he was extubated, moved to a subacute floor, and then to skilled nursing where a feeding tube was inserted. After a period of time, when it became apparent that the neurological damage was irreversible and debilitating, the family declared their preference that the feeding tube be withdrawn. At that point, the patient’s medical care became the focus of ethical deliberations and discussions.

How is this situation different from other end-of-life treatment and care decisions, such as cessation or withdrawal of treatment, that routinely emerge? Clearly there are several common features and similarities between this situation and other common treatment dilemmas. Nonetheless, there are unique features that distinguish this case.

One feature is "Capacity." Capacity, sometimes referred to as "competency," is understood to be the ability to understand treatment options, the specifics of each option, and the possible outcomes or consequences (benefits, risks, burdens). Persons with developmental disabilities may have never had capacity; or, may have had capacity earlier, but no longer possess capacity. A person never having capacity never was able to state preferences and values. In these instances, treatment decisions are made on a "best interest" basis. If the person previously had capacity, but presently lacks capacity, that person’s spokesperson(s)--agents, surrogates, guardians--have some basis for making treatment decisions based on a "substituted judgment" basis. Since the patient needs a spokesperson, identifying who may make treatment decisions (sign consent forms) is a critical, and often, complex undertaking (see "Context of Care" below).

The Americans with Disabilities Act ("ADA") is another distinguishing feature. A patient with developmental disabilities falls under the umbrella of this act, which was signed into public law by President George Bush on July 26, 1990. The ADA protects a wide-range of disabled persons, including persons with developmental disabilities, from discrimination. Persons with developmental disabilities have met with discrimination and prejudice in society at large, including the health care community. It should come as no surprise that family members or the broader team caring for this patient may be suspicious of, or even antagonistic, toward the health care team.

"Protection and Advocacy ("P & A")" is a federally funded organization created as an outgrowth of the "ADA." Its specific mandate is to protect disabled persons, including the person with developmental disabilities, from discrimination. Further, "P & A" is mandated to advocate for the rights of the disabled population in accordance with the ADA. By law, "P & A" has the right to insert itself into a situation where it is concerned for the well being of the person with developmental disabilities. It may come as a surprise to the hospital that at its discretion, "P & A" has the right to access patient charts, and participate in patient treatment discussions and decisions. P&A may seek a court hearing to determine guardianship.

Unlike the majority of hospitalized patients, persons with developmental disabilities are in a "context of care." "Context of Care" means that care and treatment plans and decisions in the community living setting typically involve many people. Those caring for the person with developmental disabilities include a treatment team (interdisciplinary professionals), direct care providers, administrators, the family, a guardian, and on occasion "P & A". Consequently, a sizeable number of persons are concerned about the patient’s well-being, and have and want a voice in treatment decisions in the community living setting and the hospital itself. The Ethics Committee will want to be prepared for this chorus of voices. The health care team caring for the patient needs to be alerted that many people will want to see the patient, and may voice opinions about the patient’s care.

Finally, when it becomes evident that a bioethics consultation is in order, the Ethics Committee faces several challenges. One challenge is that of inclusion. The Ethics Committee will want to be as inclusive as possible, while at the same time striving to identify who will authorize treatment decisions. Sometimes the Ethics Committee may have to wait while differing factions (the family; the guardian; "P & A") sort out which of them has the right to speak for the patient. While it is critical that the consult be as inclusive as possible in terms of participants, it is also important that the number of persons be manageable. During the consult, a second challenge may be to discern who speaks finally for the patient? Even if it is clear who has the final decision-making authority, others persons will want to have their perspective heard and respected as someone who cares about the patient. A third challenge is to assure everyone present that the patient’s medical care is being considered in the same manner and guided by the same principles as would the care for any other patient, i.e., without prejudice.

Hopefully the identifying of these components will prepare others for some of the nuances and factors accompanying bioethical considerations for the patient with developmental disabilities. 


Ethics, Research and the IRB
Rev. Frank S. Moyer
February, 2000
One of the cardinal principles of Christianity-Judaism-Islam is that of Justice. Many of the ethical issues with which we struggle today are essentially issues of Justice. This article directs the Professional Chaplain to the Justice issues so integral to Medical Research.

The fast growing arena of research in the diagnosis, treatment and care of the sick impacts almost everyone. The dollars being spent are enormous. Some institutions, particularly medical universities, are faced with the dilemma of having "research" fund more than 50% of their annual budgets.

This proliferation of research funding raises significant ethical issues for all in society. It is important that the Professional Chaplain have some understanding of how "ethics" and "research" relate so that s/he can be a stronger resource for community religious leaders as well as laity.

Ethics, according to the definition which makes most sense to me, is "an art-science which seeks to bring sensitivity and method to the discernment of moral values." [Dan Maguire, The Moral Choice] Similar to the practice of medicine, "doing ethics" cannot be reduced to cook-book technology or a set of rules which are assigned a priori to circumstances. Rather, it seeks its goal - the discernment of moral values - by integrating sensitivity and method.

Thus, the task of Ethics is to gather the facts, explore the cultural-social-psychological contexts in which those facts have been identified or the arenas in which they are being played out, and then to work at the discernment of how the desirable principles and qualities of human conduct can be directed within those contexts and arenas.

Such becomes especially important when we move to our topic. Research ethics has been described as having been "born in scandal and reared in protectionism." [Levine, C. "Has AIDS changed the ethics of human subjects research?"; Journal of Law, Medicine and Health Care 1988;16:167-173] It is important to understand how such a statement could be made.

The initial "scandal" which challenged the values for Research Ethics" were the experiments by Nazi physicians during World War II. The Nuremberg Tribunal following the War established certain codes of behavior which effect "ethical" behaviors involving human behaviors towards others - especially between humans with different levels of power! [Note: "doing ethics" in any area of human behavior is always about power!] The primary Principle relative to Research Ethics established by the Nuremberg Code was:

The voluntary consent of the human subject is absolutely essential.

This means that the person involved should have:

1. legal capacity to give consent; 

2. should be so situated as to be able to exercise free power of choice, without the intervention of any element of force, fraud, deceit, duress, over-reaching, or other ulterior form of constraint or coercion; 

3. should have sufficient knowledge 

4. and comprehension of the elements of the subject matter involved as to make an understanding and enlightened decision. 

The second "scandal" occurred in 1963. Three [3] physicians in Brooklyn, NY, injected 22 chronically ill patients with live cancer cells. The subjects were not informed either of the purpose of the experiment nor of the fact that the cells were cancerous.

Responses came both nationally and internationally. In the United States the Public Health Service [PHS] asked the National Advisory Health Council to "'explore the advisability of establishing guidelines for the conduct of human research."- and in 1966, the PHS stated they would not fund research unless reviewed by an independent committee of peers.

Internationally, the World Medical Association generated the 1964 Declaration of Helsinki. These were "Recommendations Guiding Physicians in Biomedical Research Involving Human Subjects". Several of its Statements have relevance to the current task of the IRB.

The opening words in its Introduction state:

"It is the mission of the physician to safeguard the health of the people. His or her knowledge and conscience are dedicated to the fulfillment of this mission.
Principle 5:

"Every biomedical research project involving human subjects should be preceded by careful assessment of predictable risks in comparison with foreseeable benefits to the subject or others. Concern for the interests of the subject must always prevail over the interests of science and society. {Emphasis added because there are current efforts directed towards the easement of this restriction.]

Principle 6:

The right of the research subject to safeguard her or his integrity must always be respected. Every precaution should be taken to respect the privacy of the subject and to minimize the impact of the study on the subject's mental and physical integrity and on the personality of the subject. [Again, recent proposals in New York and elsewhere relevant to research on mentally ill persons, persons with Alzheimer's, and other vulnerable subjects would ease this proposal. - JAMA 24 November 1999; Vol. 282 (20); pp 1947-1952]

In 1972 the third major scandal, The Tuskegee Syphilis Study, came to light. This scandal generated the first Policy for the Protection of Research Subjects by HEW in 1974.

This introduction to the dark sides of research on human subjects is not for the purpose of denigrating physicians, research scientists, nor even the various not-for-profit and for-profit sponsors. Historically Medicine and Science have ascribed, both as individuals and collectively, to "codes of ethics": Medicine: Primum non nocere. First, do no harm.. Science: Truth.

And historically, both individually and collectively, Medicine and Science were deeply disturbed by the incidents which took place in Nazi Germany. [Even last week world news reminded us that such events are still disturbing many decades later.]

Yet, the injection of patients with live cancer cells was done in a location which, historically has had a large Jewish influence! Was there no one who questioned such research as, perhaps, having some approximation to what was done in Germany.

And the Tuskegee Syphilis experiment, involving 399 African-American males, went on for 40 years! Not only were these men denied treatment, "In fact, government officials went to extreme lengths to insure that they received no therapy from any source." Again, why did no one question the research from within the health care community? How could the U.S. Public Health Service, which had formulated policies against such protocols in the mid-1960s, have maintained the study until forced into daylight by the press?

Nor did these "scandals" occur because there was no knowledge of, or agreement to, the basis Principles or Values. The Four [4] Principles identified by Beauchamp and Childress, in their 1970s publication, were common to all of the various codes and standards for moral conduct. AUTONOMY, BENEFICENCE, NON-MALEFICENCE, JUSTICE are not new. They were known, and accepted, in Nazi Germany; known and accepted in Tuskegee in 1932; known and accepted in Brooklyn in 1962; and in all the other times and places when these principles are violated with barely any protest!

The reasons are indicative of extremely important "lessons" to learn about "doing ethics".

1. The culture in which ethics is done is significantly relevant.

There are many who suggest that "right" and "wrong" are absolutes and only fuzzy-headed liberals make them relevant. Yet even the casual student of history knows this is not true. Even the 10 Commandments has been interpreted relatively - and continues to be so interpreted! [THOU SHALT NOT KILL did not include the non-Jews in the time of Moses; and is still interpreted so as to permit Capital Punishment and the so-called Just War.]

And Culture in the 20th century, both in the U.S. as well as throughout the World, has experienced radical changes. 

Let me mention just a few and their relevance to our subject: 

· The Physician as Benevolent Parent. 

· Did not need consent; was presumed to have best interest 

· Person status to women, non-whites, Jews, Catholics, Muslims, etc. 

· Experiments on non-subjects is not seen as immoral 

· Excluding women from research trials 

· Medicine as a Business 

· Impacts the fiduciary [trust] relationship between MD & patient 

· Patient Rights! 

· Work of Talcott Parsons in the 1950's established patient in a dependent role and led to "sick leave", etc.. The Bill of Rights for patients in early 1970s elevated patient to equality in the role. 

When one is looking at discerning moral vales, there has to be an awareness of how the culture is changing.

2. Doing Ethics demands obtaining the facts.

Intentions are not indicative of whether or not a research protocol is good or bad, moral or immoral, ethical or unethical. Obtaining the "facts" is increasingly more complex when examining Research protocols. 

· will it harm patients? 

· who really benefits? 

· what do words mean? 

Obtaining the "facts" also demands attention be paid especially to the "balance of power" between the patient or subject [generally more vulnerable] and the physician or researcher [generally more powerful]. Public Health must always seek that balance as it strives to care both for the Person as well as the Polis. There are, today, trends which would elevate the Polis over the Person [the kind of argument which supported a Tuskegee].

That "balance of power" is generally played out within the Informed Consent process. Too often the Informed Consent is seen as a document - as in "Was the consent signed?" Today there is more emphasis on "Understanding" on the part of the patient. Not just informing him or her. But a Process in which the Investigator engages the subject so that s/he can be more of a partner. That is why IRBs spend so much time insuring the language of Informed Consent protocols is understandable. It is also why some are suggesting that IRBs need to find ways to actually view the Consent Process with some of their investigators.

We also know that the "balance of power" is intrinsically skewed when the Investigator-Subject role is also a Physician-Patient role. The burden of proof is on the Investigator-Physician to demonstrate that the Subject-Patient was truly empowered so as to make an informed and understood consent.

3. Finally, Money does impact ethical decision making.

I am frequently told that Ethics has nothing to do with money! That the "Business" of caring for the sick operates in a different sphere. [I remind them that, to their loss, the giant tobacco industry has certainly learned that Ethics is very much involved with and in business.]

The subjects involved in Research projects need to follow the $$$$$. Not that Money is evil. But the exchange of Money does involve a contract at some level. In the fields of psychotherapy, we have heard much about "keeping boundaries" in recent decades. In biomedical research, we are going to hear even more about the role Money plays: 

· who gets paid? 

· for what? 

· to what does the payment obligate the recipient? 

· how does that money relate to other issues? [For example, Breast Cancer Awareness Month funds have come from world's largest producer of organochlorenes.] 

· Reports suggest the sheer growth of projects points to the $$$$$ involved. 

Summary:

As research continues to expand, there will be a growing need to be cognizant of the many factors which push against the Ethics Principles: 

1. The persons involved are SUBJECTS, never Objects. SUBJECTS have rights; must be "invited" to participate; must be educated as to the purposes. 

2. When Research Subjects are also Patients, and the Investigator is also the Physician, special focus must be directed; and, this may well be an area where post-approval IRB Quality Review should begin. 

3. The INFORMED CONSENT process must demonstrate awareness of the need for Comprehension. 

4. If the Risks are more than Minimal, even obtaining Informed Consent does not make it acceptable. 

5. The Educational materials and the Informed Consent materials must reveal where the funding comes from, to whom is it paid, and what, if any, stipulations exist [eg. the Investigator only gets paid if subjects remain in the program; etc.] 

6. Protecting Subject Privacy will grow in importance. 

Chaplains and the Community Religious Organizations need to increase their awareness of the issues involved relative to research. Speaking out will demand that we be "wise as serpents" and "gentle as doves" - especially when the institution's financial health is so dependent or when afflicted congregants are so in need of "research" as treatment! This is an arena in which the prophetic voice will grow in importance and may even drown out the voice of palliation.
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