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MEDICAL EDUCATION 
Preparing for the Unexpected: Teaching ER Ethics 
Kelly A. Edwards, PhD, and Thomas Robey, MD, PhD 
 
It should go without saying that the fast-paced environment of the emergency 
department (ED) requires a different kind of deliberative approach to ethical 
dilemmas. As the cases in this issue of Virtual Mentor demonstrate, clinicians in the 
ED are presented with dire situations and little information, yet need to act quickly. 
This is truly a catch-22. Precisely when you need the time to call a team or family 
meeting or gather more data, as you would on the medicine floor, you do not have 
that luxury. So what can an ethical ED clinician do? In this report from two ethics 
educators, we offer three possibilities for emergency medicine training clinicians to 
build ethics reasoning skills suited for the ED. 
 
Strategy 1: Anticipating and Practicing 
This first strategy underlies most undergraduate ethics education. That is, if you can 
present medical students with case scenarios they are likely to encounter in their 
clinical rotations, they can (a) begin to recognize and anticipate the kinds of issues 
that will come up, (b) learn relevant rules, laws, policies, expert opinions, and 
guidelines that have professional consensus about the kinds of cases they will see, (c) 
learn from their classmates and role models, and (d) begin to test and practice their 
own responses. By thinking cases through in advance of being confronted with the 
actual situation, trainees have the time to work through difficult scenarios that are 
likely to be quite new, and sometimes disturbing, to most students. The rationale 
behind this strategy is that “chance favors the prepared mind.” If the student has 
wrestled with a case or has heard how various people would respond to a specific 
situation, he or she can more quickly act in the moment. 
 
Opportunities for slotting case discussions into the curriculum are almost unlimited. 
They can be included in noon conferences, journal clubs, required ethics courses, or 
in electives aimed at those going into emergency medicine. Having facilitators on 
hand who have both ethics and clinical expertise can be especially useful for 
grounding the cases. 
 
Strategy 2: Using Ethical Frameworks for the ED Setting 
As common as the above rationale is for most ethics education, and as essential a 
first step as it is in the professional development of a trainee, it is not sufficient. 
Students who have not yet been in the clinic may consider the scenarios abstractions, 
and the real crux of the case will not be clear until they are in the moment and have 
more clinical experience to bring to bear. An alternative or additional strategy is to 
have a quick-and-dirty decision making tool to help the trainee in the moment. 

 www.virtualmentor.org Virtual Mentor, June 2010—Vol 12 455



 
Most ethical decision-making frameworks and tools are intended for longer clinical 
ethics consultation settings [1]. These are excellent, but, unless the user is familiar 
with the frameworks, they can bog down the process rather than facilitate it. 
Emergency medicine professor Kenneth Iserson has proposed a decision-making tool 
that can be used in the chaos of the ED. He has written about this extensively 
elsewhere [2], so we will just summarize his basic approach here. In brief, when 
confronted with a dilemma the clinician should employ the following decision tree: 

1. If there is a rule (law, policy, precedent) that is close enough to apply to the 
dilemma at hand, follow it. 

2. If no rule clearly applies, is there an option that can buy time and does not 
pose additional risk to the patient? If so, take it and use that time (as much as 
you have) to pursue other data gathering or consultation. 

3. If action cannot be delayed, use a practiced reasoning technique to arrive at 
an outcome [2]. 

Iserson suggests further that asking three questions as part of step 3 can help you 
decide what to do next. These are: a golden rule test (What would you want if you 
were the patient?), a universality test (Would your decision work in every other 
instance?) and a liability test (Could you justify your actions to others?). These 
questions can be helpful as trainees work to gain additional experience with clinical 
and ethical situations that help them effectively work through the primary steps of 
Iserson’s process. 
 
Strategy 3: Building Scaffolding for ED Ethical Decision Making 
Dr. Iserson’s model is most useful for experienced clinicians who can very quickly 
comprehend a situation, appraise available options, and make an assessment about 
best course of action. Many trainees will default to the decision-making step if they 
are not familiar with case precedent or medical techniques that buy time. A simple 
framework we have used in some of our ethics teaching asks the trainee or clinician 
to respond (quickly) to a series of questions. At the University of Washington, we 
have loosely adapted moral psychologist James Rest’s four dimensions of moral life 
[3], and created the Four Skills of Ethics, which we use in our Ethics and 
Professionalism Benchmarks and as a guide in curriculum planning and teaching. 
These questions can be taught in conjunction with Iserson’s, and can stand alone 
once they have been internalized. 
 

1. Recognition: What is the ethics issue in this case? Before you can figure out 
whether there is a relevant rule (Step 1 in Iserson above) you have to 
recognize what kind of case this is, e.g., treatment refusal, withholding life-
sustaining treatment, questionable decisional capacity, inappropriate 
surrogate, triage, etc. 

2. Reasoning: What options are there, and what are the potential harms and 
benefits of each? What is at stake in this decision? This stage can be 
expanded or contracted depending on time, but would supplement Iserson’s 
steps 2 and 3 above. 
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3. Responsibility: What are my professional obligations? This question can get 
at professional guidelines and standards, as well as eliciting more interpretive 
questions such as: What kind of clinician do I want to be? Responses could 
include reference to some of the professional virtues identified by leaders in 
the field [4]. 

4. Respond: What will I do, and why? Justifying one’s course of action should 
be a combination of considering the rules, consequences of actions, 
professional standards, and one’s own professional moral compass. 

 
The goal for future emergency physicians is to charge through these questions 
quickly when in the throes of decision making. The ED environment by its nature 
imposes limits on time and information; whether it be a clinical or ethical dilemma, 
the clinician must make a decision, and quickly. In the case of most ethical 
dilemmas, reasonable people will disagree about the best course of action. In the end, 
emergency practitioners must become competent in quickly recognizing and 
justifying choices amidst competing values. Clinicians who have anticipated the 
issues, used a coherent approach to decision making, then documented the 
justification, will be able to defend their positions well against anyone who may 
challenge it. 
 
Conclusion 
The added challenges of working in the emergency department reinforce the need for 
an accessible and easy-to-remember approach to ethical decision making. We have 
offered three strategies here which can be used separately, together, or in 
combinations, as is useful to the trainee, teacher, or clinician. The goal of ethics 
education is to prepare trainees to be efficient and ethical decision makers and to 
provide the right kind of scaffolding to help facilitate decision making that will lead 
to better outcomes for patients, family, and care team members. 
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