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The Clay and the Potter:

The Cost of Shaping Patient Identities
in the Electronic Medical Record

Dr. Keren Tanguay is assistant professor of Bioethics at Kettering College
and Network Director of Clinical Ethics at Kettering Health. She holds a
Masters of Divinity from Fuller Theological Seminary and a doctorate from
The Ohio State University. Dr. Tanguay formally trained in Clinical Ethics at
OhioHealth in Columbus, Ohio and is Healthcare Ethics Consultant-Certified
through the American Society for Bioethics and Humanities. Her areas of
research interest include the intersect of narrative medicine and medical
chart documentation in addition to ethical dilemmas related to standards of
care for substance use patients with infective endocarditis.

hen | was in college one of the class elective offerings was a pottery class. My course

schedule didn't allow me to enroll. | was in luck, however, because my boyfriend (now hus-
band) did enroll. Many evenings | lived vicariously through him visiting during sculpting and tuto-
rial sessions. It created an admiration in me for this incredible art. The craft of shaping pottery out
of clay is a very delicate process that takes significant practice, skill, and meticulous caution. Go
too fast and the formation goes awry. Too much pressure and you risk the entire piece collapsing.
There is so much power, and yet such responsibility, in the hands of the artist.

Much of the same can be said of the hands of health care providers who craft chart notes in a
patient’s electronic medical record (EMR). Most hospitals in the 21 st century coordinate medical
care through electronic patient records. My particular hospital specifically switched in 2016 to an
operating system for their electronic records called Epic. Epic is a preferred EMR system used by
more than 250 healthcare organizations nationwide, with that number growing daily. Over 45%
of the US population have their medical records in an Epic system [1]. Switching to an electronic
medical record is an historically important process that has provided numerous benefits. EMRs
not only resolved challenges present with paper charts, such as illegible handwriting and the risks
of misplacing sensitive patient information, but they also allowed for extensive innovations that
improved patient care. Lab results are available almost instantly on the EMR system [2]. Years
of patient history data—such as illness, surgeries, allergies, medications—are at the fingertips
of any provider who encounters the patient. Additionally, the increased modality of algorithms
made possible by metrics and data points in the EMR—such as length of stay, number of encoun-
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President's
Greetings

Welcome to the Fall Issue of BioQuarterly.

I hope this issue finds all of you winding down your year
and making preparations for diving into new things in the
new year—including time to spend time with family and
other things that bring you renewal and energy.

In thinking about what I'd like to address in this issue’s
President Letter, | am reminded of the recent “pledge
drives” on NPR. I was, for many years, largely a consumer
of NPR content before deciding to contribute on a
monthly basis. I share this not as a plea for financial
support (though new and sustained members are always
welcome!) but hopefully to inspire folks to help BENO
provide content in BioQuarterly that is meaningful for

our members. It would be great in 2023 to have more
submissions from our members. The editors have done a
fantastic job of diversifying the types of content included;
my hope for 2023 is that our general members will feel
inspired to “contribute” to BioQuarterly with articles, book
reviews, art, poetry, and other content. Reach out to me,
BioQuarterly editors, or anyone on the Board to learn more
about how you can contribute.

In addition to the usual content types, we are happy to
announce in this issue the dates and title of the BENO
Annual Conference. After much consideration about

cost and access, we have decided to hold the conference
virtually again this year over an afternoon and morning,
April 20 — April 21. The conference will focus primarily on
diversity, equity, and inclusion. The conference chair and
speaker selection committee are finalizing an exciting
list of speakers, and we look forward to sharing more
information in the coming month. Mark your calendars!

On behalf of BENO, have a wonderful holiday season
everyone. See you in 2023!

My Best,

Josh

FOLLOW BENO ON: n w
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ters, tracked diagnosis, etc.—has created new
mechanism to account for quality improve-
ment and patient safety agendas that were
not possible, or were extremely cumbersome,
with the use of paper charts.

Even so, most patients are unaware of all the
features included in their electronic medical
record and all the content there-in. One such
feature is called Care Everywhere. Care Ev-
erywhere is a powerful interoperability tool
that serves as a platform within the EMR for
hospitals to seamlessly share patient records
with one another. In one month alone, in the
Fall of 2020, Care Everywhere had facilitated
the sharing of patient records for 221 million
patients [3]. Fifty percent of all records shared
through Care Everywhere are with platforms
other than Epic [4]. In other words, regardless
of what operating system hospitals are using,
Care Everywhere is an ethereal entity tied to
no specific EMR system yet simultaneously
encompassing all hospitals in any given re-
gion.

Care Everywhere is a powerful feature that
has numerous benefits. One doctor spoke
about the way she was able to access previ-
ous MRIs, EKGs, and full progress notes from
another hospital across state lines within sec-
onds. She writes, “...it completely changed the
whole visit — what | was able to know and was
able to do for [the patient]. That was my very
first Care Everywhere experience and it im-
mediately spoke to the power of this tool [4].”
In an era where “continuity of care” is a buzz
phrase in healthcare rhetoric, Care Every-
where is gold! In fact, | myself have used it nu-
merous times in completing ethics consults.
And yet, this kind of unrestricted, boundless
access to all patient records in almost any
hospital does have a price. For patient demo-
graphics that are perceived to be challenging
or complex, features such as these can be
burdensome.

One such patient demographic is intravenous
drug users with infective endocarditis. En-
docarditis is a serious condition that causes
inflammation of the heart's chambers and
valves caused by bacteria, fungi, or germs [5].
Intravenous substance users are at particu-
larly high risk for acquiring infective endocar-
ditis due to utilization of unsterilized needles.
IV drug users are also at high risk for leaving
against medical advice (also known as AMA
discharge) which often contributes to their
stigmatization as “difficult patients.”

This perception is frequently translated to
their electronic medical records. Leaving
against medical advice is not uncommon in
the hospital and is said to account for 2%
of all hospital discharges [6]. However, sub-
stance users are one of the most prevalent
patient demographics to leave hospitals
against medical advice. In my dissertation
research on substance users 78% of the pa-
tient charts reviewed included mention of the

patient's leaving AMA either as an historical
event that had already happened or a pres-
ent event that was about to happen. In fact,
the number one factor in predicting a self-
discharge is a previous history
of discharging AMA. It is cycli-
cal. However, this reputation
formed in the EMR can have
catastrophic consequences for
a patient’s access to medical
care.

Imagine this scenario. A few
days ago you, the patient, were
discharged from a local hospi-
tal. You were unsatisfied with
the care and experience you
received for a number of reasons. Because
you were in the middle of an ongoing treat-
ment, they wouldn’t let you discharge any
other way but an AMA discharge. You weigh
your options but decide to discharge anyway
in hopes of a fresh start at a new hospital.
However, that's not what you're going to get:

“Patient with history of IVDU and leaving
AMA [7]."

“Polysubstance abuse history with multiple
admissions with leaving AMA [7]."

“Patient left AMA from St. Martha's hospital
for a smoke [7].”

“Patient left AMA today from Cambridge
Hospital for treatment of IE. Patient [then]
went to Outerbanks Hospital but left AMA cit-
ing a funeral as a reason to leave[7]."”

“Went to St. Martha's Hospital and found to
have vivirdan strep bacteremia with MV
vegetation..went then to Cambridge hospi-
tal and left AMA once, and then returned and
was discharged AMA due to noncompliance.
Now at Municipal Hospital [7]."

As soon as your doctors open up your elec-
tronic medical record they see every single
past offense and detailed account of every
hospital encounter you've ever had in the last
five or more years. You had been hoping for
a fresh start; somewhere to start anew. How-
ever, unbeknownst to you, your previous ac-
tions, attitudes, and words have already been
captured in what is perhaps one of the most
permanent platforms — an electronic medical
record.

There is a general lack of awareness and re-
alization around the impact our crafted chart
notes can and do have on patient’s lives and
their continued access to medical care. Par-
ticularly with tools such as Care Everywhere,
chart note descriptions of patients such as
“belligerent,” “non-compliant,” “uncoopera-
tive,” “unpleasant” not only follow patients
wherever they go, but serve to form their per-
ceived identities before they even step foot
in a new medical facility. For many providers,
seeing these notations in a new patient’s pre-

vious encounter creates significant room for
forming biases, preconceived ideas, and a
general hesitancy in providing medical treat-
ment.

Certainly there are benefits to the
technological evolution of the EMR.
Yet, these same benefits include

an equally important weight of
responsibility on us as chart note
writers, story formers, and potters of
a most delicate and fluctuating clay.

Epic has changed what providers are able to
know and how they treat patients — and not
always in a good way. The frustration and
stigma that follows a patient who, for exam-
ple, has a history of AMA discharges results
in clinicians, who haven't even met the pa-
tient, assume they know exactly what this pa-
tient is like. This creates immediate relational
barriers that prevent the establishment of a fi-
duciary relationship between patient and phy-
sician. An entire network of hospital systems
across numerous zip codes, and even across
state lines, becomes inaccessible to patients
wanting a fresh start.

To this day the shelves of our home are deco-
rated with the delicate pieces my husband
made in that pottery class. Much like patients’
electronic medical records they are a perma-
nent artifact that have permeated the bound-
aries of space and time. Most of us casually
pull up patient EMRs in our daily work to write
a chart note. We're in a rush so perhaps our
words are not as carefully selected as they
could be. We're feeling frustrated by our con-
versation with the patient and it shows in the
tone of our chart note. Or, we think nothing of
it because this is our twelfth chart note of the
day. We do it with ease assuming it is an easy,
casual task.

Nothing could be further from the truth. As a
potter shaping the clay of a patient’s narra-
tive, we must be meticulous when composing
chart documentation in patient records. The
question is not only how we want to care for
our patient now, but most importantly how we
want our patients to be cared for later — may-
be by us, but maybe by someone else. These
chart notes will remain as permanent arti-
facts in this patient’s history. Certainly there
are benefits to the technological evolution of
the EMR. Yet, these same benefits include an
equally important weight of responsibility on
us as chart note writers, story formers, and
potters of a most delicate and fluctuating
clay.

Before clicking “publish” on our chart notes,
it's worth considering a few things. First, we
would do well to remember that what we see
during a hospital encounter is but a momen-

continued on page 5...



Ethical Issues around the Resuscitation
of Extremely Preterm Neonates

There is no clear consensus within the medical community about the
exact point of fetal viability during pregnancy. This creates ethical
complexity around how to treat extremely premature newborns, and in
particular around decisions to withhold resuscitation. A typical preg-
nancy is 40 weeks long, and extremely premature infants are typically
those born 15 weeks or more early. In the United States, the standard
of care for infants born at 25 weeks and beyond has clearly been to re-
suscitate them at birth and to provide any support necessary for their
developing lungs while admitting them to the
NICU. The standard of care for infants born dur-
ing or before the 215 week of pregnancy has been
unequivocally not to administer life-sustaining
interventions because of the almost certain risk
of death. There is ambiguity, however, around the
standard of care for extremely pre-term infants
born between 22 and 24 weeks’ gestation, and the
optimal way to care for newborns born within this
window has been widely debated.

Resuscitation can be invasive and can cause suf-
fering based on the small size of a preterm infant.
The reason that it is controversial is because it
is considered a high-level intervention, which brings about a certain
amount of risk to the patient. In extremely preterm infants there is of-
ten a high likelihood of death, so clinicians have to weigh the potential
harms and benefits of resuscitating a fragile preterm newborn against
the high risk of death.

At a minimum, the literature around interventions for extremely pre-
term infants (typically defined as infants born before 28 weeks and
weighing under 1000 grams, though this definition is moving toward
infants born before 25 weeks as outcomes for premature infants im-
prove) suggests that parents of infants born between 22 and 24 weeks
gestation should not be obligated to have their infants resuscitated,
and this is particularly true with infants weighing less than 500 grams.
For parents who decide to have their less-than 500 gram infant resus-

For parents who decide to have
their less-than 500 gram infant
resuscitated, the literature
around best practices is clear.
parents must be educated on
the risks and potential harms
of resuscitation in extremely
preterm infants.

Alexandra Perry, Ed.D., M.Ed. is the interim Dean of the McDonough
Center for Leadership and Business and an Associate Professor of
Leadership and Ethics at Marietta College. She is also a clinical ethi-
cist with OhioHealth. She is currently working on a book that looks at
end-of-life care in American Hospitals, and projects surrounding the
opioid epidemic, and rural and indigenous healthcare.

citated, the literature around best practices is clear: parents must be
educated on the risks and potential harms of resuscitation in extreme-
ly preterm infants.

The most robust data around long-term outcomes for neonates in the
United States is available from the Neonatal Research Network (NRN)
which is part of the National Institutes of Health (NIH). The NRN has
been researching premature infants since 1986 through a network of
hospitals who care for the smallest infants and report their data.

The data from this research is housed in the
NRN’s Generic Database of Very Low Birth
Weight Infants (GDB) study. This study focuses
on morbidity and mortality data, and it began
in January 1987, soon after the founding of
the NRN. To date, the study has enrolled over
80,000 participants at 28 NRN care sites. The
study enrolls infants born between 20 weeks
and 0 days (20 and 0/7) to 28 weeks and 6
days (28 and 6/7). The range of birth weight is
407 grams to 1,000 grams. The inclusion crite-
ria used to include infants up to 1,500 grams,
but was changed in the last decade as outcomes for higher weight mi-
cro-preemies began to improve. The lower end of the inclusion criteria
has not changed because survival of infants born weighing less than
401 ounces is so rare. There are anecdotal cases of survival, however,
including an infant born in 2018 weighing 245 grams.

The GDB study is the largest database of information about pre-term
infants in the world. It includes data on demographics such as sex,
birthweight, race, and singleton or multiple birth. It also includes data
on prior maternal health and labor and delivery (pregnancy history,
complications, and administration of steroids and antibiotics). The
infant’s initial health is documented by an APGAR score and there is
documentation of weight, length, respiratory effort and support, and
delivery-room resuscitative efforts. Finally, medical outcomes are

continued on page 5...




Clay and Potter continued from page 3...

tary space in time. It is but a glimpse in a patient’s life and often a very tumultuous one. | have
often wondered how | would be captured in a medical record if | were to encounter healthcare
in a less than pleasant time. | imagine | would not be my best-self; perhaps not as courteous
as usual, and perhaps lacking some of my self-regulating internal tools that usually help me. |
certainly would not want be judged in such a difficult time in my life.

Secondly, our job is not to opine on patient identities or their character, but rather to opine
on their medical diagnosis. That can feel like a delicate line to walk but there is a meaningful
and distinct boundary between the two. Thirdly, we would do well to increase awareness and
conversation around this topic among those stakeholders who routinely document in patient’s
EMRs. More questions need to be asked and reflected on. Is it possible that the very platform
used to protect patient privacy is now serving as a conduit for violating it? How do we deter-
mine what information is relevant for transcription into the EMR? How are boundaries con-
structed around this? What obligations towards the patient do we have to inform patients of
the way their EMR can be accessed and might be used — by us and others? Are there reliable
ways to check our motive and biases before clicking “publish” on a chart note? All of these
questions, and others, will assist us in developing improved practices around documentation.

Although EPIC was introduced as a healthcare software system over five decades ago, | would
argue we are still at the onset of understanding how we do electronic medical records well,
and do them ethically. This is a journey all of us must embark on if we are to care for patients
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Neonates...continued from page 4

tracked including mortality; NICU stay lengths; infection history; heart,
lung, nervous system, and Gl system diagnoses; hearing and vision
screenings; and developmental trajectory while admitted to the NICU.

Ethical Issues in the Provision or Withholding of Interventions in 22-
24 week Gestational Age Infants

In the ethics literature there is general consensus that physicians have
the right, if not the moral duty, to refuse to provide medically-inappro-
priate or non-beneficial treatment to infants born between 22 and 24
weeks gestation if they believe that it will cause significant harm and
suffering to the infant without offering even minimal odds of survival.
In addition to understanding and applying the longitudinal outcomes
data there are other clinical factors that should be considered in an
appraisal of the risks and benefits (and ultimate moral assessment)
of attempting the resuscitation of a 22-24 week gestational age infant
after birth. Those factors are outlined below.

Preterm-Premature Rupture of Membranes (PPROM)
PPROM occurs when the amniotic sac ruptures prematurely and re-

sults in pre-term delivery. When this happens, the risk of infection to
both the pregnant woman and the fetus goes up significantly, while
the infant’s ability to access nutrients becomes compromised. When
PPROM occurs with a clearly viable pregnancy, an emergency delivery
is typically warranted. When PPROM occurs in a pre-viable second tri-
mester pregnancy (often between 17 and 22 weeks gestational age),
the patient will sometimes elect to attempt to carry to viability and will
be admitted to the hospital for bedrest, the administration of antena-
tal steroids, and close monitoring for signs of infection, while other
patients might choose not to prevent delivery and stillbirth. If PPROM
has occurred, a neonatologist should begin a conversation with the
patient and her support system about what interventions, if any, are
appropriate to administer to the neonate after birth at each particular
gestational age, and given various post-delivery scenarios.

Accuracy of Gestational Dating

Because we know that viability and outcomes for preterm infants can
change by the day, the accuracy of gestational dating, or the assump-
tion that gestational age might be inaccurate, is an important consid-
eration in an ethical analysis centered on the potential resuscitation of
a 22-24 week neonate. If assisted reproductive technology was used
to aide in conception, gestational dating will be known without doubt.

continued on page 6...



Neonates...continued from page 5

If ultrasound dating or dating based on the last menstrual period has
been used, the care team should consider that the fetus might be a few
days closer to viability in order to err on the side of caution. Since a few
days of gestational age might both decrease the harm caused to the
neonate and increase the likelihood of benefit, this is very important.
For example, the data suggests that a 22-week singleton male preemie
born with a birth weight of 500 grams has an average survival rate of
15%, while a 23-weeker with the same demographics and birth weight
have a 19% chance of survival, and a statistically-identical 24-weeker
has a 29% chance of survival. Therefore, a patient who has had poor
prenatal care or inaccurate gestational dating and self-reports a gesta-
tion of 23 weeks could very well be off by a week, and have a survival to
discharge likelihood of 15-29 percent: a significant difference in terms
of the ethics of withholding resuscitation.

Availability of Interventions

Another factor to consider in looking at the ethics of initiating or with-
holding life-sustaining interventions to an extremely low birth weight
neonate is the availability of the resources needed to successfully re-
suscitate and stabilize the neonate after delivery. In order to minimize
the harm to the neonate relative to the potential benefit, resuscitative
efforts should only occur if the care team has, for example, an appro-
priately-sized endotracheal tube. Using an ET tube intended for larger
preemies, even those only larger by a few hundred grams, can cause
unnecessary harm to an already vulnerable patient, without a justifi-
able likelihood of benefit. When patients deliver in facilities that do not
have a NICU capable of admitting a neonate at such an early gesta-
tional age, physicians should also consider the risk of transferring the
patient if the neonate is successfully resuscitated.

Factors that should not be included in considerations of the provision
or withholding of neonatal interventions

The data collected by the NRN suggests that there are demographic
determinants of good and poor outcomes for neonates born between
22 and 24 weeks gestation. For example, white female neonates had
overall better outcomes than white male neonates in terms of both
survival to discharge and in terms of number of complications during
NICU admission. A recent article published in Pediatrics reports that a
longitudinal study of racial and ethnic differences in preterm neonatal
outcomes shows that African American infants had overall poorer out-
comes than both white and Hispanic infants (Boghossian, et al., 2019).
Despite knowledge that there are demographic predictors of morbidity
and mortality, these factors should not influence a physician’s advice
to a patient, or his or her decision to provide or withhold treatment from
a preterm neonate.

Another risk of prematurity that often finds its way into the ethics litera-
ture on resuscitation is disability. Extremely low birth weight neonates
are at high risk for respiratory problems such as Bronchopulmonary
Dysplasia (BPD), Respiratory Distress Syndrome (RDS), and Central
Apnea. They are also at higher risk than their full-term peers for dis-

abilities such as cerebral palsy, deafness, vision impairments, severe
neurological damage, and severe developmental disability, in addition
to the numerous cardiac, Gl, and other defects common to prematurity.
This high risk of disability should certainly be included in a physician's
conversations with parents in order to fully inform them about preterm
birth, but ethically, a physician’s decision to withhold life-sustaining
treatment from a neonate should be based on the imminent harm that
might come to the patient, and not to the long-term risk of disability.
This risk should be left to families to consider in determining goals of
care for the patient, as these goals reflect their own individual, cultural,
religious, and family values.

Ethical Principles and Models of Decision Making

Albersheim (2020) identifies four principles that are commonly em-
ployed in decision making about goals of care for extremely low birth
weight infants. These principles are the best interest standard, the
reasonable person standard, the “good enough parent,” and the harm
principle. She identifies a few models of decision making that are often
used in pediatrics, but suggests that the model most commonly used
in making decisions for extremely preterm infants is called the “Zone
of Parental Discretion” which is based largely on the ethical principle
that harm ought to be avoided or minimized, and that the parents ought
to have a large amount of discretion to make decisions for their infant
unless the decisions
that they make will
harm the infant with-
out any reasonable
chance of benefit.

The complexity of viability
and NICU intervention makes
it very difficult to apply
either the best interests
standard or the reasonable
person standard that are both
common in other pediatric

Bioethicists ~ such
as Ross (2002) and
Coughlin (2018) also
suggest that giving
parents wide discre-

tion in decision mak- specialties.
ing for extremely
preterm infants is

appropriate given all of the uncertainty about medical outcomes. The
complexity of viability and NICU intervention makes it very difficult to
apply either the best interests standard or the reasonable person stan-
dard that are both common in other pediatric specialties. The limits
of parental discretion, however, are typically defined in terms of allow-
ing unnecessary harm to come to a child. Many clinicians agree that
resuscitating infants at 22 or 23 weeks gestation, or those born with
birthweights under 500 grams, necessarily exposes newborns to harm
without any real likelihood of benefit. Overall, a physician’s refusal to
administer life-sustaining treatment to a neonate at 22 or 23 weeks
gestation (even in cases where parents object) is still within the rough
standard of care in neonatology.

John Lantos, a pediatrician and bioethicist, wrote two articles in 2018
in which he argued that shared-decision making, not parental discre-
tion, should guide ethical decision-making for extremely preterm in-
fants. Lantos argues that a physician’s role is to supply expertise and
to facilitate decision-making in a way that acknowledges biases and
helps to clarify parental values. He shares important research on phy-
sician-family disagreement, and advocates for physicians to do more
active listening, and to make more attempts to understand parents’ val-
ues while supplying medical information that can inform their choices.

A final question is often raised in the literature about whether or not
it is appropriate to resuscitate a neonate at the parent's request (de-
spite concerns or moral objections from the physician), and to provide
a time-trial of interventions in the NICU. This approach relies on the

idea that withholding and withdrawing interventions are morally identi-
cal, even if emotionally they might feel very different. In theory this is
reasonable, though applied in the case of extremely preterm infants
this means that the infant would first have to be subjected to the harm
caused by resuscitative efforts before eventual withdrawal whereas if

continued on page 7...



Neonates....continued from page 6

intervention is withheld and a palliative approach to delivery is taken,
the infant is provided comfort-oriented interventions only, and is not
subjected to potentially harmful (though otherwise-intended) interven-
tions.

Overall, the principle of harm-avoidance seems to be the most appro-
priate ethical principle to apply to extremely preterm infants in light of
the complexity of clinical predictions of neonatal outcomes, the vari-
able nature of available interventions between care sites, and the fact
that decisions often need to be made immediately.

In the case of care planning for extremely preterm infants, physicians
should try to participate in shared-decision making whenever possible
by facilitating conversations with parents in order to establish reason-
able goals of care based on parental values, but ultimately should avoid
causing harm through non-beneficial interventions to 22-24 week pre-
mature infants even at parental request. Of course, all treatment de-
cisions, particularly unilateral decisions, should be data-driven. If no
curative interventions are offered, non-invasive palliative interventions
should be administered based on parental discretion.
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MEMBER SPOTLIGHT

Robert Guerin, PhD

Clinical Ethicist, University Hospitals
Cleveland Medical Center

Clinical Assistant Professor of Bioethics,
Case Western Reserve University
Psychoanalyst-in-training, Private Practice
BENO Board Member for 4 years (2 terms)

My path to bioethics and
clinical ethics consulta-
tion seems intelligible in
hindsight. But it was not
always so as | was making
my way. | did not set out
from college with the goal
to become a bioethicist. |
studied philosophy, earn-
ing a bachelor’s and a doc-
toral degree. | wrote a dis-
sertation on the power of
imagination in the philoso-
phy of Immanuel Kant. |
thought | would become a
professor of philosophy at
a university or college.

So how did | get from Kant to the hospital? During my graduate stud-
ies, | was teaching introduction to healthcare ethics to undergradu-
ates. One evening, at a lecture by a visiting scholar, | happened to
meet the university's hospital’s bioethicist: “So you're the one who is
teaching healthcare ethics,” she observed. One thing led to another,
and, before long, | was interning with the bioethics program, observ-
ing ethics consultations and participating in committee meetings and
multidisciplinary rounds.

Once | completed my dissertation, | accepted an offer for the Cleve-
land Fellowship in Advanced Bioethics at the Cleveland Clinic. There,
with excellent mentorship, | honed by competencies and gained the
experience necessary for independent practice. After two years of fel-
lowship, | accepted the position of clinical ethicist at University Hospi-
tals Cleveland Medical Center where I currently offer consultation and
education and serve on various hospital committees.

The final piece is psychoanalysis. My interest here is long-standing,
beginning with a college course as an undergraduate. Once | com-
pleted my academic and fellowship training, | enrolled as a candidate
in the adult training program for psychoanalysis at the Cleveland
Psychoanalytic Center. | am currently an advanced candidate, having
completed my course work and currently treating patients with psy-
choanalysis. Not wanting to leave this seemingly disparate interest
siloed from clinical ethics, my intent is to bring together clinical ethics
consultation and psychoanalysis. To date, I've published a few papers
on what psychoanalysis can offer ethics consultation, what | have
called advanced skills.

On a final note, and something beyond my professional course and
development, | am a prospective homesteader and proto-farmer. My
backyard has 7 raised garden beds, each of which is intensively plant-
ed throughout the season with peas, beets, lettuce, spinach, straw-
berries, asparagus, peppers, tomatoes, herbs, and brassicas; a cherry
tree; blueberry, gooseberry, and currant bushes; several hazelnut trees;
and an elderberry; not to mention plenty of native wildflowers for the
pollinators. | also love to ferment: | have several sourdough starters,
a kombucha SCOBY, as well as bokashi and hot composting systems.
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The Deepest Well: Healing the Long-Term Effects of
e Childhood Adversity.
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| LONG-TERM EFFECTS “H Nadine Burke Harris
of CHILDHOOD

ADVERSITY New York: Mariner Books, 2019. Non-fiction; 272 pages

Reviewed by Josh Crites, PhD
NADINE BURKE HARRIS, n.s.

Nadine Burke Harris, MD, who served as the first Surgeon General of California (2019-2022), is a pediatrician by train-
ing. In this fascinating book, Dr. Burke Harris recounts how her search for an answer for why one of her patients was
not growing at a normal rate led her to the groundbreaking research of Vincent Felitti and Robert Anda. Largely ignored
at first, and mostly rejected by physician peers, Drs. Felitti and Anda exposed a deep connection between “adverse
childhood experiences”—ranging from abuse and neglect to other sources of toxic stress caused by poverty, observed
violence, and chronic fear—and health outcomes. Their study measured 10 adverse childhood experiences (ACEs), and
demonstrated that a higher score was correlated with riskier behavior and overall worse health outcomes. Subsequent
studies across 39 states confirmed these initial results and, of those states reporting their data, demonstrate a pro-
found prevalence: 55-62% of the population have experienced at least one ACE, and 13-17% of the population have an
ACE score of four or more (p. 91).

Dr. Burke Harris went on to integrate the ACE score, in her words, “as a vital sign” for her patients in a pediatric health
center she founded in San Francisco. Once this assessment became part of her regular practice, Dr. Burke Harris em-
ployed an interdisciplinary team of healthcare professionals to address the effects of ACEs in a uniquely holistic way.
Care was provided that was responsive both to the symptoms of illness created by toxic stress and to the toxic stress
itself. While not unaware of larger issues at the societal level, Dr. Burke Harris does a masterful job in The Deepest Well
of informing readers about specific negative health outcomes associated with ACEs, as well as providing insight into
challenges and rewards associated with community-based initiatives in neighborhoods where ACEs are most preva-
lent.

While perhaps not immediately clear how this book or Dr. Burke Harris’s experiences might be relevant for bioethicists,
there are threads in this text that help us remember to look for, and then to look at, the circumstances surrounding

the situatedness of patients and families from angles perhaps hidden from even patients themselves. In the context

of broader clinical ethics activities, Dr. Burke Harris's book has relevance for healthcare professionals engaged in

the challenging work of creating longitudinal care plans for complex patients or for helping to reduce unnecessary
readmissions. For bedside ethics consultation it is also an example of how asking questions that others may otherwise
dismiss—sometimes the greatest contribution of clinical ethicists—can uncover pathways that lead to

more compassionate care of our patients.

UPCOMING EDUCATIONAL OPPORTUNITIES

(8]

December 21, 2022 - 12:00-1:00pm March 12-14, 2023

Bioethics Grand Rounds, Dr. Eric Singer. Conference on Medicine and Religion:

CME credit available. At the Limits of Medicine: Caring for Body and
Moral Incontinence: Diagnostic and Therapeutic Soul.

Interventions for Medical Education Hosted at OSU. Information and registration here:

https.//osu.zoom.us/j/93857739774?owd=SGMS3  http.//www.medicineandreligion.com/
MVd3dGk3NnplLZVZiRzBtdURGQT09

Contact:_bioethics@osumc.edu




ART SPOTLIGHT

Robert Reid, “The Mirror,” (ca. 1910),
Smithsonian American Art Museum,
Washington, DC.

Robert Reid (1862-1929) was an American painter
whose murals appear in the Library of Congress and
who exhibited alongside such well-known contem-
poraries as Childe Hassam. During his lifetime he
was characterized as an Impressionist, though the
accuracy of this description has been disputed. [1-2]
Along with his murals, Reid was known for his many
paintings of women with flowers, a whole genre
unto itself in the Victorian era. [3]

“The Mirror” differs from those paintings in that the
“nature” it includes is an overtly stylized representa-
tion of nature. The titular mirror seems to have little
to do with the rest of the painting, though the mir-
ror's prominence in the visual field suggests it might
be important. The virtue Prudence is often portrayed
as a woman holding a mirror with which to clearly
see the truth of herself, for better and for worse. But
Reid’s subject has let the mirror slump in her hand
as she is drawn to examine the nature scene on

the decorative screen, a development that seems
almost to have surprised the red-crowned crane on
the screen. It may be that Prudence has preferred
beauty over truth.

Fall is a time when we hear a lot about how the
season’s natural beauty — of turning leaves, crisp air,
and so on — is a reminder of merits of transience.
But it's very easy for nature in autumn to become

a comforting abstraction rather than a timely re-
minder. Online photos of crimson foliage and piles
of pumpkins are well and good, but we might learn
more about transience (comforting or not) by taking
a look in the mirror.

[1] Christian Brinton, “Robert Reid: Decorative Impres-
sionist,” Arts & Decoration 2, no. 1 (1911):13-15, 34.

[2] H. Barbara Weinberg, “Robert Reid: Academic ‘Tm-

pressionist’,” Archives of American Art Journal 15, no. 1
(1975): 2-11.

[3] Annette Stott, “Floral Femininity: A Pictorial Defini-
tion,” American Art 6, no. 2 (1992): 60-77.
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Return Service Requested

SAVE THE DATE!!!
Bioethics Network of Ohio

Held virtually:

Thursday, April 20*
12pm — 3:30pm

Friday, April 217+

9am — 12pm

(times are approximate)

FOSTERING AN

Member early pricing: $25 INCLUSIVE OHIO:
Non-member early pricing: $75 :

Student price: Free

DIVERSITY,
AND HEALTHCARE

Registration information to come early in 2023



