





educate physicians about patient goals in the critical care setting, yet resulted in no
difference in decision making and no difference in clinical outcomes. Aronowitz and
Asch have argued that improving end-of-life care confronts what may be impassible
obstacles because the situation is one in which there are often no good outcomes, and
so patients and their clinicians are fundamentally ambivalent about their goals; the
goals are often inconsistent over time or at the same time; and therefore these goals
are inherently difficult to pin down or satisfy.?

International collaboration in these areas is likely to be challenging, given that so
many of the important issues that underlie these decisions reflect social values, pro-
fessional norms, and legal and regulatory structures that differ substantially across
cultures. If all ethics are local, cross-cultural observations may have little practical
value. At the same time, these differences allow for the development of alternative
models that may be adaptable in different nations.
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