
Ethics scenarios

Ruth 
Home births - there is no law saying women may not give birth at home, and the NHS is obliged to provide midwifery care for them.  The midwife has a duty of care to the woman.  The GP has no obligation to be involved.

Ruth, aged 44, is pregnant for the 4th time - she has 2 children (both straightforward normal deliveries at home, 10 and 8 years ago) and has had 2 miscarriages since her 2nd child.  This pregnancy is progressing normally (although she has had no AN screening because she and her husband woudn’t consider termination of the pregnancy, on religious grounds).  She is very keen on another home birth but Sarah, the community midwife (with whom you have a good working relationship), is unhappy about it.  Sarah has failed to dissuade Ruth and asks you to support her position and talk to Ruth as you ‘might have more influence’.
Edna 

Most people have access to health information provided by the media.  Many don’t realise that those providing this information may have a vested interest in selling a product.

Edna has been overweight for many years.  She has had many sessions discussing diet with the practice nurse and claims to eat like a bird - but you once came across her in the supermarket and noticed crisps, biscuits, chocolate bars and cans of pop in her trolley (She didn’t see you!).  She has a lot of pain in her knees and back, which she had been told would happen eventually if she didn’t lose weight.  She has seen newspaper headlines about the new ‘fat buster’ drug (orlistat) and wants to try it.
· How do you, as her GP, respond?  
· Do you try and counteract the media publicity by stressing the drug’s side effects?

Gordon
Gordon, a schizophrenic, has been in psychiatric hospital under a long term section of the Mental Health Act for several months.  He’s improving and discharge to a community residential home is being planned as the next step.  Unfortunately, he develops subacute bowel obstruction and is admitted to hospital;  he needs surgery but the surgeon cannot obtain his consent, and the psychiatrist can’t persuade him either.  The surgeon estimates a 50% risk of death if he isn’t operated on.  The hospital doctors ask you (the GP) to come in and try to persuade him to accept the operation.  You talk to Gordon and find that he fully understands the situation.  He doesn’t want the operation.

· What do you think should happen now?

Lawrence and Linda 
Lawrence and Linda have been your patients for about 6 years.  You know Linda very well as she has been coming to see you with primary infertility and has had several IVF cycles which have failed.  This is her first marriage but her husband Lawrence has been married before, and had 2 children.

Now they are planning to adopt and the Social Services department requires them to have a medical examination. When they come for their examinations Linda says ‘It’s OK if we come in together, isn’t it?’.  The atmosphere is relaxed and cheerful.  

At the end of the form there is a section where the doctor is asked to make a general comment on their suitability to be foster or adoptive parents.   The reception staff have followed practice policy and provided you with the paper records along with the forms.

You have done both examinations and finished Linda’s form.  About to complete Lawrence’s, you look at the paper records and discover that he used to have an alcohol problem and his first child fell downstairs when he was drunk – the record entry is brief and doesn’t make it clear whether this was an accident.   In the course of your examination Lawrence and Linda have both said they don’t drink alcohol at all now.

· What do you do in the consultation?

· What do you do about the form?

Nigel and Jane

Jane, 34, consults you about secondary infertility.  After a year of trying for a third child, she has failed to become pregnant.  You’ve asked her to come back the following week for some baseline investigations before considering referring her to the Infertility Clinic.

A couple of days later her husband Nigel comes to see you, having recently returned from a business trip abroad.  He is embarrassed to tell you that he has a urethral discharge following a sexual indiscretion – and that he has slept with his wife the night he came back from the trip.  You suggest that he attends the GU clinic but he refuses to go, explaining that his next-door neighbour is the Charge Nurse who runs the clinic.

So (being a kind and obliging doc) you take a urethral swab from him. The lab phones to report that they have found Gram negative Diplococci. You contact Nigel (how??).  He returns to the surgery, and carefully explain the diagnosis of Gonorrhoea to him, detailing the ramifications and possible risk to his wife. He becomes very upset, explaining that his marriage has been at risk recently, and he is convinced that any divulgence of his indiscretion will result in his wife leaving him.

· In spite of your best attempts, he refuses to tell Jane – but he asks you to treat her without telling her the truth about what it is for.  What do you do?

Constance 
Constance suffers a stroke at age 80.  She is admitted semi conscious with a R hemiplegia and dysphasia.  A note in her handbag reads

TO THE DOCTOR

IF I EVER GET REALLY ILL AND CANT SPEAK FOR MYSELF, LIKE IF A HAVE BAD STROKE OR CAR CRASH OR SOMETHING AND I CANT TALK AND WONT GET BETTER , PLEASE LET ME DIE.  I DONT WANT TO BE A BURDEN.  GOD WILL LOOK AFTER ME IF I DIE.

CONSTANCE

The hospital doctors don’t know how to deal with this letter, and ring you immediately in case, as her GP, you can help them decide.  
· What do you suggest to the hospital staff?

Donna
Donna,19, attends A+E. She says she has taken approximately 32 paracetamol tablets and 30 amitryptiline tablets about an hour ago. The recommendation of the local poisons centre is for immediate gastric lavage.  She is brought in by a friend.  She has not vomited.  She has no history of deliberate self harm, is not intoxicated and is fully alert.  She states that her friend convinced her to come and that she still wants to die.  She expressly refuses any form of investigation or treatment despite requests from medical and nursing staff as well as her friend. No other family members are available. Her boyfriend has left her within the last 24 hours.

· How should the SHO in A/E proceed?

Melanie
Melanie 26, is a manager in an international computer firm. She has a stable relationship with her partner who is the father of this pregnancy. She is 11 weeks pregnant following failed sheath contraception. She requests abortion. She says she wishes to have children eventually but that her career plans at present prevent this.  She is ambivalent and has changed her mind a few times since finding out she was pregnant.  She now says this is her considered decision.

· Can an abortion be performed legally?  
· Are there any moral concerns about performing an abortion?  
· Does the foetus have any rights?  If it does, would these ever outweigh the rights of a woman to end an unwanted pregnancy?

Barbara
Barbara, 35, and her husband were delighted when she became pregnant with her first baby. She has had a triple test and amniocentesis, and the foetus has been found to have chromosomal abnormalities indicating Down’s syndrome following amniocentesis. She requests abortion. 19 weeks is almost the midpoint of pregnancy. If abortion is performed now the foetus will not survive. At 19 weeks the foetus will appear anatomically fully formed, it will respond to painful stimuli, and will move.

There are two methods for performing abortion at this gestation. The usual one in the UK is to give the mother drugs to start labour. She will experience contractions for 2-4 hours and then deliver. The foetus may exhibit signs of life at birth. An alternative method involves a late surgical abortion.  The cervix is dilated and the foetus is extracted using forceps. This has to be done by dismemberment and piecemeal removal.

· Should the abortion be performed?  Does the method matter?  

Ernest
Ernest is a new patient. He is 85 years old, active and lives alone in a small flat.  He receives leuprolide acetate (depot suspension) every three months for prostate cancer, takes no other medication and has no other medical problems.

During a routine visit to you, memory problems surface in the conversation. Ernest mentions that he got a bit lost coming to the Health Centre, although it is less than a mile from home. You do a mini mental state test and he scores 22 out of 30. His blood pressure is elevated at 180/85, but there are no other abnormalities on examination.

You suggest, as gently as you can, that he may not be fit to drive, but he says this will make life very difficult - he is used to looking after himself and likes to get out of the flat to get to the supermarket and to the chemist, as well as visiting his daughter (who doesn’t drive) and grandchildren. He says he only drives during the day and only in the local area, and has never had an accident in his 43 years of driving.  But you worry about him being injured or getting lost, and about his driving responsiveness, especially in poor weather. You don't think you would want him to be out driving when your kids are walking home from school.

· What can/should you do?

Gary

Your practice looks after a residential home for young disabled people under 65.  It is well run with genuinely caring staff and good morale, and you are impressed by the positive atmosphere despite the dreadful disablitities of the residents many of whom have progressive neurological disease. 

Gary, 33, has lived there for the past year or so;  2 years ago he was involved in a motorbike accident after he’d been drinking, and had a severe head injury.  He was unconscious for some time and then spent a year in the local rehabilitation unit.  He has minimal use of his limbs, very little speech and is fed through a gastrostomy tube.  He spends most of his time in bed and doesn’t seem to engage with any of the care offered;  if anything he’s got less responsive since he arrived there.  He is visited often by his mother, brother and sister in law – less often by his children (aged 17, 14 and 7, all with different mothers) who are upset by seeing him.  His brother and sister in law would have him at weekends but can’t, because their council house is not wheelchair accessible.  The nurse in charge of the home asks you to visit because his sister in law says Gary has been repeatedly asking her and his brother if they will help him die, because his life is not worth living.  
· How do you proceed?

Ethics scenarios - ethical considerations and background info

Ruth 

· outcome for the child

· outcome for the mother

· framing of information (how does the midwife or the GP discuss the risks with Ruth?)

· role of the father in this decision (is he strongly supportive or just aquiescent?  What is the status of his opinion anyway?)

· professional integrity of the midwife (she has a duty of care to Ruth and will have to take responsibility for the birth if Ruth insists.  Is this right?  Does she risk compromising her professional integrity?  Does Ruth have any reciprocal duty towards the midwife?)

· role of the GP in decision making -

· ‘persuading’ Ruth would probably involve a paternalistic approach.  From Ruth’s point of view, this might even appear to be coercion.

· respect for autonomy

Edna 
· patient autonomy

· who defines whether a problem is medical?  (similar issues arise in many other situations, e g cosmetic surgery, fertility issues, Viagra etc)  Does Edna have a right to this treatment?

· are you sure you aren’t discriminating against her?

· Would you react differently if you felt she’d been more conscientious about dieting?

· justice - there are probably lots of patients just like Edna on the list.  How would this affect the drug budget? - would it mean that other more ‘deserving’ treatments wouldn’t get funded?

· non-maleficence - should the doctor be protecting Edna from adverse effects of the drug?

Gordon 
· is Gordon competent to give consent?  Some people would suggest that his psychotic illness means he is not competent.  However although the psychosis (which in any case is controlled to some extent now) affects his view of reality, it doesn’t necessarily undermine his capacity for evaluative thought in all areas.  Capacity in someone with a mental disorder can vary over time

· The utilitarian principle would lead us to insist on surgery against Gordon’s wishes

· English law tends to uphold the deontological principle, i e respect for persons, and would not oblige Gordon to have surgery even if the doctors think he should

· to have capacity to consent, the person must

· understand in broad terms the nature of the treatment

· understand its main benefits and risks

· understand the consequences of not having the treament

· possess the capacity to make a choice

· And finally ..... if you’ve decided that Gordon has capacity to determine his own fate in relation to his subacute obstruction, why is this not so with regard to his mental state?

Lawrence and Linda 
· confidentiality (individual) - does Linda know about Lawrence’s past?  

· confidentiality (the couple) - does the fertility centre have a moral right to the sensitive info as a condition of treatment?  We don’t usually apply such rules to pre conceptual counselling. Does the fact that it’s adoption give Social Services a right to the sensitive info?  GPs are no longer required to give this sort of info to units providing IVF

· duty of the GP to the patients - to protect them and to ensure good treatment

· duty of the GP to the future child?

· duty of the IVF centre to the future child? 

· duty of Social Services to child?

· social justice - to administer funds in a way society would endorse

· professional responsibility of the GP not to withhold significant info

· professional responsibility of both the GP and the centre not to make value judgements

Nigel and Jane
· Confidentiality

· Non-maleficence:  if his wife found out, would their marriage end, harming 2 parents and 2 children?  

· Beneficence:  would it do everyone good if you just treated her and didn’t make the diagnosis explicit?  (Easier with this scenario, when you have an excuse to take swabs from her)

· If you don’t treat her, what can you do?

Constance 

· patient autonomy - has she made a freely autonomous choice?  Might the note actually have ben written under pressure from relatives??  Or even by someone else?

· beneficence - suggests she should be treated against the spirit of her advance statement, because of reasonable chance of reasonable recovery (but what’s a reasonable chance?  who decides what ‘s a reasonable recovery - reasonable for whom?  Is this paternalistic?

· non-maleficence - would support immediate intensive resuscitation as delay in treatment would be likely to produce less good outcome

· legally - (1)  doctors can’t be required to provide treatment they don’t believe to be in the patient’s best interests;  (2)  written advance statements only provide evidence as to the wishes of the person in question, they have no legal status.

Donna 
· Is Donna competent?

· How can you establish whether she is or not?

· But you can’t really afford to take very long deciding  this…

· Would gastric lavage be assault?

· Can you assault someone in their ‘best interests’?

· How can the SHO best protect her/himself against a complaint?

Melanie 
· TOP is legal in these circumstances because the health risks of pregnancy outweigh those of TOP

· The major consideration is moral rather than legal

· What is the doctor’s duty in this situation?

Barbara 
· TOP is not only legal in these circumstances but is encouraged by NHS policy

· The GP’s role in this situation will probably be minimal at the stage the chromosomal abnormality is diagnosed and the TOP decision made, but what about counselling for the Triple Test?  Do you think that Barbara gave fully informed consent for this?  What would fully informed consent mean?

Ernest 
· autonomy - respect for the patient and for his decision to choose driving as a method of transport  and as a means of independence are important 

· confidentiality - how worried would you have to be about his driving to tell the DVLC?

· Confidentiality – could you contact his daughter? 

· justice - the balance between Ernest’s autonomy and public safety?

· professional responsibility - where does the doctor’s duty lie?

· non-maleficence- what damage are you doing to Ernest’s self esteem and hence his mental health?

· beneficence - would you be doing him good by protecting him from an accident?

Gary
· If he is competent he has the right to refuse medical treatment and gastrostomy feeds are classed as a treatment

· Is he competent?

· Is he depressed? (If so, can he be treated?  How?)

· Are the family telling the truth?

· Can someone else help you decide about (a) his competence and (b) whether he’s depressed?

· If he is competent and not depressed, the decision to withhold treatment must be made by the High Court, with representation for the patient and for the medical team.

Gary (not his name of course) is a real person.  The story so far:  as far as I can tell from meeting them, his family are genuine and not manipulating this situation for their advantage – he certainly has no money for them to inherit!  The rehab consultant knows him much better than I do and feels that since arriving at the Home he has become more withdrawn and made less effort.  We visited him together and talked to the family.  His mum describes him as irritable as well as withdrawn.  It seems likely that he is depressed (despite 40mg fluoxetine a day).  The consultant talked to him and confirmed that he says he would rather be dead than live like this.  The plan we made is to persuade Social Services to fit a ramp to the brother’s house (they originally said they wouldn’t because it’s not the patient’s home) as everyone feels that Gary will feel better if he is able to spend weekends away from the Home.    We will also ask a liaison psychiatrist to give an expert opinion about possible depression and other possible drug treatments, then reassess the situation.
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