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WHAT IS ETHICS? 

 Ethics is the formal, systematic study of what 
counts as the good, who we ought to be, what 
types of responsibilities we have, and how we 
should judge right from wrong action. 
 

 Ethicists provide reasons  for choosing one 
course of action over others 

 More than merely feeling something to be desirable or 
preferable 
 

 Can be independent of religious, cultural, and legal 
considerations 
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MORAL RESPONSIBILITY 

 Comes in degrees 
 

 Can range over individuals and groups 
 

 Can be mitigated by a number of factors (power, 

proximity to moral problem, ability to do otherwise) 
 

 General and role-specific 
 

 Contextual 
 

 Can be backward-looking (assign praise/blame) or 

forward-looking (make improvements for future) 
 

 Obligations as prima facie or absolute 
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STEPS TO ETHICAL EVALUATION 

 What are the relevant facts? 

 Med state, psych state, social situation, feasible 
options, etc. 

 

 Who or what could be affected by the way the 
decision is resolved? 
 Who has a stake in the outcome? 

 

 What are the relevant ethical considerations? 
 Patient autonomy, professional integrity, fairness, 

patient welfare, respect, pluralism/diversity, religious 
freedom, etc. 
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STEPS TO ETHICAL EVALUATION 
 

 What is the primary ethics question? Others? 

 Separate from what should be done medically, legally, 

culturally 
 

 Who is morally responsible for what? 

 Consider roles, institutional constraints 
 

 Which options are ethically permissible? 

Which course of action is morally preferable? 

November 21, 2015 

6 



BIOETHICS SERVICES: 

CENTER FOR ETHICS @ MWHC AS EXAMPLE 
 Ethics Consult Service 

 24 / 7, 365 days per year  

 Recommendations in chart and curbside coaching 

 Rounding 
 

 Ethics Committee 
 Organizational Ethics Subcommittee 

 Policy Subcommittee 
 

 Educational initiatives 
 Continuing training on EOL care, code status, informed 

consent 

 Moral distress programming 

 Ad hoc talks 
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BIOETHICS SERVICES: WHERE WE ASSIST 

 Preventive ethics and crisis assistance 
 

 End of life and goals of care 
 Are there good moral reasons to withdraw LSTs? 

 

 Code status 
 Would resuscitation and intubation be more harmful than 

beneficial? Should this decision be left to the family? 
 

 Surrogacy and capacity 
 Who is the ethically appropriate decision maker? 

 

 Professionalism  
 Is there a strict moral obligation to treat abusive patients? 

 

 Many, many others 
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 Consider some different possible uses: 

 Providing antibiotics to “treat” a virus 
 

 Continuing long-term treatment for someone in 

permanent vegetative state 
 

 Providing aggressive treatments for a terminal newborn 
 

 Providing expensive equipment and resources for an 

elderly patient with significant disabilities 
 

What do you see as ethically worrisome about 

different uses of ‘futility’ to describe treatment? 

MEANINGS OF ‘FUTILITY’ 



 Not same as implausible or hopeless 

 
 

MEANINGS OF ‘FUTILITY’ 

No chance of achieving 

intended aim 

(e.g., snake oil for 

cancer) 

Requires values 

assessment 

Biomedical Normative 



 

 disproportionate (burdens > benefits) 

 What counts as a burden and benefit? How should 

they be weighed? Who should decide? 
 

 statistical (unlikely to achieve treatment goals) 

 What should the treatment goals be? How low 

should the likelihood be? 
 

 recovery (not expected to contribute to 

meaningful recovery) 

 What should be viewed as a “meaningful” 

recovery? 

NORMATIVE MEANINGS OF ‘FUTILITY’ 



2015 ATS/AACN/ACCP/ESICM/SCCM 

POLICY STATEMENT 

 Recommends ‘potentially inappropriate’ for 

treatments that have “at least some chance of 

accomplishing the effect sought by the patient, 

but clinicians believe competing ethical 

considerations justify not providing them”  

 ‘futile’ only for interventions that “cannot accomplish 

the intended  physiologic goal” 
 

 Conflict prevention and resolution strategies 

 Procedural  emphasis  
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Preliminary 
(call for humility) 

Based in values 
assessment 



PROFESSIONAL ETHICS 

 Not professionally required to provide or 

continue futile or potentially inappropriate 

treatment  

 Undermines aims of health care profession 
 

 Professional integrity and clinician autonomy 
 

 Importance of upholding professional standards 
 

 Losing public confidence 
 

 Unjustifiable (?) risk of harm to patient 
 

 Stewards of scarce resources 
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PROFESSIONAL ETHICS 

 Not required, but not necessarily prohibited 

 Transfer options not feasible or desired 
 

 Concern for family cohesion 
 

 Respect for pt/family religious and moral convictions 
 

 Giving leeway for pt autonomy 
 

 Harms to pt minimal or nonexistent 
 

 Acknowledgement of reasonable disagreement on 

values at stake 
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MORAL DISTRESS &  

PROFESSIONAL OBLIGATION 

 Commonly reported experiences of moral 

distress when asked to provide treatment 

believed to be futile or potentially inappropriate 
 

 Nurses report pt’s individual experiences and 

values as significant for determining potentially 

inappropriate treatment 

 2015 study found low concordance re: perceptions of 

futility between nurses and physicians 
 

 Benefit of inclusive, proactive, multi-d meetings  
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 Neonate – born at 30 weeks, 12 days old at time 

of first ethics consult 
 

 Born with severe encephalopathy, injured 

brainstem, possible injured spinal cord 

 No response to pain 

 Medical consensus of terminal condition 
 

 NICU care deemed “futile” (potentially 

inappropriate) 

 Would not help baby recover or improve quality of life 
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 Mother’s objections to withdrawal based in 
Muslim faith 
 

 Medical team’s concerns: 
 Deterioration of relationship with mother 

 Nurses’ moral distress 
 

 Result: 
 Kept on vent to give mother time 

 All other care, inc. TPN, withdrawn 

 Heart rate slowed until he died at 2 months of age 
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DISCUSSION: 

ETHICS QUESTIONS IN THIS CASE? 

WHAT IS FUTILE?  

POTENTIALLY INAPPROPRIATE? 
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 Best interests of the child 

 No current or potential experiential interests 

 No pain, suffering 

 No projected autonomy interests 

 

 
“When early death is very likely and survival would be 

accompanied by high risk of unacceptably severe 
morbidity, intensive care is not indicated”  

– 2007 AAP Committee on Fetus and Newborn 

Not indicated ≠ Prohibited 
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 Mother’s parental autonomy and religious 

beliefs 

 Highest possible stakes from her perspective 
 

 Possible confounding factors: 

 Grief 

 Theological disagreements among Muslims on this 

issue 
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 Professional integrity & moral distress  

 Keeping with standard of care  precedent worries ? 

 Respecting concerns coming from nurses  

 Supporting family-centered care 
 

 Justice: resource allocation  

 Not expected to live long 

 Problem of bedside rationing 
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DISCUSSION: 

IS IT ETHICALLY PERMISSIBLE TO 

CONTINUE LIFE SUPPORT FOR 

BABY A?   
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