Ethics

Aims 
· Defining ethics

· Clarify the meaning and significance of key ethical concepts

· Outline important types of ethical theory, and their relevance to medical ethics. 

· Offer a conceptual framework useful for ethical analysis of medico-moral problems in a variety of professional contexts.

· Give opportunities to participants - under supportive conditions - to articulate their current medico-moral attitudes, and explore reasoned arguments that challenge their existing assumptions and ethical stances. 
 

What is (medical) ethics?

 

· A set of moral principles.

· The study of morality.

· The philosophical study of moral values and rules. 

· Of or relating to moral action and conduct; professionally right; conforming to professional standards.

· The branch of philosophy concerned with evaluating human action. Some distinguish ethics, what is right or wrong based on reason, from morals, what is considered right or wrong behaviour based on social custom.

· The study of right and wrong in conduct.

· A system or code of morals of a particular religion, group, or profession.

 

 Principles of medical ethics

 

I. A physician shall be dedicated to providing competent medical care, with compassion and respect for human dignity and rights   

II. A physician shall uphold the standards of professionalism, be honest in all professional interactions, and strive to report physicians deficient in character or competence, or engaging in fraud or deception, to appropriate entities.

III. A physician shall respect the law and also recognize a responsibility to seek changes in those requirements which are contrary to the best interests of the patient. 

IV. A physician shall respect the rights of patients, colleagues, and other health professionals, and shall safeguard patient confidences and privacy within the constraints of the law.

V. A physician shall continue to study, apply, and advance scientific knowledge, maintain a commitment to medical education, make relevant information available to patients, colleagues, and the public, obtain consultation, and use the talents of other health professionals when indicated. 

VI. A physician shall, in the provision of appropriate patient care, except in emergencies, be free to choose whom to serve, with whom to associate, and the environment in which to provide medical care.

VII. A physician shall recognize a responsibility to participate in activities contributing to the improvement of the community and the betterment of public health. 

VIII. A physician shall, while caring for a patient, regard responsibility to the patient as paramount.

IX. A physician shall support access to medical care for all people. 

 

 

American Medical Association 
The duties of a doctor registered with the General Medical Council 
Patients must be able to trust doctors with their lives and well-being. To justify that trust, we as a profession have a duty to maintain a good standard of practice and care and to show respect for human life. In particular as a doctor you must: 

· make the care of your patient your first concern; 
· treat every patient politely and considerately; 
· respect patients' dignity and privacy; 
· listen to patients and respect their views; 
· give patients information in a way they can understand; 
· respect the rights of patients to be fully involved in decisions about their care; 
· keep your professional knowledge and skills up to date; 
· recognise the limits of your professional competence; 
· be honest and trustworthy; 
· respect and protect confidential information; 
· make sure that your personal beliefs do not prejudice your patients' care; 
· act quickly to protect patients from risk if you have good reason to believe that you or a colleague may not be fit to practise; 
· avoid abusing your position as a doctor; and 
· work with colleagues in the ways that best serve patients' interests. 
In all these matters you must never discriminate unfairly against your patients or colleagues. And you must always be prepared to justify your actions to them. 

 

Pasted from <http://www.gmc-uk.org/standards/doad.htm> 

 

Recent ethical issues

 

· End of life care

· Medical errors

· Priority setting

· Biotechnology

 

Medical errors

 

· The concept of "reasonableness"

· The "Tavistock principles"

 

The Tavistock principles

 

1 Health care is a human right 

 

2 The care of individuals is at the centre of healthcare delivery but must be viewed and practised within the overall context of continuing work to generate the greatest possible health gains for groups and populations 

 

3 The responsibilities of the healthcare delivery system include the prevention of illness and the alleviation of disability 

 

4 Cooperation with each other and those served is imperative for those working within the healthcare delivery system 

 

5 All individuals and groups involved in health care, whether providing access or services, have the continuing responsibility to help improve its quality. 

 

 

Shared ethical principles for everybody in health care: a working draft from the Tavistock Group

 

http://bmj.bmjjournals.com/cgi/content/full/318/7178/248?ijkey=352c746a96bf7aef3a847e5c73524333cde52501&keytype2=tf_ipsecsha
 

 

Medical ethics: four principles plus attention to scope 
R Gillon   BMJ 1994;309:184 (16 July) 
 

The "four principles plus scope" approach provides a simple, accessible, and culturally neutral approach to thinking about ethical issues in health care. The approach, developed in the United States, is based on four common, basic prima facie moral commitments - 

 

· respect for autonomy (deliberated self rule)
· beneficence
· non-maleficence
· justice 
· plus concern for their scope of application. 

 

It offers a common, basic moral analytical framework and a common, basic moral language. Although they do not provide ordered rules, these principles can help doctors and other health care workers to make decisions when reflecting on moral issues that arise at work. 

 

What are the implications of respect for autonomy in health care?

 

· Treating others as ends in themselves

· Informed consent

· Confidentiality

· Communication eg listening, how much does the patient want to know

· Truthfulness

· Respecting patient attitudes

 

Beneficence and non-maleficence 

 

· Do no harm

· Providing the benefits we profess

· Offering the patient net benefit eg chemotherapy

· Discussing risk and probability

 

Justice

 

· fair distribution of scarce resources (distributive justice)

· respect for people's rights (rights based justice)

· respect for morally acceptable laws (legal justice).

 

…basic precept is equality - but people can be treated unjustly even if treated equally

 

· Allocation of resources - postcode prescribing

· Needs of "your" patients vs the needs of "my" patients

· Cost to taxpayer, etc

 

Personal decision making 

 

Whose decision is it? 

· Me - confounding factors are 

· my own interests

· discriminatory actions

· punishment of patients

· wasting resources

· respecting the patient's rights 

· The organisation

· This organisations decisions vs society's

· Turning moral choices into "scientific" choices

· Competing and mutually incompatible choices

· Can't please everybody

· The profession

· Society

 

Scope

 

· To whom or what do we owe the moral obligations? Eg who are we morally obliged to help, how?

· Is everyone autonomous? A 14 year old girl requesting the OCP? Children? Mentally ill? Mentally impaired?

· Who has rights? Plants? The environment? Animals? Right to life, to not be killed or to be kept alive?

· How do we deliver scarce resources fairly according to the principles of justice? Who to?

 

Health care professionals and their organisations all profess a commitment to help their patients and clients, and to do so with minimal harm. This commitment is underwritten by the societies in which they practise, both informally and through legal rules and regulations that define the health care professionals' duties of care. 

Lords publish report on assisted dying bill
A House of Lords Committee today published its report on a Bill seeking to legalise assistance with suicide and voluntary euthanasia for terminally-ill people who are mentally competent and suffering unbearably.

There is insufficient time remaining for the Bill to be considered adequately in this session of Parliament, so the Committee has presented a thorough and balanced report on the subject of assisted suicide and voluntary euthanasia based on wide-ranging evidence. The Committee heard from more than 140 witnesses in four countries, considered over 60 formal written submissions and received over 14,000 letters and e-mails.

The Committee recommends that its report should be debated early in the next Parliamentary session and that, if a new bill is introduced along similar lines, a Committee of the whole House should examine it. The Committee  identified a number of key issues which, it hopes, those who draft any future bill will address. These include:

· The need for any future bill to distinguish clearly between assisted suicide and voluntary euthanasia in order to give the House the opportunity to consider them separately and to decide, if it should favour a change in the law, whether it would be appropriate to legalise only one or both of them.

· The need for qualifying conditions for assisted suicide or voluntary euthanasia to be set which reflect the realities of clinical practice as regards the prognosis of terminal illness and which define a patient’s suffering in as objective a manner as possible – eg ‘unrelievable’ rather than ‘unbearable’ suffering.

 
The Chairman of the Committee, Lord Mackay of Clashfern said: 

“Ending or helping to end someone’s life, albeit with their consent, is an awesome issue, and opinion within the Committee has been divided. We have explored the underlying ethical principles involved and the practical implications of any change in the law on intentional killing and assistance with suicide. And we have looked at the experience of other countries where legislation of this nature is in force.”

“Our Report is intended to inform future debate and to improve public understanding of this complex and emotive subject.”  

 

http://www.parliament.uk/parliamentary_committees/lords_press_notices/pn040405adb.cfm
 

"Right to die"
BMJ  2005;330:799 (9 April), doi:10.1136/bmj.330.7495.799 

http://bmj.bmjjournals.com/cgi/content/full/330/7495/799?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&author1=grayling&andorexactfulltext=and&searchid=1115106925904_789&stored_search=&FIRSTINDEX=0&sortspec=relevance&resourcetype=1
 

The moral basis of the right to die is the right to good quality life

 

 

Playing God
"For 13 years a 39 year old woman has been in a coma - with her husband, her parents, the Christian right and now the president's brother locked in a bitter struggle over her fate. This week could see a final decision on whether she lives or dies."

 

Guardian unlimited

 

"Aged 26, she suffered a heart attack, brought on by acute potassium shortage caused by bulimia. By the time the ambulance arrived, her brain had been deprived of oxygen for six minutes. She has remained in what doctors call a persistent vegetative state ever since. Her eyes are open, her limbs are contracted, she smiles and grunts occasionally, but without any sense of purpose, according to the majority medical opinion presented to the courts. 

 

"Every human rights convention recognises a fundamental right to life. Paradoxical as it might at first seem, this entails a right to die also. For life in the phrase "the right to life" does not mean bare existence; it means existence that has a certain minimum quality for its possessors, where the minimum is quite rich, giving its possessors access to a range of basic human goods such as relationships, and in which they are as free as reasonably possible from distress and pain." 

 

http://bmj.bmjjournals.com/cgi/content/full/330/7495/799?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&author1=grayling&andorexactfulltext=and&searchid=1115106925904_789&stored_search=&FIRSTINDEX=0&sortspec=relevance&resourcetype=1
 

If this woman has made a living will, stating her request to be allowed to die in these circumstances, what should the final decision be?
She had not made a living will. Does that alter your view on the final decision?

 

"The medical community and the courts are convinced that the patient can't, and, indeed, that she will never be able to recapture even this degree of cognitive ability. So too is her husband. Over the years, he has tried three times to remove her feeding tube."
Should her husband be prosecuted if he were to assist her death?

 

"The patient's parents say she can improve, and have collaborated with the Christian right in America to turn this very private tragedy into a national pro-life pageant."

 

"People are being executed every day. I don't mean by the law. I mean executed by being starved to death - mainly the elderly, and people with Alzheimer's," says her father. "There is a big, dark secret out there." 

 

His other daughter, who is five years younger than the patient, is more expansive. "This whole notion of doing away with a group of people who don't contribute to society or who can't feed themselves or who are expensive to maintain, that is bizarre, that is crazy," she says. "You might as well put down handicapped people." 

What are the rights of the family in terms of the 4 principles?

 

· respect for autonomy (deliberated self rule), 

· beneficence

· non-maleficence

· justice

 

"Nowadays, the family can barely avoid mentioning the husband's name without writhing in hatred. They have reinforced their accusations that he is neglecting the patient by suggesting that he tried to murder her, and that she was a victim of domestic violence."

 

"The parents' lurid accounts of abuse and neglect don't seem to tally with past events. In the early years of their marriage, the husband appeared to be on good terms with the family. The young couple lived in the family's condo after settling in Florida in the mid-80s. After her accident, the husband and the family  shared living quarters and the burden of care for the patient."

 

"Those family bonds snapped in 1993 - the same year that a court awarded the patient $1m in a medical malpractice suit, and granted her husband authority over the money to use for her care."

Does that information alter your view?

 

"The cash question became even more urgent four years later, when the husband arrived at his momentous decision to end his wife's life. If she died, he would inherit the funds remaining in the malpractice suit; so long as she lived, the family had a hope of challenging his guardianship over her, and his control of the money. 

Does that information alter your view?

 

"Given the vehemence with which he has been fighting to prolong his daughter's life, it is a little surprising to learn that her father decided to turn off the life-support system for his own mother. She was 79 at the time, and had been ill with pneumonia for a week, when her kidneys gave out. "I can remember like yesterday the doctors said she had a good life. I asked, 'If you put her on a ventilator does she have a chance of surviving, of coming out of this thing?'" he says. "I was very angry with God because I didn't want to make those decisions." "
What role might religion play in these ethical dilemmas?
Should the doctors be prosecuted if they allow her to starve to death?
If she was able, should she legally be allowed to commit suicide?
Can the doctrine of "double effect" be used here? Why (or why not)?
Double effect allows death hastening levels of analgesia to be given with the putative sole aim of controlling pain

 

This is a fictitious distinction in ethical terms

 

 

 

 

 

