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as a link between vaccination 
schedules and immune-mediated 
disorders. Such processes are not 
appropriate for patents in part 
because, at least in health care, 
patenting them frustrates the ob-
jectives of scientific discovery in 
at least three ways. First, physi-
cians’ decision making may in-
fringe on such a patent, and lia-
bility can also arise from efforts 
by universities or educational com-
panies to disseminate knowledge 
about new diagnosis or treatment 
strategies. Second, the need for 
licenses and royalty payments in-
creases the cost of health care 
delivery and research and can 
decrease access to essential med-
ical services. Third, the patents 

can impede subsequent medical 
innovation that builds on the ba-
sic scientific principle at issue. 
For example, Myriad Genetics 
owns patents on the use of the 
BRCA1 gene for assessing the risk 
of breast cancer, which can pre-
vent the development and use of 
improved genetic tests that better 
identify at-risk patients.

The recent expansion in the 
scope of process patents is at 
odds with the patent system’s 
constitutional goals. If the Su-
preme Court upholds the machine-
or-transformation test in Bilski, it 
could help prevent abuses in this 
area of the law, with potentially 
large benefits for several sectors, 
including health care.
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The Breadth of Hopes
Chris Feudtner, M.D., Ph.D., M.P.H.

Hoping is a fundamental hu-
man activity. As a pediatri-

cian who cares for children with 
life-threatening, complex chronic 
conditions, I hear the word “hope” 
on a daily basis: “I hope we can 
come up with the definitive diag-
nosis”; “I hope the treatment makes 
the disease go away”; “I hope we 
can relieve his pain”; “I hope we 
can go home today.” Indeed, the 
word is uttered so frequently in 
clinical medicine that the under-
lying phenomenon is widely pre-
sumed to be well understood, a 
shared point of reference. Our 
understanding of hope, however, 
is not based on much empirical 
evidence about how hope actually 
does whatever it does in shaping 
our lives. Moreover, as with many 
everyday phenomena, when our 
conceptions of and assumptions 
about hope are examined care-
fully, they prove to be extremely 
varied. In this case, they are also 
limited, radically affecting — 

and too often curtailing — our 
approach to hope as a force in 
our lives.1,2

To make the most of hope’s 
benefits, it would help to replace 
four prevalent presumptions about 
hope with alternative propositions. 
First, we often speak of hope as 
a single entity — big, blooming, 
and beckoning — with no inter-
nal architecture. Within this 
conceptual framework, which is 
related to the notion of “feeling 
hopeful,” hope is alluring but 
vague, revered but ineffable, aloof 
from daily life and mostly inac-
tionable. In contrast, we also fre-
quently mention specific hopes, 
of “hoping for” something in 
particular. Unlike the broader con-
cepts of hope and feeling hope-
ful, these discrete acts of hoping 
— smaller, salient, and steady-
ing — provide motivation and 
direction toward a desired goal.

What happens if we shift 
away from the monolithic vision 

of hope and toward the proposi-
tion that hope in the big sense 
is actually composed of multiple 
hopes in the smaller sense?3 This 
perspective casts several common 
concerns about hope in a new light 
and suggests some important cor-
ollaries for clinical practice.

Second, when clinicians dis-
cuss the prospect of delivering 
bad news to patients or their 
families, we often speak imper-
atively about not “taking away” 
or “killing” or “destroying” their 
hope. Yet if hope writ large is in 
fact a collection of smaller hopes, 
to which of the various possible 
hopes does the imperative refer? 
Usually, the focus of paternalistic 
concern is on the distinct hopes 
of cure or long-term survival, 
which are exactly the types of hope 
that are most threatened by bad 
news. Indeed, such news often 
elicits feelings of intense sadness 
or anger in patients and families. 
But as countless patients and par-

Hoffnung…. 
1) ist kein „einheitliches Phänomen“ 
2) besteht auch nach Überbringen schlechter Nachrichten 
3) erfährt Transformation, resp. kontinuierliche Anpassung 

an neue Umstände 

Feudtner, C.( 2009).  N Engl J Med 361: 2306–7. 
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1. Eine psychologische Sicht:
Wege – Ziele – Motivation   
“Hope is a positive motivational state that is based on an 
interactively derived sense of successful agency (goal-
directed energy) and pathways (planning to meet goals).“  

Hope theory can be divided in four categories:
1. Goals that are valuable and uncertain (ZIELE) 

2. Pathway thoughts to take to achieve the goals. (WEGE)  

3. Motivation to undertake the routes toward these goals (MOTIVATION)

4. Barriers that block goal attainment where we can give up or use our 
pathway thoughts to create new routes (WIDERSTÄNDE)

Hanson, K. (2009). What exactly is hope and how can
you measure it? Positive Psychology 24.10.2009

Wege ZieleMoti-
vation

Herausforderungen

„Best case“: Konvergenz von Wahrscheinlichkeiten und 
Möglichkeiten 
§ Hoffnung mit Zielen, Wegen, Motivation und wirksamem Umgang mit 

Widerständen 

„Worst case“: Divergenz von Wahrscheinlichkeiten und 
Möglichkeiten 
§ Hoffnung mit Zielen, aber ohne Wege 
§ Hoffnung mit Wegen, aber ohne Ziele
§ Hoffnung mit Motivation, aber ohne Ziele und Wege 
§ Hoffnung mit Zielen und Wegen, aber ohne wirksamen Umgang mit 

Widerständen 

Aber was heisst Divergenz? 

«An jenem Zeitpunkt, obwohl wir 
beschlossen, alle Maschinen 
abzustellen, war nicht die 
ganze Hoffnung verloren.» 

Perspectives in Biology and Medicine, volume 57, number 4 (autumn 2014): 547–554. 
© 2015 by Johns Hopkins University Press
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ABSTRACT The author’s father died recently after a sudden heart attack. This 
essay discusses how the family’s experiences in the cardiac intensive care unit surprised 
her, even though she is a member of the Ethics Committee and the Ethics Consult 
Team at her local hospital, and how this led her to reconsider the ways in which families 
and hospital physicians communicate about the process of dying. How should doctors 
balance their messages of hope and realism when the situation is grim? Important 
judgment calls needed to be made, yet the family did not fully understand what they 
needed to know to make good decisions, especially the importance of the timing of 
their decisions. A conversation early on about what would happen if the patient became 
physically stable—no matter how impaired—while all options remained on the table 
might usefully (and mercifully) transform hope at the end.

MY FATHER DIED RECENTLY after a sudden heart attack. I ought to have been 
prepared for the five days my mother, brother, and I spent with him in the 

cardiac intensive care unit because I am a member of the Ethics Committee and 
the Ethics Consult Team at the local hospital in Eugene, Oregon, and have discussed 
many difficult end-of-life cases. But much of what happened—and what didn’t 
happen—came as a surprise to me. That surprise led me to reconsider the ways in 
which families and hospital physicians communicate about the process of dying. 

Hope Less

how a healthy dose of  
realism can help in the ICU

Elizabeth Reis

Women’s and Gender Studies, University of Oregon, 1298 University of Oregon, Eugene, OR 
97403.

E-mail: lzreis@uoregon.edu.
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Divergente Hoffnungen (Reis 2015) 

• auf Rückkehr zum „normalen“ Leben (Familie) 

• auf Stabilisierung von Vitalfunktionen 
(Behandlungsteam)

• auf die Linderung belastender Symptome (alle) 

Unterschiedliche Ziele des Hoffens 

Hoffnung, ....
• auf Heilung 
• auf eine neue Therapie 
• auf ein Wunder 
• auf eine erträgliche Symptomlast
• auf bessere Lebensqualität 
• auf ein Wunder 
• auf die Kraft, es zu schaffen
• auf ein friedliches Sterben
• …

Bürde 
des 

Urteilens

Wahrscheinlichkeiten
x

Möglichkeiten 

Ziele

Hoffnung und Early Palliative Care  

• Hoffnungen des Patienten explorieren
• sinnvolle Hoffnungsziele aushandeln
• Betroffene vor vermeidbarem Schaden und vermeidbarem 

Leiden schützen 
• Shared Decision Making: bestmögliche Voraussetzungen 

schaffen, damit Patienten eine informierte und auf ihren 
Präferenzen begründete Wahl treffen können 

Vermeidbares Leiden? 
Association for Academic Surgery

Religiously affiliated intensive care unit patients
receive more aggressive end-of-life care

Myrick C. Shinall Jr., MD,a,* Jesse M. Ehrenfeld, MD, MPH,a,b,c

and Oscar D. Guillamondegui, MD, MPHa

aDepartment of Surgery, Vanderbilt University Medical Center, Nashville, Tennessee
bDepartment of Anesthesiology, Vanderbilt University Medical Center, Nashville, Tennessee
cDepartment of Biomedical Informatics, Vanderbilt University Medical Center, Nashville, Tennessee
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Background: Previous studies among cancer patients have demonstrated that religious pa-

tients receive more aggressive end-of-life (EOL) care. We sought to examine the effect of

religious affiliation on EOL care in the intensive care unit (ICU) setting.

Materials and methods: We conducted a retrospective review of all patients admitted to any

adult ICU at a tertiary academic center in 2010 requiring at least 2 d of mechanical venti-

lation. EOL patients were those who died within 30 d of admission. Hospital charges,

ventilator days, hospital days, and days until death were used as proxies for intensity of

care among the EOL patients. Multivariate analysis using multiple linear regression, zero-

truncated negative binomial regression, and Cox proportional hazard model were used.

Results: A total of 2013 patients met inclusion criteria; of which, 1355 (67%) affirmed a

religious affiliation. The EOL group had 334 patients, with 235 (70%) affirming a religious

affiliation. The affiliated and nonaffiliated patients had similar levels of acuity. Controlling

for demographic and medical confounders, religiously affiliated patients in the EOL group

incurred 23% (P ¼ 0.030) more hospital charges, 25% (P ¼ 0.035) more ventilator days, 23%

(P ¼ 0.045) more hospital days, and 30% (P ¼ 0.036) longer time until death than their

nonaffiliated counterparts. Among all included patients, survival did not differ significantly

among affiliated and nonaffiliated patients (log-rank test P ¼ 0.317), neither was religious

affiliation associated with a difference in survival on multivariate analysis (hazard ratio of

death for religious versus nonreligious patients 0.95, P ¼ 0.542).

Conclusions: Compared with nonaffiliated patients, religiously affiliated patients receive

more aggressive EOL care in the ICU. However, this high-intensity care does not translate

into any significant difference in survival.

ª 2014 Elsevier Inc. All rights reserved.

1. Introduction

End-of-life (EOL) care consumes substantial health care
resources in the United States [1e3]. Religion provides

people with a means of coping with major life stres-
sors, such as impending death [4]. It seems logical that
religious beliefs might impact patient preferences in EOL
care.
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37232. Tel.: þ1 615 343 6642; fax: þ1 615 322 0689.

E-mail address: Ricky.shinall@vanderbilt.edu (M.C. Shinall).
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Therapieeskalation am 
Lebensende aus religiösen 
Gründen führt nicht zu 
besserem Survival…. 

2. Eine philosophische Sicht: 
Drei „Sprachen“ von Hoffnung 

Bloeser, Claudia and Stahl, Titus (2017)  "Hope", Stanford Encyclopedia of 
Philosophy. Zalta, E. (Hrsg.) https://plato.stanford.edu

Kognition 
(Wissen)

Emotion

Handlung

Philosophie 
und
Ethik  

/

Alle „Sprachen“ der Hoffnung sprechen…….

Unterstützung für Patienten und Angehörige in allen 
Sprachen der Hoffnung: 

§ Kognition: Wissen sichern 
- geistigen Sortieren“, z.B. IPS-Tagebücher, feste 

Angehörigengespräche

§ Emotion: Beziehungen / Sinnfindung validieren
- der Familie Raum und Zeit geben, diese stärken, 

spirituelle Bedürfnisse wahrnehmen 

§ Handlungs- und Entscheidungsfähigkeit herstellen 
- Erfolge/Meilensteine feiern 
- Möglichkeiten, Grenzen und Alternativen aufzeigen  

https://plato.stanford.edu/
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Der Umgang mit Hoffnungslosigkeit 

Hoffnungslosigkeit
• kann als bedrohlicher Zustand erfahren werden und Ausdruck 

einer zugrundeliegenden psychischen Problematik sein
• kann auch Ausdruck einer rationalen Abwägung sein
• Therapiebedürftig ist grundsätzlich der mit Hoffnungslosigkeit  

verbundene Leidensdruck und die Verzweiflung, nicht aber die 
Hoffnungslosigkeit per se 

• Aushalten vs. Behandeln 

Philosophie 
und
Ethik  

3. Eine spirituelle Sicht: 
Hoffen auf ein Wunder

Spiritu-
alität

Facts and Fetishes: When the Miracles
of Medicine Fail Us

Elizabeth Dzeng, University of California, San Francisco
Josh Booth, University of Cambridge

In this commentary on “Responding to Those Who Hope
for a Miracle: Practices for Clinical Bioethicists” (Bibler
et al. 2018), we reverse the gaze from the patient back onto
the physician and explore the medical profession’s role in
its own type of miracle wishing. By understanding the par-
allels between the processes that lead people tomake claims
about religious miracles and those for medical miracles we
hope to enhance the epistemic humility that Bibler and col-
legues compel us to adopt and recognize that the hopes that
physicians place in medical science might not be so differ-
ent from those of their patients in religion.

In a qualitative interview study conducted by one of
the authors (Dzeng et al. 2015) exploring physician atti-
tudes surrounding end-of-life decision making, a physi-
cian respondent recalled:

They told [a patient’s] wife . . . there was absolutely no evi-
dence this gentleman would ever recover any cognitive func-
tion. She said, “well, I still just want to give him a [chance for
a] miracle.” We spent weeks watching this gentleman being
ventilated with absolutely no chance of recovery. We were at
the whim of her wishes . . . she seemed extremely sharp and
understood a great deal what was going on [but] despite that,
she clung to what we felt to be irrational hopes. (C11)

Physicians often have an uncomfortable relationship
with miracles. Trained in the medical sciences, those who
are not religious sometimes find it difficult to understand
the spiritual fortitude necessary to believe that a loved one
will be blessed with a miracle. Tensions arise when these
beliefs promote continuation of what physicians believe to
be futile treatments.

In his book On the Modern Cult of the Factish Gods,
Bruno Latour (2010) describes the derision of colonial
Westerners who once accused African natives of worship-
ing fetishes, mocking them for treating stone, clay, and
wooden idols as true divinities, when they had crafted
them with their own hands. Surely something man-made
could not hold sacred powers! So much was obvious to the
Westerners. The Africans then questioned why the pious
images of the Virgin Mary were any more sacred. There
were stronger similarities between the two groups than
the Westerners deigned to recognize. And so, as Latour
writes, “We see one group of people covered with amulets
scoffing at another group of people covered with amulets.”

Physicians who believe that religious protestation of
miracles is fairy-thinking are what Latour describes as
“Moderns.” They are “strongly attached to the conviction
that there is an essential difference between facts and fet-
ishes.” The trust these Moderns place in medicine allows
them to deride those who wish for miracles, for ignoring
scientific reality. To the Moderns, scientific facts are dis-
tinct from fetishes because they involve no fabrication, no
human artifice. But the distinction between fetish and fact
is not always so clear. What Latour illustrates in his story
and throughout his social-theoretical texts (Latour and
Woolgar 1986; Latour 1993) is that while fetishes may be
partly man-made, facts are, too.

To understand Latour, we Moderns must take a
closer look at ourselves. Physicians also make state-
ments that can seem to families like unjustified miracle
wishing—medical fetishes in a sense. Many physicians
are acutely aware of prognostic uncertainty and yet
when it comes to conversations with patients, much of
this uncertainty can evaporate as reality is boiled down
to facts. How often do physicians tell a patient that, for
example, they have an 80% chance of being cured by a
particular treatment when they know full well that
when a slightly different bundle of realities is taken
into account, things may look quite different? Yes, this
treatment may statistically cure the patient’s illness 80%
of the time. But our physician has a feeling that this
patient is unlikely to comply with all the conditions
needed for the treatment success. Perhaps our physician
worries that the patient may have comorbidities that
make this person particularly vulnerable to the medi-
cation’s toxicities, requiring treatment cessation. They
might suspect that the patient’s prior drug sensitivities
predispose this person to symptomatic side effects that
make the treatment continuation unbearable.

Looked at oneway, the patientmay have an 80% chance
of being cured, but looked at another, it may be closer to
30%. For the 80% chance of being cured by this treatment to
remain fact-like, multiple elements of reality must cooper-
ate. As long as these elements all cooperate, we may not
notice that their cooperationwas ever necessary. But if these
elements break down, they draw attention to themselves so
that with hindsight, it becomes obvious to the patient and
family that there was only ever a 30% chance of success.
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Der Glaube an Wunder wird getriggert durch
• den Patienten selber (Sehnsucht nach Veränderung, 

Glaube)
• den medizinischen Fortschritt

Emotionale Bias? (D. Callahan) 

-Bei teuren (und z.T. experimentellen) Therapien mit 
marginalem Nutzen à implizite Grundannahme, dass 
„Palliative Care“ dem „Glauben an Wunder“ überlegen sei

-Wichtige Fragen im Umgang mit Hoffnung auf ein Wunder: 

• Ab welchem Zeitpunkt hart man „genug“ gelebt“ ? 

• Wieviele Schmerzen ist man bereit auf sich zu 
nehmen? 

„Simultaneous palliative care“ 

«The research can not proceed in any meaningful
way if those dying of cancer overwhelmingly
choose palliative care only, deciding not to run
the risks of the experimental treatments. … 
Simultaneous palliative care can ease patients’ 
final days. Because of their choice, and the 
research it made possible, many may live in the 
future because others were unwilling to die 
now.»

https://www.thehastingscenter.org/palliative-
care-vs-cancer-research/

Kübler-Ross, E. (Ed.). (1965). On 
death and dying. NJ: Macmillan. 

Fazit 

„Wir baten unsere Patienten, 
unsere Lehrer zu sein.“ 

Orientierungen im
Umgang mit Hoffnung 

• Wissen sichern
• Emotionen validieren
• vermeidbares Leiden verhindern
• Handlungs- und Entscheidungs-

fähigkeit herstellen 


