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and other hospital personnel. Because clinicians

need to figure out how to act in the best interest

of each patient, which is what the Center for Ethics

believes is the clinician’s first obligation, and such

actions must occur in real time, working through

a clinical care ethical dilemma is a difficult task

for everyone.

The complexity of such dilemmas, coupled

with the complexities of nondilemmatic but pro-

cedurally complex care, has produced the subset

of bioethicists who prac-

tice the new art of clinical

bioethics. Our experience

in our own hospital over

the past decades has

taught us that ethically

complex cases occur every

day within our own sys-

tem, across the country,

and around the world. We

are launching JOHE to

help clinicians sharpen

their ethical analysis skills

so that ethical problems

can be prevented, for ex-

ample, by catching poten-

tial problems upstream

before they become ethical

conflicts further along in

the course of a patient’s hospital stay. When pre-

vention doesn’t work, we hope JOHE provides cli-

nicians and other hospital professionals insights

into both dilemmatic and nondilemmatic ethical

cases, helping them take care of similarly situated

patients and, on occasion research subjects, in hos-

pital settings. These settings include patient care

that moves patients in and out of the hospital from

such other settings as nursing homes, home health

agencies, patients’ homes, and the broader out-

patient environment.

We are taking this step into the journal world

because we believe that hospital professionals,

especially clinicians, want practical help with the

ethical aspects of the care of their patients. We have

found this to be the case throughout MedStar

Health, our not-for-profit, multi-hospital and

health care facilities system in the Baltimore-

Washington, DC, area, in which the Center for

Ethics is seated at Washington Hospital Center.

Further afield, nationally and internationally,

other clinicians have told us they want this kind of

help, as well.

That our clinicians are comfortable seeking

such help from the bioethics staff of the Center for

Ethics is the relevant point here. Figuring out how

best to usefully serve the needs of our patients,

families, clinicians, and

other hospital profession-

als is no easy task. The field

of bioethics is still young

and immature. The litera-

ture has not yet made it

clear what it means to be a

clinical bioethicist, much

less what it means to be a

helpful one.

We believe, however,

from our experience as one

of the oldest clinical ethics

hospital programs in the

country, that we have

learned what it means to be

helpful bioethicists. Being

a helpful bioethicist for our

hospital system means to

provide practical ethics input where needed. It

means helping our clinicians become more alert to

the ethical aspects inherent in routine hospital care.

It means providing our clinicians with the educa-

tion and training necessary for them to seamlessly

integrate the ethical and technical components of

medical care, including logistics and social sup-

ports, provided in the hospital. It means, also, to be

sufficiently scholarly, skilled, and trained to work

with clinicians, patients, families, and with other

hospital professionals, to bring complex ethics

cases and/or situations to good ethics outcome. We

define a good ethics outcome as excellence in

patient care; advancing trust in medicine; increas-

ing moral imagination; refining ethical analysis

among clinicians, trainees, and others; nourishing

a morally safe environment within the hospital;

…ethically complex

cases occur every day

within our own system,

across the country, and

around the world.
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and strengthening moral courage in all of us.

We, however, do not presume to suggest that

we are teaching physicians and other hospital per-

sonnel about being ethical. We assume, and our

experience confirms, that clinicians and others

who go into hospital work do so because they are

decent, smart, other-oriented people who want to

take care of sick patients. What we do at the Cen-

ter for Ethics, and what we hope to do in the pages

of JOHE, is to help hospital clinicians and other

personnel, especially hos-

pital physicians and those

who admit patients to hos-

pitals, to systematically and

broadly think through the

complex and refined issues

that make for reasonable

differences of opinion on

ethical judgments required

in the care of hospital pa-

tients.

That does not mean

that every recommendation

we make is “right” in the

abstract sense of the word.

We do not profess to be

arbiters of truth or the

ideal. In fact, we stay away

from saying there is a

“right” answer or that we should “do the right

thing.” Rather, we talk in terms of finding the eth-

ically optimal choice or making the ethically opti-

mal decision. And even then we expect that there

will be disagreement, and we welcome discussion

of the disagreement. Where issues are dilemmatic,

there will inevitably be thoughtful disagreement.1

The notion, held by some, that if bioethicists, en

masse, don’t agree, then there is something wrong

with the field of bioethics, to us seems totally

wrongheaded. Rather, that there is disagreement

among persons knowledgeable and skilled in

bioethics means that agreement on a particular

issue is not yet to be found; that ethical thinking

has not yet evolved sufficiently to produce a strong

moral consensus.2 (That is not to say that we be-

lieve in ethical relativism. We don’t. But we shall

hold that lengthy discussion for another issue of

JOHE.) For now, we simply note that where JOHE

articles, cases, or policy discussions are focused on

ethical issues that have a reasonable moral consen-

sus, they will tend to be sparsely referenced. But

when we move into highly unsettled areas, we shall

do so transparently and provide a denser set of ref-

erences. This citation practice is designed to provide

the interested reader only foundational reading in

reasonably well-considered areas, and a fuller range

of thinking in areas that are

still being, or are begin-

ning to be, debated. While

not wanting to overwhelm

busy clinicians with more

reading, we want to refer-

ence enough of the schol-

arship necessary to demon-

strate firm justification of

our thinking.

This bent toward

making and justifying

practical moral judgments

may be the primary dis-

tinguisher between JOHE

and other journals in

medical ethics. JOHE is

going to be an ethics jour-

nal that takes specific

moral positions that we, in the Center for Ethics,

have found to produce good ethical outcomes.

One of these moral preferences is to avoid

having ethical problems arise. We take as a given

that ethical judgments are part of virtually every

decision made in the course of treating a hospital

patient, and that those judgments are made with-

out a bioethicist in sight. That is why our model

for hospital bioethics is an educational model in

which we see our greatest value as helping to edu-

cate and train our clinical staff. Clinicians are life-

long learners by temperamental bent and necessity,

and, at least the gifted ones, are intellectually flex-

ible and open to new information and ways of

approaching a problem. A little discussion about

the ethics of a case goes a long way. Once the ini-

tial suspiciousness of clinical bioethicists as ethics

…we talk in terms of

finding the ethically

optimal choice or

making the ethically

optimal decision.
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police has passed, and a clinician realizes that we

are there to be another resource to help him or her

take good care of the patient, the kind of trust that,

for example, an internist has for a cardiologist who

has previously provided a helpful consultation,

develops. And, like the helpful consulting cardiol-

ogist, the information and guidance the bioethi-

cist provides must be backed up with sound and

scholarly reasoning.

Unfortunately for bioethics, the empirical data

available to the consulting

cardiologist is vast and

more objective than data

in the field of bioethics.

Because contemporary bio-

ethics is such a relatively

new field, and one that

comes out of a philosoph-

ical tradition rather than

out of the sciences, the

kind of justifications for

recommendations that rests

on evidence-based medi-

cine for the consulting

cardiologist is essentially

lacking in bioethics. None-

theless, because we define

helpfulness in clinical bio-

ethics as ethically good

outcome, the Center for

Ethics works to provide evidence-based ethics. We

have coined the term because it epitomizes, for us,

what makes the practice of clinical bioethics a spe-

cial subset of bioethics and illuminates why JOHE

is needed. In discussing a case as it unfolds, we

must provide guidance that is helpful. We must

not merely lay out the possible ethically permissi-

ble options and end the consult there. More likely

than not, the clinician needing the help has already

gone through those possibilities. What makes us

helpful is knowing the literature and the scholar-

ship sufficiently to say what others think, analyz-

ing what the particulars of the case raise in terms

of norms of ancient medical ethics and current lit-

erature, mounting a convincing argument for

going in one direction or the other, and usually

doing all of this at the bedside in a very short time.

The evidence-based ethics comes in evaluating

the outcome.3,4 If the ethics recommendations

were followed, was resolution of the situation one

that advanced excellence in medical practice? Does

the patient and/or family feel that they were

treated fairly and respectfully? If the patient died,

do those left behind feel they were cradled and the

patient’s dying was dignified and comfortable? Are

working relationships on

the clinical team stronger

and more respectful than

before the issue arose? Do

all the clinicians involved

(ie, physicians, nurses, res-

idents, and the like) be-

lieve they each were re-

spectfully involved? Is the

moral climate on the unit

where the case occurred

more open and less hierar-

chical related to discussion

of the ethical aspects of

patient care? Where one’s

preferred direction was

not followed, does that

person feel that the actions

taken for the patient were

reasonable? Were the bio-

ethics recommendations clearly documented in

the chart? If the bioethics recommendations were

not followed, and things went from bad to worse,

that kind of outcome provides useful evidence for

the helpfulness of the clinical bioethicist, as well.

Because so much rides on good ethical out-

come, we approach our work with humility. As

bioethicists who work closely with our treating cli-

nicians and the many others who serve our patients,

we are daily reminded of the devotion to the care of

our patients all give. Our motto at Washington Hos-

pital Center is “Patient First,” and we mean it.

One demonstration of how our Patient First

motto is lived out is in the resources devoted to

assisting our clinicians with the ethical issues that

…the Center for Ethics

works to provide

“evidence-based

ethics.”
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arise as a natural and inherent part of providing

hospital care. As Jack Lynch tells in his article

chronicling the evolution of ethics at Washington

Hospital Center since the early days of contempo-

rary bioethics, Washington Hospital Center has

taken ethics and its elevation seriously for a very

long time. As the quite staggering consult num-

bers presented by Nneka Mokwunye show, the

staff of the Center for Ethics has become a trusted

and useful adjunct to patient care. These facts of

our hospital demonstrate a

long and vigorous com-

mitment from the hospi-

tal’s leadership, a necessary

component to elevating

the moral climate of any

hospital. And, as JOHE

demonstrates, the com-

mitment to ethics is not

only deep, but also cutting

edge. Nneka’s article un-

veils a technology advance

that promises to enable the

kinds of outcomes research

that will make evidence-

based ethics an everyday

part of running a hospital

bioethics program. Daria

Grayer’s discussion of a

family presence policy now

in development at Washington Hospital Center

demonstrates how policy can be created and used

to make a novel and, to some, unsettling practice

more systematic and comfortable for clinicians

and families who choose to remain during a resus-

citation attempt. Our Washington Hospital Center

leadership supports the launch of JOHE to bring

what we have learned and continue to learn to a

wider audience of clinicians and other hospital

professionals, bioethicists, and interested academ-

ics. We base our hope that JOHE is needed by this

wider clinical community on the feedback we have

received over the years from our clinicians here.

They find us helpful. And it is this helpfulness that

we hope to pass on.

In each issue we will include at least 2, short,

feature articles on topics that are particularly

timely, ubiquitous, or especially thorny. Some issues

will focus on a particular theme, as does our first

issue, which takes a past, present, and future look

at life-sustaining technologies in critical care.

Some issues will focus on a particular topic, such

as talking with surrogates or examining the issues

associated with blood transfusions. Some issues

will focus on a particular department such as pedi-

atrics or nephrology or

oncology. Also, we would

very much like to hear

from our readers about

what you want us to cover.

Also included in each

issue will be our Consult

Corner, which will include

3 cases, some actual, some

composite, some hypo-

thetical. Each case will be

divided into the sections

of Presentation, Bioethics

Recommendations and

Chart Note, and Reason-

ing. Sometimes the case

will be more a brief sce-

nario than a case. In oth-

ers, we will include details

in the case that we do not

mention in the Bioethics Recommendations and

Chart Note section or the Reasoning section. Such

omissions will be made for teaching purposes to

allow us to focus on one or another aspect of the

case while keeping the page length to a limit ap-

propriate to quick reading. Where we leave out

pieces of a case in our commentaries, we shall make

note of that and come back to the omitted issues

at a later date if the issue is of sufficient importance,

or if our readers write us and ask us to do so.

Each issue will include, also, a Policy and

Practice section. Here we will present and discuss

a particular policy, including policies that are

common to most hospitals and policies leaning

toward the cutting edge, as does our opening

…we will include at

least two, short, feature

articles on topics that

are particularly timely,

ubiquitous or

especially thorny.
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policy discussion in this issue on family presence

during cardiopulmonary resuscitation. We would

love readers to send in any policies that cover

novel areas or approach standard issues with a

fresh perspective.

Each issue, also, will include questions that

physicians can answer to obtain continuing med-

ical education (CME) credits. Some issues will in-

clude additional sections presenting articles by

guest contributors as well as articles by students

and other trainees rotating through our office for

internships in clinical bioethics. We also expect to

include Letters and Cases to the Editor. Although

the Letters to the Editor section will look much like

such a section in other journals, we have decided to

create a Cases to the Editor section, as well. In it, we

welcome cases from other institutions seeking a sec-

ond opinion and willing for our second opinion to

be published in JOHE.We can imagine the Cases to

the Editor section, as well as the Letters to the Edi-

tor, resulting in useful dialogue, furthering the

prospects of developing an evidence-based ethics.

We encourage enthusiastically such dialogue.

In conclusion, we are doing with JOHE what

we believe the helpful clinical bioethicist must do

every day—step out on a limb. We hope that the

limb grows thick and strong rather than breaking,

but only time will tell. You, our readers, will pro-

duce the outcome data about whether or not you

find JOHE helpful in the care of your patients. We

hope we are helpful, and we look forward to hear-

ing your thoughts.

As always,

Evan G. DeRenzo, PhD
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