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Learning Objectives

1. Distinguish the definition and role of clinical ethics 

2. Highlight areas of intersection between clinical ethics and healthcare risk 

management

3. Evaluate a sampling of healthcare situations in which ethical and risk-

related concerns often arise to consider how they can be address more 

effectively/comprehensively



What do we 
mean by 
clinical ethics?



Ethics as Values

Ethics, in this context, refers to values, beliefs, 

right conduct, good judgment, conscience, 

morals, etc.
◦ Related, but distinct from, compliance and legal

◦ Has both different aims and methods

Clinical ethics seeks to help address the 

“should we?” questions that arise in the 

delivery of healthcare 



When a question arises we often first 
think…what’s the clinical standard of 
care?

If there is still concern, we might ask 
what is the usual practice 
here…what’s the policy?

Some then consider whether we 
required to do it or whether its 
prohibited…is it even legal?

If concern remains, it’s almost 
certainly an ethical dilemma…asking 
what we should do and why it ought to 
be that way.



Practical Implications

These are not merely philosophical issues, they impact daily patient care

Just look at a Patient Bill of Rights

◦ Majority of rights include value-laden concepts

◦ As a patient, you have the right to…

◦ “be treated with respect and courtesy...”

◦ “respect for your religion, beliefs, and social needs…”

◦ “decide with your doctor your plan of care…”

◦ The hospital expects you to…

◦ “understand that you do not have a right to get treatment you do not medically need…”



Many different models of “doing 
ethics” in the healthcare setting

Dedicated 
Ethicists

Example services:

- Consultation

- Education

- Policy Development

- Quality Assurance



Examples of real-world dilemmas

- Whether to discontinue pacemaker in a dying patient

- Whether to disclose HIV status to surrogate decision maker

- How to respond to a surrogate refusing blood on behalf of 
patient who doesn’t appear to share the same convictions

- Whether to attempt reattachment of appendage after 
patient intentionally severed it

- Woman refuses C-Section despite extremely high HIV risk to 
baby

- Patient attempted suicide and has advance directive refusing 
medically assisted nutrition/hydration, but criteria for part 
two of the Advance Directive are not met 

- Sexual assault survivor is unconscious and cannot consent to 
forensic sample collection, but delay may destroy evidence

- Patient’s surrogate demands to be at bedside during 
tracheostomy, when not allowed they refuse to consent

- Patient verbally designates friend as surrogate but the 
designation is not documented, default surrogate arrives 
and disagrees with care plan

- Patient’s child, who is her designated health care agent, is 
making decisions while simultaneously being investigated 
for neglect

- Patient refuses to eat, wishes are respected while capacity 
is present, but care team wonders what to do when 
patient’s condition declines and capacity is lost

- Unrepresented patients lacks capacity and lacks a surrogate 
decision maker, has prolonged ICU course but finally ready 
for discharge, but no accepting facility due to criminal 
history



Do you see the 
intersections 
with Risk 
Management?



So where do we start?

Principles

PracticalitiesTheories

Laws

Professional 

Standards

Mission 

Statements

Institutional 

Policies

Beneficence

Nonmaleficence Autonomy

Justice

Utilitarianism

Deontology

Rights Theory

Virtue Ethics

…and there are more aspects that could be in each category



Structuring Decision Making

Principles
• Core/Basic Values

• Cultural Expectations

Theories
• Sets hierarchy 

of principles

• Arranges 
values/actions 
towards 
particular goals

Practicalities
• Application of principles 

and theories into real 
world practice

• Accounts for feasibilities 
of implementation (laws, 
polices, standards, 
competing interests, 
etc.)



Four 
Commonly 
Cited 
Ethical 
Principles

Nonmaleficence

Autonomy

Justice

Beneficence



Many other principles 
could be emphasized…

For Example:

•Best Interests

•Consequences/Experience

•Norms of Culture/Family Life

•Physician-Patient Relationship

•Religious Practice/Theology



Ethical Theories (oversimplified)

Teleology (consequential theory–consider 

the goal & outcome)

Deontology (non-consequential theory–

consider one’s duty)

Virtue Ethics (alternative approach–

consider actor’s character and intent)



Practicalities…tensions of implementation

Legal Ambiguity

Systemic Injustices

Public Perceptions



Common Areas 
of Intersection

RAISING THE ISSUES



Advance 
Directives

some considerations…

Interpretation of patient wishes

Application of directives

Conflict resolution



Example Case

32 y/o male is experiencing respiratory distress and is being prepped for intubation.

The resident physician asks him, “If you stop being able make decisions about your care, is there 

anyone you trust to make those decisions for you?”  He responds, “Yes, my girlfriend, whatever 

she says goes.”

The girlfriend makes healthcare decisions over the next week but an oncoming ICU team looks 

through the chart and realizes that there is no note about the patient’s designation.  The patient’s 

father is located by the ICU social worker and he wants to be involved.

The team is preparing to have a conversation tomorrow, with the girlfriend and father, about 

pursuing hospice care.

If they disagree, to whom should the team refer for consent, the father or girlfriend?



Do Not Resuscitate 
Orders (DNR)

Some considerations…

• Whether it fits within the overarching 

plan of care

• Ambiguities/Misunderstandings among 

patients and families

• Patient wishes “vs” clinical indications

• Moral distress among providers



Example Case

A 91 yo woman is brought to the ED from a nursing home with worsening complications of 

heart failure. There is no advance directive or any advance care planning available. The 

patient is listed as “Full Code” as a matter of default.

The physician calls and says, “This lady is 91, barely over 85 lbs, frail and contracted, if she 

goes into arrest tonight do I really have to pound on her chest? I’ll have to pull her contracted 

arms away just to do compressions, likely breaking ribs and causing distress for no reason.”



Strong 
Presumption 
that Arrest = 
CPR

No law specifically says all patients in cardiac 

or respiratory arrest must be administered 

CPR, however, there is presumed consent to 

it under law.

Specific consent is generally needed to avoid 

it (i.e. DNR), and there is a social culture that 

expects it.



However, 
Presumption 
≠ Mandate

O.C.G.A. § 31-39-3(a)

“Every patient shall be presumed to consent to 

the administration of cardiopulmonary 

resuscitation in the event of cardiac or respiratory 

arrest, unless there is consent or authorization for 

the issuance of an order not to resuscitate. 

Such presumption of consent does not presume 

that every patient shall be administered 

cardiopulmonary resuscitation, but rather that 

every patient agrees to its administration unless it 

is medically futile.”

But “medically futile” is never defined and there remains a 

strong presumption to “err on the side of life”…an example 

of the tensions among the practical concerns

https://advance.lexis.com/api/document/collection/statutes-legislation/id/5V8M-CN10-004D-81R5-00008-00?cite=O.C.G.A.%20%C2%A7%2031-39-3&context=1000516


Requests to 
leave AMA

some considerations…

Patient autonomy “vs” 
beneficence and non-maleficence

Unclear responsibilities and 
liabilities

Concern about the big 
picture…what happens next?



Example Case

62 year-old man has been determined to have an abdominal aortic aneurysm (AAA).  He 

discussed endovascular repair with the clinical team this morning and the procedure is scheduled 

for tomorrow morning.  He now informed his care team that he needs to leave and will “deal with 

all of this later.”  In further conversation he explains that he “needs to care of business” and he 

says, “I know I could die from this…but we’re all going to die from something right?”  He then 

concretely says that he is done talking, wants his belongings, and plans to leave as soon as 

possible.

The attending physician calls you and says that she is worried that the patient’s AAA will rupture 

and could be fatal. She says, “we can’t just let him walk out like this, right?”



Highlighted Sources

14th Amendment to the U.S. Constitution

◦ nor shall any State deprive any person of life, liberty, or property, without due process of law; nor deny to 

any person within its jurisdiction the equal protection of the laws.

Patient Self Determination Act (PSDA), 1990

◦ Requires that providers who receive Medicare/Medicaid reimbursement will recognize and honor advance 

directives.  Reaffirms the common law rights of the 14th Amendment.

AMA Code of Medical Ethics

◦ Opinion 1.1.3 (d): [Patients’ have the right] To make decisions about the care the physician recommends and 
to have those decisions respected. A patient who has decision-making capacity may accept or refuse any 
recommended medical intervention.

Patient Self Determination Act of 1990 – H.R.4449. 101st Congress. https://www.congress.gov/bill/101st-congress/house-bill/4449

American Medical Association. Code of Medical Ethics, 2016. https://www.ama-assn.org/delivering-care/ethics/patient-rights

https://www.congress.gov/bill/101st-congress/house-bill/4449
https://www.ama-assn.org/delivering-care/ethics/patient-rights


Highlighted Sources

OCGA § 16-5-41. False imprisonment (criminal)

◦ (a) A person commits the offense of false 

imprisonment when, in violation of the personal 

liberty of another, he arrests, confines, or detains 

such person without legal authority.

OCGA § 51-7-20. False imprisonment (tortious)

◦ False imprisonment is the unlawful detention of the 

person of another, for any length of time, whereby 

such person is deprived of his personal liberty.

Ga. Code Ann. § 16-5-41 (Lexis Advance through the 2019 Regular Session of the General Assembly and HB 276 and HB 444 of the 2020 Regular Session of the General Assembly)

Ga. Code Ann. § 51-7-20 (Lexis Advance through the 2019 Regular Session of the General Assembly and HB 276 and HB 444 of the 2020 Regular Session of the General Assembly)

Autonomy Beneficence

Non-Maleficence

https://advance.lexis.com/api/document/collection/statutes-legislation/id/5YYC-7VJ1-F5DR-21NC-00008-00?cite=O.C.G.A.%20%C2%A7%2016-5-41&context=1000516
https://advance.lexis.com/api/document/collection/statutes-legislation/id/5YYC-7VJ1-F5DR-21X2-00008-00?cite=O.C.G.A.%20%C2%A7%2051-7-20&context=1000516


Treatment over objection Some considerations…

ASSESSING DECISION 
MAKING CAPACITY

ENSURING PROPORTIONAL 
BENEFIT:RISK RATIO

MITIGATING RISKS



Example Case

82 y/o female presents to the ER after a fall down 4 stair steps resulting in wrist and femur 

fractures.

The patient is refusing surgery but seems confused.  She can state that she has fractures, but 

then she just repeats that they will get better on their own and that she does not want or need 

surgery. She adamantly tells the nurses, “stop touching me!” and she tells the surgeon, “you can’t 

touch me unless I say so!”

Social Work has not been able to find a family member or friend of the patient.  She reportedly 

lived alone and has no prior records at the hospital.

The physician calls you and says, “We need to take this patient to surgery but we feel we can’t 

because we don’t have anyone to consent. What should we do?”



3-Dimensional 
Model for 
Evaluating 
Capacity

Magid M, Dodd ML, Bostwick M, 

Philbrick KL. Capacity assessment: Is 

your patient making the wrong 

treatment choice. Current Psychiatry 

2006.



•What is the VALUES/LIABILITY at 

stake in this situation?

•How does this decision impact our 

organizational MISSION/RISK?

•How can we learn from our errors to 

improve care so that it better aligns 

with our PRINCIPLES/OBLIGATIONS?

Ethics and Risk: 

Essential 
components of 
healthcare 
delivery



Ethics and Risk: 

Essential 
components of 
healthcare 
delivery

Amidst the complexities of 

the healthcare system and 

the tensions of competing 

interests we help consider 

what is right and good for 

our patients, for our care 

providers, and for our 

organization.


