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AbstrAct
Institutional ethics committees were established and 
functioned in Israel prior to the application of the Patients 
Rights Act of 1996. These committees were voluntary and 
comprised of multidisciplinary teams in order to obtain 
numerous viewpoints stemming from various different 
fields. This intent was based on an understanding that the 
issue of ethics and the process of making ethical decisions 
inherently address moral and social considerations which 
are beyond the realm of medical practice. In contrast to 
the voluntary institutional ethics committees, the Patients 
Rights Act of 1996 instituted statutory ethics committees. 
These committees were mandated to investigate defined 
areas and, in contrast to the former committees that were 
considered to be valuable as advisory and enlightening 
entities, their decisions are binding. However, it appears 
that the utilization of these ethics committees within the 
domain of mental health facilities is limited in scope and their 
use varies greatly between institutions. The employment 
of these committees in mental health institutions 
focuses mainly around issues that relate to information 
management and mentally ill patients’ refusal of medical 
treatment. Several explanations exist for this phenomenon. 
Suggestions as to how the situation may be remedied are 
addressed as well as the complementary role that these 
ethics committees may play in modern day clinical practice. 
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U.S.A. during the 1970s. This rapid development created 
a need for introspective discussion within the medical 
field regarding implementation of medical technology in 
terminally ill patients or, alternatively, in patients whose 
physical handicaps are so grave and whose quality of life 
is so poor that medical treatment cannot ensure significant 
improvement (1). Over the years, ethics consultation has 
become increasingly sophisticated and most self-respecting 
medical institutions around the world encourage the process 
with practical guidelines in a range of medical disciplines. 
In Israel, the Patients Rights Act of 1996 (2) regularized 
and defined the operation and function of such committees 
within the framework of the Israeli legal code. A 2002 study 
conducted by Wenger et al. (3) found that five years after the 
law was legislated, only one third of Israel’s general hospitals, 
the larger ones among them, had established ethics commit-
tees and of those one third were inactive. The researchers 
posited that these findings stemmed, inter alia, from lack 
of resources, difficulty in recruiting committee members, 
questions related to the issue of legal liability, unsuitability 
to hospitals’ clinical needs and concern regarding the bind-
ing nature of committee decisions as determined by law. 
The difficulty in recruiting optimal committee members, 
including the recommendation for the appointment of 
a jurist to serve as chairperson, is compounded by the 
problematic need to rely on good will and voluntarism for 
operating a permanent legal body. This phenomenon of 
less than adequate use of ethics consultation committees is 
not unique to Israel and has been described in a number of 
countries around the world, including as noted in a recent 
study in the United Kingdom (4).

Moreover, it appears that the utilization of ethics com-
mittees within the domain of mental health facilities is even 
more limited and varied. Thus for example, with regard to 
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four well-known mental health centers in central Israel, 
over the past ten years the ethics committee in one of the 
facilities is inactive and in two others the committees deal 
with only 3-4 cases per year. The employment of these 
committees in mental health institutions focuses mainly 
around issues that relate to information management and 
patients’ refusal of medical treatment. Only one of the 
four institutions reports a heavily productive and active 
committee that has dealt with approximately 300 referrals 
over the past decade. It is assumed that frequent outreach 
by the committee to medical staff encouraging consultation 
as well as regular meetings every six weeks and committed 
and motivated committee members may have contributed 
to this level of activity (private communication). This article 
will attempt to determine why this variety in activity, or the 
lack of it, may be the case. Unfortunately, a formal body 
that keeps track of records from this latter hospital as well 
as from other institutions regarding the precise nature and 
number of referred cases does not exist. This surprisingly 
is the case despite the importance and value of the role of 
these committees. Furthermore, it is important to attempt 
to try and understand why colleagues do not refer issues 
to the ethics committee as is warranted and recommended 
in many challenging ethically-charged clinical situations. 
This paper aims to address some of these questions and 
explores the potential role such committees may play in 
psychiatry hospitals in Israel. 

InstItutIonAl EthIcs commIttEEs vs. 
stAtutory EthIcs commIttEEs
As in the U.S.A., institutional ethics committees were estab-
lished and functioned in Israel prior to the application of 
the Patients Rights Act of 1996. These committees were 
voluntary and comprised of multidisciplinary teams so 
as to obtain numerous viewpoints stemming from various 
different fields, based on an understanding that the issue of 
ethics and the process of making ethical decisions inherently 
touch on moral and social considerations beyond the realm 
of medical practice and considerations, and rising from a 
need for a “societal stamp of approval.” The committees 
dealt with a wide range of issues and were tailored to the 
character of the institutions within which they operated. 
Beyond their involvement in specific, concrete cases, when 
the committees’ activities focused on ethical analysis and 
morally based decision making when presenting fitting 
alternatives for action, they were active in the areas of 
education and training surrounding common ethical dilem-
mas and also contributed to the development of institution 

policy (5). Doctors presenting before the committee were 
not obligated to accept its recommendations and the final 
decision was at the doctor’s discretion. While presentation 
before the committee or adoption of its recommendations 
did not gain the doctor material immunity, doing so could 
be credited in his/her favor during legal proceedings (6). 

In contrast to the voluntary institutional ethics commit-
tees, the Patients Rights Act of 1996 (7) instituted statutory 
ethics committees. This law required institute hospital 
directors to form internal institutional ethics committees 
comprised of five members, including one jurist qualified to 
be appointed to the District Court bench, who would serve 
as the Committee Chairperson, two doctors, specialists 
from different medical fields, one psychologist or social 
worker and one public representative or clergyman. The 
law authorized the committees to investigate in five areas:
1. (Paragraph 13) (2) In order to obtain informed con-

sent, the clinician shall supply the patient medical 
information to a reasonable extent, such as to enable 
the patient to decide whether to agree to the treat-
ment proposed. The clinician may withhold medical 
information from the patient concerning his medical 
condition if an Ethics Committee has confirmed that 
giving this information is likely to cause severe harm 
to the patient’s mental or physical health.

2. (Paragraph 15) (2) Should the patient be deemed to 
be in significant danger but reject medical treatment, 
the ethics committee is entitled to approve enforc-
ing treatment if it is convinced that the patient has 
received information as required to make an informed 
choice, that the treatment is anticipated to significantly 
improve the patient’s medical condition and there are 
reasonable grounds to suppose that, after receiving 
treatment, the patient will give his retroactive consent.

3. (Paragraph 18) (2) The patient shall be entitled to obtain 
medical information from his medical records. If a clini-
cian declines to pass on to the patient part or all of the 
medical information, he shall immediately so inform 
the Ethics Committee and shall submit to it the withheld 
information and his arguments for withholding it. The 
Ethics Committee may endorse, rescind, or modify the 
clinician’s decision and is entitled to summon the patient 
or any other person prior to submitting its decision.

4. (Paragraph 20) (2) The Ethics Committee may approve 
the disclosure of information that has not been passed on 
by the patient (as per paragraph 18) to a third person. An 
Ethics Committee may decide, after giving the patient an 
opportunity to voice his opinion against the disclosure of 
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said information, that disclosure of the medical informa-
tion is vital for the protection of the health of others or 
the public, and that the need for disclosure overrides the 
interest in the information’s non-disclosure. 

5. (Paragraph 23) (2) Should a patient or his representa-
tive believe that factual findings have not been entered 
into the medical record by the Quality Committee, 
they may submit an objection to an Ethics Investigative 
Committee. Should this Ethics Committee find that 
factual findings have not been entered as required, it 
shall order that they be entered in the medical record 
and shall so inform the patient or his representative.

Should a case arise requiring an urgent decision of the 
Ethics Committee and circumstances do not permit its 
urgent convening, the District Court shall be empowered 
to act as an Ethics Committee (paragraph 24). 

These ethics committees are statutory in nature and, 
as opposed to the institutional committees which were 
considered to be valuable as advisory, enlightening and 
containing bodies, their decisions are binding.

trEAtmEnt dIlEmmAs vs. EthIcAl dIlEmmAs
Only a few studies have attempted to investigate the reasons 
why clinicians (none from the field of psychiatry) do or do 
not seek ethics consultation. A 1999 study conducted by 
Davis and Hudson (8) featured interviews with 12 doctors, 
hospital department and services directors, most of whom 
tended not to utilize or encourage using ethics consultation 
(ethics committees and ethics advisors). The interviewed 
doctors posited that the doctor is the main decision maker, 
that ethics consultation could undermine the doctor’s role 
and adversely affect the doctor-patient relationship, and 
that doctors who seek ethics consultation are attempting 
to lighten the degree of their responsibility for the case. In 
a 2006 published study, Orlowski et al. (9) compared the 
views held by doctors working in a university community 
hospital in Florida who claimed that they did not utilize 
ethics committees and ethics advisors with those of doctors 
who did claim to utilize ethics consultation. Most of the 
doctors who participated in the study said they did support 
ethics consultation, believing in the shared decision making 
process and presentation of different points of view. Doctors 
who claimed not to make use of consultation considered 
themselves to be capable decision makers and thought it 
was their sole responsibility to solve any problems that may 
arise regarding a patient and his/her family. They felt that 
only the treating physician could fully grasp the nuances 

of the ethical dilemma and see the “complete picture,” as 
opposed to an advisor or external consultant. 

It may also be suggested that there may be clinicians 
who feel that when an ethical dilemma regarding a patient 
arises, they should consult with a professional, a colleague 
they know and respect, who is experienced in the same 
field of expertise and encounters similar situations in the 
course of his or her practice. Why would they turn to a 
committee whose members are not necessarily well known 
and essentially outsiders? This type of thinking may stem 
from a lack of knowledge about what the ethics consulta-
tion process entails or from a distorted and narrow view 
of the terminology. It is also possible that questions with 
ethical overtones tend to be perceived as medical or ethical 
questions that only professionals can fully grasp, thus it 
may be preferable to leave the resolution of such questions 
in the hands of those professionals from the same medical 
subdiscipline as their own. Ethics cannot, nor does it deign 
to replace professional consultation among colleagues. It 
cannot take the place of the experience and expertise that 
come with years in the field. Rather, ethics sheds light 
and exposes the dilemma and attempts to create alternate 
new ways of thinking which go beyond the boundaries of 
strictly professional observation to the realm of a highly 
complex value laden nature of clinical decision making 
(10). Hence, ethics committees are comprised of a variety 
of members, only one of whom actually represents the 
defined subspecialty. This allows the distance necessary 
for creating dialogue. Orlowski et al.’s study (9) reflects the 
development and change that have taken place in doctors’ 
viewpoints over the years and a transition from a paternal-
istic treatment approach to a more cooperative approach 
which, beyond the doctor’s relationship with patients, also 
allows the inclusion of an ethics committee or advisor. 

Ethics committees may be unjustifiably perceived as 
taking a judgmental stance toward clinicians, who must 
demonstrate courage and a willingness to be exposed if 
they are to present a case before an ethics committee for 
consultation. This situation resembles and reflects that of a 
psychiatric resident who begins practicing psychotherapy 
under the guidance of a more experienced therapist 
and finds it difficult to present precise vignettes, feeling 
anxious in face of possible negative feedback regarding 
his/her work. However, just as the role of such supervi-
sion is to expose elements which may be “invisible” or 
inaccessible to the resident, so the ethics committee may 
expose additional layers of the case. In the same manner 
in which the process of supervision entails constructive 
criticism, validation of the therapist’s work and exami-
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nation of additional treatment alternatives, the ethics 
committee may uncover concealed elements which could 
validate and support the doctor. This would allow him/
her to perform more confidently when dilemmas arise, 
and also offer additional avenues for implementation. 

EthIcs commIttEEs In PsychIAtrIc PrActIcE
While not all may agree, the role of ethics committees, 
as defined by law in Israel, may be particularly relevant 
to the realm of mental health. For example, paragraph 
15 of the Patients Rights Act addresses situations where 
medical treatment may be given to the patient without or 
in opposition to his/her consent and states: “should the 
patient be deemed to be in grave danger but reject medi-
cal treatment, which in the circumstances must be given 
soon, the clinician may perform the treatment against 
the patient’s will if an Ethics Committee, after hearing 
the patient, has approved such treatment, provided that 
it confirmed that all the following conditions apply: the 
patient has received information as required to make an 
informed choice, the treatment is anticipated to signifi-
cantly improve the patient’s medical condition, and there 
are reasonable grounds to suppose that, after receiving 
treatment, the patient will give his retroactive consent” 
(11). There are many cases that occur within psychiatric 
mental health centers which meet the criteria of this para-
graph, i.e., in which the patient may face grave danger, 
such as in the case of a hospitalized patient suffering from 
severe major depression with no psychotic symptoms and 
with intact reality testing, although with a high level of 
suicidal ideation. Other conditions relevant may include 
a patient with anorexia nervosa or a mentally-ill patient 
who puts himself at risk by not taking medication for a 
physical illness. Such patients could in fact be capable of 
understanding the information provided regarding the 
suggested treatment which could bring about a signifi-
cant improvement in his/her condition and he/she may 
well consent retroactively after receiving that treatment. 
However, if the patient refuses any treatment whatsoever 
for his/her disorder, including medication or electroconvul-
sive therapy, the ethics committee may be able to provide 
a solution that may not be provided under the Mental 
Patients Treatment Act of 1991. It should be stated that 
there are varying opinions on such issues and probably 
not all would agree to input of the Ethics Committee in 
such situations. These other opinions would include the 
fact that the Mental Patients Treatment Act of 1991 is more 
specific to patients with mental illness and thus “trumps” 

or overrides any consideration of the later Patients Rights 
Act of 1996. In addition, the experience of many is that 
although the law provides for involuntary treatment of 
patients with psychosis, many district psychiatrists would 
hospitalize a patient with major depression if there is also 
suicidality and if deemed to exhibit impaired judgment. 
This law in its current use recognizes the grave potential 
danger entailed in the deterioration of a patient’s condition 
where the patient is in a state of psychosis and acute danger 
to himself or others. The law allows for the compulsory 
hospitalization and treatment of such a patient, under 
certain conditions, in order to prevent that danger (12). The 
later legislated Patients Rights Act of 1996 however does not 
exclude or address the individual case of a mental patient; 
which may be materially different from that of another 
“medical” patient. The patient with the psychiatric disorder 
may possibly lack both a fundamental understanding of 
the information presented as required for consent and the 
ability to consent retroactively after his/her condition has 
improved in light of the treatment received. Nonetheless, 
despite varying opinions on the subject, it may be argued 
that this complexity in itself is worthy of further discus-
sion perhaps allowing for additional solutions within the 
framework of mental health facilities’ ethics committees. 
The “verdict may still be out” on this issue and the potential 
remains for legal analysis of this legislation by appropriate 
members of the legal and legislative profession. 

The mental health field is extremely sensitive to the 
subject of information, which constitutes another focal 
area for these committees. Thus, when looking solely at 
the questions derived from the law, it is unclear why these 
committees are utilized so infrequently. Does it stem from 
a lack of faith in the role of ethics in clinical practice or 
possibly from insufficient education surrounding ethical 
sensitivity? Perhaps it is a basic lack of awareness regarding 
the existence of ethics committees within these facilities 
and the use that may be made thereof? Does an intense 
workload, combined with professional burnout and lack 
of time or the limited availability and encumbrance of 
convening the committee affect frequency of consultation?

Modern psychiatry espouses a bio-psycho-social (BPS) 
model. As a medical profession, psychiatry does deal with 
the treatment of the “biological” aspects of a patient’s 
illness, although psychiatry especially devotes significant 
energy to psychological and environmental components 
and even more so to the effects they have on the sever-
ity and progress of the patient’s condition. Examples of 
this may be seen in cases where patients ask to continue 
seeing a therapist on a private basis after having begun 
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seeing him/her within the public health system or ethical 
questions in the legal realm that supersede the patient-
therapist relationship. These include dilemmas such as 
what should be done when a hospitalized patient reports 
to his/her doctor that in the past he/she spent time in 
prison for drug trafficking and recently used drugs for a 
suicide attempt taken from mentally ill patients residing in 
the hostel where he/she is employed which subsequently 
resulted in the current voluntary hospitalization. How 
should the doctor act with regard to the other hostel 
residents? Should he/she notify the patient’s employer 
of this incident? Should this information be passed on 
to any authorities? This example raises the conflict of 
dual loyalty of the psychiatrist: the right of the patient 
to confidentiality vs. the psychiatrist’s obligation to the 
other patients, the community and society. This in itself 
reflects a philosophical dilemma of the conflict between 
deontological and consequentualism approaches to ethical 
decision making. Ethics committees operating within 
the framework of mental health facilities must be fully 
authorized to examine any ethical question that arises 
with regard to a patient, including one that is not specifi-
cally based on current legislation.

FuturE PErsPEctIvE
Increased activity on the part of ethics committees within 
mental health centers is warranted in a broad format simi-
lar to the institutional committees that operated prior to 
the Patients Rights Act of 1996. They must include those 
members mandated by law, but also anyone who is will-
ing and able to contribute to the ethical discussion. Such 
committees must be available to psychiatrists in the public 
health arena as well as to those in the private sector, and 
they should project both availability and seriousness but 
with an open and accommodating atmosphere. Their 
decisions should be binding only in the areas in which they 
have been authorized to rule under the Patients Rights Act 
but they should address other issues as well. Including the 
ethics committee in frequent consultation when relevant 
issues arise is important, contributes to optimal health 
care provision and has even been described by some as 
“moral engagement” (13). In addition, defining the ethics 
committee as an entity with legal standing was an extremely 
important move toward strengthening recognition of the 
fact that ethical discussion is necessary when faced with 
issues bearing moral and social overtones. However, it 
appears that the specific definition of the role of such 
committees has led to a narrowing of their operation 

and in some instances even to hesitation in presenting 
cases before them. Unfortunately, it seems that relative to 
many general medical hospitals, these important ethics 
committees are relatively underutilized and often even 
ignored in some psychiatry institutions. A renewed effort to 
encourage ethics consultation in mental health care provi-
sion should be encouraged as well as the consideration of 
creative technological approaches including online ethics 
consultation avenues such as has been suggested by some 
(14). Psychiatry is a sensitive medical subspecialty that 
is affected, for the good or for the bad, by the social and 
cultural climate nuances in which it operates and flour-
ishes. Even its therapeutic basis draws from definitions 
and observations from the environment, thus we may 
assume that many ethical dilemmas surrounding patient 
treatment exist. The time has come to “talk ethics” and 
to restore the ethics committee to its proper and rightful 
place as an entity that can contribute to education and 
direct policy for all in the field.
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