Bull, Nagano Coll Nurs. B IREERNENE
16: 25-34,2014

B &

F—LERRICBITIEEBREET IV
—AYITF=LF AR5 TYI B LYY a—aiNn—

BE wEP

[E Bl 1>74—LR -2t MNIBBOBRELHEMNZEETSZDICEAINE. LALERRE
PIRENICHETH 2BE, 5, F—LEEIBVWTHEMTAEEREN TERVES (Problem A) B&
W, BEREDHLTHZEBENERAW TR TERWNES (Problem B) , E3THUELNDTH A5,
BABIUHNAEOEEREZBTICBT2EROBERREETNELT, 7734 EPa2A N DART YT
EFINER TV REOIORAT y TETFNNDH 2, MBFBRIEEMOBEREDOHE[RT, A BLdbikmz
HEkWw, BHFERF—LEEEEEL TWEY, GEBROFERERNTVNS, FRTIE, THH5TODORE
2HERTBHDELT, A—T OMEREEFNERETS. TN, YEHEOBANSZ-—X (interest)
WEREDT, BkZ2X% “Interest-based Approach” ZAL TW5, AHTIZ LEA - BORMEEZRRTE
HINEREEL, ZOETIVOBAMMEEIEAT S,

(F—7—F] BEGE, BERRE (>74—LF-a2k>2h a2 HX-ENFa27, 22T

Jh-LVJUa—ar
Introduction

“Informed consent” has been introduced to respect
the autonomy and rights of patients. Patients have
become the core members of the healthcare team who
make decisions regarding their medical and health care
treatments because they could be specialists in their own
illness.

However, we currently wonder how faithfully the

autonomy of patients can be respected since there are
wide gaps between medical professionals and patients
in their specialized knowledge. If some patients are
indecisive, and cannot make any decisions, what should
we do for the patients? Should medical professionals
make decisions on their behalf? Are patients capable
of only choosing from the options proposed and
recommended by doctors? Is this not just returning to

an old-fashioned paternalism? We are on the horns of a
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Yara: Decision Making Models

dilemma between respect for autonomy and paternalism.
Moreover, there will be cases when the problems are
too difficult for even medical professionals to make
decisions. What should we do in such situations? As
Yoshitake (2007, p. 81) states, “we need the method that
leads to decision making even if the patient neither has
any clear opinion about his/her own medical care, nor
knows his/her own mind.”

Moreover, health care professionals must work in
collaboration on multidisciplinary care teams. Doctors,
nurses, pharmacists, and other health care professionals
muét discuss information with one another and make
decisions in cooperation.

In the past, doctors have often been assumed the most
appropriate persons to make decisions. Docto‘rs were
once the only specialists in the medical field. This is not
so widely. accepted today because research in the fields
of health and medical care is highly specialized and
subdivided. Therefore, doctors are not always specialists
in some fields of health care.

Sometimes, doctors must follow the advice of other
health care professionals. A specialist is a specialist
only in his or her field, and just a layperson outside his/
her field. However, as the old proverb says, advice
is seldom welcome, and an opinion may change if a
person’s standpoint changes. It is sometimes difficult to
build a consensus among people with various standpoints

(doctors, nurses, patients, etc.).
Aims and Method

Thé aims of this paper are to present a new decision
making model for problems that are difficult to resolve
and decide, to provide multidisciplinary care teams with
a practical model for collaborative decision making,
and lastly, to bridge gaps between different standpoints,
especially between the judgments of specialists and
patients (laypersons). To achieve these goals, we propose

two problems (or subjects to be solved) as follows:
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Problem A: What should we do if health care team
members cannot reach an agreement?

Problem B: What should we do ifsome members
(especially, patients) are so indecisive that they

cannot reach any decision?

In this paper, I present two decision-making models
that are standard and popular in the curriculum of
nursing ethics education, not only in Japan but also
worldwide. The first is four-step model of Fry and
Johnstone (2008) that was originally introduced by the
International Council of Nurses. The second is ten-
step model of Thompson and Thompson (1992). These
two models were introduced in Japan by the Japan
Nursing Association for nursing ethics education. After
examining these models through our two problems,
we propose a third model: conflict resolution model
(mediation) of Moore (2003).

Therefore, our research questions are formulated as

follows:

Research Question 1: Can two traditional decision-
making models satisfy our two problems?
Research Question 2: What kind of model can satisfy

our two problems?
Four-Step Model of Fry and Johnstone

First, we would like to present the four-step model for
decision making introduced by Sara T. Fry and Megan-
Jane Johnstone (2008). The model is detailed in their
textbook for nursing ethics education, Ethics in nursing
practice a guide to ethical decision making, which is one

of the most popular textbooks in Japan.

A value-centered approach.

According to Fry and Johnstone (2008, p. 65), the
traditional model of decision making is “a principle-
oriented approach to the resolution of value conflicts.”

This model considers whether an action would violate
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any ethical principle (i.e., “reépect for autonomy,”
“nonmaleficence,” “beneficence,” “justice,” etc.;
Beauchamp, 2009). In contrast, their model is “a value-
centered approach to the resolution of ethical conflicts”
(Fry and Johnstone, 2008, p. 65). This model concerns
conflicts of values of the people involved. The aim of
this model is to examine four aspects: (1) “the values
involved and the interests at stake,” because this model
focuses on conflicts of values and attempts to resolve
them; (2) “the context within which the decision will be
made,” since problems themselves change depending
on the context (or the interpretations of the context
by different people); (3) “the kinds of strategies that
will need to be employed to achieve a resolution to the
problems identified;” and (4) ;‘the nature of the nurse’s
responsibilities in the situation” (Fry and Johnstone,
2008, p. 60).

The four questions within this model.

We can reach a decision by answering these four
questions: (1) what is the story behind the value
conflicts? (2) What is the significance of the values
involved? (3) What is the significance of this conflict to
the parties involved? and (4) What should be done?

Step 1: What is the story behind the value conflicts?
According to Fry and Johnstone (2008, p. 62), by
asking this question, “the nurse begins to discover how
the problem is defined by the parties experiencing the
problem.” The involved parties include patients, their
families, doctors, nurses, other medical professionals,
etc. By answering this question, the contexts of the
problems will be made explicit, and the conflicts of

values will be clarified.

Step 2: What is the significance of the values involved?

At this step, the nurse must analyze the values of all the
parties involved, and gains “insight into the moral and
nonmoral nature of the values and their potential cultural,

religious, personal, professional, and even political
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origins” (Fry and Johnstone, 2008, p. 63). However,
Fry and Johnstone (2008, p. 63) insist that “this does
not mean that all the values will always be protected,”
Because there is an order of priority of values. Some
values would be prioritized and others not. Therefore,
the goal of nurses at this stage is to “help individuals
prioritize their values” (Fry and Johnstone, 2008, p. 63).
Hdwever, this would be a very difficult task, and the

question remains: how and who shall prioritize?

Step 3: What is the significance of this conflict to the
parties involved?

At the third step, the nurse must learn “how the parties
involved relate their values to the present situation”
(Fry and Johnstone, 2008, p. 63). Values are never
static. They vary from person to person and change over
time and in relation to human events and felationships.
Therefore, if we can clarify the values of every person
involved, it would help to resolve value conflicts for

everyone.

" Step 4: What should be done?

In the last step, “the nurse explores all of the ways in
which the value conflicts might be resolved” (Fry and
Johnstone, 2008, p. 64). According to Fry and Johnstone
(2008, p. 64), “in most cases, ethical decisions are made
based on the amount of relevant information available
at that time, the significance (moral weight) of the value
dimensions, and the ‘best’ judgment of the decision
maker(s) or the collective ethical stance of the group.” In
such cases, we should take notice of the three following
points: “the values held by the various parties,” since
values vary from person to person; “outcomes that may
occur,” because some actions may have both intended
positive consequences as well undesired side effects,
and the evaluation about them may. differ from person to
person; and lastly, “the moral rightness or wrongness of
the various options according to agreed moral standards”
(Fry and Johnstone, 2008, p. 64).

However, how can we get agreement on the moral
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standards? They may differ from person to person, so
how can we decide? Regardless, we must determine
“what should be done,” but the question of ‘how’

remains.

- Examination of the two problems.

The aim of Fry and Johnstone’s model is to educate
nurses and enhance their capacity for moral judgment
and decision making. As they say, “One goal of

ethics teaching is to produce a morally informed,

knowledgeable, sensitive, and accountable nurse who

has the ability to make ethical decisions in practicey” (Fry
and Johnstone, 2008, p. 59). Although we appreciate
the significance of this aim, we believe that it is not
sufficient for a medical decision-making model since it

fails to satisfy our two problems.

Problem A: What if members cannot reach an

agreement?

Suppose that all the members have different opinions
and cannot reach an agreement, what should you do?

At the second and fourth steps of Fry and Johnstone’s
model, they are approaching this problem. However,
they did not present any concrete methodology to resolve
it. Perhaps they must restart the discussion, but how can
a consensus be reached? In the worst-case scenario, the

argument would continue endlessly without resolution.

Problem B: What if some members (especially the patient
him/herself) are at a loss and cannot reach any decision?

Suppose the people involved, especially the patients,
were irresolute and could not find their way, and only
you, as the nurse assigned to the case, could discover the
most appropriate and effective way, what should you do?
For instance, you might offer your opinion to adopt.
Unfortunately, the others were not satisfied with your
proposal. They would say to you, “indeed, we cannot
find the best solution with which we can all be satisfied,
and we are at a loss just now; however, we are trying to

find the best solution with which we can be satisfied.”
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Then, what should you do? You would try to persuade
them. However, if you are not suécessful, would
you dare to force them or compromise with them?
Alternatively, would you give up your proposal and

remain silent?
Thompson and Thompson’s Ten-Step Model

Next, we would like to examine the ten-step model of

. Thompson and Thompson (1992) for bioethical decision

making, that is introduced in one of the most popular
textbooks in Japan and worldwide, Bioethical decision
making for nurses. We must verify whether we can
reach a consensus on conflicts of values by following the

ten steps of this model.

Overview of the ten-step model.

The following outlines the steps within the model.

- Step 1: Review the situation, and Step 2: Gather

additional information to clarify the situation.

In the first step, we must review the situation to answer
the following questions: What are the health problems?
Which problems are ethical and which are scientific?
What decisions need to be made? What individuals
are involved or affected by the decisions? Through
answering these questions, we can clarify the situation
(Thompson & Thompson, 1992, pp. 103-120).

It is well known that previously homosexuality was
regarded as a theological or moral problem and then as
a health problem. Today, it has become a problem of
personal identity. As this example demonstrates, it is
sometimes difficult to identify the problem. We examine
this issue more closely in the next step.

After we identify the information that is lacking and
the information that is needed in the first step, we gather
additional information to clarify the situation in the

second step.

Step 3: Identify the ethical issues in the situation, and

Step 4: Define the personal and professional moral
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positions.

In the third step, we must identify our ethical issues
by consulting ethical principles, codes of bioethics, or
other ethical or moral codes. Next, we investigate the
historical, conventional, philosophical, and theological or
religious bases for the issues.

In the fourth step, you must clarify your personal
moral position and that of the health professionals and
distinguish them from each other. Occasionally, they
may differ. When the former interferes with the latter, in
the worst case, the interference falls into an infringement
on the values of others.

According to Thompson and Thompson (1985, p. 133),
the deeper personal examination at this step moves
you “toward greater understanding of yourself” and
‘prepares you to examine the values of others. If we
examine and understand ourselves more deeply, we can
better understand the values and beliefs of other people,
and perform our professional duties more effectively.

Therefore, deeper self-examination is indispensable.

Step 5: Identify the moral positions of key individuals
involved, and Step 6: Identify value conflicts, if any.

In the fifth step, you must gather the key people to
discuss and identify their moral positions. Moreover,
the person who is the most aware of the ethical issues
and respectful of the values of other people is identified.
- This step enables us to predict who would be appropriate
to be the final decision maker (who is determined in the
seventh step). ’

If there are any value conflicts, you must identify how
they conflict. Thompson and Thompson (1985, p. 143)
state, “the resolution of value conflicts is predicted on
clear identification of conflict.” The criteria to identify
value conflicts are as follows: (1) an awareness of
different opinions, (2) understanding the ethical or moral
nature of the issue, and (3) the existence of two or more
possible actions with the freedom to decide between or
‘among them.

It is definitely important to identify and understand
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other people’s values and the root causes of the conflicts.
It is, however, difficult to move from understanding to
the resolution of the conflicts. We will examine this

issue later.

Step 7: Determine who should make the decision.

To determine the final decision maker, some questions
should be asked: (1) Are people involved in and
significantly aware of the critical elements of the
situation? (2) Are they willing to use moral reasoning
to reach a final decision? (3) Do they know themselves
well enough to identify personal values and potential
biases? (4) Are they willing to make a final choice from
a list of alternatives with moral justification? (Thompson
& Thompson, 1985, p. 161).

It is important to decide who would ultimately be
responsible for decision making. However, the process

of decision-making is more important.

Step 8: Identify the range of actions with anticipated
outcomes, Step 9: Decide on a course of action and
implement it, and Step 10: Evaluate/review the results
of the decision/action.

In the eighth step, we should list as many possible
actions or decisions as we can, and then identify the
range of the resulting actions. Next, we should anticipate
the outcomes of each alternative. Then, we should apply
a reality test and eliminate alternatives that are unethical
or unrealistic. In the ninth step, we decide on one course
of action and carry it out. Lastly, we evaluate the results.
We must ask ourselves whether the decision produced
the intended results, whether additional action is needed,
etc.

We think that the eighth and ninth steps would be the
most difficult to accomplish because it would not be easy
task to identify all possible solutions to resolve deeply
complicated conflicts between the people involved. A
specific methodology is needed to identify solutions.
Although there are some methods to address this, they

seem insufficient for our purpose. We will examine this

- 29 —
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further in the next section.

Examination of the two problems.

Thompson and Thompson’s model explains the moral
decision-making process more systematically, precisely,
and elaborately than Fry and Johnstone’s model, but is
slightly too complicated to use easily. Moreover, the
merit of this model is that it considers decision making
in cooperation with other medical personnel and patients.
However, if an agreement cannot be reached, how
should the conflict be resolved? This model also lacks a
concrete methodology for consensus building. We will

see how well it meets our two problems below.

Problem A: What if members cannot reach an agreement?
Steps 5 and 6 need to be followed if we cannot reach
any agreement. In these steps, we examine the values of
all the parties and if there are conflicts, we discuss and
seek to resolve the problems. Next, at Step 7, we choose
the most appropriate final decision maker to determine
the most preferable action. However, what if there is no
way to resolve the problems? Moreover, what if even
the final decision maker could not decide on the most

preferable action?

Problem B: What if some members (especially the patient
him/herself) are at a loss and cannot reach any decision?

See-Step 7 again. We choose the final decision maker.
He or she could decide objectively on the most preferable
action. However, is the decision most preferable for the
patient? How can it be proven? Is this not returning to
paternalism?

When we experience such aporias, Thompson and
Thompson suggest the use of three main questions: (1)
What are the characteristics of the ideal patient? (2)
What are the characteristics of the ideal nurse? After
we create lists of these answers, we should ask the third
question, (3) what characteristics do you have listed for
the ideal nurse that would describe yourself? (1985, p.
144).
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However, such types of idealistic methods of settlement
would be neither persuasive nor effective since an ideal
solution would be difficult to reach in a society with
a pluralistic sense of values such as ours. Thus, can a

consensus be reached to resolve value conflicts?
The Third Model for Conflict Resolution

In recent times, new approaches to conflict resolution
have been developed to disentangle complicated and
interwoven conflicts, and to find settlement options that
satisfy all those involved. This leads us to a “conflict
resolution approach” or “interest-based approach.” This
approach was first introduced at Harvard University by
Fisher and Ury, and his colleagues as the methodology
and science of “negotiation” (Fisher & Ury, 1981).
This approach was further developed by Moore as an
alternative dispute resolution or “mediation” (Moore,
2003). Another successor of Fisher and Ury is “consensus4
building,” developed by Susskind, focusing on collective
or democratic decision making, such as for public policy
formulation (Susskind, 1999).

These approaches are also gradually being introduced
into the medical ethics education program in Japan.
For example, Wada’s approach is based partially upon
Moore’s, but was improved and optimized for medical

dispute resolution (such as the resolution of medical

- accidents; Wada, 2011). Yoshitake’s approach is based

upon Susskind’s approach from the perspective of
medical and nursing ethics (Yoshitake, 2007).

The approaches of Moore and Wada are “retrospective”
and focus upon the resolution of past conflicts.
Yoshitake’s approach .is “prospective” and appropriate
for decision making for future problems. However, this
approach depends on Susskind’s consensus building,
which is optimized for public policy, but not for medical
decision making. In public policy making, open and
public discussion is essential, whereas in medical
settings, closed and private discussion is essential.

In contrast, my approach, although based upon Moore’s
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mediation model, is “prospective” and suitable for future
decision making (Yara, 2011). Rather than present my
entire model, 1 would like to present “the interest-based
approach” (one of the core theories of conflict resolution)
in this paper.

I would like to explain what “mediation” is by

2

contrasting it with “negotiation.” Negotiation is a
bargaining relationship between parties who have a
perceived or actual conflict of interests. If it is difficult
to reach an agreement, the parties may need assistance
from someone who is independent, neutral, and outside
of the dispute. Mediation is an extension or elaboration
of the negotiation process that involves the intervention
of an acceptable third party, who is called the “mediator”
(Moore, 2003, p. 8).

Then, what is the role of the mediator? The mediator
should not have decision-making power; s/he does not
give any advice for settlement and only asks questions
that promote discussion. The tasks of the mediator
are as follows: (a) to assist the parties.in examining
their interests and needs, (b) to help them negotiate
an exchange of guarantees by themselves, and (c) to
redefine their relationships in a way that will be mutually

satisfactory and meet their standards of fairness.

The procedures of mediation.
This is essential to the resolution of our problems (i.e.,
_ to the attainment of a settlement consensus). The central
methodology of mediation (i.e., “the interest-based
approach”) consists of three steps: (a) the analysis of
positions, issues, and hidden interests; (b) the discovery
or excavation of hidden and underlying interesfs; and (c)

the generation of options for settlement.

Analysis of positions, issues, and hidden interests.
First, we analyze the conflicts of all the people involved
in a three-stratum (a position-issue-interest) structure as
a basis of conflict resolution. The original idea of the
three-stratum structure was conceived by Fisher and Ury

(1981).
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“Positions™ are the concrete claims or statements
of those involved. “Issues” are the formalization of
positions and refer to the contents of the problem to be
discussed. Issues are usually expressed in the form of
a dichotomy (whether it is A; whether we should do
something).

When people are in a dispute bargain over issues,'
they tend to lock themselves into their own positions
and prevent themselves from viewing the issues from
another perspective. If the people involved continue to
stick to their own positions, the quality of the discourse
degrades because people in a dispute overlook their own
positions that reflect their genuine needs, concerns, and
desires, and, eventually, forget the existence of their
genuine needs. We call these genuine needs “interests.”
According to Fisher and Ury, the basic problem lies
“not in conflicting positions, but in the conflict between
‘each side’s needs, desires, concerns, and fears™ (Fisher
& Ury, 1981, p. 40; Yara, 2011, p. 160). In short, the
distinction between interests and positions is essential,
and the models of Fry and Johnstone, and Thompson and
Thompson miss this distinction.

People in a disagreement “rarely identify their
interests in a clear or direct fashion” (Moore, 2003,
p. 252). Furthermore, they have adhered so strongly

to a particular position that the interest itself becomes

. obscured, altered, and finally equated with the interests,

their true needs, and can no longer be seen as a separate
and original entity. Therefore, we must attempt to
discover the hidden and original interests that underlie

opposing positions.

Discovery hidden and underlying interests.

Looking at interests instead of positions advances the
resolution process because even if the positions and
issues are not easily shared and compatible, at least the
interests can be.

In order to uncover hidden interests and advance
the resolution process, I would like to present two

approaches. The first is “the interest-oriented discussion”
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(Moore, 2003, p.258). In this approach, the mediator
requires disputants to refrain from discussing specific
issues or positions, and focuses instead on articulating
their original interests or needs, the fulfillment of which
would make a settlement more satisfactory for each of
them.

A second approach is “the building-block approach,”
which requires disputants to divide an issue into sub-
issues or component parts (Moore, 2003). Usually,
working with these smaller elements makes problem
solving more manageable, thus, making it easier to
discover the settlement opﬁons. Therefore, an overall

solution emerges from the resolution of all sub-issues.

Generation of options for reaching a settlement.

Next, we need to attempt to generate concrete options.
To this end, “brainstorming” may be employed. It is
a procedure that helps people to be more creative and
productive to produce a variety of possible ideas or
options.

The mediator instructs the disputants to suggest
solutions rapidly that might meet the needs of all parties.
The mediator should caution them against making any
judgments of practicality or acceptability. The mediator
should also encourage them to build upon and modify
each other’s ideas as long as the results propel them
toward a choice that could meet the overall interests.
After brainstorming, we must examine the lists of ideas
and combine some together in order to produce the
settlement options that can satisfy some of the interests

or subdivided interests.

Examination of the two problems.
Is it possible for the “interest-based approach™ of
“mediation” to satisfy our problems? We would like to

verify this now.

Problem 1: What if members cannot reach an agreement?
If we cannot reach an agreement on positions or issues,

we can seek the underlying interests that are compatible
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with each other, even if they are not common. If it is
difficult to discover compatible interests, we should
divide issues into sub-issues or smaller parts, and then
it would be easier to discover interests. Then we will
seek the settlement options that can meet and satisfy the

interests of all parties.

Problem 2: What if some members (especially the patient
him/herself) are at a loss and cannot reach any decision?

The patients’ desires and preferences should not be
disregarded based on the bioethical principle of respect
for autonomy (Beauchamp, 2009). However, what if a
patient is indecisive? Even if someone is at a loss and
cannot reach any decision, he/she would have some
desires or interests. Therefore, we should focus on, and
discover the underlying interests, and then the settlement

options will be found.

Discussion

Now, we can answer our two problems and we will
also find the most effective method for resolving
highly complicated value conflicts. The essential point
of conflict resolution methodology is to distinguish
interests from positions, although the models of Fry and
Johnstone, and Thompson and Thompson overlook this
distinction.

The conflict resolution technique of “mediation” was
introduced and originally developed to resolve severe
disputes as an alternative to lawsuits in the judicial field.
It is an integrated composition of every possible method
and theory that is effective for resolving disputes, of
which we can only present the core theory in this paper.

However, this does not mean that any of the other
models are useless and should be rejected. Rather, they
are mutually complementary. An integrated composition
of all methods and theories facilitates effective decision
making in the medical health care field. Each model has
its own advantages and disadvantages, therefore, we can

use each model properly according to the situation and,
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if necessary, a better combination of them could produce
more productive outcomes.

There remains, however, one question that was
mentioned and raised in the introduction: “How can we
bridge the gaps between professionals and patients?”
In our method, even if a person is at a loss and cannot
reach any decision, if s/he has some desire or interest,
she can still participate in decision making since special
knowledge is not always necessary.

Moreover, we raise another question: “Can moral
dilemmas or conflicts of ethical principles be resolved
Witil our method?” Indeed, we may not always resolve
conflicts with our method because some issues or
interests may conflict with or violate some ethical
principles. However, we can find concrete options
that avoid violating principles since the aim of conflict
resolution is not to resolve ethical conflicts or moral
dilemmas, but to discover concrete measures that allow

people to escapte and avoid violating ethical principles.
Conclusion

After considering all of these methods for conflict
resolution, we can finally answer our two research

questions.

Research Question 1: Can two traditional decision-
making models satisfy our two problems? Our answer

is negative.

Research Question 2: What kind of model can satisfy
our two problems? Our answer is that “the interest-
centered approach™ of conflict resolution can satisfy

them.
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[Original Article]

Decision-making models for multidisciplinary health care
teams: from informed consent to conflict resolution

Tomohik YARAY

YNagano College of Nursing

[Abstract] “Informed consent” has been introduced to respect the autono;lly and rights of patients in order to overcome
paternalism. However, when some patients are indecisive and cannot make any decisions, we cannot help returning to, and
depending upon, paternalism. ‘On the other hand, a health care professional must work in collaboration with others in the
multidisciplinary care team. However, it is sometimes difficult to build consensus among different professionals.

The aim of this paper is to present a decision-making model that is able to resolve our two problems raised above by
examining the two main decision-making models in the curriculum of nursing ethics education not only in Japan, but also
worldwide (i.e., Fry and Johnstone’s four-step model, and Thompson and Thompson’s ten-step model), and to provide a new
model, Moore’s conflict resolution model.

In order to compare and examine the three models, we formulate our problems as follows:

Problem A: What if health care team members cannot reach an agreement?

Problem B: What if some members (especially patients) are so indecisive that they cannot reach any decision?

The third model focuses on the original needs or “interests” of the people involved, and resolves the two problems above

(Interest-based approach). Therefore, we can prove the superiority of the third model by answering the two problems.
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