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Every patient encounter faces and involves multiple legal and ethical issues towards their health. In several of cases, it is not only the law is applied to resolve legal and ethical issues against injustice but also healthcare providers who do not know the legal and ethical rules for dealing with patients are a distinct disadvantage. This paper examines with the case study to identify and discuss what the legal and ethical issues are. In legal issues it identifies whether the performance of the medical treatment without Edward’s consent is valid or not and provide potential legal issues outcome when healthcare professionals treat without Edward’s first obtain consent. In addition, it discusses the ethical issues and accurately identifies two relevant principles through Universal Declaration on Bioethics. It also describes where a conflict between these two principles may arise by considering the different values of each of the stakeholders in the scenario. Furthermore, this paper also provides Kerridge model and explains about solving methods for ethical problem that address the conflict.

Patient compliance and concordance in this case study of Edward’s it is noted that the patient had kept a low compliance to the treatment regime of his diabetic condition being that this disease is chronic and the treatment pattern is quite complex and had required patient behaviour change. In Edward’s case he had kept a low compliance to the treatment regime of diabetes which is a chronic disease. When diabetes is poorly controlled the person can end up developing complications which may include infection, vascular diseases and neuropathy. In this case study Edward can be referred to be non-compliance because it reached a time he never bothered to visit the doctor so the he could be checked and opt to do self-medication. Ideally the played by a medical profession basically is to alleviate pain and postpone death, and any attempt pertaining medication is of good will, therefore the role of instituting treatment when Edward was already in diabetic coma is debatable since there is still aspect of infection that is suspected, and it is safe to first administer treatment and withdraw later than delay of the treatment. There are laws that have been put in place to assist in these situations; you find that some hospitals have compiled an ethics team to help with the interpretation (Bruno et al., 2012). These have led to creation of surrogate decision makers, but this has to be in line after exhaustion of all the specified authorized individuals to consent. In Edwards’s case we find that Edward’s mother and wife have not resolve on a uniform decision, and their interpretation of Edwards’s assessment is blurred with love. Though the law grants the wife to make the final decision, concerning Edwards’s life, but still the surrounding and relationship that Edward has been having with her mother that led them to stay together, still there is reversion of decision to the mother.	

 Like in many scenarios of matters of emergency the medical doctor is allowed to consent on the nature of patient treatment only if the patient grading parameters are below the threshold. In this case the treatment goal can be achieved by measuring the compliance of the patient. When a particular therapy is being incited with a successful outcome like maintain the glucose level. According to Edward’s case the treatment given seems to be resistant and this has led to unsuccessful outcomes because he had not made any improvement like waking up from the diabetic coma. A patient who doesn’t do as per the doctor advice is viewed as non-compliant and the duty of the doctor and a patient relationship is like that of a parent and a child. If the patient had obeyed doctor’s instructions and had kept the regular check-ups, the doctor would have detected the infection earlier and treatment would have been given (Cherry et al., 2016).  The patient would have not reached that extend of going into a coma. To my suggestion is that if the patient is obedient this will empower the doctor to enforce treatment.  Concordance means that the doctor’s ideas and the patient are equal and in this case the patient is the one who makes an informed decision. Doctor’s patient relationship can be in a partnership whereby the patient is supposed to have time to explain the illness and the patient should understand his or her condition. In modernised diabetic care patient is given tools which may comprise of blood glucose monitors (glucometer) this will help to tailor their treatment for an optimal glycaemic control. The patient should be health educated about his condition (Gostin et al., 2014).  If Edward had adhered to the treatment, he would have not gone in diabetic coma.  

Decisional authority in this case the doctor should be reluctant in in withdrawing treatment in the face of family demands for continued treatment. In this case study the patient’s wife has the right to control what happens to him. The statements regarding decision authority should be guarded at all cost. The task force on the ethics of the society of critical care medicine states that regarding to the wish of an informed adult patient who has the right to make decision should be considered primary in considering decisions regarding treatment but this does not mean the decision made is from the patient (Kakar et al., 2014). But in Edwards case is the doctor who has to make decision regarding which treatment should be given to him. The doctor or physician has to discuss with the family members on whether to withdraw or withhold treatment because the patient is in comma and cannot participate in the decision making. Doctor should consider the medical value when he wishes to withdraw treatment without the consent of the family members. The doctor should insist in getting permission from the family members before removing the ventilators or life support machine. There is also a statement that states that doctors do not have the right or obligation to give useless care which may violates the community standards of practise. Patients autonomy entitle him to be treated this is because critically ill patients they are unable to engage in a dialogue regarding their healthcare. The doctor’s decision regarding to ends Edwards’s life should be discussed with the patient family members in the critical care setting. These considerations are sufficient in mandating a shift to unilateral decisions authority which can be positive which entitle the patient whether the doctor should withdraw the treatment or not. In this case patient autonomy and doctor’s integrity are rendered to be compatible; discomfort will remain over the prospect which will recognize the obligation of providing a harmful or bizarre treatment (Maillet et al., 2013). The philosophy of principal wellness care is grounded in social justice. The precept of autonomy is consistent with the community well-being philosophy of energetic participation of the consumer in decisions about their own health care. Nevertheless, research demonstrates that well-being care expert’s interpretation of the moral responsibility to receive advised consent is typically “underpinned by way of an overriding motivation to receive a (therapist decided) priceless outcome for the patient.  The principles of informed consent are to provide available Information in a form appropriate to the clients’ circumstances, personality, expectations, fears, beliefs, values and cultural background. Having exhausted this process, Edwards mother should be given time to discuss with Edward’s wife on the right decision to make, if the concerned parties are in need of further interpretation, the medical staff will have to chip in, and in Edwards case the hospital will need to have a legal advisor since there is already a looming conflict between the mother and daughter in law (Brown et al., 2012). There should be no coercion and the client is free to accept or reject the advice, this is where the principle of voluntariness applied. The decision should come from the relatives without any influence from the medical staff. 

A conflict may arise between the two principles to which the obligation is mandated to have the final say concerning the patient. Failure to agree both parties will have to seek an expert opinion on legal matters. According to kerridge et al (2013), a view of autonomy and utilitarian assessment beneficence tend to hold sway, so there is room to consult a third party which is the ethical legal team to analyse the situation and seek a court order to make intervention. The benefits of futility patient may benefit from a central ethical role, futility in this case can be analysed physiologically, in this case if the treatment which is being given is futile and cannot help in achieving its physiological objectives and does not benefit the patient. Therefore, there will be no obligation for providing treatment. According to the consensus statement of the Society of Critical Care Medicine’s Ethics Committee they do limits the treatment which is been administered to the patient if it does not benefit the patient physiologically. 

According to Edward condition the physiological sense of futility because interventions are virtually impossible for the physiological futility reason being that the treatment given will not preserve a physical function which is important in preserving life. The consensus over ethical equivalence that states the withdrawal of the life supports machine from a patient who is in an acute stage. There are ethical and legal acts which advocates on the importance of psychological or social difference in them. Non ethical difference can be seen in the cases of psychologically, whereby withdrawing treatment can suggest that the patient has been abandoned to die. The secular understanding the ethics can differ and this can raise concerns while dealing with the patient. Sometime withholding treatment can be strategically useful whereby this will help to avoid unnecessary and burdensome interventions. In the medical or clinical practise withholding treatment may be easier for clinician the withdrawing the treatment completely. So to reject the ethical vital actions and omission distinction, medical intervention should be judged in the relations to the purpose and the limits of the medical practice and the ethical integrity of the practitioners. 

The use of guidance documents there have been debate concerning patient status regarding the input into withdrawing or withholding of treatment. Doctors have been able to examine and understood the issues and translating them into imperative of practice. There are guidelines which has been useful to doctors and other care providers approach regarding life support decision making which is a critical care setting.  A systemic search has shown that the decision making regarding life support and end of life in the intensive care unit. When it comes to mercy killing the doctor should communicate with the family members which are given a high priority in most documents. Consequently, lack of clarifications regarding the decision as per patient wishes can bring problems. If the family members refuse medical treatment which are well established and ethically justified by the principle of autonomy.  People have the right for self-governance, acting freely in the accordance with a self-chosen plan. Autonomy refers to the centre where people have control over their bodies. In the end life care the patient relative they have the right to refuse the treatment placed as they can now recognize the limits on interventions of the doctor which he has to respect relative or family member refusal even if he knows it is the best clinical judgement, even if the doctor is aware that patient life is at risk (Miller et al., 2011). 

On the other hand, doctors are supposed to respect patient decisions had not been recognized as an obligation which can secure patient consent from the withholding of treatment. In the medicine law the principle of autonomy has been taken bestow as a negativity right to non- interference. A positive interpretation of autonomy is being considered to be incompatible with the ethical principles which does not cause any harm and justice. The positive obligations which have been attached to the doctor profession, which states that the principle of negative interpretation and the respect for patient autonomy should not play any an authorized part in the withdrawing and withholding of treatment. So the decision concerning withholding life support machine from Edward will be at doctor’s discretion and there will be no need of declaring or negotiating with the patient.
Edward’s wife has been patient enough to allow this kind of suffering to the husband, bearing in mind that when Edward was in a good state of mind, he made a statement of the relatives not to allow him to suffer when he will be not able to make that decision for himself. Edwards’s wife has disputed the doctor decision concerning the withdrawal of life support machine. The medical legal team has to advise on the way forward, to avoid conflict.
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