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ErRAmMEWOKRKS for appreaching etaies

n_Character ethics/\irtue based ethics

s Principial/Principle based ethies




Character/Virtue based ethics

“What are the
characteristics/virtues of an

ethicall medical professional?*




n [rustworthiness (fidelity) “Trust Is confident
pelief 1 and reliance on the moral character
and competence of another”

s [ntegrity (Wholeness, faithfulness to core
Vvalues)

s Conscientiousness (conscience) striving to

know: and do right
s Compassion

= Discernment (phrongsis) practical wisdom,
Insight, judgement




Principial ethics
“Iihe Georgetown Principles:

= Autenemy “auto” “nomos’= self rule

m Benefiicence-seeking the:highest benefit ofi the

patient
s Nonmaleficence-do not do harm

m Justice-a fair chance for all




Beneficence
Nonmaleficence

Autonomy.




Altenomy

Beneficence/Nonmaleficence

Justice




Wien principles conflict

Autenoemy: Vs beneficence

“Beneficence provides the primary goal and
rationale off medicine andihealtl care, Whereas
espect fior autonomy: sets the moral limits on
the profiessionals actions In pursuit of this

goal™
Autonomy Vs justice




AUtenoemy.
Current primary principle Iin

\\Western medicine ?
[Cimits to autonomy.

Externally imposed limits
Cost, availanility, clinicaliindication

(chemo, surgery, transplant...
or CPR; ventilator)




[Z1miits to autenemy/

Internal

Consideration of others; family, social or
religious group

Authority not opposite of autenemy
Right to choose, right to refuse to choose
Gender, cultural 1SSues

Communitarian, shared decision making Vs
Individualistic, atomistic proCess




Necessalry conditions for autenemy.

s Liberty (free firom controelling| influences)

= Agency (will_.and capacity for intentional
action or choice)




Capacity/Competence
EEssential abilities

|0 Understand pertinent Information
10 Make judgements about Infermation
1o Intend certain eutcemes

[0 communicate Wishes



Capacity.

= Nt constant or fixed
= \ot abselute (not “either/or?)
Competent for what decision ?
“Threshoeld™ of capacity for given
decision
“Sliding scale” of capacity/competence




[RESPECt for autenemy

Active obligation

Working te: NOT exert contrelling influence
\Working to foster andienalble autonoemous
choice (Infermation, understanding,
support, time)




Incapacitated patient
Who decides ?

Court

Patient appoeinted agent

Spouse or adult child not child of spouse
Adult child

Parent

Adult sibling

Adult grandchild

Adult with knoewledge of patients preferences and
values




[ESseniial characteristics off agent

= AbIlity to make reasoned! judgement

= ADItY to acquire adeguate infiermation and
knowledge

s Emotional strengti anal stability

s, Committed to patients interests

= Know the patients wishes and values
= Available




Principle off deunle efifiect:

Action has good and bad effects; the bad effects
are accepted: in the provision of the good

Bad example-pain med causing premature death
Better examples

Opioeids for dyspnea in CO2 retaining COPD
patient

Respiratory suppression In seizing patient from
anti seizure meds




Futility

“Push hack™ against unrestrained autonomy.
basedion medical professional integrity

Farlure ofi the promise ofi “the futility mevement”

IMove to policies to outline procedures for
resolving conflicts regarding futility e.g.
consultation, ethics committee, transfer
physicians, hospitals.




Quality of LEife

Freighted term
Life unworthy of life; “lebensunwertes l_eben’
[Dangers of Judging QOL fier another
Disability data and' perspective
Instability of care preferences over time

Strong bias Inisociety, medical and general,
against life characterized by dependence,
Incontinence, cognitive disability or profound
physical disability




Withholding and withdrawing life
prelenaging Interventions

IHow are they: different 2
IHow. are tihey the same ?

General consensus In bioethical community.
Ethically eqguivalent




Artificial nutrition and Rydration

Medical intervention that can e acecepted or
rejected by autonomous cheice; of patient or
agent?

Required basic human care that cannoet be
ethically withheld except In imminently.dying
patient?

General consensus In bioethical community.
Medical intervention
Important dissent, strong feelings!




Contreversial TepIcs

s Palliative Sedation

= Physician Assisted Suicide

s EUthanasia




Ethically Unacceptanle Penaviors

-“Slow: code™

-Progressive automatic escalation of opieid
not titrated to target symptom

-Imposition of medical professionals beliefs or
valuies re: controversial ISSue or decision

“pPecoming undue Influence”.




Pseudoeethical dilemmas or conflicts

s Related to knowledge deficit e.q. “if I give this
patient morphine it will kil themrand | will loe
committing euthanasia™

s Related to patient or family emoetional,

Infermational;, or trust Issues e.g “family. Insists
on futile treatment™

s Importance of relationship with caregivers,
resolution of “ethical’ dilemma with talk,
touch, time




Advance Care Planning

s Consideration, discussion and documentation
of end of life wishes

m Discussion IS the essentialielement here;
patient In context off thelr loved ones

= Naming an agent, talking toe the agent, values
pased discussion

s Different from document driven, “living will”
approach




Centrality off personal relationshnip in
practicall clinical ethicalidecisions.

Understanding ethicall principles is important.

Understanding the person; is often eqgually
essential torunderstand how! to reach decisions
that reflect and honor them.




