CURRENT ISSUES IN THE HEALTH SERVICES
ETHICAL PRINCIPLES QUIZ

Name:	Kristin Davis                     						TOTAL = 18 POINTS

Define the following ethical principles (one point each)

1. Autonomy:  the freedom of the patient to make decisions regarding their care without interference, even when the decisions are against the opinion of the healthcare team; this assumes that the patient is a rational thinking individual, and isn’t imposing on the rights of others






2. Beneficence:  the obligation to take action which will benefit the patient; this can include acting to remove or prevent a potential harm to the patient






3. Non-maleficence :  the duty to prevent or avoid doing harm, whether intentional or unintentional; in the clinical situation, this involves ensuring that the benefits from an action or treatment provided outweigh the risks or possible harm caused by the treatment or action






4. Fidelity:  the duty to be faithful to commitments; the obligation to carry out their promise to care for patients, and to keep patients’ interest first, above all others; also involves keeping information confidential and maintaining trust and privacy






5. Justice:  the duty to treat all patients fairly; similar cases should receive similar treatment, without regard to age, socioeconomic status, or any other variable that may be present in two separate patients with the same condition






6. Veracity:  the duty to tell the truth

For the following ethical cases, identify which of the previously defined principles would most guide the ethical decision-making for each case and explain your answer (two points each).

CASE STUDY #1
Baby girl S was a large-for-gestational-age term infant born after several hours of difficult labor. She was floppy and pale on delivery and required a brief but significant resuscitative effort. She was admitted to the NICU for observation and evaluation. Several hours after her admission, she had increasing difficulty maintaining adequate saturations. Her chest x-ray was suspicious for pneumonia, and she was started on antibiotics.  At 18 hours of life, she suffered a pneumothorax and required chest tube insertion. Prior to inserting the chest tube, fentanyl was ordered. Unfortunately, too large a dose was given.  Baby S suffered chest rigidity, requiring emergent treatment and a brief period of intubation. Fortunately, she recovered without great difficulty. Tara, the resident, and Sue, the nurse, discussed whether or not the parents should be told. Tara refused to tell them what had happened, because the infant recovered and suffered no long-term effects. Sue believed strongly that the parents should be told, regardless of the lack of long-term harm. She said, “If something like this had happened to my baby, I would want to know.” Still, Tara refused, stating, “Why tell them? They’ll lose confidence in us, and they might even sue us. Medication errors happen sometimes. This was one where all’s well that ends well.”

Ethical Principle:  Veracity

Explanation:  The healthcare providers who were involved or witnessed this situation have a duty to tell the parents the entire truth, even though a mistake was made.  Whether or not there was harm to the patient, it’s important to be transparent about mistakes that were made.  This allows for investigation of the cause of the error, and possibly changes to policy and improved staff training, which can prevent the same mistake in the future.  Also, if the parents were not told, and later found out from another source, this would cause them to lose trust in all information given to them by the healthcare team.  An open line of communication between the parents and the healthcare team will be the greatest benefit to the infant in future treatment decisions.



CASE STUDY #2
Ann Fiske, registered nurse, has enjoyed the first seven months on a medical unit, her first nursing position. But since being assigned to Mr. James Bering, 71-year-old retired widower suffering from a rapidly growing, highly malignant sarcoma of the peritoneum, Ann is finding her responsibilities unsettling. Mr. Bering’s days and nights are filled with intractable pain, and despite her care and that of others, he suffers much from insomnia and discomfort. Further, his various medications often cloud his mind. During the past two days, Mr. Bering has talked briefly with Ann of his approaching death.

Today after Mr. Bering’s attending physician, Dr. Rhodes, checked Mr. Bering and spoke with Mr. Bering’s two children, he ordered drugs to terminally sedate Mr. Bering. The drugs would make him unconscious. The withdrawal of nutrition and hydration would then spare the family a lingering death. Although the likelihood of an earlier death for Mr. Bering was not in itself troubling to Ann, she doubted whether Mr. Bering or his family had explicitly consented to this course of action.

Since Ann knew that Dr. Rhodes was a highly respected physician with years of experience, she hesitated a moment before asking him whether Mr. Bering had given his consent. When she did ask, Dr. Rhodes quietly explained that he had not discussed the issue with Mr. Bering because to do so would be needlessly cruel. Nor, he said, would he saddle his relatives with “the burden of making this decision.” In fact, he added, “I never ask families to make decisions that would leave them feeling guilty.”  Then he said firmly, “I’ve made hundreds of these difficult decisions-sometimes it’s a little less potassium, sometimes too much oxygen, sometimes morphine-and you, if you’re a good nurse, should know better than to say anything. If you’re not going to be a good nurse, I’d better call your supervisor.

Recognizing both that Dr. Rhodes expected all nurses to follow his orders unquestioningly, and that he was one of her supervisor’s favorite physicians, Ann thought that if she balked at his orders she would face problems not only with him but with her supervisor. Ann did not want to make trouble for herself, but she was concerned about Mr. Bering. She asked herself, is it right for us to administer treatment designed not only to relieve his pain and distress, but also to hasten his death without his or his family’s explicit permission?




Ethical Principle: Autonomy 

Explanation:  Although Dr. Rhodes claims to be acting in the best interest of both the patient and his family, his decision to administer a life-ending treatment to Mr. Bering is not his decision to make.  The principal of autonomy gives the patient the right to make decisions and choices regarding the care they will receive or refuse to receive.  The exception to this would be if Mr. Bering were deemed incompetent to make rational decisions by a court ruling.  At that point, a family member could be appointed to make healthcare decisions on his behalf.  He and his family should be involved in all decisions regarding his care.  The physician or medical team should never make decisions for the patient on the basis of “knowing what is best for the patient”.  Since Ann knows that Mr. Bering’s consent was not obtained, she cannot legally administer the treatment.  It is her duty at that point to ensure that Mr. Bering’s right to autonomy is protected, and to protect him from harm.  A discussion that includes the patient and his family should take place.  They should be told of the prognosis, and options available to them.  They must be made aware of both risks and benefits to each option.  Once the patient and their family make an informed decision regarding the care he is to receive, the medical team is obligated to honor his wishes.



CASE STUDY #3
Akilah Griggs, Chairperson of the Professional Nursing Practice Committee in her 200-bed community hospital, is increasingly concerned about possible limits on health care spending. She believes that nurses like herself should become involved in community grassroots organizations to make their views known to legislators. At such a community meeting, Akilah met Toni Gonzales.

Akilah believes that every person of any age should have access to the best health care money can buy. Toni, however, advocates limiting expensive, marginally beneficial efforts to prolong life-efforts undertaken mainly for persons in their eighties and nineties-and she reminds Akilah that money spent on such care is money that cannot be spent on other important care such as preventive and prenatal care and that money spent on health care in general cannot be spent on other important needs such as education. She encouraged Akilah to read Daniel Callahan’s Setting Limits: Medical Goals in an Aging Society and Leonard Fleck’s Just Caring: Health Care Rationing and Democratic Deliberation, and she emphasized the need to balance the costs of high technology, marginally beneficial, end-of-life care with long-term care expenses when considering health care for the very old.

For several weeks, Akilah pondered Tony’s position. Should she modify her own views and agree that some very expensive treatments for end-stage cancers and other fatal diseases in the aged be limited? And if she modifies her position about the elderly, should she also modify her views that all newborns, no matter their size and the expense incurred, should be treated? Or can new ways be found to increase funding for health care.

Ethical Principle: Justice

Explanation:  The principal of justice requires that all patients are treated fairly, without regard to age, socioeconomic status, or other variables.  While this sounds like a good policy, there are times when it isn’t possible.  One example is in the allocation of scarce resources.  For example, the number of patients waiting for an organ transplant far outweighs the number of organs that are donated.  This means that a significant number of people will die before receiving a life-saving organ transplant.  The issue then is to decide which patient is “most worthy” of receiving the donated organ.  Do you give it to the youngest person, who has a full life ahead of them?  Should the 75 year old be disqualified from receiving the organ due to advanced age? If there were an age limit to receiving certain medical treatments, then the principal of justice is not being upheld.  While I’m not sure what the best solution is for fair allocation of scarce resources, I feel that there are certain factors that should be considered, while other factors should not be considered.  I think this is something that still has to be carefully evaluated on an individual basis.  For example, I don’t feel that age should automatically disqualify someone from receiving medical treatment.  I also don’t feel that a person’s inability to pay should keep them from receiving life-saving treatments.  I do feel that there should be limits placed, in certain instances.  For example, if the level of burden outweighs the benefit of treatment, or further treatment is expected to be futile, then we have a duty to preserve scarce resources.  If a patient is non-compliant with treatment, I don’t feel that there is a public duty to pour our resources into “fixing” that patient.  For example, a life-long alcoholic who needs a liver transplant, yet continues to drink should not be given that scarce resource over someone else who did not contribute to their own situation.  By giving the liver to the non-alcoholic, there is a greater chance of the resource being used successfully to improve the patient’s quality of life.  Finally, I don’t think that ability or inability to pay should be the sole factor in allocation of resources.  A person who is wealthy should not be able to “outbid” others in order to receive medical treatment.  So many factors go into making a decision that upholds the principal of justice, while deciding who should receive the scarce resources.



CASE STUDY #4
 Louise Russell, staff public health nurse serving the inner city, made a home visit to Kathryn Simmons and her young baby. During the visit, Kathryn told Louise that she thought she might be pregnant again. Not one to seek medical care until absolutely necessary, Kathryn had not planned to see her doctor. Louise immediately reminded Kathryn that her doctor had increased her epilepsy medication just after her baby’s birth, and that she would probably need to get the prescription changed to safeguard the unborn baby’s development. After a short discussion about the importance of checking her medication if she were pregnant, Kathryn phoned for a doctor’s appointment. When Louise left Kathryn that day, she was pleased that Kathryn had assumed responsibility for herself and her unborn child rather than letting Louise take control and call the doctor for her.

A week later Louise wondered if Kathryn had actually seen the doctor. Although Kathryn had made the phone call in her presence, she was not convinced that she would follow through. She wondered if she should call Kathryn and check if she had, but she knew that Kathryn would immediately understand the unspoken message that Louise did not entirely trust her. Or, Louise thought, she could call the doctor and find out if Kathryn had kept the appointment, which would also be an admission that Louise did not trust her client.  In the past, Louise had struggled with the question of whether she trusted clients to act on information she gave them, but in this situation she had to consider the unborn baby, too. She didn’t know how to balance her respect for Kathryn as a person against her responsibility as a nurse to protect the health of the unborn child.

Ethical Principle: Autonomy

Explanation: The principal of autonomy allows the patient to make decisions regarding their own healthcare, unless their decisions infringe on the rights of others.  Unfortunately, the rights of an unborn baby are not clearly defined.  In most instances, the unborn child does not have too many rights.  There are rare cases where a court order intervened on the actions by the mother.  While it’s important to provide the pregnant woman with all of the information necessary for them to make healthy decisions for the baby, the choices are ultimately up to them.  I don’t feel that it would be ethical for Louise to contact Kathryn’s physician on her own, as this violates patient privacy laws, and also may destroy the lines of trust and communication between Kathryn and Louise.  However, I see no reason why she shouldn’t make a follow up call to Kathryn to see how her appointment with the physician went.  This is an opportunity to foster a trusting relationship between nurse and patient, as well as provide an opportunity to provide patient education if needed.  As long as she handles the situation carefully, it is likely that Kathryn will not see a lack of trust in Louise, but instead view her phone call as a sign of support and care for her and her baby’s well-being.

CASE STUDY #5
Sandy Wilson, 14 years old, had just completed a six-month checkup for a fractured ankle. The fracture had healed completely without complications, but her hemoglobin level was in the low-normal range. As a precautionary measure, she was sent to Maria Gomez, a nurse practitioner, for diet counseling. Before long, Sandy confided that she thought she was pregnant and that she did not want anyone else to know, especially her mother. Upon brief questioning, it became evident to Maria that Sandy had no clear idea of what she was going to do about the suspected pregnancy. Before Maria could begin to help her think the situation through, however, Mrs. Wilson came in. Mrs. Wilson said that Sandy had been nauseated and very tired lately, and she asked Maria if she had any idea of what would be causing it. As Maria prepared to respond, Sandy remained silent and glared at her.

Ethical Principle: Fidelity

Explanation: The principal of fidelity includes keeping information confidential and maintaining the privacy and trust of the patient.  While Sandy is a minor, there are certain instances in which providers don’t need to inform the parents in order to treat a patient.  Because Sandy is the patient of Maria, it is Maria’s duty to protect her privacy, and keep the information that Sandy disclosed to her confidential.  Because Sandy’s mother had come into the room before Maria could talk with Sandy further, the best thing to do would be to ask the mother to step out of the room while she finished her exam, and tell her you would speak with her after the exam was finished.  This would allow Maria to speak to Sandy privately.  Sandy would need to be informed that although the nurse could keep the information confidential, the potential for the mother finding out through insurance billing is possible.  Maria should provide Sandy with information on how she could get tested for pregnancy, and speak with her about her options regarding pregnancy.  If Sandy is adamant about not telling her mother, then Maria should respect her wishes.  However, some investigation on the part of Maria may reveal Sandy’s reason for not wanting to tell her mother.  The ideal situation would be for Maria to support Sandy in getting the medical care she needs, as well as referrals to appropriate social services.  She may be able to help Sandy to speak with her mother about the pregnancy, but this is a decision that is ultimately left for Sandy.  The best thing that Maria can do is be a trusted resource for Sandy, and ensure that she feels safe in talking honestly with Maria.  


CASE STUDY #6
Cheryl Pulec worked during her last two years in school as a nursing assistant on a gynecology floor in a large university medical center and has had six months’ experience in a neonatal intensive care unit as a registered nurse. When the unit is busy, she cares for two babies, but she has cared for only one baby, Ahmed Nasser, since his admission a week ago.

Last night, one of the residents wrote orders to start feeding Ahmed and then left the unit. When Cheryl read them, she thought they were “crazy orders” since they included “giving sterile water over 24 hours.” She had never seen such a beginning feeding order, and she was concerned about possible fluid and electrolyte problems. She told another resident in the unit her grounds for objecting and that she felt uneasy about beginning Ahmed’s feeding according to that plan. Nevertheless, he told her to proceed according to the written orders.

Even though directed by two doctors to start the feedings, Cheryl thought that since she still disagreed with the feeding plan, she would not begin it. She liked her staff nurse position and tried to do a good job, which included, of course, carrying out medical orders and working well with the doctors; but she thought Ahmed’s well-being was more important than the possible repercussions she might suffer for her efforts to get the orders changed and her refusal to carry them out. Therefore, she considered whether she should approach a third resident and repeat her reasons for not wanting to carry out the feeding order.

Ethical Principle: Nonmaleficence

Explanation:  Nonmaleficence is the duty to prevent or avoid doing harm, whether intentional or unintentional.  Because Cheryl realized that the written orders could potentially harm her patient, she had a duty to continue to question the order.  It is her duty to act as an advocate for her patient.  She can do this by seeking the help of her supervisor.  The order can be taken up the chain of command.  Until Sandy can feel confident that the treatment ordered is not going to cause harm for her patient, she has a duty to withhold carrying out the order.  
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