


of behavior and outcomes in response to experimental manipulations, as in a clinical 
trial. These findings are more meaningful as aresult. 

Is there a next level in this research? As discussed in the introduction, the overall 
purpose of these descriptive investigations is to uncover clinical practices that could 
stand improvement against normative standards of behavior, or at least against well 
endorsed standards. Por example, if pulmonary physicians are indeed relatively 
uncomfortable withdrawing dialysis even from patients for whom life support is to be 
withdrawn, then their professional characteristics are somehow getting in the way of 
achieving patient goals. If, when physicians make decisions about how to withdraw 
life support, they are influenced by the intrinsic characteristics of those forms of life 
support, they might be motivated by factors that the patients themselves would find 
irrelevant. Do these decision processes represent errors or biases? They might not 
given a broad view that recognizes the physicians themselves as moral participants in 
these activities. With that view, the decisions physicians need to make for their own 
peace of mind may be relevant. But these decision processes are certainly faulty 
when viewed from a narrower perspective that considers as valuable only the 
achievement of patient goals. 

The next step in research of this kind is 'de-biasing.' If one leams that physicians 
systematically make one kind of dec is ion when they ought to make another, fail to 
consider a factor that ought to be relevant, or tend to consider a factor that generally 
is not, then one has an agenda for reforming physician practices. However, getting 
physicians to change their practices or think or make decisions in different ways is 
difficult. Even if one can find fault with the decisions expressed or revealed in these 
studies, the physicians who made them are not bad or evil: they are just human. Get­
ting the human out of their decision making may not be such a good idea, even if it 
were possible. 

In a series of studies, decision psychologists have leamed that some parents avoid 
vaccinating their children against some contagious illnesses because they fear the 
adverse consequences of the vaccine, even if they understand that the risks imposed 
by not vaccinating their child are greater than the risks imposed by failing to vacci­
nate their child.23•24 This dec is ion making process, which has been called 'omission 
bias,' is clearly a bias in that it leads to the expectation of worse outcomes as judged 
by a plausible and common standard, and it seems to result when parents feel they 
will be held more responsible for the consequences of their actions than the conse­
quences of their omissions.25•26 Baron has shown, however, that parents who exhibit 
this bias can be corrected by appealing to something like the 'Golden Rule,' and 
asked which outcomes their child would prefer (the outcome with the lowest risk) 
and whether their child would care whether that outcome was reached through vacci­
nation or non-vaccination.27 

Results like these would seem encouraging in the end-of-life setting where physi­
cians, like parents, serve as agents to the goals of another party. Nevertheless, deci­
sions surrounding end-of-life care are considerably more complex than vaccination 
decisions, and in practice the history of interventions to improve these processes is 
considerably less encouraging than what might be thought at first. In the United 
States, for example, the SUPPORT study28 involved a monumental nurse-based effort to 
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educate physicians about patient goals in the critical care setting, yet resulted in no 
difference in decision mak:ing 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 of ten no good outcomes, and 
so patients and their clinicians are fundamentally ambivalent about their goals; the 
goals are of ten inconsistent over time or at the same time; and therefore these goals 
are inherently difficult to pin down or satisfy.29 

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 leg al 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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