Medical Ethics – Feb 2004

Part 1 - Part 2 - Part 3 - Part 4 - Part 5 - Part 6 - Part 7
The History of Medical Ethics (top)

1) types of codes

A) Hippocratic – CORE: the physician should benefit the patient according to his ability & judgement
1) 4 Maxims

(a) Swearing by the gods & goddesses 

(b) Pledge of loyalty to teacher
(c) Concern about secret knowledge - knowledge is dangerous
(d) Related to the Pythagorean Cultic System

2) Examples

(a) Hippocratic Oath (4th Century BCE) (Christian version 10th Cent)

(b) The Florence Nightingale Pledge (1893)

(c) Declaration of Geneva (1948, 1983)

(d) SUNY, SGU

(e) Percival’s Code

(f) AMA (1847) and the BMA

3) Characteristics 

(a) Divides medicine into 3 principles

(i) Dietetics

(ii) Pharmacology

(iii) Surgery 

(b) Contains special prohibitions

(i) Surgery
(ii) Giving deadly drugs 
(iii) Abortion

Non-Hippocratic

4) Characteristics

(a) Often from groups outside the health professions

(b) Concerned with social and patient benefit as it relates to     


duties & rights as well as benefits & harms
5) Examples 

(a) Within the health professions

(i) AMA (1980) Benefit Prin to RIGHTS Prin.  Do not violate rights
(ii) ANA - Code for Nurses (1985)

(b) Outside the health professions

(i) Secular codes

(a) The Nuremburg Code (To prevent abuse thru research)

(b) The AHA PT Bill of Rights (1973)

(ii) Religious codes

(a) The Caraka Samhita (Hindu – most ancient)

(b) The Oath of Asaph (Jewish – restrictive but OK if saves lives)

(c) The Islamic Code – life is to be saved (pickle story)

2) types of ethical CODES

	ETHICAL Priniciples:
	Consequentialist
	Duty-Based

	Individual
	Hippocratic Oath
	AHA - Patient Bill of Rights

· Fidelity

· Autonomy

· Veracity

· Avoidance of Killing

	Social
	AMA (1847)
	AMA (1980)


Moral Standing (top)

3) definition of moral standing

A) Defined as the status of humans who have moral claims on others or to whom others have duties

B) moral standing of various beings - Humans, Fetuses, and Non-Human Animals

C) Is significant in the treatment decisions concerning  certain patients (Performance of a defined funct is crit)

4) Types of moral standing

A) Full standing 

1) All living humans have full moral standing 

2) LIVING HUMANS possess claims and have rights
B) Limited standing

1) A level of community value attributed to special cases

2) Examples

(a) NON-LIVING HUMANS – corpses, egg & sperm cells, and fetuses

(b) NON-HUMAN animals

5) death and abortion

A) Potential vs. capacity

1) Potential is the “genetic programming” that is necessary to carry out critical functions

(a) Most conservative view “poten” as the beginning of life – gamete

(b) Some believe that “poten” exists before gen. programming, ie sprm

2) Capacity is the actual ability to carry out a function

B) The point of life and death varies by location and interpretations

1) Cardiac-oriented view (Japan)

(a) Death – irreversible loss of cardiac & respiratory function (artificial heart does not equate to death)

(b) Cardiac Arrest vs Death (Reversible cess. of card fx not = death)

(c) Abortion – Cardiac function starts @ W3

2) Whole brain-oriented view (Brain dead) (US accepts this definition – however, NJ allows individ to accept Cardiac-Oriented view)

(a) Death – irreversible loss of all functions of the entire brain

(b) If maintained on life support solely by machine = dead

(c) Abortion – Brain development and functioning starts @ W8-W12

3) Higher brain-oriented view (Brain dead but not on life support) (No jurisdictions have accepted)

(a) Death – irreversible loss of brain functions responsible for consciousness or feelings

(b) Abortion – Capacity for mntl fx or concsness @ W24 (most lib view)

6) non-human animals

A) Differences of views 

1) Western view - create a division between humans and animals

2) Eastern view - closer connection (higher moral status) between the animal & human world

(a) HINDU view:  AHIMSA – avoid suffering

B) Speciesism – the thought that “moral standing” is dependent on membership in a species

7) Hippocratic utility

A) Is consequentialist and individual

B) Divided into subjective and objective judgement

C) States the physician must do the most good for the patient while avoiding the most harm

Ethics of Benefitting Patients:

4 PROBLEMS in assessing BENEFIT and HARM (top)

8) Continuum of judegement:  subjective vs. objective

A) Hippocratic principle – physician subjective judgement is final
B) Modern medicine – peer review judegement
1) Strives for objective presentation & judgement of facts to determine the best cause of action through:
(a) Reviews

(b) Quality assurance

C) Postmodern view (“Contemporary”) – pt judgement is final

1) Factual judgements should be as objective as possible
2) Any therapy choice is a value judgement

3) Patient’s values take precedence

9) Medical benefits vs. other benefits

A) If the goal is to maximize patient health

1) It’s the physician’s job

2) Patient may trade off health factors for other benefits (smoking,eating)

B) If the goal to maximize total patient welfare

1) Is impossible to accomplish

10) medical goals may be in conflict (trade-offs b/w all 4)

A) Saving lives

B) Cure disease

C) Relieve suffering

D) Promote health

11) Difficulty in relating benefits to harms

A) Hippocratic formula – Balance between benefit and harm

1) Arithmetic formulation (Benefits – Harm = Answer)

2) Geometric formulation (Benefits / Harm = Answer)

B) Primum non nocere (first of all, do no harm) – NO bal b/w ben and harm

The Ethics of Respect for Persons (top)

12) Fidelity (trust)

A) duty of loyalty from md results in trust from pt
B) may conflict with benefit production

C) issues of conifidentiality

1) Codes permitting breaking confidentiality in order to benefit pt:

(a) Hippocratic Oath

(b) BMA pre-1971

(c) AMA pre-1980

(d) SGU 

2) Codes not permitting breaking confidentiality (upholding fidelity)

(a) World Medical Association 1948 - Exceptionless commitment

(b) BMA 1971 (rewritten because of the Dr. Browne case)

(i) Except where the patient agrees

(ii) Except in cases of formal public policy

(c) AMA 1980

(i) Except when serious harm to others is imminent (Tarasoff case)

(ii) Except where there is an applicable statute (comm. diseases)

13) Autonomy & informed consent

A) Absent from all major ancient codes

1) Hippocratic ethics

2) Ancient traditions

3) Most religious traditions

B) Inception 

1) Mainly from liberal political philosophy

2) Some contribution from early Christianity

C) Therapeutic privelege

1) Weak justification for witholding information seen in Hippocratic ethics

2) The physician is not required to inform when they believe the information will be harmful

D) Standards for informing

1) Professional standard

(a) What competent physicians in similar situations would disclose

2) Reasonable person standard

(a) What reasonable patients would want to know

3) Subjective standard

(a) What the specific patient would want to know

E) Emerging consensus

1) Autonomy requires the use of reasonable person standard modified by the physician for the specific patient (in other words, all 3)

14) Veracity

A) telling the truth

B) recent study showed that 88% of physicians witheld cancer diagnosis from their patients

15) Avoidance of killing

A) active killing vs. letting die

1) Arguments against the distinction

(a) Consequences may be the same

(b) Principle of autonomy gives competent people right to kil themselves

2) Arguments for the distinction

(a) Consequences of active killing may be worse

(i) The “not terminally ill” patient may not die immediately

(ii) May weaken society’s opposition to killing

(b) Autonomy does not require physician to kill (the “aggressive pain treatment” idea)

B) stopping vs. not starting

C) direct vs. indirect

1) Direct is intended actions

2) Indirect is unintended actions despite foreknowledge (the “aggressive pain treatment” idea again)

D) ordinary means vs. extraordinary means

1) Ordinary 

(a) The benefits outweigh the risks

(b) May or may not be a high-tech procedure

2) Extraordinary

(a) The benefits do not grossly outweigh the risks

(b) May or may not be a high-tech procedure

Death & Dying (top)

16) Decisions of care for the terminally ill & incompetent patients

A) Formerly competent patients

1) Moral principle – autonomy extended
2) Legal principle – substituted judgement (Health Care Proxy)

B) Never competent without family

1) Moral principle – Hippocratic principle
2) Legal principle – best interest of the patient
C) Never competent with family

1) Moral principle – limited familial autonomy
2) Legal principle – limited familial autonomy based on case law
17) types of ethical principles

A) Individual

1) Consequentialist principles

2) Duty-based principles

B) Social

1) Consequentialist principles

2) Duty-based principles

Allocating Scarce Resources (top)

18) principle of social utility

A) Definition

1) A consequentialist idea for the entire community

B) Problems

1) Quantification

2) Inequity

19) Principle of Justice

A) Definition

1) A duty-based prinicple for the society as a whole

B) Problem

20) Final Problems

A) Reconciling the conflicts among competing principles

1) Single principle theory

2) Balancing theories

3) Ranking theories

4) Combination of balancing and ranking

B) Role of the clinician in resource allocation

1) Allowing physicians to abandon marginal patients

2) Exempt physicians from principles of social ethics

(a) Allows physician to remain loyal to patient

(b) Causes other parties to allocate resources

