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For the second year in a row Ther-1" -
nesota Interreligious Committee for 
Bio-Medical Ethics is indebted to Wil-
fred Bockelman for adapting an issue 
of his monthly newsletter, THE EYE OF 
THE NEEDLE, and using it to report on 
the annual Bio-Medical Ethics Workshop. 
THE EYE OF THE NEEDLE is a monthly new-
letter that deals regularly with ethi-
cal issues. Address and subscription 
price are listed below for those who 
may wish to read some of Mr. Bockel-
man's writings on other ethical issues. 

Trudy Rogness Jensen, Chair, 
~inn. Interreligious Commit-
tee for Bio-Medical Ethics 

9th Bio-Medical Ethics 
Workshop 

To Save or Let Die: 
Dilemmas Concerning 

Defective Newborns 
+ THE GOAL 
OF THIS ISSUE 

Although this newsletter 
generally deals with ethi-
cal issues as they relate 

to economics and politics, the annual work-
shop of The Minnesota Interreligious Com-
mittee for Bio-Medical Ethics touches on 
a subject that is very much akin to the 
purpose of THE EYE OF THE NEEDLE. Last 
year's workshop was attended by 359 clergy, 
physicians, judges, attorneys, nurses, so-
cial workers, hospital and home administra-
tors, and educators. The fact that this 
year's workshop, held March 23 at Beth El 
Synagogue, Minneapolis, was attended by 
more than 500 says something about the 
importance of the subject. The subject 
of this year's discussion was "To Save or 
Let Die: Dilemmas Concerning Defective 
Newborns." Two case studies, Baby Doe 
and Missy B, set the stage for the discus-
sions. 

+ BABY DOE Baby Doe was born on April 1, 1982 in a Bloomington, Indiana, Hospital. 
She had Down Syndrome and an abnormal connection between the trachea and 

esophagus. The parents were presented with two treatment plans: Begin intravenous feed-
ing and prepare for corrective surgery; or do nothing, withhold feedings, administer pain 
relief, and allow the child to die. The parents chose the latter. Concerned about possi-
ble criminal and/or· civil liability, the hospital requested that a circuit court judge 
review the legality of the parents' decision. The judge ruled that there was no criminal 
liability, but he did appoint a guardian to assure a better guarantee of the infant's 
rights. The guardian and the country prosecutor requested that treatment be ordered. A cou-
ple asked to adopt the child and have the surgery done but the court denied the request. 
It ruled that the parents had not neglected the child but had simply chosen one of two 
alternative forms of treatment presented to them. Baby Doe died six days after birth. 

+ MISSY B Missy B was born with a spina bifida and a protruding spinal sac. The 
physician gave the parents full details of the severity of the condition, 

which already included incontinence of bladder and bowels, and club feet. He explained 
the necessary treatment, costs and prognoses, and urged immediate surgery to prevent 
further nerve damage. He also explained that if Missy B survived the operation she would 
never be able to walk without the aid of braces and crutches, that she would have to 
undergo extensive therapy all her life, and that she would have a 90 percent chance of 
developing hydrocephalus ("water on the brain"). The parents decided against surgery, 
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Continuin9 Educe1tion 
Bio-ffledice1I EthiCf ··nHiu , 

wo,k,hop q_.• <~~-
presented by ~·} 

The fflinne,ote1 
lnte,,eli9iou, Committee 

fo, Bio-ffledice1I Ethic1 

'\-

Registration 8:30 - 9:00 a.m. 
Wednesday, March 5, 1980 
Fairview-Southdale Hospital 
6401 France Avenue South 

Minneapolis, Minnesota 55435 
Trudy Rogness Jensen, Chairperson (922-3537) 

1. Physicians: 
As an organization accredited for CME, the University 
of Minnesota certifies that this Continuing Education 
Activity meets the criteria for 8 credit hours in Category 
I of the physician 's recognition award of the AMA. 
Physicians may also claim 8 hours of elective credit, 
AAFP. 
-University of Minnesota Medical School, Office of 

Continuing Education, Dr. Douglas Fenderson, 
Director (373-8012) 

2. Clergy: 
-United Theological Seminary of the Twin Cities 

grants (.8 CEU) Continuing Education Unit to clergy 
(633-4311) 

- Approved: Luther-Northwestern Theological 
Seminaries Continuation Studies Office (641-3203) 

-Approved: Continuing Education for Priests 
Father Robert Schwartz, Director (646-4720) 

3. Nurses: 
This seminar is designed to meet the requirements of 
Continuing Education Units as established by the 
Minnesota Nurse Practice Act. Upon completion, 
certificates for 7 contact hours (.7 CEU) will be 
awarded by 
- The Department of Nursing Education 

Abbott-Northwestern Hospital Corporation 
Yvonne Gorecki , R.N., M.P.H., Director (874-4307) 

4. Social Workers: 
This seminar qualifies for (.8 CEU) Continuing 
Education Unit for social workers. 
- Department of Social Work , College of St. 

Catherine and St . Thomas , 
Judith A. Miller, A.C.S W , Chairperson 

The fflinne,ote1 
lnle1,eli9iou, Committee 

for Bio-ffledice1I Ethic, 
presents 

Bio-ffledice1I Ethic, 
Wo,k,hop 

Wednesday, March 5, 1980, 8:30 a.m. - 4:30 p.m. 
Fairview-Southdale Hospital 
6401 France Avenue South 

Minneapolis, Minnesota 

Ho,pitel lio· lledicel 
Ethic, Committee,: 

Philo,ophy end P,ectioe 
• to share the importance of interdisciplinary and inter-

faith approaches to bio-medical ethics 

• to explore varied philosophies of hospital bio-medical 
ethics committees 

• to examine actual and potential functions of such 
committees, such as: education, formulation of guide-
lines for ethics-related issues in the hospital setting, 
and consultations on specific cases. 

The fflinne,ote1 
lnte,,eli9iou, Committee 

fot Bio-ffledice1I Ethic, 
*Trudy Rogness Jensen, Chairperson 
*Rabbi Kassel Abelson and *Sister Agnes Ward, 

Co-Chairpersons 
Dr. Richard H. Berquist, Ronald E. Cranford, M.O., 
Rabbi Arnold M. Goodman, *Rev. Monroe Bell, 
Or. James B. Nelson, Konald A. Prem, M.D., 
*Father Patrick J. Ryan, *Paul 0. Sand, 
Samuel Schwartz, M.D. 

*Executive Committee, Minnesota Church Center, 122 
West Franklin, Minneapolis, Minnesota 55404. 

funded by 

The National Conference of 
Christians and Jews 



Bio .. medical Ethic,: 
Wo,k,hop 4. Hospital Administrators 

-Mr. Stephen Rogness, President I >.c -Minnesota Hospital Association <Fl "Cl 0 
0 ::::J.; 

The International Room 5. Social Workers a. '- Cll 
f- '-

Lower Level -Judith A. Miller, A .C.S.W .. Chairperson Cll -ci 
• • <Fl 

Fairview-Southdale Hospital Department of Social Work O·-
0 - Cl Colleges of St. Catherine and St. Thomas - <l) 

8:30 Registration .c 'iii a: 6. Nurses <Fl 
Registrar - Sister Agnes Ward, Co-Chairperson -Yvonne Gorecki, R.N.,'M .P.H .. Director of Nursing ~· '- C 
Coffee and rolls Education, Abbott-Northwestern Hospital Corporation 0 · o <Fl.-

9:00 Welcomes: u-
·- Cll 

- The Rev. Monroe Bell . Interim Executive Director, BIO-MEDICAL ETHICS COMMITTEES: C: .c '---Minnesota Council of Churches THE INTERDISCIPLINARY CONTRIBUTION 0 UJ .!:!? <l) 

-Mr. Kirby J. Erickson. Administrator .c - Cl 
(.) <l) Cll <ll 

Fairview-Southdale Hospital 1 :15 Stephen B. Swartz, Legal Counsel. Mt . Sinai Hospital , C C (.) '-

-Introductory Remarks - Father Patrick J . Ryan , Attorney, Maslon, Kaplan, Edelman, Borman , Brand and ::::J 0 ii "Cl 

Q. .c <l) <l) 
Chairman , Commission for Ecumenism and Inter- McNulty C 0... 
religious Affairs, Archdiocese of St. Paul and 1 :30 Paul A. Goldstein, M.S.W. 0 0 I E 0 o ·-Minneapolis Senior Clinical Social Worker .I: C ·- ..J 

Program Introduction - Hennepin County Medical Center 'Iii 
CI) 

<Fl ._-.:r-
Trudy Rogness Jensen, Chairperson 1 :45 Patricia Crisham, Ph .D., R.N . 0 0N 
Minnesota lnterreligious Committee for Assistant Professor of Nursing 

_.._,. .. '- <ll LO 
Bio-Medical Ethics University of Minnesota Graduate School of Nursing 0 "Cl <ll LO C 

9:15 BIO-MEDICAL ETHICS COMMITTEES: AN OVERVIEW 2:00 Richard Berquist, Ph.D . a Cll ::::z 
Ronald E. Cranford , M.D. Associate Professor of Philosophy ::E <l) ·E~ 
Associate Physician in Neurology College of St . Thomas 

<l) C E ui 'Iii ,x: - 0 <l) -Hennepin County Medical Center 2:15 Discussion 0 0 0 - "Cl o:.:: 
10:10 Discussion - Commentator-Moderator Commentator-Moderator IL 

(.) en 0 () 0 ·- en 0 () a. 
Mr. John Kenefick , Attorney Chaplain Arne K. Jessen, Director, Clinical Chaplaincy en Cll 0 .I: z <ll- 0... ::::J <l) co 
Briggs and Morgan, St. Paul Department, St . Luke's Hospital , Duluth 0 

"Cl . a. - ::::JC 0 C I 

10:30 Coffee 2:30 Coffee - International Room w j:: -0 N 'oi.= (.) ·.;::: 
BIO-MEDICAL ETHICS COMMITTEES: ,,( C Cll ~~C\J FUNCTIONS OF HOSPITAL BIO-MEDICAL ·- -THE EXPERIENCES OF THREE HOSPITALS - ,x: -;ii t: <l)- >. ETHICS COMMITTEES 0 10:45 Mt. Sinai Hospital - Arnold P. Kaplan M.D. .... LO <l) <l) C .0 C") 

Care and Crisis Committee 2:45 Education 0 -.:I' - '- C Cll c u 
11 :00 University of Minnesota Hospitals - Presentors ·- C, LO CU - ..J 0 

-0 LLI LO .Q Cll Cll~·.;::: 
Yang Wang. M.D., Professor of Medicine - Allen E. Buchanan , Ph.D . - Daniel J . Mcinerney, Jr. ,x: z -c - 0 Cll ~o= Chairman, Thanatology Committee Associate Professor of Attorney, Minnesota • ~.Q <l) '- <l) 

11 : 15 Hennepin County Medical Center - Philosophy, University of Department of Health E E oo- C .0 U 
·- Cll 

Ronald E. Cranford , M.D. Minnesota c:i. <Fl Olu C := C 
·- .c Cll 

Chairman, Bio-Medical Ethics Committee I 0 <l) ::::J ~o... (.) 3:15 Guidelines 0 a. '- "Cl 
11 :30 Audience Response - Rabbi Kassel Abelson Presentors 0 Cll <l) <l) <l) <1)0 0 .c -Commentator-Moderator - Cecil C. Schmidt, Attorney -Robert F. Donley, M.D. ·- -.:I' Q.) 

- Cl Cll .cN-

Iii C '- C - f- -.:I' >. 
11 :50 Presentation of Bibliography and Resource Personnel Merchant, Gould, Smith , Neurosurgeon C o ·- Cl) 

.._,._ 
- ::::J 

.. C 
in Bio-Medical Ethics in Minnesota - Edell, Welter and Schmidt Duluth Clinic a. 0 C .8 C: 0 
Paul 0 . Sand, Regional Director, National Conference 0 Cll CO • o ·.;::: Q.) 0 <Fl 

of Christians and Jews 3:45 Consultation -go:!::£ · c - <Fl "Cl 
Presentors Oo .0 Q) C 

12:00 Noon Luncheon - Disciplinary Groups ~(")Q.:, ~(.) Cll 0. ::::J 
- James 8. Nelson, Ph.D. - Ronald E. Cranford, M.D . .... .. eno >. '- -12:15 Luncheon Discussions In International Room oCO 0(1) '- "Cl Cll ·- Q.l 

Moderators: Professor of Christian Associate Physician in 3::1.()I<ll 0 C a.~ a: 
Ethics. United Neurology, Hennepin - Cll 

1. Physicians oo.ca.>::::i () . 
Theological Seminary County Medical Center -~ co u >. u Cl 

-Konald A. Prem, M.D., Professor and Head, Department <l) '- Q.) c:-
of Obstetrics and Gynecology, University of Minnesota .C Cll "Cl > .c Cll .c <l) <( 

4:15 Summary - Rev . James 8 . Nelson, Chairman uJ £ <( (.) E (.) <Fl 0.. 
Medical School and Hospitals Bibliography Committee ::::J Cll E <ll C lJ.J c:n 

-Samuel Schwartz, M.D., Research Professor, co>.O<ll en Q.) a: C 
4:30 Closing Remarks - Rabbi Kassel Abelson , (.) Cll Cl) (.) ::::J C Cll -, 0.. 

Department of Medicine, University of Minnesota ·- -0 I C <Fl 0 Co-Chairperson "Cl E Q) '-
2. Lawyers -Ooo~~ Q) '- <Fl en Cll 

Q) Q) Q) LI... en Cll <Fl <Fl Q) Q.) .0 a. 
-Joseph Hamilton, Past President We acknowledge with sincere gratitude the expertise of our C·- 0 C Q) Q) Q) 

en C -'- Cll 
Minnesota Society of Hospital Attorneys speakers. presentors, commentators and moderators shared I "Cl ,- E E - "Cl >. Cll Cl en (.) 0 <l) 0 <l) ·-0 Cll "Cl :!:: Q.) 0 ::::J 

3. Clergy with us, gratis. in3::~~ 
C <ll '- '-

-Chaplain Russell E. Comnick, Director of Pastoral Care , 
UJ (/) z 0... <( () O::::a:E <( 

Fairview-Southdale Hospital 
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Bio-medicGI Ethic, Wo,k,hop 
Wednesday, March 21, 1979, 8:30 a.m.-4:30 p.m. 

Minnesota Church Center 
122 West Franklin Avenue 

Minneapolis, Minnesota 

Bio-medice1I Ethic,: an lnte,,eligiou, 
Gnd lnte,di1cipline1,y Die1logue 

• to explore our interfaith and interdisciplinary concerns in bio-medical ethics 
• to discuss bio-medical ethics as a discipline and its recurring themes 
• to demonstrate the case-based approach to medical ethics 
• to bring together persons of all disciplines and faiths with a commitment and involve-

ment in bio-medical ethics to share perspectives and resources. 

News Summary by Trudy Rogness Jensen, Chairperson 
PROGRAM - The 1979 Bio-Medical Ethics Workshop was considered 

a unique success in bringing together persons of numerous pro-
fessions, groups and disciplines of the Jewish, Catholic and Pro-
testant communities, with an interest and involvement in bio-
medical ethics. The focus was on: 

BIO-MEDICAL ETHICS AS A DISCIPLINE AND ITS RECURRING 
THEMES; AND THE CASE-BASED APPROACH TO 

MEDICAL ETHICS 
PARTICIPANTS - 110 invited participants representing the entire 

State of Minnesota registered with 22 physicians, 25 clergy, 14 law-
yers, 5 hospital administrators, 7 professors of philosophy, 14 
nurses, 4 biology professors, 7 social workers, and 12 professors 
and representatives of boards and organizations participating. 

CONTINUING EDUCATION - Continuing education accreditation 
was offered to physicians through the University of Minnesota 
Medical School Continuing Medical Education; to nurses, through 
the Department of Nursing at Abbott-Northwestern Hospitals; to 
clergy, through United Theological Seminary of the Twin Cities and 
approved by Luther-Northwestern Seminaries and Continuing Edu-
cation for Priests. Recommended for study: The 100 cases with 
commentary in "Cases in Medical Ethics" by Dr. Robert Veatch, 
Hastings Institute. 

BIBLIOGRAPHY - Available upon request at $1.00 per copy (call 
922-3537 or write to Trudy Jensen, 4420 Philbrook Lane, Mpls., MN 
55'124) "Selected Bibliography in Bio-Medical Ethics": a current, 
annotated bibliography of 100 works edited by Dr. James B. Nelson 
of United Theological Seminary, Dr. Richard Berquist of The College 
of St. Thomas and Rabbi Arnold Goodman of Adath Jeshurun 
Synagogue. 

PRESENTATIONS - BIO MEDICAL ETHICS AS A DISCIPLINE 
AND ITS RECURRING THEMES 

"Basic Models for Decision-Making" 
Dr. James H. Burtness, Professor of Ethics 

Luther-Northwestern Seminaries 

3 
Summary by 

Dr. James B. Nelson 
"Basic Models for Decision-Making" was the title of the presentation 

by Dr. James H. Burtness, Professor of Systematic Theology and Ethics 
at Luther-Northwestern Theological Seminaries. Dr. Burtness outlined 
three basic models: deontology, situationism, and teleology. 

Deontology is an obedience-centered method which emphasizes the 
intrinsic right-making features of moral actions, independent of thier 
consequences. Following Immanuel Kant, the deontologist stresses the 
universalizability of the principles of action, the importance of behavioral 
rules, and the centrality of the will. In bio-medical issues deontologists 
typically defend the sanctity of life principle. 

Situationism, according to Burtness, is highly existential and feeling 
oriented. Following Soren Kierkegaard, the situationist emphasizes the 
radical particularity or uniqueness of each decisional situation, asking 
the question of appropriateness or fittingness of each action to the 
situation. Religiously, the situationist seeks freshly the will of God in 
each event, often relying for clues to that will upon parables and stories 
which depict understandings of divine activity. In medical situations, 
patients' needs are frequently a focus. 

The third method, with which Burtness identified himself most closely, 
is teleology. A method centering upon goals and visions of the good, it 
takes its clue philosophically from Aristotle and the Utilitarians. Relying 
heavily upon reason in the moral decision, the teleologist seeks to maxi-
mize the good in each situation - either through direct reference to the 
final telos or end, or by following these rules which reasonably promise 
the greatest utility in producing movement toward the desired end. If 
the religious deontologist seeks God's will through commandments, the 
teleologist finds God's will in some final vision of the ultimate good. In 
medical situations, this frequently means an emphasis upon the principle 
of the quality of life rather than the sanctity of life. 

Each of the three methods, Burtness noted, is not without its character-
istic problems and weaknesses. But clarity about the method upon which 
one is principally relying, he argued, can bring clarity to bio-medical 
decision-making. 

"Fundamental Issues In Death and Dying" 
Dr. Richard H. Berquist, Professor of Philosophy, 

St. Thomas CoHege 
Summary by Paul 0. Sand 

Dr. Richard Berquist, Professor of Philosophy at St. Thomas College in 
St. Paul spoke on the "Fundamental Issues in Death and Dying." In his 
address, Dr. Berquist distinguished various positions on the ethical 
questions involved in abortion, infanticide and euthanasia. Each posi-
tion, he noted, differ by the way they approach the traditional moral law: 
Do not kill innocent human beings. The two basic positions analyzed 
were: the Utilitarian positions, and the Deontological positions. He noted 
that these ethical orientations do not lead to legal solutions nor do they 
dictate what law is. 

According to Dr. Berquist, the Utilitarian position holds that it is not 
wrong in principle to kill an innocent human being. In making a moral 





73 ack in the late 60s "the biological revolution" 
seemed more science fiction than reality. It 
was true that heart transplants were being at-

tempted, and also true that a handful of scientists 
were learning how to control behavior by direct 
electrical impulses to the brain. But science was no-
where near what came to be called "genetic engi-
neering,'' and the art of prenatal diagnosis was still 
in its infancy. 

Yet the biological revolution had begun, and in 
1969, The Hastings Center, Institute of Society, 
Ethics and the Life Sciences, was founded to meet 
its challenges in a scholarly and systematic way. 
The organizers were convinced that the central 
problems posed by rapid advances in the biologi-
cal, medical, and behavioral sciences are ethical. 
They were also convinced that it is possible to 
make progress on disputed ethical issues, that in-
sight, reason and careful inquiry are still the most 
valid means of confronting even the newest and 
most vexing moral dilemmas. 

The organizers of The Hastings Center were also 
convinced of something else. The ethical problems 
of modern technology require for their solution an 
unprecedented interdisciplinary effort and a fresh 
attempt to reunite the sciences and humanities. 
Whether the issue is the termination of treatment 
on a dying patient, or psychosurgery, it transcends 
the skills and methodologies of any one discipline: 
law, science, medicine, philosophy, history, and 
the social sciences must all come into play. No less 
importantly, while biology, medicine, and the be-
havioral sciences may generate the problems, they 
soon cease to be scientific prob-
lems alone-they raise funda-
mental normative issues, thus 
demanding a place for the 
humanities and concerted atten-
tion to the professions and public 
policy. 
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Daniel Callahan (left), director, 
and Willard Gay/in, president 

of The Hastings Center 

i 

The Hastings Center has three goals: 
• First, to make a sober and nonpartisan contribu-

tion toward a solution of the ethical problems of 
biology, medicine, and the behavioral sciences. 
• Second, to assist universities and professional 

schools in the development of courses and pro-
grams designed to introduce ethics in a serious way 
into the curriculum. 

• Third, when requested, to assist legislators, ad-
ministrators, and public officials in coping with 
normative issues of public policy, law, and deci-
sion making. 

This work is carried out by a staff of 25, by 111 
elected non-resident Fellows, and by invited re-
searchers and consultants. Most of the research is 
done by standing interdisciplinary groups of 12 to 
15 people, who work together, often for a period 
of years, and draw upon their varied disciplines, 
experience, and perspectives. Twenty or so con-
ferences a year are held at The Hastings Center, 
which is located in Hastings-on-Hudson, New 
York, about 20 miles north of New York City. The 
Center does not take official positions on the issues 
it deals with and works hard to bring a wide range 
of viewpoints to bear on its work. 

The budget of The Hastings Center is slightly 
over $1 million a year, with a third of that amount 
coming from its membership program, assorted 
service projects, and individual contributions from 
the "Friends of The Center" program. The remain-
der of its income comes from grants from private 
foundations and the federal government and from 
corporate support. 



Ten xfars of ]nquiry 
aneService 

In the ten years since its foundation, the Center 
has seen a dramatic increase in public and profes-
sional awareness of ethical issues. It was hardly the 
case, a decade ago, that problems of morality were 
being neglected. But it was surely the case that the 
concern was limited to a comparatively few inter-
ested philosophers, scientists, legal scholars and 
others. Since then, however, moral dilemmas have 
become too obvious and important to escape the 
public eye. Whether in the fields of biomedicine, 
law, journalism or government, common pres-
sures have become manifest-individual good ver-
sus common good, rights and duties, justice, and 
the ethics of professionals. 

The Hastings Center has tried to anticipate the 
problems when possible, to respond quickly to 
those already present, and to serve individuals 
universities and professional schools, legislator; 
and policy-making bodies. 

In the field of education, the Center has been a 
major stimulus in the development of courses in 
ethics at the undergraduate and professional 
school level. Its bibliographies and reading packets 
have served hundreds of teachers and thousands of 
students. Over 900 educators and others have 
passed through its intensive summer workshops. 

In the area of public policy, the Center has con-
sidered questions of cost-containment, the ethics 
of allocating scarce medical resources, the relation-
ship of expert and lay views in biomedical research 
policy, the economics of care for the chronically ill 
and the terminally ill, and the relationship between 
law and morality. Its staff members and elected 
Fellows have testified on numerous occasions 
before state and federal legislatures. A model bill 
on the definition of death developed by one of its 
research groups has been adopted in eight states 
and its guidelines on mass genetic screening hav~ 
been widely influential in medical practice. 
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The Hastings Center 

Over 90 students, including undergraduates and 
graduate students in fields such as medicine and 
law, have spent time in intensive study at the 
Center. Seventeen post-doctoral fellows have 
spent a year each at the Center, drawn from a wide 
variety of fields. 

In addition to articles that have appeared in The 
Hastings Center Report, articles by its staff and 
Fellows have appeared in the New England Journal 
of Medicine, the University of Pennsylvania Law 
Review, New York Times Magazine, Atlantic 
Monthly, Commonweal, and the Journal of the 
American Medical Association, among others. 
The Center has also published over 25 books. 

In sum, the Center has been highly productive. It 
has tried to approach the issues both with intensity 
and soberness. It does not claim to have solved any 
of the troubling issues it has confronted. It can only 
claim that it has become a major resource for those 
who want to get to the bottom of some of the most 
troublesome questions of our times. 

Robert M. Veatch, Senior Associate at The Hastings Center 

T- i 
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Projedsd an 
The Hastings v.o,arnms 
Center has I I O • ...,.,. 
ongoing research 
projects in seven areas: 

1 Death and Dying 
Beginning in 1970, the Research Group on Death 

and Dying has systematically examined a number 
of moral, social, and legal issues engendered by 
medical advances: organ transplantation and the 
definition of death; the termination of treatment 
on dying patients; the allocation of scarce re-
sources to the dying; the relationship between the 
forestalling of death and the relief of suffering as 
sometimes competitive, and sometimes comple-
mentary, goals of medicine. 

Death raises profound philosophical and theo-
logical issues. The fact that most people now die in 
the context of advanced medical technology raises 
vexing legal and policy dilemmas. In that respect, 
then, the work of the Research Group on Death 
and Dying is forced to deal with both the oldest of 
human problems and some of the newest. 

2 Behavior Control 
In Brave New World, Aldous Huxley apocalyp-

tically explored the possibilities for the control, by 
scientific and medical means, of the human mind 
and emotions. It was a chilling prospect, and per-
haps all the more so since the medical and behavi-
oral sciences have in fact made such enormous con-
tributions to human welfare by their ability to 
directly modify the emotions and behavior of the 
mentally ill, the mentally retarded, and many 
others who had for so long been ignored or stig-
matized by society. 

Yet the power to modify, shape, or even coerce 
human behavior by technological means is a per-
fect symbol of the biological revolution-a power 
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The Hastings Center 

for enormous good combined with a power for 
considerable harm. The Behavior Control Re-
search Group has in that context examined the use 
of psychosurgery, psychotropic drugs, and psy-
chological and psychoanalytic techniques for 
modifying behavior. It has also inquired into the 
use of such techniques in institutions. 

Under a grant from the National Science Foun-
dation, the Research Group is now examining a 
series of case studies of research on the control of 
violence. It is looking not only at the legitimacy of 
the use of scientific knowledge for the under-
standing and control of violence, but also at the 
social, ethical, and political problems which such 
use unavoidably raises. 

3 Genetics 
For many, the biological revolution means one 

thing-the potential power of science, through an 
understanding of the human genetic makeup, to 
remake human beings altogether. That has not 
happened and probably will not, but there can be 
little doubt that the discovery by Watson and 
Crick of the structure of the DNA molecule and the 
development of recombinant DNA technology 
represent remarkable and unsettling advances. 

While our Genetics Research Group has focused 
a considerable part of its effort on genetic engi-
neering, it has also devoted its attention to genetic 
counseling and screening and, most recently, to 
the ethical, social, and legal problems raised by the 
rapidly developing science of prenatal diagnosis. If 
the problems here seem less dramatic than those of 
genetic engineering, they are more immediate and 

• personally affect many more people. A forth-
coming study of genetic counseling, and another of 
prenatal diagnosis, both supported by the Na-
tional Foundation-March of Dimes, has made clear 
to us, as it will to others, just how many difficult 
professional and personal dilemmas the new tech-
niques for predicting or diagnosing genetic defects 
have created. 
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4 Population 
Few are now prepared to deny that the world as 

a whole has a serious problem of an excessive 
population growth rate. But there is co~siderably 
less agreement about the exact nature of the popu-
lation problem," and less agreement ~till o~ t~e 
most ethically acceptable ways of copmg with _it. 
Interventions to limit population growth, or to in-
troduce family planning programs, inevitably 
raise a number of difficult and delicate ethical and 
value problems, especially in the developing na-
tions of the world. This has been all the more pro-
nounced since the World Population Conference 
in Bucharest in 1974. 

Under a grant from the United Nations Fund for 
Population Activities (UNFPA), and the ~RCA 
Foundation, The Hastings Center s Population Re-
search Group has been examining the value c~n-
gruences and differences between ~hose_ a~en~ies 
which provide funds for population limitation 
programs, and the recipient nations and peoples 
themselves. It is a study both in the ethics of popu-
lation policy assistance programs, and in the poli-
tics of international development programs. 

5 Health Policy 
The four research groups already described are 

The Hastings Center's oldest. One of the newest 
groups is the Research Group on Ethics and Health 
Policy. While most of the Hastings C~nte:'s wor~ 
moves directly into policy and legislative issues, it 
recently became clear that the broad area of health 
policy raised issues different from many other of 
our research programs. 

In a nation that has flirted for some years with • 
the idea of National Health Insurance, and has al-
ready supported Medicare, Medicaid, Health 
Maintenance Organizations, and so on, funda-
mental questions concerning the allocation of 
scarce health resources inevitably a1}se. No less 
critically, the development of a national health 
policy requires an examination of the concepts of 
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health and illness, of the goals of medicine, and of 
the relationship between medical and other social 
needs. The pervasive use of cost-effectiveness and 
cost-benefit techniques itself raises basic ethical 
questions about the most appropriate means of 
policy-making. At present, under a grant from the 
National Center for Health Services Research, The 
Hastings Center is focusing its attention on the 
ethics of cost-containment. 

6 Humanities 
The nature of The Hastings Center's work re-

quires an unceasing effort to move across the usual 
barriers separating the sciences and the humani-
ties, and a no less diligent effort to grapple with 
some of the oldest of human problems. Our work 
in the humanities, supported by a grant from The 
Rockefeller Foundation, has moved in a number of 
complementary directions. We have tried to enrich 
the mix of those from the humanities working on 
problems of bioethics and science policy. We have 
also tried to confront a broad range of very old 
issues which, again and again, crop up in our more 
applied work in ethics. We have thus had papers 
and meetings on the concept of "rights" and of 
"health and illness," on the strain between indi-
vidual good and common good, on the tension be-
tween need and desire, and on the vexed relation-
ship between the "is" .and the "ought." 

We believe the humanities have a major contri-
bution to make to issues of public policy. If it is im-
possible now to confront ethical problems in bio-
medicine and the behavioral sciences without the 
help of the humanities, it is no less impossible to 
think of the role of science itself without a fruitful 
interchange between scientists and those trained in 
the humanities. 

7 The Foundations of Ethics 
Our humanities work represents one move in a 

direction away from an exclusive emphasis on ap-
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A meeting of the Population Research Croup at The Hastings Center 

plied ethics. Our program on "the foundations of 
ethics and its relationship to science" represents 
another. Both are meant to complement and 
strengthen our other work, the former by adding 
breadth and interdisciplinary richness, the latter 
by allowing us to look squarely at the nature and 
basis of ethics itself. 

Conceptions of ethics, both philosophical and 
theological, have undergone a number of striking 
changes during the twentieth century. There is a 
fresh interest in normative ethics and vigorous ef-
forts are underway to find methodologies in ethics 
capable of dealing with concrete moral dilemmas. 
The mutual impact of science and ethics upon each 
other is another unmistakable feature of our times, 
one central to our work. 

With the support of a grant from the National 
Endowment for the Humanities, The Hastings 
Center has now published three of a projected four-
volume series on the Foundations of Ethics. It has 
also begun work on a project to examine those 
scientific disputes with a major ethical component 
-for example, the use of Laetrile, recombinant 
DNA research, nuclear energy, and the IQ debate. 

1 
j 

Exploratory Projects 
Ethical problems in medicine, biology, and the 

behavioral sciences arise with remarkable rapidity 
these days. The Hastings Center cannot possibly 
cope with all of them. In order to help us explore 
possible new research directions, a Ford Founda-
tion grant enabled us to take an intense look at 
some developing areas, both to be of assistance to 
others and to map out some otherwise unexplored 
territory. Among some recent ventures: 

• ethics and international health: to examine dis-
parities in health care between developing and de-
veloped nations, and to explore priorities in inter-
national aid programs 
• ethics and nursing: to assist in the development 
both of a scholarly literature for nursing ethics and 
in course development in nursing schools 
• ethics and neonatal intensive care units: to look 
at the special problems posed by efforts to treat 
critically ill infants, and to examine the prolifera-
tion of such units as a case study in the allocation of 
scarce resources 
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• hospital ethics committees: in the aftermath of 
the Karen Ann Quinlan case, to analyze the possi-
bilities and problems of special hospital ethics 
committees. 

Under a separate grant from the Ford Founda-
tion, The Hastings Center also carried out a survey 
of the teaching of ethics in schools of public policy, 
and will cosponsor a summer workshop on that 
subject. 

[ducation Programs 
The Hastingsa1:!{Research 

i~:~f;es a l}pportunities 
number of education 
programs and a variety of special 
opportunities for research: 

Consultations. The Hastings Center staff has had 
considerable experience in course and curriculum 
development at both the undergraduate level and 
in professional schools. Where time and resources 
permit, we are happy to provide information and 
occasional assistance in the development of 
courses in ethics, particularly in medical schools, 
nursing schools, and in undergraduate depart-
ments attempting to give ethics a more central 
place in the curriculum. 
Reading Packets. To meet the frequently expressed 
need on the part of those teaching ethics for acces-
sible and usable reading matter, The Hastings Cen-
ter has developed a "Reading Packets" series, 
making available for student use collections of key 
articles and documents in a wide number of areas 
in bioethics. 
Summer Workshops. Since 1972, The Hastings 
Center has organized a variety of one-week work-
shops in medical and biological ethics. The work-
shops are of two kinds. First, every summer an in-
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troductory workshop is offered, designed to give 
the participants a general survey of bioethics. Sec-
ond, there have been a number of specialized 
workshops: on philosophical ethics for those in 
science and medicine; on clinical ethics for those 
who have had only a theoretical exposure to medi-
cal ethics; on human experimentation and institu-
tional review boards; on death and dying; and on 
ethical issues in the care of the newborn. Since 
1972, some 900 people have participated in these 
workshops. 

Research Opportunities at The Hastings Center. 
There are a variety of research opportunities avail-
able at the Hastings Center: 

• Student Intern Programs. With the support of 
a grant from The Commonwealth Fund, The 
Hastings Center is able to accept approximately 20 
students a year for a stay of one to three months. 
While there is a preference for law and medical stu-
dents, and pre-law and pre-medical candidates, 
applicants are welcomed from all disciplines, and 
may be at the undergraduate or professional 
school level. Some financial help is available, and 
students work on specific research projects with 
the tutorial assistance of staff members. Since 
1971, 90 students have participated. 

• Post-doctoral Fellowship Program. With the 
support of the National Endowment for the Hu-
manities, The Hastings Center offers four post-
doctoral fellowships a year. These fellowships pro-
vide stipends for a year in residence at The Hastings 
Center. Their purpose is to allow those seriously 
intent on a future career in bioethics to spend time 
in research and reading in fields other than their 
own. Interdisciplinarity, and the development of 
complementary skills, is thus a central focus of the 
program. Post-doctoral fellows have come from 
the fields of medicine, law, religion, philosophy, 
sociology, economics, political science, molecular 
biology, and neurophysiology. 

• Visiting Scholars Program. When space is 
available, and when the applicant can supply his or 
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her own financial support, The Hastings Center is 
prepared to accept visiting scholars for a period of a 
few weeks to six months. Applicants are accepted 
on the basis of their potential contribution to our 
ongoing work, and on the likelihood that their stay 
will be of significant scholarly benefit to them. 

Special Project on the Teaching of Ethics 
Under a grant from the Carnegie Corporation of 

New York, The Hastings Center recently began a 
broad study of the teaching of ethics in American 
higher education. This study will encompass the 
teaching of ethics at the undergraduate level and at 
the professional level in a variety of fields-medi-
cine, law, journalism, public policy and politics, 
the social sciences, business, and engineering. The 
premise of the study is that the problems in the 
teaching of ethics, regardless of the field, are more 
common than disparate. What are the purposes in 
teaching ethics: moral development, the acquisi-
tion of analytical skills, or problem-solving tech-
niques? Who should teach ethics, and where and 
how is it best taught? Can ethics be taught, especi-
ally in a pluralistic society? 

Jlssociatu\l[ember 
Program 

While most of the direct research and educa-
tional work of The Hastings Center is carried out 
by its staff and elected Fellows, an Associate 
Member program not only creates a much larger 
circle of friends and concerned scholars and citi-
zens, but also allows us to make available a num-
ber of publications and other services. 

There are now 10,000 Associate Members of The 
Hastings Center, including 1,000 libraries, about 
1,500 students, 1,800 physicians, 1,800 theolo-
gians, 1,000 philosophers, another 1,000 or so in 
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the sciences and allied health professions, and a 
growing number from law. There are also legisla-
tors and administrators, historians and social 
workers-in all, a diverse combination of profes-
sional and lay people. 

Associate Membership in The Hastings Center 
-$19 a year-entitles an individual to receive the 
bi-monthly Hastings Center Report. There are 
various discounts on other publications and early 
notice of workshops and open meetings. 

The Hastings Center Report is our primary pub-
lication. Widely cited in the scholarly literature 
and in the general media, it attempts to speak to a 
wide professional and lay audience. Its contents 
range from a regular case study in ethics and a spe-
cial feature on ethics and the law, through .schol-
arly articles in ethics, to concrete examinations of 
topical moral issues in medicine, biology, and the 
behavioral sciences. 

For the past few years, The Hastings Center has 
sponsored a series of informal receptions in dif-
ferent parts of the country for its Associate Mem-
bers, has assisted in the development of some re-
gional programs, and, each June, has organized a 
meeting open to its Associate Members, their 
friends, and colleagues. 

A discussion group at an open meeting for Associate Members 

15 



Tinancia!5upport 
The budget for The Hastings Center in 1979 is 

$1.3 million. The Center has no endowment or per-
manent support of any kind-and it owns no 
buildings or property. Instead, the Center carries 
out its work by means of grants from private foun-
dations and the federal government, by the income 
generated by its membership program and other 
educational activities, by corporate contributions 
and by its "Friends of the Center" program. 

Over the years, the Center has received grants 
from the National Endowment for the Humanities, 
the National Science Foundation, The Common-
wealth Fund, the Ford Foundation, the Rockefeller 
Foundation and the Rockefeller Brothers Fund, the 
Kaiser Family Foundation, the Carnegie Corpora-
tion, and the National Center for Health Services 
Research, among others. Corporate contributors 
have included Exxon, Western Electric and IBM. 

As generous and helpful as those foundations 
and corporations have been, however, the Center 
could not survive without the help of concerned 
and interested individuals. In 1976, the Center 
established a "Friends of the Center" program. 
There are six categories of contributors under the 
program: Benefactors: $5000 or more; Patrons: 
$1000-$5000; Donors: $500-$1000; Supporters: 
$100-$500; Contributors: $26-$100; Friends: $25. 
In 1976, the Center received $16,000 through this 
program; in 1977, $45,000. In 1978, 800 individu-
als contributed $65,000. This support is critical. 
The Center is prepared to provide information on 
the gift of securities as well as on bequests. 

The role of an independent non-profit organiza-
tion devoted to the central moral problems of our 
times is, we believe, crucial. The Center cherishes 
its independence, its nonpartisan stance toward 
the issues, and its work in providing help and 
resources to all sectors of American society. 
Though already ten years old, its work is just 
beginning. The decade ahead promises to be a 
critical one for ethics in American life. With con-
tinuing support, the Center will be able to make as 
great or greater a contribution in the 80s as it did 
in the 70s. 
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Research 
The Hastings Center seeks to raise the level of research 
in the examination of ethical and social problems 
arising out of the biological revolution. 

Interdisciplinary research groups, organized around 
long-term inquiries into designated subjects, provide 
the structure in which most of the Center's work is 
done. Together with invited experts, participants for 
the groups are drawn from the Center's 110 non-resident 
Fellows, who are selected for their interest in bioethics, 
and their distinction in the social sciences, biomedical 
sciences or philosophy. The groups are coordinated and 
supported by the resident staff of the Hastings Center. 
Ongoing projects include: 

BEHAVIORAL STUDIES, including ethical, legal and 
social issues arising from drugs, physical manipulation of 
the brain, behavior modification and institutionalization; 
problems of competence, proxy consent, and autonomy; 
and research on violence. 
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DEATH, SUFFERING AND WELL-BEING, including 
the definition of death, questions of care and treatment for 
terminally ill patients, who should make the decision, the 
concept of "natural death;' the relation between death, 
suffering and well-being and their health policy implica-
tions. 
GENETICS, concentrating on issues in clinical genetics 
(genetic screening and counseling, including prenatal 
diagnosis), but also attending to moral problems raised 
by new work in molecular biology (recombinant DNA) 
and evolutionary biology (sociobiology). 
HEALTH POLICY, examining the allocation of scarce 
health resources; the use of cost-effectiveness and cost-
benefit techniques; the basic ethical questions about the 
most appropriate means of policy-making; the ethics of 
cost containment. 

In addition, other groups work in areas of ethics, 
humanities and the life sciences; the foundations of 
ethics and its relationship to science; population. 

Education 
The Hastings Center assists universities, medical and other 
professional schools in the development of programs in 
which consideration of ethical problems is an integral part 
of the educational process. 

Workshops. intern and postdoctoral fellowship pro-
grams, the REAmNcsreprint series, radio programs, are all 
part of the Center's education program. 

Public Policy 
The Hastings Center brings the importance of ethical 
and social problems in the life sciences to the attention 
of professional and policy making bodies, assisting 
them, when requested, with technical advice and the 
results of research and analysis. 

Center staff have testified before the Congress of the 
United States, advised in major court cases in the field 
of medical ethics, and conducted studies on important 
public policy issues. 

SPECIAL OFFER TO NEW MEMBERS 
The Hastings Center Report Special 
Supplement: "Researching Violence: Science, 
Politics, & Public Controversy" 
As part of your new membership we would like 
to send you The Hastings Center Report Special 
Supplement on the UCLA Center for the Study 
and Reduction of Violence. The Supplement is a 
20-page trancript of a conference sponsored by 
The Hastings Center. It will be sent to you if 
you check the appropriate space on the 
application. 
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The Membership Program 

Since its beginning in 1972, the Associate 
Membership Program has enabled the 

Hastings Center to reach a wide circle of 
concerned scholars and citizens through its 
publications. Now numbering 9,800 men 
and women, Associate Members come from 
a diversity of disciplines and include teach-
ers, students, physicians, nurses, scientists, 
clergy, lawyers, and many from the general 
public. Members live in every state, in 
Canada and abroad. 

As an Associate Member you will become 
part of the informed public necessary to the 
continuing discussion of the ethical, legal, 
and social questions that now face indi-
viduals and policy makers. 

You will read diverse, thought-provoking 
articles that appear in THE HASTINGS CENTER 
REPORT as it is sent to you regularly, every 
other month. THE HASTINGS CENTER REPORT is 
our primary publication and your principal 
contact with the Center's work. Widely cited 
in the scholarly literature and in the general 
media, the REPORT attempts to speak to a wide 
professional and lay audience. Its contents 
range from a regular case study in ethics and a 
special feature on ethics and the law, through 
scholarly articles in ethics, to concrete ex-
aminations of topical moral issues in 
medicine, biology and the behavioral 
sciences. 

AS A MEMBER YOU RECEIVE: 

• THE HASTINGS CENTER REPORT six times yearly 
• 10 % discount on back issues of Hastings Center 

periodicals 
• Notice of materials available in READINGS IN 

SocIETY, ETHICS AND THE LIFE ScIENCES, the 
Hastings Center article reprint series 

• Announcements of internships, fellowships and 
workshops in medical ethics; books as they 
are published 
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CARDIOPULMONARY RESUSCITATION 
• When cardiopulmonary resuscitation should not be us.ed, it should be 
Indicated in the patient" s progress notes by the responsible physician. 
The note should include the reasons for the medical judgment that 
resuscitation efforts are inappropriate and should indicate that the 
decision had been discussed with the patient"s family. Either or the-
following orders on the patient's chart may be used to convey this 
decision: --oo Not Attempt to Resuscitate .. or --supportive Care Only.-

Current University of Minnesota Hospitals policies on resuscita-
tion of patients suffering a cardiopulmonary arres,, and .on the mean• 
ing of orders for supportive care only are as follows: 
Resuscitation of Patients: When an arrest occurs. nursing personnel 
will initiate resuscitation measures (triple page the appropriate physi-
cians. support circulatory and respiratory function by mechanical 
ventilation and external cardiac massage, have medication and sup-
portive equipment available for the physician·s arrival). This will be 
begun on e\iery patient unless a medical directive for --supportive care 
only·· or .. do not resuscitate .. is written on the doctor's order sheet. If 
the order not to resuscitate is given verbally, it will be treated as any 
other verbal order and transcribed by the nursing staff onto the.doc-
tor's order sheet Resuscitation will be initiated until verbai orders arc 
countersigned. 
Defmition of Supportive Care Only: Defines the level of care th.JI 
should be provided in those cases where it has been medically 
determined that there is no possibility of recol•e,y. The practice 
associated with the terms SCO shall include all services ordered 
by members of the medical team: however. no efforts shall l:ie 
taken to resuscitate the patient if an arrest occurs. 
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BRAINDEATH 
NOTIFICATION PROCEDURE 

Death ls traditionally defined as the time when the heart has stopped 
beating and the patient has stopped breathing. The physician so 
pronounces and the patient Is considered dead. The legal profession 
Is solely dependent upon the medical profession for the determina• 
llon of time of death. It is an expert opinion. 

The determination of brain death Is the responsibility of the at-
tending staff physician. We realize that this Is a serious matter rrom 
moral and religious points or view. The attending physician shaU, 
therefore, obtain consultations and employ diagnostic methods to 
assist i,.. making such a decision. (A good article on this topic ls: 
.. Brain Death, A Clinical and Pathological Study," Journal of 
Neurosurgery J97J, Vol. 35, No. 22, pp. 2J J-2J8.) 

The family and nursing staff shaU be folly Informed or the situation 
and appropriate steps taken to secure both an autopsy permit and 
donation of organs. 

Mechanical supportive measures can be discontinued only after 
death is pronounced. . 

The responsibility for obtaining a signed autopsy permit and the 
organ donation release form belongs to the attending physician be• 
cause of the existing relationship the physician has with the family. If 
donation of organ or organs for transplantation Is secured, the tra~ 
plantation services shall be informed at once, and these services shall 
then be the responsible party in the care of the body. "---........ ~,. ............... ·----- ._......,._ 



CRITERIA FOR THE DETERMINATION OF BRAIN DEATH, RECOMMENDATIONS OF THE AD HOC 
COMMITTEE ON DEATH, MINNESOTA STATE MEDICAL ASSOCIATION 

The following current criteria for the determination of brain death are re-
commendations of the Ad Hoc Conmittee on Death of the Minnesota State ~dical 
Association and are intended to provide consistency and guidance in the pro-
nouncerrent of brain death by physicians throughout the state of Minnesota. 
The final responsibility regarding pronouncement of death and termination of 
treatrren t and support rests with the attending physician; nevertheless, in 
the opinion of the Ad Hoc Committee, the criteria listed below (items 1 - 5) 
are the necessary and essential criteria that should be satisfied in a11 cases 
of brain death. These essential criteria conform to the concept of brain 
death, that is, irreversible cessation of total brain function determined by 
clinical examination; if these criteria are satisfied, the physician can be 
assured that there is a permanent, nonfunctioning brain without any reasonable 
chance of survival or resumption of brain functioning. 

1. Cerebra 1 Unresponsi vi ty 

2. 

3. 

Deep coma with total unawareness and unresponsiveness is present. Intense 
stimulation evokes no verbal or motor responses. No spontaneous movements 
nor involuntary posturing (except purely spinal segrrental responses) are 
present. 

Apnea 

The patient is observed for spontaneous respiratory moverrents for a 
minimum of three minutes without respirator support. 

Absent Brain Stem Reflexes 

Pupils are fixed and mid-position (greater than 5.0 mm. in diarreter). All 
brain stem reflexes are absent, including oculocephalic, oculovestibular, 
corneal, gag, cough, swallowing, decorticate or decerebrate posturing. 

Spinal segrrental reflexes, such as deep tendon reflexes and triple flexion 
responses, may be present, since these are only indicat~ve of a viable 
spinal cord and are not incompatible with irreversible cessation of brain 
function. 

4. Period of Observation - 12 Hours 

There should be at least two separate clinical examinat~ :ns of the patient 
with a minim~m of 12 hours betNeen the first and second examinations. 

5. Irreversibi 1 i:y 

Any reasonable ocssibiiity of a reversible CNS jysfunct~on should be 
excluded, soecifically, hypothermia (temperature t::elow 90 degrees F, 
32.2 degrees C) or intoxications. 
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6. Confirmatory Tests 

Confirmatory tests, such as EEG and cerebral angiography, may provide 
supportive data in the diagnosis of brain death, but are not essential. 
When the etiology of the cerebral insult is known and there is a gross 
structural lesion of the brain, the clinical findings of cerebral un-
responsivity, apnea, and absent brain stem reflexes, establish that 
brain death is present. When the etiology is known but there is no 

... 

gross structural lesion of the brain or when the etiology is unknown 
(provided intoxications and hypothermia have been excluded), electro-
cerebral silence, according to the standards of the American EEG Society, 
is of confirmatory value and provides objective documentation. Cerebral 
angiography and other techniques to demonstrate absence of cerebral blood 
flow may also be of confirmatory value in selected cases. The decision 
to use the EEG and/or other confirmatory tests should be made by the 
attending physician. 

PROCEDURAL GUIDELINES 

Once the determination has been made by the attending physician that the 
patient has satisfied the medical criteria for brain death, the following 
procedural guidelines are recommended. 

The physician is legally obligated, by proposed statutory legislation, to 
pronounce the patient dead once the medical criteria have been satisfied. 
Consent of the family is not legally required; however, the family sl1oul d 
be kept inforired of the condition and prognosis of the patient and of per-
tinent facts relating to brain death so that the family can , fully understand 
what is being done. 

The patient is pronounced dead, and then the respirator is discontinued. The 
reason the respirator is discontinued is not because it has been considered 
an extraordinary means of support, but because the patient is now medically 
and lega11y dead. 

Consideration of transplantation should have no influence on the criteria for 
brain death nor the time of death. The criteria remain the same in all cases, 
whether or not transplantation is contemplated. The determination and pro-
nouncement of brain death should be made by physicians 1vho are not involved 
in the transplantation. 

Although the patient is not pronounced dead until a1l criteria, including the 
period of observation to verify irreversibility, have been satisfied, tre ti~ 
of death occurred when the irreversible cessation of b:ain function 1i'las first 
noted. 

There should be adequate documentation in the iredica1 records to substantiate 
t:iat the criteri3. for brain deat:1 •,-1erP. fulfilled and that :he patient w3s 
;renounced orai:1 dead. f\11 other pertinent issues and .:acts reiating to the 
case shoulc be documented in all medical records. 
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From the rredical, moral, and legal standpoint it is absolutely essential to 
separate the issues of when a person should be pronounced dead from when a 
person should be allowed to die. These recommendations are not intended to 
provide any operational guidelines to decide when extraordinary means of 
support should be discontinued in a patient who, although severely and irre-
versibly brain damaged, fails to satisfy all the criteria for irreversible 
cessation of functioning of the brain. 

REC/'.nmf 
10/ : 2/76 



ECT'RAORDINARY TREA'IMENT MF..<l.i\fS TO PRCLONG LIFE 

Metropolitan Medical Center 

GENERAL STA'I'EIDIT 

The purpose of this document is to state the guidelines of t,.e Metropoli t:an 
~dical Cen'ter with regard to the use of orclinar/ and extraord:i.naJ:y me3ll5 
to prolong life. Mrile it is recognized that the protection and preservation 
of life and heal th is the essence of ~1MC" s existence, it rm.1St also be 
recognized that the use of e.."rtTa.Ordinar/ reans ( those which involve a 
detriment to meaningful. htm!an life, excessive pain, expense, or other in-
convenience which, i£ used, would not offer a reasonable hope of benefit) 
to prolong life is neither required nor reasonable in all cases. In 
detennining when and to what extent exttaordina.ry ~ans are to be used, it is 
preferred that the patient should make the decisions with direction from the 
physician regarding the consequences of the various treatment alternatives. 

recognizes the right of the patient to refuse treatment under certain 
cirCJmStances. If the patient is not legally competent to make such ciecisions , 
the physician i!ILlSt look to other sources tha,: could most acC"..n-ately indicate 
the best interests of the patient. 

At no time does this guideline allow OT suggest that the physician wi thhcld 
ordi.11al"'f and reasonable treatment unless it is knowingly refused. 

00 RESUSCITATE (DNR) 

The use of cardiopulmonary resuscitative measures are not appropri'ate for 
all events of acute cardiac or respiratory arrest. The individual physician 
llll.lSt determine in each situation whether CPR is not necessarily an appropriate 
treatment. Tne physician must consider the total medical condition of the 
patient in concert with the desires and best interests of the patient . and to 
a.void an unnecessary abuse of the patient's presumed reliance en the physician 
and hospi taJ. for continued life supporting care. If the competent: patient, 
one who understmds the relevant risks and alternatives of treatment OT with-
holding treatment:, chooses for or agai."l.St the DNR alternative it may not be 
overridden by contrary views of family members. It is recognized, however, that 
it may be inappropriate to introduce the subject of DNR to certain competent 
patients when, in the physician's judgment, the patient will probably be unable 
to cope with its psychologically, or it may be deemed medically inappropriate. 
Appropriate. 'individuals should be so infonned, and the physician should e..xplain 
the course that will thus follow in the event of sudden cessation of the patient's 
vital functions. 

If the patient is incompetent, he -should not be denied the evaluation described 
above. The basis for a final decision for DNR llll.lSt be concern from the patient ' s 
point of view, not that of some other person who may represent 1,ihat he regards 
as su...+ficient reasons for not resuscitating the patient. A proposal for DNR may 
be initiated by family members, but it is essential to recogr..i:e t~t a far.ri.ly 
member's instr..1ctions not to :-esusci tate are not necessarily to be viewed J.S a 
choice of the patient. An essential cond.i tion £or the issuance of D~R for an 
incompetent pa-cient is approval of at least tb.e same family members who are required. 
to consent ~o postnorte.'11 exaiirination. DNR orders must be reviewed on a regular 
basis a."ld may be resci,.-,,ded at any time. A DNR order should not be construed to 
mean or ref er to tb.e withholding of ordinar/ or reasonable methods used to mai.'1-
tain lif~ or health. 
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A. Definition of DNR Orders 

In the event of a circulatory or respiratory arrest, no cardio-
pulm:mary resuscitative measures will be initiated. 

B. Medical Assessn:ent 

Mien it appears that a patient is irreversibly and irreparably 
ill, the question of the appTOpriateness of cardiopulmonary resusci-
tation in the event of sudden cessation of vital functions may be 
considered by the patient's physician. rnlimina.ry medical judgment 
on such questions should be made by the primarily responsible physician 
after discussion and consultation with members of the health care 
team, consisting of the other physicians attending the patient and the 
l1lll'Ses and others directly involved in the care of the patient. The 
final decision regarding t.l'1e decision ta ir.d. tiate t.l'1e order of DNR 
resides with the primary care physician. This final decision will 
be reached after the opinions of the health care team are elicited, 
and their considerations and concerns are incorporated into the r~ 
decision-making process . 

C. Documentation 

All orders not ta resuscitate a pa1:ient or to otherrise withhold 
extraord:ir..ary care nrust be written and signed by the member of the 
medical staff attena:Ing the patient on the Physician's Order Sheet 
in the patient I s medical record. In the event of such an order given 
by telephone, two parties nrust take the order, with it being signed by 
the medical staff member as soon as possible. Failure to write such 
an order in the iredical record will result in the iru.t1at1.on of resus-
citative measures. 

DoOlIIlelltation should be existing in the redical record ta· justify a 
DNR order. It is recommended that a summary of the medical justifica-
tion be included when such justification is not apparent on the face of 
the record as well as an indication of concurrence from either the 
patient or the family when available. 

REFUSAL OF TREA'INENT 

recognizes the patient's right to refuse medical treatment if he/she has been 
fully infonned of his condition, o! the possible consequences if treanrent is 
refused, and if the patient is detennined to be competent and reasonable. The 
only situation that. would alter this situation is where public policy interests, 
as detennined by the courts , would outweigh. the patient's rights . Special 
consideration must be given in situations involving minors. mt refusal of 
ordinary and reasonable treatment can only be made after the patient has been 
fully infonned of the reasonably foreseeable consequences of such decision. Fail· 
ure to obtain such consent shall require that all ordinary and reasonable t:-eat-
ment be continued. 

INFORMED CONS:2-H' 

Consent must be obtai..."1.ed from t.~e patient if he/she is legally competent. Legal 
/·, 

\ 
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competence is detennined by rredical opm:.on as to whet:her the patient under-
stands the consequences of his actions . In the event that the patient is 
no't competent to give an informed consent, t.11.e physician must refer to other 
persons that are deemed to be best able to act :L'"l the patient's behalf. 
This would 1..lStlally be the lJilIIlediate family or a court appointed guardian. 
A Living Will, i£ ane e."'Cists, should also be given consideration during this 
p-rocess. 

If there is significant disagreement between the parties with regard to the 
app1opriateness of a certain treatment or if the physician believes these 
individuals are not acting 'With the best interests of the patient in mind, 
reasonable and ordina:ry care, as determined by the physician, 1IIL1St be continued. 

krf refusal of treatment by a minor (a person t.mder 18 years of age who is 
not "emancipated") or by a parent or guardian in the minor's behalf that could 
have life threatening consequences to the minor, should be immediately revi~ed 
by legal counsel prior to any response or compliance by the physician, other 
th.an to render emergency care that would be deemed ordinary and reasonable. 
Trea-cnent with extraord:inaty means will not be required. 

LIVING WILLS 

The Living Will is a statement that has been fonr.ally executed by the patient 
which indicates to the physician that in the event the patient cannot participate 
in the planning of his patient care treatlnent, he specifies what limitations 
should be made 'With regard to the treatment rendered or appoints an individual 
to make these decisions in his behalf. 

Such Wills are not recognized as binding in Mimles9ta, but they c:m p-rovide 
assistance to the family and the physician with regard to detennining the wishes 
of the patient. 

This does not provide for affirmative acts th.at would relatively painlessly 
put persons to death when they are suffering from incurable diseases or conditions. 

A Living Will shall only be used in cases where the physician is confident that 
the present problem was similar to that type of situation the Living Will was 
executed to prevent. If there is strong resistance from family members, the 
validity of the Living Will IIILlSt diminish. 

Therefore, the Living Will is not conclusive but rather of partial assistance 
in determining what type of care should be given. 

8/:.S/79 
/ mjd 



~fPLE 

LIVING WILL 

TO MY F.AMIL Y, Mi PHYS I CI.u.N, MY CL.ERG'fllf.AN, MY' L-UffER - -

If the time comes when I can no longer actively take part in 

decisions for my own future, I wish this statement to stand as t.1.e 

testament of my wishes. I£ there is no reasonable e.~ectaticn of my 

recover, from physical or rental and spiritual disability, I , 

-----------, request that I be allowed to die and not be 

kept alive by articifical means or heroic measUI"es . I ask also that dlugs 

be mercifully administered to me for tenninal sufiering even if in re-

lieving pain they may hasten the mcment of deat.'l. I value life and the 

dignity of life, so that I am not asking that my life be directly taken, 

but that mv dying not be unreasonably prolonged nor the dignity cf life . ,. . 

be destroyed. 

This request is made, after careful reflection, while I am L11 

good. health and spirits. Although this document is not legally binding, 

- r . - -

you who care for me will, I hope, feel morally botmd to take it into accoi.mt. 

I recognize that it places a heavy burden of responsibilit'/ upon you, and it 

is with the intention of shar...ng this responsibility that this statement is 

made. 

8/ 23 / i9 
/ mj d 



:tvOUNT SINAI HOSPITAL 

CARE IN CRISIS COMMITTEE 

The present Care in Crisis Program at Mollllt Sinai Hospital had its origins in 
January 1975, when a group of concerned staff members organized the Conmittee 
on Death & Dying (later the name was changed to the Care in Crisis Conmittee). 

Presently, the Care in Crisis Program is a division of the Human Services De-
partment of Mollllt Sinai. The program is staffed by a coordinator,nurse 
specialist and trained volllllteers. Since Mollllt Sinai has recognized that 
people experiencing significant personal loss do not always have the per-
sonal and social resources necessary for ad~ately dealing with such life-
disrupting events, we have created the Care in Crisis Program to address 
the issues and needs of these people. 

The broad goals of the program are: 

1. To assist people to die in a way that is meaningful to them. 

2. To assist survivors (or potential survivors) through preparation as 
well as facilitating their grieving. 

3. To confront and deal with ethical issues related to patients' rights, 
when to treat or not treat, use of limited resources, etc .• , and to 
establish guidelines for other helping professions. 

The present services offered by the Care in Crisis Program are: 

A. Care in Crisis Conmittee 
B. Chemotherapy administration and training 
C. Home/Hospital care by professionals 
D. Home/Hospital care by trained volllllteers 
E. Patient/Family share group 
F. Grief Share Group 
G. Adolescent Share Group 
H. Staff Share Groups 
I. Informational Sessions (Mini-Series) 
J. Educational Resource Center 
K. Speaker's Bureau for public gatherings 
L. Volllllteer training . 
M. Volllllteer supervision and support 
N. Staff training and education 
0. Staff support services 
P. Individual collllSeling (by professionals) 
Q. Family collllSeling (by professionals) 
R. "I Can Cope" education series 

The philosophy of the connnittee coincides with that of the overall program. Its 
purpose also agrees with that of the program and its specific contributions to 
the broad. goals delineated. The specific contributions that the Care in Crisis 
Connnittee makes to the program and the hospital are: 

(over) 
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1. Consultation - to Coordinator, In-house Staff, Medical Staff and indi-
viduals or groups outside of Molmt Sinai 

- this would involve programatic as well as issue-
oriented concerns 

- the whole committee, a subcommittee and/or individual 
members may provide this consultative service 

This means that as members of the committee you agree to be available 
as a consultative resource individuallyand/or·within the larger group. 

2. Case Presentation - from within Motmt Sinai as well as from health 
care institutions other than Motmt Sinai Hospital 

- may be actual cases or hypothetical cases representa-
tive of some problem or issue 

This means that as members of the committee you agree to be available 
to review cases, examine the issues and make recommendations. 

3. Forum for discussion of medical/social/ethical issues -

This means that as members of the committee you agree to consider 
these issues, contribute your personal and professional opinions 
and perhaps be involved in action taken. This should be done on an 
on-going basis. An on-going policy fonnation task force is a sub-
committee of the large committee and makes recommendations on ethical 
issues i.e.: DNR guidelines. 

4. Active involvement in the conmrunity - with agencies or groups concerned 
with death, dying and grief 

This means that as a member of the committee you would be available to 
consider involvement in outside conmrunity groups should the committee 
deem it appropriate. In such cases the member would not only represent 
him/herself and Motmt Sinai but also the committee. If a member is al-
ready involved in such a group he/she should inform the coordinator. 

S. Promotion - this involves further education of the conmuni ty, in-house 
staff and others outside of Motmt Sinai as to our existence, 
·servic~ philosophy and dreams 

This means that as a member of the committee you would be available to 
represent the committee and give a presentation of its services to others. 

6. Recommend policy and appropriate use of program resources -

This means that as a member of the committee you would be involved in 
an evaluation process out of which policy recommendations and appropriate 
use of program resources would be made to administration. 

7. Forum for program evaluation - check various element s of program to see 
i f we're meeting the overall goals 

- make recommendations concerning program 
development 

- keep ourselves informed on progress of program .. 
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7. Forum for program evaluation (Cont'd) 

This means that as a member of the cormnittee you will be involved in 
assessing our effectiveness and making appropriate recommendations. 

8. Serve as a model of interdisciplinary work -
- continue to function as an interdisciplinary 

committee 
- evaluate that functioning occasionally 
- promote the concept to other appropriate 

programs in Mount Sinai Hospital 

Generally, the cormnittee deals with philosophy, purpose, goals, objectives, 
ethical issues, case consultation, action-issues within hospital and in the 
corrnmmity when appropriate while the coordinator and staff work to carry out 
the tasks and methods as defined. The committee is a primary resource to 
the coordinator and administration in decision-making authority and is in-
timately involved in program direction and development. The committee is 
inter-disciplinary, has 30 members and meets twice a month with invited 
guests attending each meeting. Attendance and participation by all staff 
members is encouraged. The Care in Crisis Coordinator is chairperson of 
the committee and a volunteer in the program is secretary, assuring continuity 
and follow-through. The committee is viewed as an educational forum for the 
entire staff at Mount Sinai Hospital 



DRAFT** 
. fURti 

DNR GUIDELINES 
<,.... 

c:> 
::e 

'"I 

August 29, 1978 

It is widely recognized that, under certain clinical ~ircumstances, the 
initiation of potentially life-prolonging therapy may be inappropriate 
when such therapy would not serve the best interests of the patient. These 
guidelines are intended to clarify one specific aspect of these life-
prolonging therapies, i.e. DNR (Do Not Resuscitate). 

DEFINITION 

DNR - In the event of an acute cardiac or respiratory arrest, no 
cardiopulmonary resuscitative measures will be initiated. 

CONSIDERATIONS 

1. An adequate period of observation and appropriate diagnostic evaluation 
are necessary before consideration of a DNR order. 

2. The concept of DNR is compatible with maximal therapeutic care. The 
patient may be receiving vigorous support in all therapeutic modalities 
and yet justifiably be considered DNR. 

3. The conditions under which the DNR order may be applicable should be 
left to the judgment of the responsible physician. 

4. When the patient is competent, the DNR decision will be reached consensually 
by the patient and physician. If the patient is incompetent, this decision 
·will be reached consensually by the family and physician. 

If a competent patient disagrees, or, in cases of incompetency, the family 
disagrees, the DNR order will not be implemented. 

The principles of self-determination and infonned consent apply to the DNR 
decision-making process. However, in some situations, the attending 
physician may decide that consultation with the patient is medically 
inadvisable and not in the best interests of the patient. 

IMPLEMENT A TI ON 

1. Once the DNR decision has been made, this directive should be written 
as an order -by the housestaff physician on the order sheet. Senior 
staff consultation and concurrence with this order shall be documented 
in the patient's chart. 

2. All facts and considerations pertinent to this decision should be docu-
mented in the progress notes. 

3. The DNR order should be subject to review on a regular basis and may be 
rescinded at any time. 

**Draft guidelines formulated by the Ad Hoc Corrrnittee on Death of the Minnesota 
Medical Association; as of August 1979, these guidelines have not been 
fonnally adopted by either the Ad Hoc Committee or the Minnesota Medical 
Association. 




