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Outline

• History of medical ethics
• Beneficence and nonmalificence top priorities
• Various historical influences (Hippocratic, 

Percival, AMA, bioethics movement, 
professionalism movement)

• Autonomy emerges as important value in 20th

century
• Ethics committees/consultations emerge to 

address conflicts in patient care
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Definition of Clinical Bioethics

• The study of ethical issues that arise out of 
the clinical encounter 

• The practice of facilitating, mediating and 
resolving conflicts that arise out of the 
clinical encounter

• Typically focuses on end of life care issues
• May relate to other areas of bioethics 

(research, genetics, health policy, etc)
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Major Influences on Medical Ethics

• Greco-Roman thought
• Christian Middle Ages
• Enlightenment
• Modern professional associations
• Modern secular state
• Education
• Bioethics movement
• Professionalism movement
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Two traditions

• Healing tradition
– Ancient roots

• Professional tradition
– Started in the Middle Ages
– Greater emphasis during 18th century 

Enlightenment and 19th century UK/US
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Hippocratic Corpus

• “As to diseases, make a habit of two 
things—to help and not to harm.  The art 
has three factors, the disease, the patient, 
the physician.  The physician is the 
servant of the art. The patient must co-
operate with the physician in combating 
the disease.”

• Epidemics I, cited in Jonsen. A Short History. p. 2
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Christian Influence

• “The most revolutionary and decisive change in 
the attitude of society toward the sick…It 
became the duty of the Christian to attend to the 
sick and the poor of the community…. The social 
position of the sick man thus became 
fundamentally different from what it had been 
before. He assumed a preferential position 
which has been his ever since.”

– Encyclopedia of Bioethics. p. 1566
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Ethical and Religious Directives

• “The inherent dignity of the human person 
must be respected and protected 
regardless of the nature of the person's 
health problem or social status.”

• Directive 23 



4

10

The Social Contract

• Cruesses argue that a social contract 
exists between society and the medical 
profession

• Society grants certain privileges to 
medicine

• In return, medicine offers certain services
• How extensive is medicine’s obligation to 

society?

11

Historical Origins of 
Professional Ethics

• Professional Ethics and Medical Ethics coined 
by Thomas Percival, English physician (1740-
1804)

• Published Medical Ethics: A Code of Ethics and 
Institutes Adopted to the Professions of Physic 
and Surgery (1803)

• Inspired by the closing of the fever hospital of 
the Manchester Infirmary during an epidemic 
(1792)
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Percivalean Ethics

• Percival’s committee charged with drafting a 
code

• Percival spent several years thereafter 
developing an idea of professional ethics that 
vests medicine’s moral mandate upon the 
profession collectively rather than upon the 
individual physician

• Percival’s code became the basis of the AMA’s 
Code of Medical Ethics in 1847, drafted by John 
Bell and Isaac Hays
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AMA’s Code of Medical Ethics

1847 Edition 2001 Edition
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The 1847 Code’s Original 
Precepts

• Duty to treat (“even at jeopardy of their 
own lives”)

• Duty to the public (“give counsel to the 
public in relation to matters especially 
appertaining to their profession”)
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AMA’s Code of Medical Ethics

• The Code first drafted by Drs. Bell and 
Hays was based on Percival’s 
conceptions of professional ethics

• A compendium of ethical guidelines for 
physicians that is continually revised 
and updated by the Council on Ethical 
and Judicial Affairs 
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Bioethics Movement

• Began in 60s as a patients rights 
movement

• Produced major documents (Belmont 
Report), texts (Principles of Biomedical 
Ethics)

• Focus on principles (beneficence, 
autonomy, nonmalificence, justice)
– autonomy became cardinal principle
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Emergence of Modern Clinical 
Bioethics

• Role of technology
• Case Law
• Government reports
• Professional Associations
• Accreditation Bodies
• Shift in Attitudes and Beliefs
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What is the role of clinical bioethics 
in practice?

1) Who am I? (virtue-based)
2) What am I doing? (duty-based)
3) What will happen? (consequence-based)
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The need for ethics committees/ethics 
consultations

• Karen Teel, a pediatrician, argued for a greater 
role for ethics committees in the mid-1970s 
(cited by the Quinlan court)
– Physicians are sometimes ill-equipped to deal with 

ethical issues
– Little or no dialogue
– Need for a regular forum for discussion
– Composed of different professionals (physicians, 

nurses, lawyers, theologians)
– Advisory body

The need for ethics committees/ethics 
consultation

• Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) 
requires “a mechanism for the 
consideration of ethical issues arising in 
the care of patients and to provide 
education to caregivers and patients on 
ethical issues in health care." 

The need for ethics committees/ethics 
consultation

An ethics committee or some alternate 
form of ethical consultation should be 
available to assist by advising on 
particular ethical situations, by offering 
educational opportunities, and by 
reviewing and recommending policies.

No. 37, Ethical and Religious Directives
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What is Ethics Consultation?

• “…a service provided by an individual or a 
group to help patients, families, 
surrogates, healthcare providers, or other 
involved parties address uncertainty or 
conflict regarding value-laden issues that 
emerge in healthcare”

– American Society for Bioethics and Humanities. Core 
Competencies for Ethics Consultation: The Report of the 
American Society for Bioethics and Humanities.
Glenview, IL. 1998.

What are the goals of ethics 
consultation?

• “To promote an ethical resolution of the case at 
hand”

• “To establish comfortable and respectful 
communication among the parties involved”

• “To help those involved to work through ethical 
uncertainties and disagreements on their own.”

• “To help the institution recognize ethical patterns 
that need attention.”

• Judith Andre, Bioethics as Practice (UNC Press, 2002), 
pp. 17-18.

One Traditional Method
• Jonsen, Winslade, Siegler “4 boxes 

approach”
– Medical Indications
– Patient Preferences
– Quality of Life
– Contextual Features
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Medical Indications:
Consider each medical condition and its 
proposed treatment. Ask the following 
questions: 

•Does it fulfill any of the goals of 
medicine? 
•With what likelihood? 
•If not, is the proposed treatment of any 
therapeutic benefit? 

Patient Preferences:
Address the following: 

•What does the patient want? 
•Does the patient have the capacity to 
decide? If not, who will decide for the 
patient? 
•Do the patient's wishes reflect a 
process that is 

•informed? 
•understood? 
•voluntary? 

Quality of Life:
•Describe the Patient's quality of life in 
the patient's terms.
•What is the patient's subjective 
acceptance of likely quality of life? 
•What are the views of the care 
providers about the quality of life? 
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Contextual Features:
Social, legal, economic,and institutional 
circumstances in the case that can: 

•influence the decision 
•be influenced by the decision 

e.g., inadequate social support 

A Narrative Approach

• Language and Issues of Case
• Perspectives and Key Issues
• Facilitating Resolution

AMA’s Code of Medical Ethics
• E-9.115 Ethics Consultations.
• All hospitals and other health care 

institutions should provide access to ethics 
consultation services. 

• Members should include either individuals 
with extensive formal training and experience 
in clinical ethics or individuals who have 
made a substantial commitment over several 
years to gain sufficient knowledge, skills, and 
understanding of the complexity of clinical 
ethics. 
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What is the prevalence of ethics 
consultation?

• 81% of US hospitals have some kind of ethics 
consultation service

• Present in all hospitals with 400 or more beds
• Dominant models:

– Small team approach (68%)
– Full Committee (23%)
– Individual consultant (9%)

– E. Fox “Ethics Consultation in U.S. Hospitals: A National Study 
and Its Implications” Presentation at ASBH 2002. Cited in 
“Ethics Committees and Ethics Consultations.” Encyclopedia of 
Bioethics. 2004
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Four models of ethics case 
consultation

• Pure committee model (no ethics consultations, 
just committee work)

• Committee member as consultant (a committee 
member performs consultations but these are 
not systematically reviewed by the ethics 
committee)

• Post-facto committee review (the committee 
reviews the consultations after they have been 
performed)

• Pure consultation model (no ethics committee, 
just an ethics consultation service)

» Singer, Pellegrino, Siegler. Clinical Ethics Revisited. BMC 
Med Ethics. 2001; 2: 1.
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Three Key Concerns

• Abrogation of moral decision making by 
the referring physician

• Usurpation of moral decision making by 
the ethics consultant

• Diffusion of responsibility within the ethics 
committee

– Singer, Pellegrino, Siegler. Clinical Ethics Revisited. 
BMC Med Ethics. 2001; 2: 1. 
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What are the numbers?
• 29,000 individuals devoted more than 314,000 

hours in 36,000 consults (Fox, et al, AJOB)
• 36% are physicians
• 30% are nurses
• 11% are social workers
• 10% are chaplains
• 10% are administrators
• Less than 1% are philosophers or theologians

– E. Fox “Ethics Consultation in U.S. Hospitals: A National Study 
and Its Implications” Presentation at ASBH 2002. Cited in 
“Ethics Committees and Ethics Consultations.” Encyclopedia of 
Bioethics. 2004

Who requests ethics 
consultations?

• Physicians
• Nurses
• Family members
• Social Workers

– G. McGee, et al, “A National Study of Ethics 
Committees,” AJOB, Fall 2001, Vol. 1, No. 4.

Availability of ethics consultation 
services

• According to a national survey of internists:
• (79%) reported that ethics consultation services 

were available at their predominant practice site
• 19% reported that such services were 

unavailable
• 2% did not know

– A National Survey of U.S. Internists' Experiences With Ethical Dilemmas and Ethics 
Consultation
Gordon DuVal, SJD; Brian Clarridge, PhD; Gary Gensler, MS; Marion Danis, MD J Gen Intern 
Med 19(3):251-258, 2004.
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What are the major issues 
involved in ethics consultations?

• Patient autonomy and decision-making 
capacity

• Improving Communications
• End of Life Care 

What are the outcomes of ethics 
consultations?

• Recommendations to physicians and staff
• Communication with patient/family
• Consultations are documented

– G. McGee, et al, “A National Study of Ethics 
Committees,” AJOB, Fall 2001, Vol. 1, No. 4.
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Future of Clinical Bioethics

• Aging and sicker population 
• Burgeoning technology in health care
• Physicians, patients and other health care 

professionals address ethical issues as a 
team

• Clinical bioethics is the focus of bioethics 
and informs other areas of bioethics 
(research, policy, law, etc)
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Conclusion

• Nonmalificence and beneficence have 
long history in medicine

• Patient autonomy more recent 
phenomenon

• Ethical issues in patient care revolve 
around conflicts regarding autonomy

• Ethics consultations are an opportunity to 
resolve such conflicts
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Case Study
• Mrs. Cooper is a 77-year-old woman who was diagnosed 

as having non-resectable colon cancer six months ago.  
When that diagnosis was made, it was clear that the 
patient would eventually die but it was, understandably, 
not clear exactly when.  This is the most recent of 
several admissions from a nearby nursing home for 
episodes of sepsis (infection) believed to be secondary 
to the entrance of bacteria through the friable colon 
cancer. On admission, the patient's general health 
appeared to be poor.  Mrs. Cooper looked emaciated 
with generalized edema (swelling) and skin excoriation 
(abrasions).  She could not move her legs and had only 
gross motor movement of her upper extremities 
secondary to severe spinal disease. Mrs. Cooper 
communicated mainly by head movements such as 
nodding.
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Case Study
• The patient was given antibiotics and steroids for 

treatment of the sepsis and made a "full code" based 
upon discussions with her.  She said that she wished to 
be resuscitated should the need arise. Three days after 
admission the patient developed acute shortness of 
breath and a chest X-ray led to a differential diagnosis of 
congestive heart failure vs. pulmonary embolism.  Mrs. 
Cooper also developed acute GI bleeding believed to be 
secondary to the colon cancer. Over the next few days, 
diagnostic tests gave no additional insight into the 
patient's condition and Mrs. Cooper continued to 
become lethargic and confused.  (This could be 
accounted for in several ways including possible brain 
metastases from the cancer.)  Her oxygenation was 
poor. Thus, she was intubated and admitted to the ICU.
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Case Study
• The patient also developed a pleural effusion and further 

malignancy was suspected.  She became septic and 
pneumonia was thought to be the likely culprit.  The 
daughter, Jane, was asked what the medical team 
should do and she, like her mother upon admission, 
requested that “everything be done.”

Over the next few days aggressive vasopressor 
therapy was begun to try and offset her dropping blood 
pressure.  Nevertheless, pressure continued to drop and 
ranged between 30-40 systolic on maximum 
vasopressor therapy.  Over the next 24 hours, the 
patient became anuric and developed massive 
generalized edema.  She was oozing serous fluid from 
her skin and other puncture sites. Dr. Gamble called the 
ethics consultation service.


