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The Basics

• Starting with the 18th century philosophers Hobbes, 
Mill and Kant, along with more contemporary 
writers such as Rawls, Nozick, Daniels and Callahan 
all considered reason to be the basis for moral 
conduct.

• Ethics defined “….the discipline dealing with what is 
good and bad and with moral duty and obligation.”
– ethical…… “conforming to accepted professional 

standards of conduct.”



Thomas Hobbes

Died 1679 age 91
Founder of the modern “social contract 
tradition” 

-Life in the state of nature is “solitary, poor, 
nasty, brutish and short.”

-There are no real moral values.

-There is nothing right or wrong about goals 
or the way one pursues them.

-We have no natural duties to others.



John Stuart Mill

Died 1876 age 66
Along with Jeremy Bentham is credited 
with the formulation of “Utilitarianism”

• “the greatest happiness principle” for 
the most people.

• It is a consequential theory, the 
rightness or wrongness depends on 
whether or not the action produces 
happiness (or pleasure over pain).

• Do the ends justify the means?  
– Utilitarianism runs into this problem 

when it comes to health care.

– The rights of the individual my become 
trampled when their rights come up 
against the rights of a community.



Immanuel Kant

Died  1804 age 80

Basic moral thought is expressed as the 
“categorical imperative”……”I ought never 
to act except in such a way that I can also 
will that maxim become universal law.”

• Consequences themselves do not make 
an action right or wrong (the ends do not 
justify the means).

• If you act rightly, you are not responsible 
for any bad effects.

• Kant would insist on informed consent 
prior to treatment or research.



John Rawls

Died 2002 age 81

“Justice as fairness and distributive 
justice “
• Equal basic liberties representing 

meaningful options
– Each person has equal claim to a fully 

adequate scheme of basic rights and 
liberties

• Fair equality of opportunity 
– Social & economic inequalities are to 

satisfy 2 conditions: positions & offices 
are to be open to all under conditions of 
1.)fair equality of opportunities & they 
are 2.)to be to the greatest benefit of the 
least advantaged in the society.

• Hard to do when resources are scarce .



Robert Nozick

Died 2002 age 63 Libertarian/Distributive justice

• Self ownership means I own 
myself.

• Ethical actions should stem 
from enlightened self-
interest, maximized utility 
with recognition of 
autonomy and human rights

• Rights of the individual 
should never( or rarely) be 
placed below those of a 
larger society.



Norman Daniels

• Government must assure the 
conditions that allow one to 
successfully modify one’s conception 
of “the good”.

• Citizens have the right to health care 
since it is a prerequisite for “normal 
species functioning.”

• The government must determine 
which different life plans or concepts 
of “the good” are legitimate and then 
fashions means (laws?) to allow for 
these plans and concepts to develop.



Daniel Callahan

Started the Hastings 
Center (Bioethics) 1969

Rigid individualism has limits

• In  providing access to universal health care 
in the face of the increasing cost of 
technology, and the increasing size of the 
elderly population, rationing of health care 
and triage of the sick and dying may need to 
take place.

• Communities must address these issues.  
The problem – what does the community 
look like? Jewish, Islamic, Christian……?



Basics of Medical Ethics
• Autonomy:  The right to chose your treatment 

based on your beliefs and values.

• Beneficence :  The obligation for the professional to 
do the kind, helpful action that will bring the 
patient the most good. (Mill)

• Justice:  “Distributive Justice”  (Rawls) requires that 
there be norms established within a well structured 
society  that are appropriate and fair.  Then 
distribution of justice can be accomplished.

• “First do no harm”: How will you maintain this 
principle in the practice of mass casualty medicine 
where the resources are limited?



AARC Statement on Ethics

• In the conduct of their professional activities 
respiratory therapists shall be bound by the following 
ethical and professional principles.  Respiratory 
therapists shall:

• 1.  Demonstrate behavior that reflects integrity, 
supports objectivity, and fosters trust in the 
profession and its professionals.  Actively maintain 
and continually improve their professional 
competence and represent it accurately.



AARC Statement on Ethics (cont)

• 2.  Perform only those procedures or 
functions in which they are individually 
competent and which are within the scope of 
accepted and responsible practice.

• 3.  Respect and protect the legal and personal 
rights of patients they treat, including the 
right to informed consent and refusal of 
treatment.



AARC Statement on Ethics (cont)
• 4.  Divulge no confidential information 

regarding any patient or family unless 
disclosure is required for responsible 
performance of duty, or required by law.

• 5.  Provide care without discrimination on 
any basis, with respect for the rights and 
dignity of all individuals.



AARC Statement on Ethics (cont)

• 6.  Promote disease prevention and wellness.

• 7.  Refuse to participate in illegal or unethical 
acts, and shall refuse to conceal illegal, 
unethical or incompetent acts of others.

• 8.  Follow sound scientific procedures and 
ethical principles in research.



AARC Statement on Ethics (cont)

• 9.  Comply with state or federal laws which 
govern and relate to their practice.

• 10.  Avoid any form of conduct that creates a 
conflict of interest, and shall follow the 
principles of ethical business behavior.



AARC Statement on Ethics (cont)

• 11.   Promote health care delivery through 
improvement of the access, efficacy, and cost 
of patient care.

• 12.  Encourage and promote appropriate 
stewardship of resources.



Case Study #1
Respect and protect the legal and personal 

rights of patients they treat, including the right 
to informed consent and refusal of treatment.

• The patient is an elderly widowed female, whose husband 
died  of lung cancer 6 years ago.  Now she has been 
diagnosed with stage IV nonsmall cell lung carcinoma.   She 
has multiple comorbidities, including O2  dependant COPD.  
The family is visiting & you overhear them insisting that she 
undergo chemotherapy & radiation therapy as 
recommended by the MD.  They express to you their desire 
that she be a “full code”.



Case Study #1  cont.
Respect and protect the legal and personal rights……

• Later, you are alone with the patient & she tells you 
that she does not want treatment for her lung 
cancer & if she sustains a cardio/pulmonary arrest 
she wants no CPR or intubation.  She saw her 
husband go through all that & considers it futile 
care.  The family depends on retirement money she 
brings in only while alive.  She is to afraid to insist 
on what she really wants.

• “Would you help me?”

• She insists that the conversation be confidential.



Case Study #1  cont.
Respect and protect the legal and 

personal rights……
• The answer should be “yes”, but you must follow 

certain rules.  She needs reassurance that her 
decision regarding her end of life issues are valid.
– 1.  You must document her wishes in the chart,  a 

confidential document.

– 2.  Would she please allow her nurse to be involved in 
helping obtain her wishes and document the 
conversation in the nursing notes.

– 3.  Most importantly she must discuss this with her 
doctor  who can help her fill out a new (current) 
DPA/HC.



Case Study #1  cont.
Respect and protect the legal and 

personal rights……

• The down side:
– 1.  The family (usually one member) may be angry 

enough to take legal action.
• Legal action may be valid if there has been a recently 

done DPA/HC stating “full code”.

• Or, legal action may be valid if it can be shown that the 
patient changed her mind at a stage when she was 
mentally incompetent.

• “Triangulated” documentation (you, the nurse and the 
MD) is helpful.



Case Study # 2
Demonstrate behavior that reflects integrity, supports objectivity, 
and fosters trust in the profession and its professionals.  Actively 
maintain and continually improve their professional competence 

and represent it accurately.

• A local “celebrity” is unconscious & dying.  She is 
one of your patients.  You work the day shift & over 
the last several mornings you see flowers in the car 
of one of your colleagues who works the night shift 
taking care of the “celebrity”.  After several days of 
noting this, you ask your colleague about it.  He tells 
you that the patient has “tons of flowers” and so he 
is taking some home to his wife.  No,  he does not 
have permission to do it.  “Why do you ask?”  “Do 
you think I’m wrong to do it?”



Case Study # 2
Demonstrate behavior that reflects integrity,……. and fosters 

trust in the profession and its professionals. 

• The answer to the question is “yes, it is wrong”.

• There are diplomatic ways to handle the problem.

– Point out to one of the members of the family that there 
are a lot of flowers accumulating, & would they be 
willing to identify ones that could be donated or 
removed so as not to cause offense to the senders.

• Room clutter is an issue

• Allergic response to flowers is an issue



Case Study # 2
Demonstrate behavior that reflects integrity,……. and fosters 

trust in the profession and its professionals. 

• Acts as relatively harmless as this have the 
potential of starting the entire hospitalization 
event down a slippery slope of distrust by 
causing family and patient to distrust all 
aspect of care:

– Missed treatments

– Wrong drug applications

– Other items perceived to be missing out of the 
room



Before we tackle # 3 case history….
• I want to shift the Course to a new time 

frame, from current issues to the future….. 
Mass Casualty Medicine.

• 3 ideas I want the course participate to come 
away with as a result of viewing this part of 
the presentation:
– 1.  We must become active in our community to 

prepare for such an event. (“All politics are local.”)

– 2.  We are too diverse a society to find the perfect 
balance between the ethics of safety & the ethics 
of personal rights (freedom).

– 3.  Paradoxically, it takes a lot of practice with the 
real thing to get good at it, something we hope 
never happens.



Case Study #3

• Dr Pou and the Hurricane-Implications for Patient Care 
during Disasters* – Susan Okie, M.D.

– Anna Maria Pou, New Orleans native, ENT cancer surgeon 
who was supervising residents @ Memorial Medical Center 
when Katrina hit Monday, August 29, 2005

• άΧŘŜŘƛŎŀǘŜŘΣ ƘŀǊŘǿƻǊƪƛƴƎΣ ǇƘȅǎƛŎŀƭƭȅ ǎƳŀƭƭ ǿƛǘƘ ŀ ƘǳƎŜ ǇǊŜǎŜƴŎŜΦέ

– Last to leave the hospital  Thursday afternoon after all 
surviving patients had been evacuated.

– July 2006, Dr Pou & 2 nurses arrested by order the LA State’s 
Attorney General & charged with 4 counts of  murder.

• *NEJM  Jan 3, 2008, vol 358:1-5 , no 1



Case study #3 cont.
The Hospital: Memorial

• Private, for-profit Tenet hospital

• The four patients who died as a result of 
treatment by Dr. Pou were all on the 7th floor of a 
separately licensed long-term acute care facility 
leased by LifeCare Hospital of Plano TX.

• Staff decided 9 could not be rescued (5/9 were 
DNR).  Who made the decision was unclear.

– The standard of rescue had changed Tues to Thurs.



Case study #3 cont.
Conditions in the Hospital

• 2000 people had taken shelter in the hospital

– Many pleading for water & food

– Non-ambulatory patients had to be taken on 
stretchers through unlit  hallways, to the second 
floor to either boats or a helipad.  Many DNR 
patients died awaiting evacuation.

– No electricity, temp over 100 degrees

• Weds night/ Thursday : word was passed that 
no rescue was forthcoming.



Case study #3 cont.
“Reverse Triage”

• Initially, the sickest where evacuated first.

• Thursday am, the standard changed to those who 
had the best chance to survive.

– By then it was recognized that help was not available 
and some patients would not survive.

– Only the most gravely ill remained on the LifeCare  unit

• The patients in the hospital included those in ICU, 
premature infants, dialysis patients, DNR patients, 
plus two 400# men who could not walk.



Case study #3 cont.
The Dilemma 

• As Dr Pou saw it, no rescue available, patients 
are now “terminal” due to their medical 
condition, their biological status and the 
environmental context 

• Now terrifying conditions existed: 
– Extreme discomfort

– Panic (?)

– Prospect of being abandoned  while helpless

• If she could not save them, then she had an 
obligation to palliate their pain and anxiety
– Thus, MS & Versed



Case study #3 cont.
Lessons learned

• 1.  Community must engage in public debate about 
what care should be provided during a disaster that 
depletes medical resources.

– What will a community allow if there are insufficient 
resources to save lives.                 

– Topics include:

• Reverse triage

• At what point does palliation become euthanasia

• Communication

• How to dole out a shrinking resource (pressurized oxygen, 
ventilators, antibiotics, pain relief……….)



Case study #3 cont.
Lessons learned

• 2.  Treatments must be given with the intent 
of relief of suffering, not euthanasia.

• 3. Local, State & Federal Government must 
provide leadership.

– Declaring a “state of emergency” does not protect 
health care providers & provide protection from  
lawsuits or criminal prosecution.



Ethical Issues in MCM
O’Laughlin D. Hick J.Ethical issues in resource triage Resp Care 2008:vol 53  (2):190-200.

• Ethical Dilemmas

– Doctor-Patient Relationship

– Withdrawal & Withholding of Care

• Problem areas that need to be considered in times 
of resource triage.

– The fair chance/best outcome problem

– The priorities problem

– The aggregation problem

– The democracy problem



Model States Emergency Health 
Powers Act

(MSEHPA as of July 15, 2006)

• Since the completion of the Model State 
Emergency Health Powers Act (MSEHPA) on 
December 21, 2001, 44 states and the District of 
Columbia have introduced a total of 171 bills or 
resolutions that include provisions from or closely 
related to MSEHPA.

• Of these bills, 66 have passed in 38 states and the 
District of Columbia.

• There are 29 basic issues dealt with in the 
MSEHPA



Model States Emergency Health Powers 
Act

The 29 Topics

• Defines Bioterrorism

• Defines Public Health 
Emergency

• Emergency Planning 
Commission

• Public Health 
Emergency Plans

• Public Heath Emergency 
Reporting

• Tracking Serious Threats

• Information Sharing 

• Public Heath Emergency 
Declarations 

• Content of Declaration

• Effect of Declaration

• Termination of 
Declaration



Model States Emergency Health 
Powers Act

• Emergency Measures re: 
Facilities or Materials

• Access to & Control of 
Facilities & Properties

• Safe Disposal of Human 
Remains

• Control of Health Care 
Supplies

• Compensation for Takings

• Procedures for Property 
Destruction

• Protection of Persons-
Generally

• Medical Exams & Testing

• Vaccination & Treatment

• Isolation & Quarantine

• Due Process & Quarantine

• Collecting/Testing Lab 
Samples



Model States Emergency Health 
Powers Act

• Access to Protected 
Health Info.

• Licensing/Appointment 
of HCWs

• Public Information

• Creation of Admin. 
Regs.

• Financing & Expenses

• Immunity for 
State/Private  Actors



Model States Emergency Health 
Powers Act

• A sampling of how States have put some or all 
of these topics into law:

– Montana : 1

– Idaho: 2

– California : 4

– South Dakota: 27

– New Jersey: all 29



Published Triage Criteria: 
ACCP Chest: May 2008

• People older than 85

• Those with severe trauma which could include 
critical injuries from car crashes and shootings.

• Severely burned patients older than 60

• Those with severe mental impairment which 
could include advanced Alzheimer’s disease.

• Those with severe chronic disease, such as 
advanced heart failure, lung disease or poorly 
controlled diabetes.



The Ethics of Coercion in Mass 
Casualty Medicine – Griffin Trotter, M.D., Ph.D.

• The ethical issues in MCM are “distinctive”:
– There is no option for noncooperation

– MCM allows little time for extensive deliberations

– Civic issues that come to the fore in MCM are 
predominately negative ( they are concerned with 
avoiding harm and not attaining fulfillment).

• Is “loyalty” (fidelity, honor, integrity, patriotism) 
the fundamental virtue of all clinicians?

• In MCM the clinician must shift loyalty from 
individual interests to the communities' interest. 



¢ƘŜ 9ǘƘƛŎǎ ƻŦ /ƻŜǊŎƛƻƴΧ -2
• Use all available information.

• Resolve gaping uncertainties in the direction 
of major security concerns

• Do not sacrifice basic liberties for minor 
security concerns or ineffective interventions.

• Do not allow suspicion to become a self-
fulfilling prophecy.

• Never enact coercive measures when less-
coercive measures are sufficient.

• Avoid mythological thinking.

• Internalize public decisional norms.



The Ethics of Coercion in Mass 
Casualty Medicine - 3

• In conclusion……………….. (from Trotter)

– Crisis such as a mass casualty event resets the conditions 
of engagement between citizens and governmental 
agencies.
• This reset will compel citizens  and governmental leaders to act 

ethically in ways that are outside the norms of this society.

• Out of loyalty to the community, rescuers will have to accept 
coercion as a means of limiting damage to the community.

• This loyalty must flow in both directions, between leaders and 
rescuers.

• For this to be done safely, there must be prior agreements 
reached between leaders and rescuers regarding the 
limitations of coercion and how coercion will be applied.


