
            
    Meeting Thursday Jan 28, 2016 
Greater Los Angeles Veterans Affairs Medical Center 
Wadsworth Bldg. (500) 11301 Wilshire Blvd. LA 
90073 Operator: 310-478-37116400 (6th floor)  
SW corner San Diego Freeway (405) & Wilshire Blvd. 
Exit Wilshire Blvd West from 405, right on to campus 
west of freeway.  Free parking in visitor lots  
 5:30PM free dinner, 6:00 meeting (no RSVP needed)  

General Announcements 1.  
2.  Understanding Time in the Evaluation of Clinical 
Ethics:  Variations in Perception of How Long Ethics 
Consultants Spend ‘Doing’ Consultations –  
Virginia Bartlett and Stuart Finder 
3.  A follow-up Discussion to the UCSF Conference 
on the End of Life Option Act in California – 
Les Rothenberg 
 
                Upcoming Conferences________ 
 * Ethics of Caring Tues 3/15/16 
 *UCLA Journal Club - 2nd Wed of the mo. 
 
DISPARITY OF CARE  
Follows individuals to their grave? 
From The Opionator, New York Times, 1/20/2016 
     Palliative Care physician at Keck Hospital and 
Norris Cancer Center, Sunita Puri reveals the difficulty 
her impoverished patients have providing home care to 
their dying loved ones without the provision of other 
ancillary services and with the fear of possible home 
break-ins if narcotics to relieve pain are accessible in 
the home. 
      She points out that her poorer patients die a full 10 
years before others living 10 miles away, in more 
affluent neighborhoods. Dr. Puri notes that “hospice 
cannot pay for caregivers or…a nursing facility or 
hospital amid professional 
caregivers…unless...symptoms…become completely 
uncontrollable at home,” dispelling the notion that 
home hospice, as it is currently structured, is a 
panacea, despite financial inequalities.  “… I have 
seen our health care system pay for last-ditch-effort 
chemotherapy for a dying patient but not for one 
trained caregiver to help if they simply desire comfort 
at home.”  
      Puri tries to be realistic when telling patients about 
the in home services provided to low income patients 
by hospice. “And if home is not the best place for 
some to receive hospice care, our health care system 

must recognize this and find alternative places to 
provide end-of-life care, including inpatient hospice 
and palliative care facilities that can accept patients at 
different stages of the dying process – not just when 
their symptoms become uncontrollable at home. We 
need to provide all patients – not only those who enjoy 
socioeconomic stability – with the comfort and dignity 
they deserve at life’s end, regardless of the inequalities 
that have shaped their lives.”  
 
Murray’s Musings   
by Ken Murray MD 
retired Family Physician and author of “How 
Doctors’ Die,” contributor to several national 
news magazines and medical journals 
   
Torture Update 
 
     NY Times:  “The U.S. military has cut the use of 
psychologists in its military prison at Guantanamo 
Bay, Cuba, citing rules by the American Psychological 
Association. It eliminates psychologists from 
interrogations and all other activities directly involving 
detainees. Its intention is to not risk the psychologists’ 
professional licenses, since continuing to work directly 
with detainees would violate the new rules. They 
specifically ban psychologists from any involvement 
with detainee interrogations, including providing 
mental health services at facilities such as Guantanamo 
“that the United Nations has found do not comply with 
human rights laws.” 
     I think this is important to note, following the 
excellent conference LMU Bioethics Institute had last 
year in response to debate at our meeting.  I don’t hide 
that I was amazed that there were those in the group 
that thought the ethical question of medical 
professionals’ involvement in torture revolved around 
whether the torture worked. Nonetheless, it is 
heartening to me that the taking of a stand on ethics in 
medicine has resulted in a change in policy of our 
military. 

             *******Weigh in with the 
Editor******* 
	
Ed-	in-	chief:	Kendra	Fleagle	Gorlitsky,	MD	
kfgorlitsky@gmail.com		
Contributors:	Ken	Murray,	MD,	Richard	Boudreau,	MD,	JD		



            
Joseph	Durso	MS	III	KSOM	(USC),	Elvis	Amaya								

Teachers’ Forum  
Is “Academic Pimping” Ethically Sound? 
     An essay in the online Magazine Pulse printed 
5/29/2015 was cited by an Introduction To Clinical 
Medicine instructor at KSOM USC and a firestorm of 
online discussion ensued with many detractors of the 
practice and some strong defenders (particularly 
among the surgical specialties.)  
     The author of the essay, “Pimped” a second year 
medical student, Anne Whetzel, defined the practice in 
her essay as “when the preceptor asks you questions 
until you get one wrong. Then he asks more questions, 
highlighting your ignorance. Theoretically, this 
ensures that once he tells you the correct answer, you'll 
never forget it. This works for some students, but not 
for me. I get defensive, and the right answer, whatever 
it is, goes in one ear and out the other.” 
     This techniques of teaching, at its best, resembles a 
Socratic type of interchange, and at its worst, employs 
humiliation to protect a hierarchy that might inhibit 
open discussion, individual initiative and creative 
analysis.  Several surgeons defend the practice 
insisting it not only helped them pass the oral boards 
in surgery, but also prepared them, if not to prevent, at 
least face up to and correct any untoward 
consequences that could occur from their inexperience 
or lack of judgement.     

PATH OF LEAST RESISTANCE?   
USC Palliative care physician, Carin van Zyl 
shares her struggles with Physician Aid in Dying in 
NPR interview Jan 4, 2016, Morning Edition 
     Espousing and administering the benefits of 
Palliative Care to her patients, Dr. van Zyl hopes to 
prevent the kinds of suffering that might encourage the 
request for life ending measures.  But she notes it isn’t 
universally available and smaller hospitals often don’t 
offer such a specialty, even in urban areas. "I worry 
that we make [lethal medication] available before 
we put the necessary effort forward," she remarked. 
     "You'll notice in the Oregon data, many people 
chose this option not because of physical suffering. 
It was the loss of dignity, control and 
independence," she says. 
      "I would imagine writing a prescription for 
somebody for whom palliative sedation is not an 
option or would not relieve intolerable physical 

distress. I struggle with emotional and existential 
requests." 
Ed. Note: One wonder if pursuing the easier solutions 
of a handful of pills could deter the continued pursuits 
of other effective palliative care measures. 

 
From the American Academy of 
Hospice and Pall iat ive Care 
Medic ine      
 Systematic Approach to Evaluate PAD 
Requests (some highlights):  
 
Determine the nature of the request.  
Is the patient seeking immediate assistance or 
considering the possibility?  
Clarify the cause(s) of intractable suffering.  
 Does the patient feel he or she is a burden or 
exhausted from prolonged dying? Is there severe pain? 
Is the distress mainly emotional or spiritual? 
Evaluate the patient's decision-making capacity.  
Is there impairment affecting comprehension and 
judgment? Is the patient's request consistent with long 
standing values? 
Explore emotional factors.  
Does the patient have untreated or undertreated 
depression or other mental illness? 
Explore situational factors.  
Is the patient subject to emotional, financial or other 
forms of exploitation or abuse? 
 
Initial Responses to PAD Requests 
 
Utilize open-ended questions to understand the 
concerns that led the patient to request PAD 
*Respond empathically and strengthen the therapeutic 
relationship through respectful and non-judgmental 
dialogue 
*Re-evaluate and modify treatment of pain and all 
physical symptoms 
*Identify and address depression, anxiety, and/or 
spiritual suffering 
*Consult with experts in spiritual or psychological 
suffering when appropriate 
*Consult with colleagues experienced in palliative 
care/hospice as needed 



            
*Commit to the patient the intention of working 
toward a mutually acceptable solution for the patient's 
suffering 
 
 
From the Halls   
by Richard Boudreau, MD, JD MBA, DDS, PHD,  
Faculty LMU Bioethics Institute, Dept. Theological Studies  
  
Clinical Research – ‘Confirmation Bias’s &        
Maintaining a Skeptical Attitude 

 
We rely heavily on the published results of 

clinical research to support the procedures we use and 
introduce into our practice. It is important that the 
information provided in an article is accurate. We have 
been cautioned to be aware of the various forms of 
bias on the part of authors that may influence their 
interpretation of data; indeed, we have an ethical duty 
to do so.  

An often neglected consideration is bias on the 
part of the reader, or ‘confirmation bias,’ defined as 
the tendency to search for, interpret or favor 
information that tends to confirm our beliefs or 
hypotheses. For example, when we see an article 
supporting our opinion regarding “physician aid in 
dying,” do we read it as critically as one with the 
opposite point of view? We need to read each article 
as if it were being read by someone with an entirely 
different perspective to avoid bias.  
             What should we look for when reading a 
clinical report? Are the aims of the study clearly 
defined and is there a hypothesis stated? Is the sample 
size adequate?  With relatively small sample sizes, it 
may not be possible to detect differences though they 
may exist. Ideally, randomization of subjects and 
blinding of the investigators should be done to avoid 
bias. If a control group is included (ideally), it is 
important that this group is similar to the treatment 
group at baseline. Sufficient data needs to be provided 
to support the conclusions of the study. A common 
source of error is that the conclusions of a study are 
not always a reasonable reflection of the data 
presented.  

Prof. Norman Breslow, former biostatistician 
at the Univ. of Washington laid the foundation for 
modern statistical methods in medicine, including 
“Approximate Inference in Generalized Linear Mixed 
Models” and “The Breslow Estimator.”  Despite the 
use of a peer review process, there is evidence that a 

large percentage of published research contains 
statistical errors. Publication in a prestigious journal 
does not guarantee   flawless analysis. This can place 
the burden of decision-making on a reader who is 
unprepared for the task, and speaks strongly for 
improving the training of students and residents in 
statistics. 

The adverse effects of biased reading and 
misjudging the accuracy of the findings in a clinical 
research report on proper 
patient care require that we 
are always careful readers 
of the literature, 
approaching each article 
with a skeptical attitude.  

            The Ethics 
of Surrogacy 
The developing world is reacting to concerns about the 
ethics of low income women exchanging the use of 
their bodies for purposes of growing foreign embryos 
into babies for commercial purposes. Nepal and 
Thailand are among the countries currently forbidding 
surrogacy when it became well known that foreigners 
were paying to have their sperm or egg permeated 
embryos implanted into low income women in other 
countries from which the baby would then be 
harvested and given to the foreigner for a price. 
According to the NY Times Oct 28. 2015, India was 
considering a ban on foreigners obtaining access to 
surrogacy by their citizens.  This would add them to 
the list of countries enacting bans on commercial 
surrogacy. Mexico made a similar ban, particularly 
stipulating that gays would be banned from 
opportunities to access surrogacy, raising yet another 
issue in this stew of the question of reproductive rights 
and protective autonomy.  

Proponents of wide access to surrogacy say 
that permitting poor women to participate in such an 
enterprise simulates “a woman’s right to choose.”   
Others maintain that such ”choice” more accurately 
mimics a poor woman’s decision to offer her body in 
prostitution or the sex trade to feed her existing  
children—not much of a choice. The total cost of 
surrogacy in India to the “consumer” was about one 
third that of the expense in the developed world, with 
approximately 7,000 dollars reportedly going to the 
participating surrogate womb bearer.  However, the 
radio show, Radio Lab, interviewed Indian woman 



            
who had in recent years traveled to Nepal to 
participate in surrogacy and found that their 
compensation was reported to be closer to $3,000 
dollars. Women who were not successful at 
completing a pregnancy were not compensated, 
according to their report.  

It would seem that in the primary beneficiaries 
of such enterprises,  in addition to the customer, are 
not the women  growing the fetuses but more likely 
the commercial negotiators that provide access to such 
women and their capacity to avail the opportunity of  
parenting to those who are incapable of procreation. 

The fact that a prime source of donor eggs is 
Ukrainian women (White) and the actual growers of 
the embryos are women of color, is reminiscent of 
older practices of eugenics. Apologists for surrogacy 
state that to ban it would be to drive it underground 
resulting in even worse conditions than those 
experienced by impoverished gestation donners.    
 
UNDERGRAD Corner 
Elvis Amaya, student at Santa Monica College

 
Blood and Toil  
     Advancements of artificial blood is not a mere 
notion of science fiction. There has been 
movement in this field since the ‘60s to meet the 
demand for blood in the US.  Headway in the 
effort toward the creation of artificial blood has 
many potential benefits with aspirations including 
universal matches, the ability to be stored in room 
temperature for over 2 years without expiring and 
sterilization of the product to prevent infection.  
     The practical applications are promising but 
questions beyond its effectiveness include: 
*Will patients readily consent to this new form of 
treatment when available, if rushed to the 
emergency room after severe hemorrhage? 
* When might patients be offered this drug-- if the 
risk of fatality becomes less than or equal to that 

of natural blood with the benefits of universal 
matches and storage and manufacturing capacity 
of jet fuel?  
*How will patients be consented? 
Ed. note:  We are still waiting for such a product to 
reduce ethics consults in the arena of religious 
objection to blood replacement. 
April 15, 2014 Uptodate disappointing reported that 
“Currently, there are no clinical trials underway in the 
US for any products, and none is available on a 
compassionate-use basis.” 
 How Far Have We Come? 
                               Update by Joseph Durso 
Clinical Case: A 2010 case study demonstrates the 
successful use of an acellular bovine hemoglobin-
based product in “bridging therapy” for a Jehovah 
Witness patient with acute anemia secondary to 
chemotherapy induction. 
http://www.ncbi.nlm.nih.gov/pubmed/26782246  
Technical Discussion: A 2012 paper on a product 
called “Hemotech” discusses the challenges to 
designing an acellular oxygen carrier as a substitute 
for RBCs. Oxygen carriers must be designed to 
prevent vasoconstriction and maintain 
electronegativity. This product used intramolecular 
crosslinking with ATP, intermolecular bonds with 
adenosine, and conjugation with reduced glutathione. 
http://www.ncbi.nlm.nih.gov/pubmed?term=21902624  
Product to watch: A 2016 study details the 
demonstrated safety of PEGylated bovine 
carboxyhemoglobin (SANGUINATE) in Phase 1 and 
1b trials in both healthy adults and sickle cell patients 
with stable hemoglobin. The main challenge this 
product must overcome is the vasoconstrictive effects 
of administered hemoglobin. 
http://www.ncbi.nlm.nih.gov/pubmed?term=20456679    
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