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ABSTRACT
Though most large regional medical centers and many small community hospitals have bioethics committees, distinct

differences between these two types of facilities can impact the purpose and function of these committees. A surge in

the creation of these committees since the 1990s has led to studies of the different approaches used by these

committees, the different compositions, and the roles that hospital ethics committees (HECs) play in defining

standards for end-of-life care. A comparison of small and large facility HECs provides some insight into the challenges

in applying ethical standards in the healthcare field.
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INTRODUCTION

Both large regional medical centers and small community or
rural community hospitals have developed bioethics committees
to address some significant issues that are linked to the
expansion of medical technology and the ethical treatment of
patients both during care and in end-of-life planning. All
clinicians and administrators in these facilities, whether large or
small, are faced with ethical issues that can have a negative
impact on the ability to provide patients with quality care if not
addressed properly. Though there are standards of care that are
identified under the law and related as a part of professional
ethical codes, there are issues that must be more clearly
extrapolated in order to fully determine how standards are
applied in specific healthcare settings.

The main areas related to ethics that are frequently addressed
in both small rural hospitals and large medical centers include
patient autonomy, confidentiality, fidelity and distributive
justice. Different approaches to the management of these issues
by HECs can extend from the environments and needs of the
population they serve [1,2].

LARGE REGIONAL MEDICAL CENTER HECS

Large regional medical centers are more likely to have HECs
than small, rural hospitals, and these HECs often take a much
larger role in the development of policies, the creation of

educational programming for staff, and the assessment of
specific cases in regards to the application of ethical standards.
Many of these large healthcare facilities apply a set of broad
reaching ethical standards that cover a range of situation.
Because these facilities often seek out methods to address ethical
standards, codes of conduct, and ethics applied to decision-
making, these HECs are usually comprised of a multidisciplinary
collective of professionals that can shed insight into the
application of ethical standards at different levels of the
organization. Subsequently, the direction and approach of these
HECs are driven by both the perspectives of departmental
representatives and changing needs for the health care
organization. It is not surprising that large facility HECs have
had to modify their ethical standards in relation to changing
current technological advancements and anticipated changes
over time [3].

SMALL HECS

Small hospitals, especially those that serve rural populations,
experience unique issues related to the ethical standards of care
for patients and the use of HECs. First, not all small hospitals
have HECs, and not all small hospitals share the same focus on
broad reaching ethical standards that seem a necessity in large
healthcare settings. In addition, while large healthcare
institutions’ HECs reflect the diversity of services and the range
of providers in the setting, small facilities often have much
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smaller levels of representation in HECs. While hospitals can
apply standards with a high degree of equanimity, small
hospitals often experience struggles because of lack of resources,
overlap between personal and professional relationships, and
culturally distinct needs of the patient population [4].

These small rural hospitals, though, meet the healthcare needs
of more than 60 million people in this country each year, or
over one quarter of the total population. The context of these
communities not only shapes the perspectives of HEC
participants, but also of the people for whom ethical standards
and subsequent healthcare policies are developed. The
combination of social, geographical, cultural, and religious
elements that impact that process of care can have an influence
on the way in which ethical standards, professional codes, and
end-of-life decision-making are applied to daily operations.

In a study of small hospital ethics committees, ethical policies
developed as an extension of HEC operations were somewhat
less broad reaching and allowed for a higher degree of
interpretation on the part of health care professionals. This was
due in part to the small size of the facilities and also to the
ability of committee members to participate in regular dialogue
in an effective manner. Larger hospitals suffer from a level of
bureaucracy and poor communications that can determine
variability in the effectiveness of ethics committee policies. Rural
community hospitals vary from larger health care facilities
because they have limited economic resources, lower levels of
overall health in patient populations, shared values, limited
availability of services and access issues, and overlapping
relationships between professionals and patients that can result
in a high degree of health provider stress.

GENERAL COMPARISONS

While large healthcare facilities often share information about
approach and standards introduced within the scope of ethical
policies and decision-making in the hospital setting, rural
hospitals often have unique characteristics that can make it
difficult to apply a single set of ethical standards. The Coalition
for Rural Health Care Ethics created some working definitions
of health care in this setting, and determined some of the
challenges in meeting the goals of a geographically and socially
dispersed population. Both large and small hospitals have
similar goals in the use of HECs, including enhancing the
quality of patient care and reducing litigation resulting from
questions of ethical conduct in patient treatment [5].

END OF LIFE CARE

In both small and large medical centers, there has been a
distinct shift in the approaches to end-of-life care and decision-
making, which has placed decision-making in the hands of
patients and their loved ones or designated surrogates. In the
presence of advances in medical technologies and the ability of
medical professionals to sustain life, legal regulations about how
to proceed in the end-stage of disease provides distinct
complications and can involve HECs. When a person has an
advanced directive, something that is generally pursued as a part
of practices in large hospitals and may be less frequently applied
in smaller facilities, the legal regulations about how to proceed

are clear. One of the concepts that come into play as a part of
the evaluations of HECs in both small and large medical
facilities is the concept of medical futility [6].

Medical futility is often discussed in relation to the balance
between medical treatment and the reality of human mortality:
in every human life, there is a time at which the pursuit of life is
no longer either medically prudent or in the best interest of the
patient. When treatments can no longer result in a person being
autonomous, the termination of medical services is viewed as an
ethically sound choice. Even in the presence of life-sustaining
technologies, decisions sometimes have to be made that
“enough is enough.”

The issue of medical futility has not only brought up discussions
about mortality and the nature of medical interventions, but
also the legal parameters of medical care and the ethical
obligations of medical professionals. If a doctor perceives the
continuation of treatments as medically futile and discontinues
those treatments even in the presence of opposition by the
surrogate decision-makers, one question that may be considered
within the scope of HEC functions is if the doctor crossed a
line. Subsequent to this, HECs may determine who is
responsible for making decisions regarding the cessation of
treatment and can also determine if a physician can be held
legally responsible for decisions about termination of
treatments.

 Both large and small medical centers have recognized that there
are distinct challenges in end-of-life decision-making that create
challenges for both families and practitioners. It has been
argued that this kind of problem extends from the level of
technology that has emerged in end-of-life care and the problems
that practitioners face when making decisions about whether to
continue with care. Theorists like Robert Burt have argued that
there are distinct ethical issues in end-of-life decision-making
that can impact how practitioners perceive their roles. While
Burt argued that no practitioner should make choices that
inflict death on another person, there is a fine line in defining
causation when a person’s life support systems are shut off by a
practitioner. These types of considerations and assessments of
behaviors, as well as the policies that direct those behaviors, are
the function of HECs [7-9].

CONCLUSION

Both large healthcare facilities and small rural hospitals utilize
HECs to help define the protocols and policies related to the
fine line between medical capabilities and end-of-life decisions.
Both of these types of organizations face similar challenges when
end-of-life care decisions are being made. For large HECs, there
may be a greater effort to clearly define and outline protocols
that are used in the hospital setting and educate staff to comply
with the ethical standards developed. Small hospitals are less
likely to have HECs, but when they do, they are more effective
in communicating the best approaches to addressing patient
needs. Both types of organizations struggle with addressing the
legal, social, ethical and cultural ramifications of end-of-life
decision-making in the healthcare setting.
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